


















STATE OF NEBRASKA SERVICE CONTRACT AMENDMENT State Purchasing Bureau 
1526 K Street, Suite 130 
Lincoln, Nebraska 68508 
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BUSINESS UNIT 
25710178 

VENDOR NUMBER: 2373353 

VENDOR ADDRESS: 

MCNA INSURANCE COMPANY 
200 W CYPRESS CREEK RD STE 500 
FORT LAUDERDALE FL 33309-2338 

THE CONTRACT PERIOD IS: 

ORDER DATE 
04/10/20 
BUYER 

JULIE SCHILTZ (AS) 

Telephone: (402) 471-6500 
Fax: (402) 471-2089 

CONTRACT NUMBER 
75640 04 

SEPTEMBER 01, 2017 THROUGH DECEMBER 31, 2022 

THIS SERVICE CONTRACT HAS BEEN AMENDED PER THE FOLLOWING INFORMATION: 

THIS CONTRACT IS NOT AN EXCLUSIVE CONTRACT TO FURNISH THE SERVICES SHOWN BELOW, AND DOES NOT PRECLUDE 
THE PURCHASE OF SIMILAR SERVICES FROM OTHER SOURCES. 

THE STATE RESERVES THE RIGHT TO EXTEND THE PERIOD OF THIS CONTRACT BEYOND THE TERMINATION DATE WHEN 
MUTUALLY AGREEABLE TO THE VENDOR/CONTRACTOR AND THE STATE OF NEBRASKA. 

Original/Bid Document 5427 Z1 

Contract to supply and deliver Medicaid Dental Benefit Program to the State of Nebraska as per the attached specifications 
for the contract period September 1, 2017 through December 31, 2022. The contract may be renewed for two (2) additional 
one (1) year periods when mutually agreeable to the vendor and the State of Nebraska. 

Vendor Contact: Shannon Boggs-Turner 
Office Phone: 954-730-7131 x252 
Cell Phone: 859-948-7667 
Fax Number: 210-745-4271 
Email: STurner@mcna.net 

(04/18/17 SC) 

Amendment One as attached. (8/31/17 sc) 

Amendment Two as attached. (2/8/18 sc) 

Amendment Three as attached. (ml 05/08/18) 

Amendment Four as attached. (09/11/18 ml) 

Amendment Five as attached. (09/27/18 ml) 

Amendment Six as attached. (07/11/19 ml) 

Amendment Seven as attached. (04/10/20 mel) 

Line 
1 

Description 
DENTAL MANAGED CARE 

DHHS DIVISION DIRECTOR 

Unit of 
Quantity Measure 

58,124,877.0000 $ 

Unit 
Price 

1.0000 

Extended 
Price 

58,124,877.00 

~ p_ ~== ·1 4/1rzo20 
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BUSINESS UNIT 
25710178 

VENDOR NUMBER: 2373353 

Line Description 
SFY18 

2 DENT AL MANAGED CARE 
SFY19 

3 DENTAL MANAGED CARE 
SFY20 

Total Order 

ORDER DATE 
04/10/20 
BUYER 

JULIE SCHILTZ (AS) 

Unit of 
Quantity Measure 

58,902.410.0000 $ 

60,681,263.0000 $ 

Telephone: (402)471-6500 
Fax: (402) 471-2089 

CONTRACT NUMBER 
75640 04 

Unit Extended 
Price Price 

1.0000 58,902,410.00 

1.0000 60,681,263.00 

177,708,550.00 

it:,~INITIALS 



AMENDMENT SEVEN 
Contract 75640 (04) 

Medicaid Dental Managed Care for the State of Nebraska 
Between the State of Nebraska and MCNA Insurance Company 

The State of Nebraska and MCNA Insurance Company make this Amendment (the 
"Amendment") to Contract 75640 (04) (the "Contract"), and, upon mutual agreement and 
other valuable consideration, the parties agree to and hereby amend the contract as 
follows: 

The contract language in Attachment 9 - Quality Performance Program 
(QPP) Measures is superseded with: 

The quality periormance program measures (QPP) for the Contractor have 
been adjusted for the time period of January 1, 2020 through June 30, 2020, 
and are set forth in the revised Attachment 9 attached hereto and 
incorporated into this amendment 

The contract language in in IV.N.23.b is superseded with: 

b. The DBPM UM Program policies and procedures must include service 
authorization policies and procedures consistent with 42 CFR §438.210, 
438.905, 438.910, and state laws and regulations for initial and continuing 
authorization of services that include, but are not limited to, the following: 

i. Written policies and procedures for processing requests for initial 
and continuing authorizations of services, where a provider does 
not request a service in a timely manner or refuses a service. 

ii. Mechanisms to ensure consistent application of review criteria for 
authorization decisions and consultation with the requesting 
provider as appropriate. 

iii. Requirement that any decision to deny a service authorization 
request or to authorize a service in an amount, duration, or scope 
that is less than requested is made by the DBPM Dental Director. 

iv. Provide a mechanism in which a member may submit, whether 
oral or in writing, a service authorization request for the provision 
of services. This process must be included in its member manual 
and incorporated in the grievance procedures. 

v. The DBPM's service authorization system must provide the 
authorization number and effective dates for authorization to 
participating providers and applicable non-participating providers. 

vi. The DBPM's service authorization system must have capacity to 
electronically store and report all service authorization requests, 
decisions made by the DBPM regarding the service requests, 
clinical data to support the decision, and time frames for 
notification of providers and members of decisions. 
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The contract language in in IV.P.2.i is superseded with: 

Any adjusted rates will be actuarially sound and consistent with requirements 
set forth in 42 CFR438.6(c) and 42 CFR 457.1203(a). Adjusted rates will 
require an amendment to the contract, mutually agreeable by both parties. 

The contract language in in IV.T.c.iii is superseded with: 

Annual reports, files, and other deliverables due annually must be submitted 
within 30 calendar days after December 31st of each calendar year, except 
those reports that are specifically exempted from the 30-calendar day 
deadline by this RFP or by written agreement between Ml TC and the DBPM. 

This amendment becomes part of the contract. Except as set form in this amendment, 
the contract is unaffected and shall continue in full force and effect in accordance with its 
terms. If there is a conflict between this amendment and the contract or any earlier 
amendment, the terms of this amendment will prevail. 

IN WITNESS WHEREOF, the parties have executed this amendment as of the date of 
execution by both parties below. 

Department of Health and Human Services 
Division of Medicaid and Long-Term Care 

By: ________ _ 

Name: Jeremy Brunssen 

Title: Interim Director 

Date: _________ _ 

MCNA Insurance Company 

By:~, 

Printed Name: Shannon Turner 

Title: Executive Vice President 

Date: April 2, 2020 
----------
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Quality Performance Program (QPP) Measures –  
January 1, 2020 to June 30, 2020 

  
 

Base Performance Requirement Payment Threshold % of Payment Pool 

Claims Processing Timeliness - 15 Days: Process 
and pay or deny, as appropriate, at least 90% of all 
clean claims for dental services provided to 
members within fifteen (15) days of the date of 
receipt. The date of receipt is the date the MCO 
receives the claim. 

≥ 95% within 15 days 

 
 

5% 
 

 

Reporting timeliness: Contractually required 
report submissions and resubmittals, when 
requested by MLTC, must be submitted on or 
before the applicable deadline 

 
90% submitted on or 

before due date 
 

 
10%  

 

Report Accuracy: Reports submitted must be 
accepted by MLTC pursuant to MLTC 
specifications. 

90% accepted by MLTC  10% 

Encounter Acceptance Rate: 95% of 
encounters submitted must be accepted by 
MLTC’s Medicaid Management Information 
System pursuant to MLTC specifications. 

             ≥ 98% 

 
 

15% 
 
 

MEASURE PDENT-CH: PERCENTAGE OF 
ELIGIBLES WHO RECEIVED PREVENTIVE 
DENTAL SERVICES 
Percentage of individuals ages 1 to 20 who are 
enrolled in Medicaid or CHIP Medicaid 
Expansion programs for at least 90 continuous 
days, are eligible for Early and Periodic 
Screening, Diagnostic, and Treatment (EPSDT) 
services, and who received at least one 
preventive dental service during the reporting 
period. 

43% 25% 

Adult Annual Dental Visit 
The percentage of members 19 years of age and 
older who had at least one dental visit during 
the measurement year. 

 
 
 
 
 
 
  

25% 20% 

Appeal Resolution Timeliness: The DBPM must 
resolve each appeal, and provide notice, as 
expeditiously as the member’s health condition 
requires, within twenty (20) calendar days from 
the day the DBPM receives the appeal. 

≥ 95% within 20 days 15% 

 

















    Attachment  5 – Reporting Requirements  

Attachment 5, p. 1  
  

  
This attachment is intended as a summary of periodic reporting requirements included in the RFP. The RFP contains additional 
reporting requirements that may be triggered by specific events (e.g. instances of fraud discovery). The DBPM must comply with all 
reporting requirements found in the RFP, attachments, and addenda.  

  
Monthly Deliverables  

Due on the 15th day of the following calendar month unless otherwise noted in the RFP or agreed 
to in writing by the DBPM and MLTC.  

  
Quarterly Deliverables  

Due 45 calendar days after the end of the most recent quarter unless otherwise noted in the RFP 
or agreed to in writing by the DBPM and MLTC.  

Semi-Annual Deliverables  Due as specified in this attachment.  

  
  

Annual Deliverables  

Reports, files, and other deliverables due annually must be submitted within 30 calendar days 
following the 12th month of the calendar year, except those reports that are specifically exempted 
from the 30-calendar day deadline by this RFP or by written agreement between MLTC and the 
DBPM.  

  
Ad Hoc Deliverables  

Ad hoc reports must be submitted within five business days from the date of request, unless 
otherwise specified by MLTC.  

If a due date falls on a weekend or State-recognized holiday, the deliverable is due the next business day. All reports must be 
submitted in an MLTC provided template or in a format approved by MLTC.  

Monthly Deliverables  Description  Due Date  

Claims Processing and Timely Payment of 
Claims  

Summary data on claims payment activity and reasons for claims 
denials, per reporting requirements provided by MLTC. Include the 
disposition of every adjudicated and adjusted claim for each claim 
type.  

15th day of the following 
calendar month  

Provider Termination  All provider terminations by category and termination cause.  15th day of the following 
calendar month  

Third-Party Liability  All instances in which a TPL is identified for a member as 
described in Section IV.R – Claims Management.  

15th day of the following 
calendar month  

Claims Payment Accuracy  Claims payment accuracy percentages as described in Section IV.R - 
Claims Management.  

15th day of the following 
calendar month  

 



    Attachment  5 – Reporting Requirements  

Attachment 5, p. 2  
  

Member Grievance System (Grievance)  Summary of new grievances, resolved grievances, and status of 
unresolved grievances. This report is required monthly for the first 
six months after the contract start date and will then be required 
quarterly.  

15th day of the following 
calendar month for the 
first six months, then 45 
calendar days following 
the most recent quarter  

Member Grievance System (Appeals)  Summary of new appeals, completed appeals, and status of each 
ongoing appeal. This report is required monthly for the first six 
months after the contract start date and will then be required 
quarterly.  

15th day of the following 
calendar month for the 
first six months, then 45 
calendar days following 
the most recent quarter  

Member Grievance System (Expedited 
Appeals)  

Summary of new expedited appeals, completed expedited appeals, 
and status of each ongoing expedited appeal. This report is required 
monthly for the first six months after the contract start date and will 
then be required quarterly.  

15th day of the following 
calendar month for the 
first six months, then 45 
calendar days following 
the most recent quarter  

Member Grievance System (State Fair 
Hearings)  

Summary of new state fair hearings, concluded state fair hearings, 
and status of each ongoing state fair hearing. This report is required 
monthly for the first six months after the contract start date and will 
then be required quarterly.  

15th day of the following 
calendar month for the 
first six months, then 45 
calendar days following 
the most recent quarter  

Provider Grievance System (Grievances)  Summary of new grievances, resolved grievances, and status of 
unresolved grievances. This report is required monthly for the first 
six months after the contract start date and will then be required 
quarterly.  

15th day of the following 
calendar month for the 
first six months, then 45 
calendar days following 
the most recent quarter  

Provider Grievance System (Appeals)  Summary of new appeals, completed appeals, and status of each 
ongoing appeal. This report is required monthly for the first six 
months after the contract start date and will then be required 
quarterly.  

15th day of the following 
calendar month for the 
first six months, then 45 
calendar days following 
the most recent quarter  
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Provider Grievance System (State Fair 
Hearings)  

Summary of new state fair hearings, concluded state fair hearings, 
and status of each ongoing state fair hearing. This report is required 
monthly for the first six months after the contract start date and will 
then be required quarterly.  

15th day of the following 
calendar month for the 
first six months, then 45 
calendar days following 
the most recent quarter  

 

New Referrals of Potential Fraud, Waste, 
Abuse and Erroneous Payments  

Summary of new referrals as described in Section IV.O - Program 
Integrity.  

Second Friday of the 
following calendar month  

All Referrals of Fraud, Waste, Abuse, and  
Erroneous Payments Under Review by the  
MCO  

Summary of all referrals as described in Section IV.O - Program 
Integrity.  

Second Friday of the 
following calendar month  

Overpayments Identified and Collected  Summary of overpayments as described in Section IV.O - Program  
Integrity.  

Second Friday of the 
following calendar month  

Provider Who Have Left the MCO Network  Summary of provider network departures as described in Section 
IV.O - Program Integrity.  

Second Friday of the 
following calendar month  

Miscellaneous Fraud Prevention Efforts  Summary of the MCO’s fraud prevention efforts as described in 
Section IV.O - Program Integrity.  

Second Friday of the 
following calendar month  

Claims Adjudicated  Data summarizing claims adjudicated to finalization in the previous 
calendar month as described in Section IV.O - Program Integrity.  

Second Friday of the 
following calendar month  

Member/Provider Call Center  Data summarizing DBPM member/provider call center  
performance, including call abandonment rate and average speed 
to answer.  

15th day of the following 
calendar month  

Service Authorizations  Data summarizing DBPM compliance with timely service  
authorization requirements as detailed in Section IV.N. – Utilization 
Management.  

15th day of the following 
calendar month  

Enrollment and Disenrollment Report  Summary of disenrollments as described in Section IV.B - Eligibility 
and Enrollment.  

15th day of the following 
calendar month  
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Quarterly Deliverables  Description  Due Date  

Member Grievance System (Grievance)  Summary of new grievances, resolved grievances, and status of 
unresolved grievances. This report is required monthly for the first 
six months after the contract start date and will then be required 
quarterly.  

45 calendar days 
following the most recent 
quarter  

Member Grievance System (Appeals)  Summary of new appeals, completed appeals, and status of each 
ongoing appeal. This report is required monthly for the first six 
months after the contract start date and will then be required 
quarterly.  

45 calendar days 
following the most recent 
quarter  

 

Member Grievance System (Expedited 
Appeals)  

Summary of new expedited appeals, completed expedited appeals, 
and status of each ongoing expedited appeal. This report is required 
monthly for the first six months after the contract start date and will 
then be required quarterly.  

45 calendar days 
following the most recent 
quarter  

Member Grievance System (State Fair 
Hearings)  

Summary of new state fair hearings, concluded state fair hearings, 
and status of each ongoing state fair hearing. This report is required 
monthly for the first six months after the contract start date and will 
then be required quarterly.  

45 calendar days 
following the most recent 
quarter  

Provider Grievance System (Grievances)  Summary of new grievances, resolved grievances, and status of 
unresolved grievances. This report is required monthly for the first 
six months after the contract start date and will then be required 
quarterly.  

45 calendar days 
following the most recent 
quarter  

Provider Grievance System (Appeals)  Summary of new appeals, completed appeals, and status of each 
ongoing appeal. This report is required monthly for the first six 
months after the contract start date and will then be required 
quarterly.  

45 calendar days 
following the most recent 
quarter  

Provider Grievance System (State Fair 
Hearings)  

Summary of new state fair hearings, concluded state fair hearings, 
and status of each ongoing state fair hearing. This report is required 
monthly for the first six months after the contract start date and will 
then be required quarterly.  

45 calendar days 
following the most recent 
quarter  
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Care Coordination Report  Summary data and metric results as determined by MLTC.  45 calendar days 
following the most recent 
quarter  

Out of Network Referrals  Data and analysis summarizing out of network provider 
authorizations.  

45 calendar days 
following the most recent 
quarter  

Provider Network Access  Summary data and metrics on network access as determined by 
MLTC and described in Attachment 4 – Dental Access Standards.  

45 calendar days 
following the most recent 
quarter  

Provider Network Adequacy  Summary data and metrics demonstrating network adequacy as 
determined by MLTC and described in Attachment 4 – Dental 
Access Standards.  

45 calendar days 
following the most recent 
quarter  

 

Provider Network Cultural Competency 
Access  

Summary data and metrics on cultural competency access as 
determined by MLTC.  

45 calendar days 
following the most recent 
quarter  

Provider Credentialing  Data and metrics summarizing the number of providers credentialed 
by licensure type, their location, and the status of pending 
credentials.  

45 calendar days 
following the most recent 
quarter  

Service Verification Detail  Data detailing service verifications as described in Section IV.S - 
Claims Management and Section IV.O - Program Integrity.  

45 calendar days 
following the most recent 
quarter  

Service Verification Summary  Service verification summary as described in Section X - Claims 
Management and Section IV.O - Program Integrity.  

45 calendar days 
following the most recent 
quarter  

Utilization Management Reviews   Summary data and analysis as detailed in Section IV.N – Utilization 
Management and as determined by MLTC.  

45 calendar days 
following the most recent 
quarter  
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Utilization Management Committee  Summary and meeting minutes for UM Committee meetings as 
described in Section IV.N – Utilization Management.  

45 calendar days 
following the most recent 
quarter  

Quality Performance  Summary data and metric results as determined by MLTC.  45 calendar days 
following the most recent 
quarter  

Quarterly Financial Reporting  Data and analysis summarizing financial results as determined by 
MLTC and as described in Section IV.T - Reporting and 
Deliverables.  

45 calendar days 
following the most recent 
quarter  

Value-Added Services  Summary of value added services as agreed upon by the MCO and 
MLTC.  

45 calendar days 
following the most recent 
quarter  

Indian Health Services  Data and metrics summarizing Indian Health Service delivery.  45 calendar days 
following the most recent 
quarter  

Subrogation  Data summarizing new and ongoing instances of subrogation.  45 calendar days 
following the most recent 
quarter  

 

Administrative Performance Measures  Data and analysis summarizing results of Administrative Performance 
Measures as identified by MLTC.  

45 calendar days following 
the most recent quarter  

Semi-Annual Deliverables  Description  Due Date  

Paid Claims Audit  Results of error rate measurement data processing, medical 
necessity, and provider documentation audit of a statistically valid 
random sample of paid claims as described in Section IV.O - Program 
Integrity.  

June 30 and December 31  
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Annual Deliverables  Description  Due Date  

Quality Management Program Description 
and Work Plan  

Discussion of the MCO’s quality goals, initiatives and work plan as 
described in Section IV.M – Quality Management.  

30 calendar days 
following the 12th month 
of the calendar year  

Quality Management Program Evaluation  Data and analysis summarizing the results of the annual quality work 
plan as described in Section IV.M - Quality.  

30 calendar days 
following the 12th month 
of the calendar year  

Member Satisfaction Survey  Data and analysis summarizing results of the annual member 
satisfaction survey.  

120 calendar days 
following the 12th month 
of the calendar year  

Deficiency CAP Reports (All Provider Types)  Results and status of all corrective action plans by provider type.  30 calendar days 
following the 12th month 
of the calendar year  

   

Performance Improvement Projects  Data summarizing annual results of each new and ongoing PIP.  30 calendar days 
following the 12th month 
of the calendar year  

Quality Performance Measures  Quality performance results as listed in Attachment 6 – Performance 
Measures.  

Due dates to be provided 
prior to contract start and 
in accordance with 
reporting schedules for 
the governing entities.  

Provider Survey  Data and analysis summarizing results of the annual provider 
satisfaction survey. The provider satisfaction survey tool and 
methodology must be submitted to MLTC for approval at least 90 
calendar days prior to its administration.  

120 calendar days 
following the 12th month 
of the calendar year  
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Annual Financial Reporting  Data and analysis summarizing financial results as determined by 
MLTC and as described in Section IV.T - Reporting and 
Deliverables.  

30 calendar days 
following the 12th month 
of the calendar year  

Fraud, Waste, Abuse, and Erroneous 
Payments Annual Plan  

Compliance plan addressing requirements outlined in Section IV.O - 
Program Integrity.  

Last day of the calendar 
year  

Annual Program Integrity Confirmation  Signed form acknowledging responsibilities related to the receipt of 
State and federal funds as described in Section IV.O - Program 
Integrity.  

December 31  

Department of Insurance Financial Report  Copy of annual audited financial statement submitted to the 
Nebraska Department of Insurance.  

June 1  

Network Development and Management Plan  Details of the MCO’s network, including GeoAccess reports, and a 
discussion of any provider network gaps and the MCO’s remediation  
plans, as described in Section IV.I – Provider Network Requirements.  

30 calendar days following 
the 12th month of the 
calendar year  

Utilization Management Program Review  Data and analysis summarizing the MCO's annual evaluation of its UM 
program.  

30 calendar days 
following the 12th month 
of the calendar year  

Annual Staffing Report  Organization charts and staffing lists as detailed in Section IV.D – 
Staffing Requirements.  

30 calendar days following 
the 12th month of the 
calendar year  

QAPI Committee  Data and analysis addressing requirements detailed in Section IV.M – 
Quality Management.  

30 calendar days 
following the 12th month 
of the calendar year  

           



MCNA – DBM Rates – 7.1.2019 
 

Attachment 8 – Rates 

 

July 2019 - June 2020 Dental Capitation Rates 

 

Age Band 

Base 
SFY19 
Rate 

UNMC* 
PMPM Final Rate 

0-1 $2.13 $0.24 $2.37 

2-5 $18.72 $2.28 $21.00 

6-18 $22.89 $1.59 $24.48 

19-24 $10.72 $0.86 $11.58 

25-54 $14.53 $1.41 $15.94 

55-64 $14.38 $1.42 $15.80 

65+ $10.38 $1.03 $11.41 

* 438.6(c) State Directed Minimum Fee Schedule  
 

 



Attachment 9 
Quality Performance Program (QPP) Measures –  

October 1, 2017 to December 31, 2019 
 

Amendment 3 version 

 
 
 
 

Base Performance Requirement    QPP Payment Threshold    % of QPP Pool 

Claims Processing Timeliness - 15 Days: Process and 
pay or deny, as appropriate, at least 90% of all clean 
claims for dental services provided to members within 
fifteen (15) days of the date of receipt. The date of 
receipt is the date the MCO receives the claim. 

 
 
 

≥ 95% within 15 days 

 
 
 

20% 

Standard Service Authorizations: Process 80% of 
standard service authorization determinations within 
two (2) business days of obtaining appropriate dental 
information that may be required regarding a proposed 
admission, procedure, or service requiring a review 
determination. 

 
 
 

≥ 85% within 2 
business days 

 
 

 
20% 

Encounter Acceptance Rate: 95% of encounters 
submitted must be accepted by MLTC’s Medicaid 
Management Information System pursuant to MLTC 
specifications. 

 
 
                  ≥ 98% 

 
 

20% 

Call Abandonment Rate: Less than 5% of calls that 
reach the Member/Provider 800 lines and are placed in 
queue but are not answered because the caller hangs 
up before a representative answers the call. Measured 
using annual system-generated reports. 

 
 
 

<3% 

 
 
 

10% 

Average Speed to Answer: Calls to Member/Provider 
lines must be answered on average within 30 seconds. 
Measured using annual system-generated reports. 

 
30 seconds 

 
10% 

Appeal Resolution Timeliness: The DBPM must resolve 
each appeal, and provide notice, as expeditiously as the 
member’s health condition requires, within thirty (30) 
calendar days from the day the DBPM receives the 
appeal. 

 
 

≥ 95% within 30 days 

 
 

10% 

Grievance Resolution Timeliness: The DBPM must 
dispose of each grievance and provide notice, as 
expeditiously as the member’s health condition 
requires, within State-established timeframes not to 
Exceed ninety (90) calendar days from the day the 
DBPM receives the grievance. 

 
 
 

≥ 95% within 60 days 

 
 
 

10% 

 



STATE OF NEBRASKA SERVICE CONTRACT AMENDMENT State Purchasing Bureau 
1526 K Street, Suite 130 
Lincoln, Nebraska 68508 

PAGE 
1 of 2 

BUSINESS UNIT 
25710178 

VENDOR NUMBER: 2373353 

VENDOR ADDRESS; 

MCNA INSURANCE COMPANY 
200 W CYPRESS CREEK RD STE 500 
FORT LAUDERDALE FL 33309-2338 

THE CONTRACT PERIOD IS: 

ORDER DATE 
09/27/18 
BUYER 

JENNIFER ELOGE (AS} 

Telephone: (402) 471-6500 
Fax: (402) 471-2089 

CONTRACT NUMBER 
75640 04 

SEPTEMBER 01, 2017 THROUGH DECEMBER 31, 2022 

THIS SERVICE CONTRACT HAS BEEN AMENDED PER THE FOLLOWING INFORMATION: 

THIS CONTRACT IS NOT AN EXCLUSIVE CONTRACT TO FURNISH THE SERVICES SHOWN BELOW, AND DOES NOT PRECLUDE 
THE PURCHASE OF SIMILAR SERVICES FROM OTHER SOURCES. 

THE STATE RESERVES THE RIGHT TO EXTEND THE PERIOD OF THIS CONTRACT BEYOND THE TERMINATION DATE WHEN 
MUTUALLY AGREEABLE TO THE VENDOR/CONTRACTOR AND THE STATE OF NEBRASKA. 

Original/Bid Document 5427 Z1 

Contract to supply and deliver Medicaid Dental Benefit Program to the State of Nebraska as per the attached specifications 
for the contract period September 1, 2017 through December 31, 2022. The contract may be renewed for two (2) additional 
one (1) year periods when mutually agreeable to the vendor and the State of Nebraska. 

Vendor Contact: Shannon Boggs-Turner 
Office Phone: 954-730-7131 x252 
Cell Phone: 859-948-7667 
Fax Number: 210-745-4271 
Email: STurner@mcna.net 

(04/18/17 SC) 

Amendment One as attached. (8/31/17 sc) 

Amendment Two as attached. (2/8/18 sc) 

Amendment Three as attached. (ml 05/08/18) 

Amendment Four as attached. (09/11/18 ml) 

Amendment Five as attached. (09/27/18 ml) 

Line Description 
1 DENTAL MANAGED CARE 

SFY18 

2 DENTAL MANAGED CARE 
SFY19 

DHHS DIVISION DIRECTOR 

Estimated 
Quantity 

58,124,877.0000 

58,902,410.0000 

Unit of Unit Extended 
Measure Price Price 

$ 1.0000 58,124,877.00 

$ 1.0000 58,902,410.00 

I 
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STATE OF NEBRASKA SERVICE CONTRACT AMENDMENT State Purchasing Bureau 
1526 K Street. Suite 130 
Lincoln, Nebraska 68508 

PAGE 
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BUSINESS UNIT 
25710178 

VENDOR NUMBER: 2373353 

Line Description 

3 DENTAL MANAGED CARE 
SFY20 

Total Order 

ORDER DATE 
09/27/18 
BUYER 

JENNIFER ELOGE (AS) 

Estimated Unit of 
Quantity Measure 

60,681,263.0000 $ 

Telephone: (402) 471-6500 
Fax: (402) 471-2089 

CONTRACT NUMBER 
75640 04 

Unit Extended 
Price Price 

1.0000 60,681,263.00 

177,708,550.00 

BUYER INITIALS 
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AMENDMENT FIVE 
Contract 75640 (04) 

Medicaid Dental Managed Care for the State of Nebraska 
Between the State of Nebraska and MCNA Insurance Company 

The State of Nebraska and MCNA Insurance Company make this Amendment (the 
"Amendment") to Contract 75640 (04) (the "Contract"), and, upon mutual agreement and 
other valuable consideration, the parties agree to and hereby amend the contract as 
follows: 

The contract language in Attachment 88 - Rates is superseded with: 

The capitation rates for the Contractor have been adjusted for the time period 
of July 1, 2018 through June 30, 2019, and are set forth in the revised 
Attachment 8 attached hereto and incorporated into this amendment. 

The contract language in IV.1.1.a., Provider Network Requirements, is 
superseded with: 

The DBPM must maintain and monitor a network of qualified, appropriate 
dental providers in sufficient numbers and locations to provide adequate 
access to all covered services for all enrollees, including those with limited 
English proficiency or physical or mental disabilities. The DBPM is expected 
to design a network that provides a geographically convenient flow of patients 
among network providers. The provider network must be designed to reflect 
the needs and service requirements of the DBPM's member population. The 
DBPM must design its dental provider network to maximize the availability of 
primary dental services and specialty dental services. 

The contract language in IV.1.1.c., Provider Network Requirements, is 
superseded with: 

All providers must be in compliance with Americans with Disabilities Act 
(ADA) requirements; provide physical access; reasonable accommodations, 
and accessible equipment for Medicaid members with physical or mental 
disabilities. 

The contract language in IV.Q.1 O.b., Payments to Out-of-Network 
Providers, is superseded with: 

The DBPM must coordinate payment with out-of-network providers and 
ensure the cost to the member is no greater than it would have been if the 
services were furnished within the network. 
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The contract language in IV.1.11.a., Provider Network Development 
Management Plan, is superseded with: 

The DBPM must develop and maintain a provider Network Development and 
Management Plan which ensures that the provision of core dental benefits 
and services will occur [42 CFR §438.207(b) and 42 CFR §438.207(c)]. The 
DBPM must submit documentation as specified by the state within The 
Network Development and Management Plan, but no less frequently than the 
following: 1) at the time it enters into a contract with the state; 2) on an annual 
basis; 3) at any time there has been a significant change (as defined by the 
state) in the DBPM's operations that would affect the adequacy of capacity 
and services, including changes in MCP services, benefits, geographic 
service area, composition of or payments to its provider network, or at the 
enrollment of a new population in the MCP. 

The Network Development and Management Plan must include the DBPM's 
process to develop, maintain and monitor an appropriate provider network 
that is supported by written agreements and is sufficient to provide adequate 
access of all required services included in the contract. When designing the 
network of providers, the DBPM must consider the following (42 CFR 
§438.206): 

L Anticipated maximum number of Medicaid members. 

ii. Expected utilization of services, taking into consideration the 
characteristics and healthcare needs of the members in the 
DBPM. 

iii. The numbers and types (in terms of training, experience, and 
specialization) of providers required to furnish Medicaid core 
dental benefits and services. 

iv. The numbers of DBPM providers who are not accepting new 
DBPM members. 

v. The geographic location of providers and members, considering 
distance, travel time, the means of transportation ordinarily used 
by members, and whether the location provides physical access 
for Medicaid enrollees with disabilities. 
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The contract language in IV.G.14.f.xix, Member Handbook, is 
superseded with: 

1. Member Handbook 

a. The DBPM must develop, maintain, and post to the member portal of its 
website a member handbook in both English and Spanish. In addition to 
the requirements described in this RFP, the handbook must comply with 
the requirements in 42 CFR 438.10. 

b. The draft member handbook must be submitted to Ml TC for review and 
approval a minimum of thirty (30) calendar days after date of award. 

c. The DBPM must publish the member handbook on its website in the 
member portal. It must also have hard copies available and inform 
members how to obtain a hard copy member handbook if they want it. 

d. At a minimum, the DBPM must review and update the member handbook 
annually. The DBPM must submit the updated handbook to ML TC for 
review and approval a minimum of 45 calendar days before it is to be 
implemented. If the DBPM wishes to make changes to the handbook 
more frequently than annually, the revised language must still be 
submitted to ML TC a minimum of 45 calendar days prior to proposed 
implementation. 

e. The DBPM's updated member handbook must be made available to all 
members on an annual basis, through its website. When there is a 
significant change in the Member Handbook, the DBPM must provide 
members written notice of the change a minimum of 30 calendar days 
before the effective date of the change, that they may receive a new hard 
copy if they want it, and the process for requesting it. 

f. At a minimum, the member handbook must include: 
i. A table of contents. 
ii. A general description of basic features of how the DBPM operates 

and information about the DBPM in particular. 
iii. A description of the Member Services department, what services it 

can provide, and how member services representatives (MSRs) 
may be reached for assistance. The member handbook shall 
provide the toll-free telephone number, fax number, email 
address, and mailing address of the Member Services department 
as well as its hours of operation. 

iv. A section that stresses the importance of a member notifying 
Medicaid Eligibility of any change to its family size, mailing 
address, living arrangement, income, other health insurance, 
assets, or other situation that might affect ongoing eligibility. 

v. Member rights/protections and responsibilities, as specified in 42 
CFR 438.100 and this RFP. 

vi. Appropriate and inappropriate behavior when seeing a DBPM 
provider. This section must include a statement that the member 
is responsible for protecting his/her ID cards and that misuse of 
the card, including loaning, selling, or giving it to another person, 
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could result in loss of the member's Medicaid eligibility and/or 
legal action. 

vii. Instructions on how to request no-cost multi-lingual interpretation 
and translation services. This information must be included in all 
versions of the member handbook. 

viii. A description of the dental home selection process and the dental 
home's role as coordinator of services. 

ix. The member's right to select a different dental home within the 
DBPM network. 

x. Any restrictions on the member's freedom of choice of DBPM 
providers. 

xi. A description of the purpose of the Medicaid and DBPM ID cards, 
why both are necessary, and how to use them. 

xii. The amount, duration and scope of benefits available to the 
member under the contract between the DBPM and ML TC in 
sufficient detail to ensure that members understand the benefits 
for which they are eligible. 

xiii. Procedures for obtaining benefits, including authorization 
requirements. 

xiv. The extent to which, and how, members may obtain benefits, 
including from out-of ·network providers. 

xv. Information about health education and promotion programs, 
including chronic care management. 

xvi. Appropriate utilization of services including not using the ED for 
non-emergent conditions. 

xvii. How to make, change, and cancel dental appointments and the 
importance of cancelling or rescheduling an appointment, rather 
than being a "no show". 

xviii. Information about a member's right to a free second opinion per 
42 CFR 438.206(b)(3) and how to obtain it. 

xix. Information that describes the transition of care policies for 
enrollees and potential enrollees. 

The contract language in IV.G.1.j., Member Services and Education, 
General Guidelines, is superseded with: 

The DBPM must use state developed enrollee notices, including those that 
describe the transition of care policies for enrollees and potential enrollees. 

This amendment becomes part of the contract. Except as set form in this amendment, 
the contract is unaffected and shall continue in full force and effect in accordance with its 
terms. If there is a conflict between this amendment and the contract or any earlier 
amendment, the terms of this amendment will prevail. 
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IN WITNESS WHEREOF, the parties have executed this amendment as of the date of 
execution by both parties below. 

State ~bra~ 
2 

By: ~___, . ...,......., 

Printed Name: ll v 1 C>c>v--1A~f 

Title: Materiel Administrator 

Date: _____.j_O--=~ ::=...· -'-'-I\ ( -"'--· _ _ 

Department of Health and Human Services 
Division of .. ~1caid and Long-Term Care 

By: M~~vo 
Name: Matthew VanPatton 

Title: Director 

Date: \0lv,\ \~ 
\ 

MCNA lnsura >~ mpany 

By: ----,.,L-- -\:,,..-=~ "'==---"'=

Pri 'ed Name: dA/.J J,, ,.; 
Title: _r..,. ;.r II/µ./ /~Ar I (?~.u- I 
Date: 
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MCNA- DBM Rates- 7.1.2018 

Attachment SB - Rates 

July 2018 - June 2019 Dental Capitation Rates 

I" Base 
SFV19 UNMC* 

Age Band Rate PMPM Final Rate 
0-1 $1.98 $0.20 $2.18 
2-5 $18.04 $2.42 $20.46 

6-18 $26.52 $1.83 $28.35 
19-24 $12.05 $0.70 $12.75 
25-54 $14.65 $1.14 $15.79 
55-64 $13.69 $1.11 $14.80 
65+ $9.26 $0.76 $10.02 

* 438.6(c) State Directed Minimum Fee Schedule 



STATE OF NEBRASKA SERVICE CONTRACT AMENDMENT State Purchasing Bureau 
1526 K Street, Suite 130 
Lincoln, Nebraska 68508 

PAGE 
1 of 2 

BUSINESS UNIT 
25710178 

VENDOR NUMBER: 2373353 

VENDOR ADDRESS: 

MCNA INSURANCE COMPANY 
200 W CYPRESS CREEK RD STE 500 
FORT LAUDERDALE FL 33309-2338 

THE CONTRACT PERIOD IS: 

ORDER DATE 
09/11/18 
BUYER 

JENNIFER ELOGE (AS) 

Telephone: (402) 471-6500 
Fax: (402) 471-2089 

CONTRACT NUMBER 
75640 04 

SEPTEMBER 01, 2017 THROUGH DECEMBER 31, 2022 

THIS SERVICE CONTRACT HAS BEEN AMENDED PER THE FOLLOWING INFORMATION: 

THIS CONTRACT IS NOT AN EXCLUSIVE CONTRACT TO FURNISH THE SERVICES SHOWN BELOW, AND DOES NOT PRECLUDE 
THE PURCHASE OF SIMILAR SERVICES FROM OTHER SOURCES. 

THE STATE RESERVES THE RIGHT TO EXTEND THE PERIOD OF THIS CONTRACT BEYOND THE TERMINATION DATE WHEN 
MUTUALLY AGREEABLE TO THE VENDOR/CONTRACTOR AND THE STATE OF NEBRASKA. 

Original/Bid Document 5427 21 

Contract to supply and deliver Medicaid Dental Benefit Program to the State of Nebraska as per the attached specifications 
for the contract period September 1, 2017 through December 31, 2022. The contract may be renewed for two (2) additional 
one (1) year periods when mutually agreeable to the vendor and the State of Nebraska. 

Vendor Contact: Shannon Boggs-Turner 
Office Phone: 954-730-7131 x252 
Cell Phone: 859-948-7667 
Fax Number: 210-745-4271 
Email: STurner@mcna.net 

(04/18/17 SC) 

Amendment One as attached. (8/31/17 sc) 

Amendment Two as attached. (2/8/18 sc) 

Amendment Three as attached. (ml 05/08/18) 

Amendment Four as attached. (09/11/18 ml) 

Line Description 

1 DENTAL MANAGED CARE 
SFY18 

2 DENTAL MANAGED CARE 
SFY19 

3 DENTAL MANAGED CARE 

DHHS DIVISION DIRECTOR 

Estimated 
Quantity 

58,124,877.0000 

58,902,410.0000 

60,681,263.0000 

Unit of Unit Extended 
Measure Price Price 

$ 1.0000 58,124,877.00 

$ 1.0000 58,902,410.00 

$ 1.0000 60,681,263.00 



STATE OF NEBRASKA SERVICE CONTRACT AMENDMENT State Purchasing Bureau 
1526 K Street, Suite 130 
Lincoln, Nebraska 68508 

PAGE 
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BUSINESS UNIT 
25710178 

VENDOR NUMBER: 2373353 

Line Description 

SFY20 

Total Order 

ORDER DATE 
09/11118 
BUYER 

JENNIFER ELOGE (AS) 

Estimated 
Quantity 

Unit of 
Measure 

Telephone: (402) 471-6500 
Fax: (402) 471-2089 

CONTRACT NUMBER 
75640 04 

Unit 
Price 

Extended 
Price 

177,708,550.00 

Jct_ 
ER INITIALS 
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AMENDMENT FOUR 
Contract 75640 (04) 

Medicaid Dental Managed Care for the State of Nebraska 
Between the State of Nebraska and MCNA Insurance Company 

The State of Nebraska and MCNA Insurance Company make this Amendment (the 
"Amendment") to Contract 75640 (04) (the "Contract"), and , upon mutual agreement and 
other valuable consideration, the parties agree to and hereby amend the contract as 
follows: 

The contract language in Attachment SA- Rates is superseded with: 

The capitation rates for the Contractor have been adjusted for the time period 
of October 1, 2017 through June 30, 2018, and are set forth in the revised 
Attachment 8 attached hereto and incorporated into this amendment. 

This amendment becomes part of the contract. Except as set forth in this amendment, 
the contract is unaffected and shall continue in full force and effect in accordance with its 
terms. If there is a conflict between this amendment and the contract or any earlier 
amendment, the terms of this amendment will prevail. 

IN WITNESS WHEREOF, the parties have executed this amendment as of the date of 
execution by both parties below. 

State of Nebraska 

By: ~ ~ 

Printed Nam= ~} 

Title: Materiel Administrator 

Date: __ °r._._µ__y'--'-'({_~--

Department of Health and Human Services 
Divis~ dicaid and Long-Term Care 

By:-'~'---'---------

Name: Matthew VanPatton 

Title: Director 

Date: Ji:} ~ [f1> 

By: +-r-c._-'--- =====:::::-=-..__

rinted Name: t:44.<L, ~~ 

Title: -Se.,,-, J/P ..,dl0:,,, .. ~c_..J 

Date: ...(.ykm k , 7 ;J0r 1K' 
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MCNA- UPDATED DBM Rates - 10.1.2017 

Attachment 8A - Rates 

October 2017 - June 2018 Dental Capitation Rate Update 

Original HIPF UNMC* Fi'nal 
Age Band Rate PMPM PMPM Rate 

0-1 $1.80 $0.02 $0.23 $2.05 
2-5 $17.05 $0.16 $2.31 $19.52 

6-18 $26.99 $0.26 $1.80 $29.05 
19-24 $11.54 $0.11 $0.47 $12.12 
25-54 $13.91 $0.13 $0.86 $14.90 
55-64 $12.45 $0.12 $1.02 $13.59 
65+ $8.38 $0.08 $0.63 $9.09 

* 438.6(c) State Directed Minimum Fee Schedule 



STATE OF NEBRASKA SERVICE CONTRACT AMENDMENT State Purchasing Bureau 
1526 K Street, Suite 130 
Lincoln, Nebraska 68508 

PAGE 
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BUSINESS UNIT 
25710178 

VENDOR NUMBER: 2373353 

VENDOR ADDRESS: 

MCNA INSURANCE COMPANY 
200 W CYPRESS CREEK RD STE 500 
FORT LAUDERDALE FL 33309-2338 

THE CONTRACT PERIOD IS: 

ORDER DATE 
05/08/18 
BUYER 

VACANT (AS) 

Telephone: (402} 471-6500 
Fax: (402) 471-2089 

CONTRACT NUMBER 
75640 04 

SEPTEMBER 01, 2017 THROUGH DECEMBER 31, 2022 

THIS SERVICE CONTRACT HAS SEEN AMENDED PER THE FOLLOWING INFORMATION: 

THIS CONTRACT IS NOT AN EXCLUSIVE CONTRACT TO FURNISH THE SERVICES SHOWN BELOW, AND DOES NOT PRECLUDE 
THE PURCHASE OF SIMILAR SERVICES FROM OTHER SOURCES. 

THE STATE RESERVES THE RIGHT TO EXTEND THE PERIOD OF THIS CONTRACT BEYOND THE TERMINATION DATE WHEN 
MUTUALLY AGREEABLE TO THE VENDOR/CONTRACTOR AND THE ST ATE OF NEBRASKA. 

Original/Bid Document 5427 Z1 

Contract to supply and deliver Medicaid Dental Benefit Program to the State of Nebraska as per the attached specifications 
for the contract period September 1. 2017 through December 31, 2022. The contract may be renewed for two (2) additional 
one (1) year periods when mutually agreeable to the vendor and the State of Nebraska. 

Vendor Contact: Shannon Boggs-Turner 
Office Phone: 954-730-7131 x252 
Cell Phone: 859-948-7667 
Fax Number: 210-745-4271 
Email: STurner@mcna.net 

(04/18/17 SC) 

Amendment One as attached. (8/31/17 sc) 

Amendment Two as attached. (2/8/18 sc) 

Amendment Three as attached. {ml 05/08/18) 

Line Description 

1 DENTAL MANAGED CARE 
SFY18 

2 DENTAL MANAGED CARE 
SFY19 

3 DENTAL MANAGED CARE 
SFY20 

Estimated 

Quantity 
58,124,877.0000 

58,902,410.0000 

60,681,263.0000 

Unit of Unit Extended 
Measure Price Price 

$ 1.0000 58,124,877.00 

$ 1.0000 58,902,410.00 

$ 1.0000 60,681,263.00 

177,708,550.00 

R43500INISH00031"·11SI IUU:J3 ~u I ~ugo1 



AMENDMENT THREE 
Contract 75640 (04) 

Medicaid Dental Managed Care for the State of Nebraska 
Between the State of Nebraska and MCNA Insurance Company 

The State of Nebraska and MCNA Insurance Company make this Amendment (the 
"Amendment") to Contract 75640 (04) (the "Contract"), and, upon mutual agreement and 
other valuable consideration, the parties agree to and hereby amend the contract as 
follows: 

The contract language in Section IV., Paragraph A. PROGRAM 
DESCRIPTION, Subparagraph 3. Current Nebraska Medicaid Dental 
Program, Subparagraph (a)(v) is superseded as follows: 

Within the scope of the coverage criteria contained in 471 NAC 6. 

The contract language in Section IV., Paragraph A. PROGRAM 
DESCRIPTION, Subparagraph 3. Current Nebraska Medicaid Dental 
Program, Subparagraph (a)(vii) is superseded as follows: 

Within the limitations contained in 471 NAC 6~003. 

The contract language in Section IV., Paragraph A. PROGRAM 
DESCRIPTION, Subparagraph 3. Current Nebraska Medicaid Dental 
Program, Subparagraph (a)(viii) is superseded as follows: 

Provided in accordance with prior authorization requirements contained in 
471 NAC 6-003 

The contract language in Section IV., Paragraph E. COVERED BENEFITS 
AND SERVICES, Subparagraph 5. Core Medicaid Dental Benefits and 
Services is superseded as follows: 

The core dental benefits and services listed in this section are described in 
471 NAC 6-003. 

The contract language in Section IV., Paragraph G. MEMBER SERVICES 
AND EDUCATION, subparagraph 14. Member Handbook, subparagraph 
(f)(xxix)(b) is superseded as follows: 

The DBPM dentist incentive plan (42 CFR 438.6) 

The contract language in Section IV., Paragraph M. QUALITY 
MANAGEMENT. Subparagraph 2. QAPI Committee, Subparagraph 
(b)(i)(c) is superseded with: 

Ensure that QAPI activities are implemented throughout the DBPM. 

The contract language in Section IV., Paragraph M. QUALITY 
MANAGEMENT, Subparagraph 5. Annual Member Satisfaction Survey, 
Subparagraph (d) is superseded with: 

The surveys must provide valid and reliable data for results statewide and by 
county. 
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The contract language in Attachment 8 - Rates is superseded with: 

The capitation rates for the Contractor have been adjusted for the time period 
of July 1, 2018 through June 30, 2019, and are set forth in the revised 
Attachment 8 attached hereto and incorporated into this amendment. 

The contract language in Attachment 9 - Quality Performance Program 
(QPP} Measures - October 1, 2017 through December 31, 2018 is 
superseded with: 

The QPP timeframe has been revised to extend through December 31, 2018 
and accurately reflect the Appeal Resolution Timeliness requirement, the 
revisions are set forth in the revised Attachment 9 attached hereto and 
incorporated into this amendment. 

The following subparagraphs are deleted from Section IV., Paragraph G. 
MEMBER SERVICES and EDUCATION: 

14. Member Handbook 

f .xxi. How to obtain emergency and non-emergency medical 
transportation. 

15. Member Website 

g.iv. A link to the enrollment broker's website and the enrollment 
broker's toll free number for questions about enrollment. 

This amendment becomes part of the contract. Except as set form in this amendment, 
the contract is unaffected and shall continue in full force and effect in accordance with its 
terms. If there is a conflict between this amendment and the contract or any earlier 
amendment, the terms of this amendment will prevail. 

IN WITNESS WHEREOF, the parties have executed this amendment as of the date of 
execution by both parties below. 

::ate g ~ --4 
Printed Name~o. 2~.J 
Title: Materiel Administrator 

Date: 5/,1 j re:: 
-----'-------

MCNA Insurance ComP.any 

By: P;/-$ 
Printed Name: fiki fit:,/Jd 
Title: ( J. (J 

Date: .rhiJ' - ~1'--"-1~+--41-'-------
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Department of Health and Human Services 
Division of Medicaid and Long-Term Care 

By: f\MW3=:: 
Name: Matthew VanPatton 

Title: Director 

Date: \ 0 ~ '::u:>\ ~ 

\ 
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Attachment 8 - Dental Rates 

SFY2019 Rate Summary 

Age Band SfY17MMs Net Medical Rate NML 11Loaded Rate 
0-1 278,143 $ 1.80 9.0% $ 1.98 
2-5 454,390 $ 16.42 9.0% $ 18.04 
6-18 1,229,214 $ 24.13 9.00A, $ 26.52 
19-24 117,314 $ 10.85 10.0% $ 12.05 

2S..54 515,263 $ 13.18 10.0% $ 14.65 

SS..64 133,457 s 12.32 10.00A, $ 13.69 
65+ 220,982 $ 8.34 10.00A, $ 9.26 

Total 2,948,763 $ 16.68 9.2% $ 18.37 



Attachment 9 

Quality Performance Program (QPP) Measures
October 1, 2017 to December 31, 2018 

Base Performance Requirement I QPP Payment Threshold I 
Claims Processing Timeliness· 15 Days: Process and 
pay or deny, as appropriate, at least 90% of all clean 
claims for dental services provided to members within ~ 95% within 15 days 
fifteen (15) days of the date of receipt. The date of 

receipt is the date the MCO receives the claim. 

Standard Service Authorizations; Process 80% of 
standard service authorization determinations within 
two (2) business days of obtaining appropriate dental ~ 85% within 2 
information that may be required regarding a proposed business days 
admission, procedure, or service requiring a review 
determination. 

Encounter Acceptance Rate: 95% of encounters 

submitted must be accepted by MLTC's Medicaid 
~98% 

Management Information System pursuant to ML TC 
specifications. 

Call Abandonment Rate: Less than 5% of calls that 
reach the Member/Provider 800 lines and are placed in 
queue but are not answered because the caller hangs <3% 

up before a representative answers the call. Measured 
using annual system-generated reports. 

Average Speed to Answer: Calls to Member/Provider 
lines must be answered on average within 30 seconds. 30 seconds 
Measured using annual system-generated reports. 

Appeal Resolution Timeliness: The DBPM must resolve 
each appeal, and provide notice, as expeditiously as the 

~ 95% within 30 days 
member's health condition requires, within thirty (30) 
calendar days from the day the DBPM receives the 
appeal. 

Grievance Resolution Timeliness: The DBPM must 
dispose of each grievance and provide notice, as 
expeditiously as the member's health condition 

~ 95% within 60 days 
requires, within State-established timeframes not to 
Exceed ninety (90) calendar days from the day the 
DBPM receives the grievance. 

Amendment 3 version 

%ofQPPPool 

20% 

20% 

20% 

10% 

10% 

10% 

10% 



STATE OF NEBRASKA SERVICE CONTRACT AMENDMENT State Purchasing Bureau 
1526 K Street. Suite 130 
Lincoln, Nebraska 68508 

PAGE 
1 of 2 

BUSINESS UNIT 
25710178 

VENDOR NUMBER: 2373353 

VENDOR ADDRESS: 

MCNA INSURANCE COMPANY 
200 W CYPRESS CREEK RD STE 500 
FORT LAUDERDALE FL 33309-2338 

THE CONTRACT PERIOD IS: 

ORDER DATE 
02/08/18 
BUYER 

MICHELLE THOMPSON (AS) 

Telephone: (402) 471-6500 
Fax: (402) 471-2089 

CONTRACT NUMBER 
75640 04 

SEPTEMBER 01, 2017 THROUGH DECEMBER 31, 2022 

THIS SERVICE CONTRACT HAS BEEN AMENDED PER THE FOLLOWING INFORMATION: 

THIS CONTRACT IS NOT AN EXCLUSIVE CONTRACT TO FURNISH THE SERVICES SHOWN BELOW, AND DOES NOT PRECLUDE 
THE PURCHASE OF SIMILAR SERVICES FROM OTHER SOURCES. 

THE STATE RESERVES THE RIGHT TO EXTEND THE PERIOD OF THIS CONTRACT BEYOND THE TERMINATION DATE WHEN 
MUTUALLY AGREEABLE TO THE VENDOR/CONTRACTOR AND THE ST ATE OF NEBRASKA. 

Original/Bid Document 5427 Z1 

Contract to supply and deliver Medicaid Dental Benefit Program to the State of Nebraska as per the attached specifications 
for the contract period September 1, 2017 through December 31, 2022. The contract may be renewed for two (2) additional 
one (1) year periods when mutually agreeable to the vendor and the State of Nebraska. 

Vendor Contact: Shannon Boggs-Turner 
Office Phone: 954-730-7131 x252 
Cell Phone: 859-948-7667 
Fax Number: 210-745-4271 
Email: STurner@mcna.net 

(04/18/17 SC) 

Amendment One as attached. (8/31/17 sc) 

Amendment Two as attached. (2/8/18 sc) 

Line Description 
1 DENT AL MANAGED CARE 

SFY18 

2 DENTAL MANAGED CARE 
SFY19 

3 DENTAL MANAGED CARE 
SFY20 

Total Order 

Estimated 
Quantity 

58,124,877.0000 

58,902.410.0000 

60,681,263.0000 

Unit of Unit Extended 
Measure Price Price 

$ 1_0000 58,124,877.00 

$ 1.0000 58,902,410.00 

$ 1.0000 60,681,263.00 

177, 708,550.00 

R"l35,~0INISH00031NISHOOO:i ?.0150901 



STATE OF NEBRASKA SERVICE CONTRACT AMENDMENT State Purchasing Bureau 
1526 K Street, Suite 130 
Lincoln, Nebraska 68508 
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BUSINESS UNIT 
25710178 

VENDOR NUMBER: 2373353 

ORDER DATE 
02/08/18 
BUYER 

MICHELLE THOMPSON (AS) 

Telephone: (402) 471-6500 
Fax: (402) 471-2089 

CONTRACT NUMBER 
75640 04 

(Vi, ).\ )-l'ff 
BUYER INITIALS 
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AMENDMENT TWO 
Contract 75640 04 

Medicaid Dental Managed Care for the State of Nebraska 
Between the State of Nebraska and MCNA Insurance Company 

The State of Nebraska and MCNA Insurance Company make this Amendment (the 
"Amendment") to Contract 75640 04 (the "Contract"), and, upon mutual agreement and 
other valuable consideration, the parties agree to and hereby amend the contract as 
follows: 

The Parties hereto add the following sections effective upon execution of this 
Amendment: 

Section IV.G. Member Services and Education 

1. General Guidelines 

j. The DBPM must use state developed enrollee notices. 

Section IV .0. Program Integrity 

18. Treatment of Recoveries Made by the DBPM of Overpayments to 
Providers. 

a. The DBPM must submit to ML TC: 

i. The retention policies for the recoveries of all overpayments 
from the DBPM to a provider, including specifically the 
retention policies for the recoveries of overpayments due to 
fraud. waste, or abuse. 

ii. The process, timeframes, and documentation required for 
reporting the recovery of all overpayments. 

iii . The process, timeframes, and documentation required for 
payment to the State of recoveries of overpayments in 
situations where the DBPM is not permitted to retain some or 
all of the recoveries of overpayments. 

iv. This section does not apply to any amount of a recovery to 
be retained under False Claims Act cases or through other 
investigations. 

b. The DBPM must submit to Ml TC, and abide by, their policy for 
when they make an overpayment to a provider. The policy must 
include a mechanism for the provider to report to the DBPM the 
overpayment, to return the overpayment to the DBPM within sixty 
(60) calendar days after the date the provider identified the 
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overpayment, and to notify the DBPM in writing for the reason for 
the overpayment. 

c. The DBPM will return overpayments the DBPM recovers from 
providers to the State. 

Section IV.Q. Provider Reimbursement 

4. Indian Health Protections 

d. When the amount an 1/T /U provider receives from the DBPM is 
less than the amount the 1/T/U provider would have received under 
FFS or the applicable encounter rate published annually in the 
Federal Register by the IHS, the state will make a supplemental 
payment to the 1/T/U provider to make up the difference between 
the amount the DBPM pays and the amount the 1/T/U provider 
would have received under FFS or the applicable encounter rate. 

IN WITNESS WHEREOF, the parties have executed this amendment as of the date of 
execution by both parties below. 

State of Nebraska 
Department of Health and Human Services 
Division of Medicaid and Long-Term Care 

MCNA Insurance Company 

By:~~ By: ~ ~ -

Printed Name: ---;lb'?"""'f>t..5' /(,,} 74.::> -..f >"tJ" Printed Name: >-56&,,o.e:b -Z::A.P:=
Title: _:t;;..._1 .... -A..:...e:,,.,..;;_,_._,'-"-",\,,.-_,_i);__:1....:..r ....,.,~=c.....:.·h--=-a ....:.....r-__ _ 

C 

Date: _ :}"""'"'/'-----"-I J __,./___;:;;Q..:..,· 0""---1 </ ____ _ r i. 

Title: Materiel Administrator 

Date: l 4 F~ \8 

Title: //? c>,/1 /)t?r&,z{.Zb.£ 

Date: ____./_ --=;J,,__.f'---_J__.._f ____ _ 
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STATE OF NEBRASKA SERVICE CONTRACT AMENDMENT State Purchasing Bureau 
1526 K Street, Suite 130 
Lincoln, Nebraska 68508 

PAGE 
1 of 1 

BUSINESS UNIT 
25710178 

VENDOR NUMBER: 2373353 

VENDOR ADDRESS: 

MCNA INSURANCE COMPANY 
200 W CYPRESS CREEK RD STE 500 
FORT LAUDERDALE FL 33309-2338 

THE CONTRACT PERIOD IS: 

ORDER DATE 
08/31/17 
BUYER 

MICHELLE THOMPSON (AS) 

Telephone: (402) 471-6500 
Fax: (402) 471-2089 

CONTRACT NUMBER 
75640 04 

SEPTEMBER 01, 2017 THROUGH DECEMBER 31, 2022 

THIS SERVICE CONTRACT HAS BEEN AMENDED PER THE FOLLOWING INFORMATION: 

THIS CONTRACT IS NOT AN EXCLUSIVE CONTRACT TO FURNISH THE SERVICES SHOWN BELOW, ANO DOES NOT PRECLUDE 
THE PURCHASE OF SIMILAR SERVICES FROM OTHER SOURCES. 

THE STATE RESERVES THE RIGHT TO EXTEND THE PERIOD OF THIS CONTRACT BEYOND THE TERMINATION DATE WHEN 
MUTUALLY AGREEABLE TO THE VENDOR/CONTRACTOR AND THE STATE OF NEBRASKA. 

Original/Bid Document 5427 21 

Contract to supply and deliver Medicaid Dental Benefit Program to the State of Nebraska as per the attached specifications 
for the contract period September 1, 2017 through December 31, 2022. The contract may be renewed for two (2) additional 
one (1} year periods when mutually agreeable to the vendor and the State of Nebraska. 

Vendor Contact: Shannon Boggs-Turner 
Office Phone: 954-730-7131 x252 
Cell Phone: 859-948-7667 
Fax Number: 210-745-4271 
Email: STurner@mcna.net 

(04/18/17 SC} 

Amendment One as attached. (8/31/17 sc) 

Estimated Unit of Unit Extended 
Line Description Quantity. Measure Price Price 

1 DENTAL MANAGED CARE 58,124,877.0000 $ 1.0000 58,124,877.00 
SFY18 

2 DENT AL MANAGED CARE 58,902.410.0000 $ 1.0000 58,902,410.00 
SFY19 

3 DENT AL MANAGED CARE 60,681,263.0000 $ 1.0000 60,681,263.00 
SFY20 

Total Order 177,708,550.00 



AMENDMENT ONE 
Contract 75640 04 

Medicaid Dental Benefit Program for the State of Nebraska 
Between the State of Nebraska and MCNA Insurance Company 

The State of Nebraska and MCNA Insurance Company make this Amendment (the 
"Amendment") to Contract 75640 04 (the "Contract"), and, upon mutual agreement and 
other valuable consideration, the parties agree to and hereby amend the contract as 
follows: 

I. ADDITIONS: The following sections are hereby added upon execution by the 
parties hereto: 

A. Section IV.C - Business Requirements 

1. Compliance with State and Federal Laws and Regulations 

d. The DBPM must have written policies guaranteeing each 
member's rights to be treated with respect and with due 
consideration for his or her dignity and privacy. 

e. The DBPM must have written policies guaranteeing each 
member's right to receive information on available treatment 
options and alternatives, presented in a manner appropriate 
to the member's condition and ability to understand. 

f. The DBPM must have written policies guaranteeing each 
member's right to be free from any form of restraint or 
seclusion used as a means of coercion, discipline, 
convenience or retaliation. 

g. The DBPM must have written policies guaranteeing the 
member's right to request and receive a copy of his or her 
medical records, and to request that they be amended or 
corrected. 

h. The DBPM must ensure that each member is free to exercise 
his or her rights without the DBPM or its providers treating the 
member adversely. 

B. Section IV.G - Member Services and Education 

14. Member Handbook 

f. At a minimum, the member handbook must include: 
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xix. The extent to which, and how, after-hours and 
emergency coverage are provided, including: 

e) That, when necessary, members should refer to 
their Heritage Health plan's member information for 
medical emergencies relating to the member's 
physical, behavioral, or pharmaceutical services, as 
those benefits would not be reimbursed by the 
DBPM. 

16. Requirements for Member Materials 

r. Member materials cannot contain any assertion or statement 
(whether written or oral) that the recipient must enroll in the 
MCE in order to obtain benefits or to avoid losing benefits. 

s. Materials, for members or otherwise, cannot contain any 
assertion or statement (whether written or oral) that CMS, the 
Federal or State government, or similar entity endorses the 
DBPM. 

t. ML TC prohibits the DBPM from directly or indirectly engaging 
in door-to-door, telephone, or other cold-call marketing 
activities. 

C. Section IV.Q. - Provider Reimbursement 

4. Indian Health Protections 

b. The DBPM must exempt from premiums any Indian who is 
eligible to receive or has received an item or service furnished 
by an Indian health care provider or through referral under 
contract health services. 

c. The DBPM must exempt from all cost sharing any Indian who 
is currently receiving or has ever received an item or service 
furnished by an Indian health care provider or through referral 
unqer contract health services. 

11. Provider-Preventable Conditions 

a. The DBPM must comply with the requirements mandating 
provider identification of provider-preventable conditions as a 
condition of payment, as well as the prohibition against 
payment for provider-preventable conditions as set forth in 
§434.6(a)(12) and §447.26 of the CFR. 
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b. The DBPM must report all identified provider-preventable 
conditions in a form and frequency as specified by the State. 

c. ML TC prohibits the DBPM from making payment to a provider 
for provider-preventable conditions that meet the following 
criteria: 
i. That the State plan identifies. 
ii. That the State has found, based upon a review of 

medical literature by qualified professionals, to be 
reasonably preventable through the application of 
procedures supported by evidence-based guidelines. 

iii. Has a negative consequence for the beneficiary. 
iv. Is auditable. 
v. Includes, at a minimum, wrong surgical or other 

invasive procedure performed on a patient; surgical or 
other invasive procedure performed on the wrong 
body part; surgical or other invasive procedure 
performed on the wrong patient. 

d. The DBPM must require all providers to report provider
preventable conditions associated with claims for payment or 
enrollee treatments for which the DBPM would otherwise pay. 

12. Prohibition of Additional Payments 

a. No payment shall be made to a network provider other than 
by the DBPM for services covered under the contract between 
Ml TC and the DBPM, except when these payments are 
specifically required to be made by the State in Title XIX of the 
Act, in 42 CFR chapter IV, or when the State agency makes 
direct payments to network providers for graduate medical 
education costs approved under the State plan. 

II. REMOVALS: The Parties hereto remove the following sections upon execution 
of this Amendment: 

A. Section IV.C.7.c 

B. Section IV .Q. 7 

Ill. MODIFICATIONS: The following sections are modified upon execution of this 
Amendment: 
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A. Glossary of Terms 

Prepaid ambulatory health plan (PAHP): For purposes of this contract, a 
PAHP is an entity that: 
1 . Provides medical services to enrollees under contract with the State 

agency, and based on prepaid capitation payments, or other payment 
arrangements that do not use State plan payment rates. 

2. Does not have a comprehensive risk contract. 

B. Section IV.P DBPM Reimbursement 

2. Capitation Rate Determination Process 

c. Capitation Rates will initially be in effect from contractor start 
date through June 30, 2018. Capitation rates thereafter will 
be in effect for twelve (12) months or when programmatic 
changes require revised capitation rates. 

C. Section IV.Q. - Provider Reimbursement 

10. Payment to Out-of-Network Providers 

d. The DBPM must pay for covered emergency services that are 
furnished by providers that have no arrangements with the 
DBPM for the provision of these dental services. The DBPM 
must reimburse emergency service providers one hundred 
percent (100%) of the Medicaid rate in effect on the date of 
service. In compliance with Section 6085 of the Deficit 
Reduction Act of 2005, this requirement also applies to out
of-network providers. 

D. Attachment 8 - Rates Effective October 1, 2017 

The capitation rates for the Contractor have been adjusted for the time 
period of October 1, 2017, through June 30, 2018, and are set forth in the 
revised Attachment 8 attached hereto and incorporated into this 
amendment. 
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Attachment 8-Revised Dental Rates Effective October 1, 2017-June 30, 
2018 

October 1, 2017 - June 30, 2018 Dental Rates 

Age Band FV16MMs Rate Selection 

0-1 213,572 $ 1.80 

2-5 338,283 $ 17.05 

6-18 906,995 $ 26.99 

19-24 85,679 $ 11.54 

25-54 370,654 $ 13.91 

55-64 95,937 $ 12.45 

65+ 163,068 $ 8.38 

Total 2,174,188 $ 18.09 
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This amendment becomes part of the contract. Except as set form in this amendment, 
the contract is unaffected and shall continue in full force and effect in accordance with its 
terms. If there is a conflict between this amendment and the contract or any earlier 
amendment, the terms of this amendment will prevail. 

IN WITNESS WHEREOF, the parties have executed this amendment as of the date of 
execution by both parties below. 

State of Nebraska 
Department of Health and Human Services 
Division of Medicaid and Long-Term Care 

By:~~ 

Name: Thomas ''Rocky" Thompson 

Title: Director 

Date: i J ·7-/~ 0 I '1-
7 

State of Nebraska 

Title: Materiel Administrator 

Date: \?, ~ -r \7 

MCNA Insurance Company 

By: ~~ 

Name: Shannon Turner 

Title: VP of Operations ____ ..;.._,.;;..:;;..;;....c..;..,;.._;_ ___ _ 

Date: s-30-17 __ ___;;_;;;..;;_;..;__ _____ _ 
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STATE OF NEBRASKAseRv1cEcoNTRACTAWARD State Purchasing Bureau 
1526 K Street. Suite 130 
Lincoln, Nebraska 68508 

PAGE 
1 of 1 

BUS_INESS UNIT 
25710178 

VENDOR NUMBER: 2373353 

VENDOR ADDRESS: 

MCNA INSURANCE COMPANY 
200 W CYPRESS CREEK RD STE 500 
FORT LAUDERDALE FL 33309-2338 

ORDER DATE 
04/18/17 
BUYER 

MICHELLE THOMPSON AS 

Telephone: (402) 471-6500 
Fax: (402) 471-2089 

CONTRACT NUMBER 
75640 04 

AN AWARD HAS BEEN MADE TO THE VENDOR/CONTRACTOR NAMED ABOVE FOR THE SERVICES AS LISTED BELOW FOR THE 
PERIOD: 

SEPTEMBER 01, 2017 THROUGH DECEMBER 31, 2022 

THIS CONTRACT IS NOT AN EXCLUSIVE CONTRACT TO FURNISH THE SERVICES SHOWN BELOW, AND DOES NOT PRECLUDE 
THE PURCHASE OF SIMILAR SERVICES FROM OTHER SOURCES. 

THE STATE RESERVES THE RIGHT TO EXTEND THE PERIOD OF THIS CONTRACT BEYOND THE TERMINATION DATE WHEN 
MUTUALLY AGREEABLE TO THE VENDOR/CONTRACTOR AND THE STATE OF NEBRASKA. 

Original/Bid Document 5427 21 

Contract to supply and deliver Medicaid Dental Benefit Program to the State of Nebraska as per the attached specifications 
for the contract period September 1, 2017 through December 31, 2022. The contract may be renewed for two (2) additional 
one (1) year periods when mutually agreeable to the vendor and the State of Nebraska. 

Vendor Contact: Shannon Boggs-Turner 
Office Phone: 954-730-7131 x252 
Cell Phone: 859-948-7667 
Fax Number: 210-745-4271 
Email: STurner@mcna.net 

(04/18/17 sc) 

Line Description 

1 DENTAL MANAGED CARE 
SFY18 

2 DENTAL MANAGED CARE 
SFY19 

3 DENTAL MANAGED CARE 
SFY20 

Total Order 

Estimated 
Quantity 

58,124,877.0000 

58,902,410.0000 

60,681,263.0000 

Unit of Unit Extended 
Measure Price Price 

$ 1.0000 58,124,877.00 

$ 1.0000 58,902.410.00 

$ 1.0000 60,681,263.00 

177,708,550.00 

H.43SOOIN1SKOC021N1SK000220150901 
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For public information purposes only; not part of contract. 

 
Request for Proposal Number 5427 Z1 

Contract Number 75640 O4 

Proposal Opening: Medicaid Dental Benefit Program 
 
 
In accordance with Nebraska Revised Statutes §84.712.05(3), the following material(s) has not 
been included due to it being marked proprietary. 
   

MCNA Insurance Company 
1. Attachment B-1, Audited Financial Statements 
1. Attachment B-2, Actuarial Opinion 
2. Attachment B-3, Unaudited Financial Statements 
3. Attachment B-4, Banking Reference #1 
4. Attachment B-5, Banking Reference #2 
5. Attachment B-6, Performance Bond Letter 
6. Attachment B-7, Certificate of Insurance 
7. Attachment B-8, SOC 2 Type 2 Report 
8. Attachment I-1, Resumes 
9. Attachment 3-1, Compliance Program 
10. Attachment 22-1, Grievances & Appeals Flowchart 
11. Attachment 24-2, Network Development Plan 
12. Attachment 26-1, Dental Record Review Tool 
13. Attachment 28-1, Provider site Audit Tool 
14. Attachment 50-1, Prior Authorization Flowchart 
15. Attachment 64-1, Information Data Security Policy 
16. Attachment 64-2, Information Management Plan 
17. Attachment 65-1, Disaster Recovery Plan 
18. Attachment 78-1, Implementation Plan 
19. Response, Section A, pages 31-32 
20. Response, Section B, pages 35, 37 
21. Response, Section D, page 39 
22. Response, Section G, pages 42-44 
23. Response, Section H, pages 46-47, 53-57 
24. Response, Section I, pages 59, 64-69 
25. Response, Section J, page 72 
26. Response, Section 4, page 85 
27. Response, Section 5, page 88 
28. Response, Section 8, page 96 
29. Response, Section 9, page 97 
30. Response, Section 13, pages 108-109, 113, 115 
31. Response, Section 14, page 119 
32. Response, Section 15, page 124 
33. Response, Section 18, pages 132-135 
34. Response, Section 19, pages 136-138 
35. Response, Section 21, page 146 
36. Response, Section 24, pages 160-161 
37. Response, Section 25, pages 165-169 
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38. Response, Section 27, page 173 
39. Response, Section 28, pages 174-175 
40. Response, Section 29, pages 177-178 
41. Response, Section 33, pages 188-189 
42. Response, Section 34, pages 190-194 
43. Response, Section 36, pages 201-202 
44. Response, Section 37, pages 203-205 
45. Response, Section 38, page 209 
46. Response, Section 39, pages 210-213 
47. Response, Section 40, pages 214-215 
48. Response, Section 42, pages 226-230 
49. Response, Section 43, pages 231-232 
50. Response, Section 44, pages 234-235 
51. Response, Section 45, page 236 
52. Response, Section 46, pages 240-242 
53. Response, Section 48, page 246 
54. Response, Section 51, pages 258-260 
55. Response, Section 52, page 261 
56. Response, Section 55, pages 268-269 
57. Response, Section 56, pages 270-271 
58. Response, Section 57, pages 273-274 
59. Response, Section 60, pages 280-292 
60. Response, Section 61, pages 293-295 
61. Response, Section 62, pages 296-297 
62. Response, Section 64, pages 300-302 
63. Response, Section 65, pages 303-305 
64. Response, Section 67, pages 309-310 
65. Response, Section 68, page 312 
66. Response, Section 69, pages 315-318 
67. Response, Section 70, pages 320-321 
68. Response, Section 71, pages 322-324, 328, 334-335 
69. Response, Section 72, pages 336, 339, 341-342, 346 
70. Response, Section 73, pages 347-349 
71. Response, Section 74, pages 351-354 
72. Response, Section 77, pages 373-375 
73. Response, Section 78, pages 376-377, 391 
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Request for Proposal Form mcnadental 
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Request for Proposal Form 

BIDDER MUST COMPLETE THE FOLLOWING 

By si9nin9 this Request for Proposal for Contractual Services fonn. the bidder guarantees e<>mpliance with the provisions &tated in thiS 
Request for Proposal, agrees lo the tenns and oonditions unless otherwise ag~ to (see Section Ill) and certifies that bidder maintain& 
a drug free work place environm&nt. 

Per Nebraska's Transparency in Govemment Procurement AC1. Net>. Rev S1a1 § 73.003 DAS is tequired to colleel statistical information 
regarding the number of contracts awarded to Nebraska ConlraCIOrs. This informa1ion is for statistical purposes only and will not be 
con&idered for contract award purpose~ 

__ NEBRASKA COMIBACTOR AFFIDAVIT: Siclder hereby attests that bidder is e Nebraska Contractor. 'Nebmska Contractor' 
shall mean any bi<ldQr who ha& mainfained a bona fide place of business and al least one employee within this $ISie for at lea$! the six 
(6) months immediately preceding the po9tina date of this RFP. 

__ I herebv certify thal I am a Resident disabled veteran or buslne!I$ located In a designated enterpriae zone in accordance 
with Neb. Rev. Stat. § 73-107 anti v.ish to have preference. if applicable, considered in 1he award of this oontract 

FIRM: MCNA lnsuran~ Company 
COMPLETE ADDRjS~: 200 West C ress Creek Road ·suite 500 Fort Lauderdale FL 33309 

TELEPHONE NUM : 954-730-7131 x163 FAX NUMBER: ~9c:S4-6c.:....,"'28=-·.:c3l.,3"'7---------------
, ~ DATE: September 1S1 2016 

TYPED NAME & TITLE OF SIGNER: CMO$ Lacasa, Senior Vice Presielent and General Counsel 

Response to RFP 5427 21: Medicaid Dental Benefit Program 
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BIDDER MUST COMPLETE THE FOLLOWING 

By signing this Request for Proposal for Contractual Services form, the bidder guarantees compliance with the provisions stated in this 
Request for Proposal, agrees to the terms and conditions unless otherwise agreed to (see Section Ill) and certifies that bidder maintains 
a drug free work place environment. 

Per Nebraska's Transparency in Government Procurement Act, Neb. Rev Stat§ 73-603 DAS is required to collect statistical information 
regarding the number of contracts awarded to Nebraska Contractors. This information is for statistical purposes only and will not be 
considered for contract award purposes. 

__ NEBRASKA CONTRACTOR AFFIDAVIT: Bidder hereby attests that bidder is a Nebraska Contractor. "Nebraska Contractor" 
shall mean any bidder who has maintained a bona fide place of business and at least one employee within this state for at least the six 
(6) months immediately preceding the posting date of this RFP. 

__ I hereby certify that I am a Resident disabled veteran or business located in a designated enterprise zone in accordance 
with Neb. Rev. Stat.§ 73-107 and wish to have preference, if applicable. considered in the award of this contract. 

954-730-7131 x163 FAX NUMBER: _,9..,,5'-'4...,-6=2=8-....,,3=33=7'----------------

~ DATE: September 15, 2016 

TYPED NAME & TITLE OF SIGNER: Carlos Lacasa, Senior Vice President and General Counsel 

ii 
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Form A: Bidder Contact Sheet mcnadental 
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Form A: Bidder Contact Sheet 

Form A 
Bidder Contact Sheet 

Request for Proposal Number $427 Z1 

Form A should be completed and submitted with each response to this Rec:iueet for Proposal. This is intenoed to provide the 
Stale with information on the bidder's name and address. and the specific person(s) who are responsible for preparation of 
the bidder's response. 

Preparation of Response Contact Information 

Bidder Name: MCNA Insurance Company 
Bidder Address: 200 West Cypress Creek Road, Suite 500 

Fort Lauderdale. FL 33309 

Contact Person & Title: Carlos Lacasa, Senior Vice President and General Counsel 

E-mail Address: CLacasa@mcna.net 

Telephone Number (Office): 954-730-7131 x163 

Telephone Number (Cellular): 305-962-3911 

Fax Number. 954-628-3337 

Each bidder shall also designate a specific contact person who will be responsible for responding to the Slate if any 
clarifications of the bidder's response should become necessary. This will also be the person who the State contacts to set 
up a presentation/demonstration. if required. 

Communication with the Stale Contact Information 

Bidder Name: MCNA Insurance Company 
Bidder Address: 

200 West Cypress Creek Road, Suite 500 
Fort Lauderdale. FL 33309 

Contact Person & Title: Shannon Boo as-Turn er. Vice President of Operations 

E-mail Address: STurner@mcna.net 

Telephone Number (Office): 954-730-7131 x252 

Telephone Number (Cellular): 859-948-7667 

Fax Number: 210-745-4271 

Page 140 SPB RFP Revised: 01/2912016 
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Section Ill Terms and Conditions 
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Section Ill Terms and Conditions 
Section Ill Terms and Conditions [Page 1 of 23] 

Ill. TERMS AND CONDITIONS 

av signing the "Request for Proposal for Contractual Services· fom,, the bidder guarantees compliance with the proviSioos 
stated in thl& Request for Proposal, agrees to tlle Terms and Condition& unless otherwise agreed to, and oertlfie11 bidder 
maintains a drug free wot1t piece et1vironment 

Bidders are expected to dosely read the Tet!Tls and Condition& and provide a binding signature of intern to oomply with the 
Terms and Conditions: provided, however, a bidder may indicate any eKcepllons to th& Terms and Condition$ by {1) clearly 
identifying the term or condition by subsection. end (2} including an explanation for the bidder's inabKlty to comply with aueh 
term or condllion which includes a statement recommendln9 lerm& and condition& the bidder would find acceptable. Rejection 
in whole or in part of th& Terms and Condillons ITl8Y be c.iuse for rejection of a bidder's proposal. Bidders mu$t Include 
compleWd Section Iii with their proposal reeponae. 

The Slate of Nebraska is eOllclling bids In response to tne RFP. The State of Nebraska wm not oonsiderpropo&als that propose 
the substitution of the bidders OO<'ltract, agreements, or tenns for those of the State of Nebraska's. Any License. Senrioe 
Agreement, Customer Agreement. Uwr Agreemenl. Bidder Tenn& and Conditions. Document, or Clause purported or offered 
to be included aa a part of this RFP must be submitted es individual clauses, as either a oounter-offer or addttlonat language, 
and each Clause must be aeknOWle<lged end accepted in writing by Che Slate. If the Bidder'" clause I& later found 10 be In 
conflict with the RFP or A!Sultlng conlnlct the 9id<le(s clause Shall be suboroinate to the RFP or resulting contract. 

A. GENERAi. 

Accept ReJect Reject & Provide NOTES/COMMENTS: 
(Initial) (lnlUal) Allematlve within 

{~ 
RFP RHponae 
llnltlall 

The contract resulttog from this Request for Proposal shall Incorporate the following documents: 

1. Amendment to Contract Award with the moat recent dated amendment having the highest priomy; 
2. Contract Award and any attached Addenda; 
3. The Request for Proposal fom, and the Contractor's Proposal, signed in ink; 
4. Amendments to RFP and any Ou&SUons and Answers: and 
5. The ortglnal RFP document anti any Addenda. 

These document& oonstiMe the enUrety of the c;ontr.act. 

Unleas otherwise speclfica~y slated In a contract amendment, In case or any conflict between the incorporated 
documents, the doouments !Shall govern in the following on:lerof preference with number one (1) rec(!lvlng preference 
over all other doCUT1en1s and wllh each lower numbered document having preference f:Ner any higher numbered 
document: t) Amendment lo Contract Award with the most <eoent dated amendment having the highest priority, 2) 
Contract Award and any attacfled Addenda. 3} the signed Request for Proposal form and the Contracto(s Proposal, 
4) Amendm&nts to RFP and any Que$tion& and AnsWefs. 5) the original RFP doOJment and any Addenda. 

Any ambiguity in any proViaion of this contract which shall be dlllCO\lered after tts execution shall be resolved in 
acccrdanoe 'with the rules of contract interpretation as established In the State of NebraSka. 

Once proposal& are opeoed llley become lhe prope,ty of the State of Nebraslla ano will not be <etumed. 

Pago7 SPB RFP Revleed: 01/291201& 
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Section Ill Terms and Conditions [Page 2 of 23] 

8. AWARD 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) 

• 

~ 

(Initial} Alternative within 
RFP Reeponff 
(Initial} 

All purchases, leaG95, or contraels which are baaed on competitive proposals will be awarded according to 1he 
provisions in the Request for Proposal. TM State reserves the ngtit to reject any or all proposels, in whole or in part, 
or to award to muttiple bidder$ in whole or in part, and at H8 discrettoo, may withdraw or amend the Request for 
Proposal at any time. The Stste reservils the right to waive any cl&viattoM or errora that are not material, do not 
invalidate the legitimacy of the proposal. end do not impl"Olle the bidder's competitive position. All awaros will be 
made in a manner deemed In the best Interest of the State. The Request (or Propo981 d= not oommn the State to 
award a contract. ff, in the opinion of the State, revisions or ameodments WIii require aubs1antive changes in 
proposal&. the we date may t>e extended. 

By submitting a proposal in resl)()nse to this Request for Proposal. the bjdder grant& to the State the fight to contact 
or arrange a visit In penson with any or all of the bidders clients. 

Once intent to award decision has been determined, it will be posted lo tile lnlemet at: 
h11p:lldas,nebraska.govtmateriellpurchaslng.htm1 

Protest prooedure i& available on the lntemel at: 
http://das.nebraska.gov/marerlellpurchase bureau/docsJvendors/protesVProtestGrievanceProcedureForVendors.pd f . . 

Any protest& must be filed by a veodor within ten (10) business days after the intent to award Cleclsion is posted to 
thelntemel. 

C. COMPLIANCE WITH CIVIL RIGHTS LAWS AND EQUAL OPPORTUNITY EMPLOYMENT I 
NONDISCRIMINATION 

Accept Reject Rejeot & Provide NOTES/COMMENTS: 
(Initial) 

I.~ 
V 

(lniti.t) Altematlve within 
RFP Rnpona. 
Unitlall 

The Contractor shall comply wtth all applicable local. state, and federal Gtalutes and regulations regarding cMI righm 
laws and equal opportunity emplOyment. The Nebraska Fair Employment Pract~ Act prohibits Contraciors of the 
State of Nebraska, and their &bcontractors, from dise41mlnatlng against any employee or applicent for eflllloyment, 
¥.ith respect to hire, tenure. terms, conditions. compensatiOn. or pri\lileges of employment because of race, color, 
religion. seK, disability, marital status. 0< national origin (Neb. Rev. Stat. §§ 4~1101 to 48-1125). The Contractor 
guarantees compllance with 1he Nebraska Fair Employment Practice Act and breacn of this provision snail be 
regeraed as a metenal breach of contract. The Contractor shall inser1 a eimiler provision in all Subaintracts for 
service& to be covered by any contract re,uttln9 from this Request for Proposal. 

Page a SPB RFP Revlaed: 01/2912016 
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O. PERMITS, REGULATIONS. LAWS 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(lnltlal) (lnlllal) A!tamltlve wldltn 

I 

~ 

RFP Reeponae 
ttnltlall 

The Cont111ctor shall procure and pay for all permll6, licenses. and appl'O\lals ne~88ry for the execution of !he 
contract. The Conlractor shall comply with all appllcable local, stale, end federal laws, ordinance,, rule&, Oldenl, and 
regulallQns. 

E. OWNERSHIP OF INFORMATION ANO DATA 

Accept Relect Reject & Pro11lde NOTESfCOMMENTS: 
(Initial) (lnltl•l) AltvmaUve wltJlln 

(', 

IV' 
v 

RFP Rllaponae 
Onill&II 

The State of Nebl3Ska sh!lll have the unlimited righl to publlah, duplicate, U98, and disclose all non-prop~et.ary 
Information and data developed or derived by Ule ContractOI' pun;uant to thig c:oottact. 

The Contractor must guanmtee that It has the full legal right to the material&, wppllea. equipment, and other rights or 
tltles (e.g. rights to llcen&e$ transfer or a&sign deliverables} necessary to execute llli& contract TM oonlract prtce 
shalt, without exceptlOn, inelude (;(l!Tlpen&atkln for all royaltiee and oos16 arising from patents. trademaril&, and 
copyrighta that ere In any way involved In the oontrecl. II &hall be the reaponslbfllty of the Contractor to pay for all 
royalties and costs, and the Slate must be held tiarmless from any such Claims. 

F. INSURANCE REQUIREMENTS 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) (lnltlal) Altamauve within 

(\ 

tv 
RFP Reeponto 
(Initial) 

The Contractor el'lall not commanoe worl( under this conllllct untll all the Insurance required hereunder ha& been 
obtain&<! and such insurence h11s been appro11ed t,y the Stale, The C<intrllctor !Shall maintain all required Insurance 
for !he life of this contract and shall ensure that the State Purchasing Bureau haa the most current certificate of 
insurance throughout the life of thi, oonttact. If Contractor wttl be utilizing any Subcontractors. Iha Contractor is 
responaible for obtaining the certlficate(s) of insurance required herein under from eny and all Subcontractor(&). The 
Contraelor Is aleo reeponalble for en,urtng Suboonlnlctor(s) maintain the insurance required until oompletion of the 
contract requirements. The Cont1actor ,natl no! allow any Subcontractor to commence woril on an1 Suboonlract until 
ell similar Insurance required of the Subcontractor has bei,n obteined .incl approved by the C<lntractor. Approval of 
the insurance by the Stale shall not llm~. relieve. or decrease the liability of the Contractor hereunder. 

II by the !erms of any insurance a mandatory deduCIJble Is required, er if the Contractor ele<:15 to increaee the 
mandatory deductible amount, the Contractor Sllall be responsible for payment of the amount of the deductible In lhe 
event of a paid Clalm. 

Insurance ooveragea shall function Independent of all olher Clausee In the contract, end In no Inst.am;., shall the limite 
of recovery from the inGu1ance be reduced below the llmlt8 required by this set1ion. 

1. WORKERS' COMPENSATION INSURANCE 
The Cenltaclor eh811 take out and maintain during the life of thi6 conttao1 lhe s1atu1ory Wor1<era' 
Compensation and Employer's Uablllly lnsura/'IC.8 for all of the conttclor&' employee6 to be engaged In work 
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on the proJect under this contract and. in case any sucti WQric is sublet, the Contractor shall requ~e the 
Subcontractor similarty to provitl& Wotl(er's Compensation and Employer's Liability Insurance for all of the 
Subcontractor's employees to be engaged in $Uch work. Thi$ poricy shall be written to meet the statutory 
requirements for the 5tate in which the worl< i5 to be performed, Including Occup.itional Disease. This policy 
shall In elude a wall/8r of aubtogatlon In favor of the State. The amounts of such insurance snail not be less 
than the Jimitt stated hereinafter. 

2. COMMERCIAL GENERAi. LIABILITY INSURANCE AND COMMERCIAL AUTOMOBILE LIABILITY 
INSURANCE 
The Contracior Shall take out and maintain during the life of thii; contract such Commercial General liablllty 
Insurance and Comme«:lal Aulomoblle Uabllity Insurance &5 shall protect Contractor and any Subcontraa0< 
performing worl< covered by this contract from claimG for damages f0< bodily injury, Including death, as well 
as from claim& for property damage, which may arise from operations under thlS contract. v.t.etner such 
operation be by the Contractor or by any Suboonttaclor or by anyone directly or Indirectly employed by either 
of them, and !Ile amounts of such Insurance shall not be tess than limits stated hereinafter. 

The Commercial General liabUtty lnsursnc;e shall be written on an oocuuencs basis. and provide 
Premises/Operattons, Producis/Complele<I Operations, Independent Contractors, Personal lt'4ury, end 
Contrectual LiebUity coverage. The policy 81\all include the Stale, and other$ as reqult¥.1d by the contract 
document&. as Additional lnsured{s), Thi& policy shall be primary, and any lnsu111nce or self-tnsul'3nce 
earned by the State shall be con$idered excess and non-Q:lntributory. The Commefdal Automobile Liab~ity 
Insurance shall be written to cover all Owned, Non-owned. and Hired vehicles. 

3. INSURANCE COVERAGE AMOUNTS REQUIRED 

COMMERCIAL GENERAL LIABILITY 
General Aoareaata $4,000.000 
Producis/Comoleted Ooeratians Aaareoate $4.000.000 
Person.al/Advertisina lniu,v $1.000.000 ""r occurrence 
Boditv lniuN/Pronertv Dama11e $1 000 000 r,er occurrence 
Medical Pavments 510,000 anv one nereon 
Damaae to Rented Premises $300,000 eeoo occurrenoe 
Con!Jsdual Included 
lndeoelldanl Contractors Included 
Ahuae & Moleatatlon Included 
H htaher I/mils ant n>n.ulf8d Che Umbrella/Excess Llabllltv limit& are al/owod 10 $/IUS"' th• hfnher lfmlt 
WORKER'S COMPENSATION 
Emolovers Uabllltv Limits $500K/$500K/$500K 
StatutOIV Limits• AU States Statutorv • State of Nebraska 
USL&H Endorsement StatutoN 
Volunlarv Comoensatlon Statutorv 
COMMERCIAL AUTOMOBILE LIABILITY 
Bodilv lniurv/Prooertv Damlllle $1.000,000 combined sinole limit 
lnciude All Owned, Hired & Non-Owned Automobile lnclude<I 
llabilitv 
UMBREI.LAfEXCESS LIABILITY 
Over Prfmarv Insurance I $5 000000 
PROFESSIONAL LIABILITY 
Errors and Omissions I $7.000.000 
COMMERCIAL CRIME 
Crime/Emolovee Dlshonestv lncludina 3"' Partv Fidela• I $7,000,000 
CYBER LIABILITY 
Breach of Privacy, Security Breach. Denial of Service, $15,000,000 
Remediation. Fines and Penalties 
SUBROGATION WAIVER 
-Woi1<ers' CornMnsallon ""'""' shall include a waiver of sub-alion In favor of the Slate of Nebraska." 
LIABILITY WAIVER 
·commer<:!81 General LlabHlty & Commerclal Automobile Llablllty policies shall be prima,y end any Insurance or 
. selr-lnsurance carried bv the Stale shall be considered e)(cess and norH:ontribul.oni: 
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4. EVIDENCE OF COVERAGE 
The Contractor shoulel furnish the State. with their proposal response, a certificate of insuranoe coverage 
complying with the above requirements to the attention of the Buyer at 402-471-2089 (fax) 

Administrative Services 
State Purchasing Bureau 
1526 K Streat. Suite 130 
Lincoln, NE 68508 

These certificates or the cover sheet must reference the RFP number. and the certificates must inclu<!e the 
name of the company. policy numbers. effective dates, dates of expiration, and amourlls and types of 
coverage afforded. If the Slate is damaged by tne failure of the CQntracior to maintain such insurance, then 
the Contractor shall be responsible for all reasonable costs properly attributable thereto. 

Notice of cancellation of any required irisurance policy must be submitted to Administrative Servioes State 
Purchasing Bureau when issued and a new coverage bincler must be submitted immediately to ensure no 
bre..ak in coverage. 

G. COOPERATION WITH OTHER CONTRACTORS 

Accept Reject Reject & Provide NOTESfCOMMENTS: 
(lnltlal) (Initial) Alternative wlttlln 

RFP Response 
I• (lnltlaO 

(V 
The State may already have in place or choose to award supplemental contracts for work related to this ReQuest for 
Proposal. or any portion thereof. 

1. The State reserves the right to awerd the comract jointly between two or more potential Contractors. if 
such an arrangement Is In the best Interest of tile State. 

2. The Contractor must agree to cooperate with such other Contractors. and shall not commit or permit any 
act which may inlerlere with the peri'ormance of work by any other Contractor. 

ff. INDEPENDENT CONTRACTOR 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(ln!tlal) (Initial) Alternative within 

' / 

RFP R19ponse 
(lnfllall 

It is agreed that nothing contained nerein is intended or should be construeo in any manner as eteating or establlSl'ling 
the relationship of partners l:letween the parties hereto. The Contractor represents tl'lat It has, or will se~re at its 
own expense. all personnel required to perform the services under the contract. The Contracto(s employees ano 
other persons engaged in work or service!! required by the contractor under the contract shall have no contractual 
relationship with !he State; they shall not be considered employees of the State. 

AH ciaims on behalf of anv pen.on arising out of employment or alleged employment (including without llmit claims of 
discrimination against lhe Contractor. its officers. or its agen1s) shall in no way be the responsibility of the State. The 
Contractor will nold the State harmless from any end lilll such claims. Suen personnel or other persons shall not 
require nor be ent~led to any compensalion. right&. or benefits from !he Stale Including withou1 limit, tenure rights. 
medlcal and hospital care, sick and vacation leave, severance pay. or retirement benefits. 
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I. CONTRACTOR RESPONSIBILITY 

Accept Reject ReJect & Provide NOTES/COMMENTS: 
(Initial) (Initial) Alternative wltl,ln 

II RFP RffponN 
(lnltlall 

1( 
V 

The Contractor is solely responsible for fulftllin9 the oontract, with reaponaibility for ell seNlces offef'ed and products 
to be delivered as stated in lhe Request for Propose!. the Contractor's propose.I. and th& resuhlng contract The 
Contractor &halt be the sole point of oontacl ,egardlng all oontrse:4ual matters. 

lf th& Contractor intends to utilize any Subcontracton services, th& Sub<:Qnlracto(s level of effort, taSk&, and time 
allocatjon must be clea11y defined in the Contraelofs proposal. The Contractor shell agree thal ii will not utilize any 
Subcotltracton. not specifically included In Its proposal In the perfom\ance of the contract without the pl1or wrttten 
aulhorizafion oflhe Stale. Following e~e<:ution of the contract, the Contractor shall proceed diligenUywilh all seivices 
anel shall perform sud\ servk::ec with qualified personnel In aocordance wllh lhe contract. 

J. CONTRACTOR PERSONNEL 

Accept Reject Re}eet & Provide NOTES/COMMENTS: 
(Initial) (lnltlal) Abmatlve within .~ 
,,Y . 

RFP Respome 
(Initial! 

The Contractor warrants that .ill persons assigned to the project shall be employees of the Conuactor or q)ecified 
Subcontraaors, and sh9II be fully qualified to perfonn 1tle wotl( required ne,eln. Personnel ernplOyeel by th& 
Contractor to fulfill lhe tenna of the contract shaa remain under the sOle direction and oontrol of the Contractor. The 
Contractor Sllall include a slmlar provision in any contract with any Subcontractor selected to perform woll( on lhe 
project. 

Personnel commitments made in the ContraClor'a propo$81 stiall not b& Changed wi1hout lhe prior written approval of 
the State. Repl110emant of key penonnel, If approved by the S1a1e, shall be with pe!'l,Onnel of equal or greater ability 
and quellfica~ona. 

The State teserves the righl to require the Contrador to reassign or remove from the projec1 any Contractor or 
Subcontractor employee. 

In respect to its emp10yee5, the Conttad°' agrees to be responsible for the following: 

1. any and all employment taxes and/or other pay10N wllhhOldlng; 
2. any and ell vehicles used by the Contracto(s employees. Including all insurance required by state law: 
3. damages incurred by Contractor's employee& within the scope of their dunes under the contract 
4. malnl;llnlng worller'G' compensation and health lmurance arid submitting any reports on such insurance to 

the extent required by goveming Stat& law; and 
5. detennining the houn; 10 bewocked and the dUlies to be petfoimed by lhe C<lnlractors employees. 
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1<. CONTRACT CONFLICTS 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) {Initial) Altarnatlve Wittlin 

RFP Re1ponu 
fl llnitiall 

/y 
Contractor shall insure that contract$ or egreements with sut>-contractors and agents. and the performance of 
services in relation to this contract by sub-contractors and agents, does not conflict with this contract. 

L. STATE OF NEBRASl<A PERSONNEL RECRUITMENT PROHIBITION 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial} {Initial) Altemative within 

RFP Reaponse 
A {lnlllall 

r~ 
The Contractor shall not recruit or employ any Stale employee or agent who has worked on the Request for Proposal 
or project, or who had any influence on decisions affecting the Request for Proposal or project. for a period of two 
years after the dale of award. 

M. CONFLICT OF INTEREST 

Ac:1:ept Reji:,ct Reject & Provide NOTES/COMMENTS: 
(Initial} llnltial) Alterl\<itl11e wlU!in 

~ 

y 
RFP Reeponse 
llnltlall 

By submitting a proposal, bidder certifies !hat !here does not now exist any relationship between the t>tdder and any 
person or entijy which is or gives the appearance of e conflict of inter~! related 10 !his Request for Proposal or project. 

The bidder certifies that ii shall not take any aciion or acquire any interest either directly or indirectly. which will 
conflict in any manner or degree with the perfolTllance of its services hereunder or which creates an actual or 
appearance of conflict of interest. 

The bidder certifies !hat it will not employ any individual known by bidder to have a conflict of interest. 

N. PROPOSAL PREPARATION COSTS 

Ac:1:ept Reject Reject & Provide NOTES/COMMENTS: 
(Initial} (lnltlal} Alternative within 

RFP Respont141 
t,. 11.nttlall 

lV 
The Slate shall not incur any liabillly for any costs inwrred by bidders in replying to this Request for Proposal. in the 
demonstl"81ions and/or oral presentations, or in any other activity related to bidding on this Request for Proposal. 
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0. ERRORS ANO OMISSIONS 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(lnltfall (Initial) Altemative within 

RFP Response 
(lnltlall 

V 
The bidder shell not tal<.e advantage of any errors and/or omissions in lhis Request for Proposal or resulting contract. 
The bidder mus! promptly notcy the Stale of any errors and/or omissions that are oiscovered. 

P. BEGINNING OF WORK 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(fnltial) (Initial) Altematlve within 

RFP Responee 

" ; llnlliall 

(JV 
The bidder shall not commence any billable work until a valid contract has been fully executed by lhe Slate and the 
successful Contractor. The Contractor v.;11 be notified in writing when work may begin. 

Q. ASSIGNMENT BY THE STATE 

Accept Reject Reject & Provide NOTES/COMMENTS: 
{Initial) {Initial) AltematJve within 

/ 
RFP R&.sponte 

f .. (Initial! 

lV 
The Stale shall have the right to assign or transfer the contract or any of its Interests herein to any agency, board, 
commrssion. or political subdivision of the State of Nebraska. The/$ shall be no charge to the S1ate for any 
assignmen1 hereunder. 

R. ASSIGNMENT BY THE CONTRACTOR 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) 

\y 

(Initial) Altematlve wlttlin 
RFP Response 
!Initial\ 

The Contractor may not assign, voluntarily or involuntarily, the contract or any of its rights or obligations hereunder 
(including wtthout limitation rights and duties of performance) to any third party. without the prior written consent of 
Ille State, which will not be unreasonably withheld . 
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S. DEVIATIONS FROM THE REQUEST FOR PROPOSAi. 

Accept Reject Reject & P,ovide NOTES/COMMENTS; 
(lnlllal) (lnlllat) Altematlve wfttlln 

" 
Ii~ 

RFP Reeponae 
{Initial) 

The requirements oontained in the Request for Proposal become a pert of th& terms and oondltlor1& of tile oontract 
resuttlng from this Request ror Proposal. //vly deviati0!1$ from the Requ&St for Proposal must be Clearly defined by 
the bidder in its proposal imd, if accepted by the State. will become part of the conlract. Any specifically defined 
devlallons musl oot be In conflict with the basic nature or the Request tor Proposal, mandatory requirements, 0< 

applic.ible state or federal laws or statutes. "Oevialion•, for the purposes of this RFP. means any proposed changes 
or alterations to either the contractual language or deliverables within the scope of tnls RFP. The Slate diS<:OUrages 
deviations and reserves the right to reject proposed deviations. 

T. GOVERNING LAW 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(lnltlal) (Initial) Alt.erMll118 within 

/y 

RFP RNponM 
Onl.llal} 

The contract shall be governed in all respects by the laws ano statutes of the State of Nebraska. Any legal 
proceedings against the State of Nebraska regarding this Request for Proposal or any resul~nt contract &hall be 
brought in the Slate of Nebraska administrative or judidal forums as defined by State taw. The Contractor must be 
in oompllanc,e with all Nebraska stalutory and regulatory law. 

U. ATTORNEY'S FEES 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(lnl111t) (lnlliall Altematl~ wlttitri 

f\ 

I~ 

RFP Response 
llnltlall 

In Ille event of any litigation, appeal. or other legal ac1ion to enforce any provisiOn of Iha comract, the Contractor 
agreee to pay aJI expenses of suet> action. 86 permitted by law, including attorney's fees and C°'91S, if the Stele is the 
prevailing party. 

V. ADVERTISING 

Ace.pt ReJect Reject & Pl'Ollide NOTES/COMMENTS: 
(Initial) 

f. 

lY 

(Initial) Altematlve wllllln 
RFP RHponH 
Unltlall 

The Contractor tigree5 not to refer to tile contract award in acsverti5ing in sUCh a manner as to state or imply that the 
company or iii servloea are endorsed or prefe1Ted by the Stale. News release& pertalnir,g to the project shall not be 
!$Sued wilhout prior 'wY!tten appeoval from the State. 
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'--,,I 

Section Ill Terms and Conditions [Page 10 of 23] 

W. STATE PROPERTY 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(lnltiil} (Initial) Allematlve within 

A 

lv 
RFP Rffponee 
lfnltiall 

The Contractor shall be responsible for the proper care and custody of any Stat&-owneel property which is furnished 
for the Contraelofs use Cluring the pertonnance of the contract. The Cont,actor shall reimburse the State for any los~ 
or damage of such property; normal wear anel tear is expected. 

X. SITE RULES ANO REGULATIONS 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) (lnttlall Attematlve wltttln 

RFP Reeponee 
I (lnltlall 

V 
Tne Contraelor shall use its best efforts to ensure that its employees. agents, and Subcontractors comply wi1h site 
rules and regulations while on State premises. If the Contractor must perform on-site worlc outside of the daily 
operational hours set forth by tile Slate, it muSI make anengemenls with the Stale lo ensure eccess to fhe facility and 
the equipment has been arranged. No a(lditionel payment will be made by the State on tile basis of lack of acoess. 
unless the State fails to provide access as a.greed to between the Slate and fhe Contractor. 

Y. NOTIFICATION 

A1:cept Reject Reject & Provide NOTES/COMMEtUS: 
(lnltlaO 

V 

(lnltlal) Altbmauve wtthln 
RFP Responn 
llnltlall 

During the bid process. all communication between the State and a bidder shall be between the bidde(s 
representative clea~y noteo in ifs proposal and the buyer noted in Section II.A. Procuring Office anel Contact Person. 
of this RFP. After the awar<l of the contract. all notices unaer the contract shall be deemed duly given upon delivery 
to the staff designated as tne point of contae1 for this ReQuest for Proposal, in person. or upon delivery by U.S. Mail. 
facsimile. or a-ma~. Each bidder should provide in its proposal the name. tille. anel complete address of its designee 
to receive notices. 

1. Except as othelWise expressly specified herein, all notices. request&. or other communications shall be in 
writing and shall be deemed to have been given if delivered personally or mailed, by U.S. Mail, postage 
prepaid. return receipt requested. lo the parties at their resp8ciive addresses set forth above, or 31 such 
other addresses as may be specified in writing by eilher of the parties. All notices, .-equests. or 
communications shall be deemed effecti~e upon personal delivery or three (3) calendar days following 
deposit in tlle mail. 

2. \Mlenever the Contractor encounters any difficulty which is delaying or threatens to delay its fimely 
perfonnance under the confract, lhe Contractor shall immediately give notice thereof in writing 10 the State 
reciting all relevant information with respect thereto. Such notice shall not in anyway consdtute a basis for 
an ex1enslon of the delivery schedule or be oonstrueel as a waiver by the State of any of its rights or 
remedies to which It is entifled by law or equity or pursuant to the provisions of the contract. Failure to give 
suc:n notice, however. may be grounds for denial of any request for an extension of the dellVery schedule 
because of such delay. 
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Section Ill Terms and Conditions [Page 11 of 23] 

Either party may change it& address for noli!ication purposes by giving notice of the Change, and settlng forth the new 
address end en effective date. 

For the duration of the contract, all oommunicatlon between Contractor and the State regarding the contract shall 
take plac:.1 betwe<in the Contractor and indiinduals speclfioo by the State In Wlitlng. Communication about the contract 
between Contrador and individuals not designated as points of oontact by the State is strictly fomidden. 

Z. EARLY TERMINATION 

Accept Reject ReJtet & Provide NOTES/COMMENTS: 

'T\ltlal) (Initial) Attematlve Wittlin 
RFP Retpor'*! 
(lnltlall 

;;~ 
The contract may be terminated as followe. 
1. The State and the Contractor, by mutual written agreement, may terminate the oontract at any time. 

2. The State. In its sole discretion. may terminate the contract IOI' any reason upon thirty (30) calenoar day's 
written notlo& to the Contractor. Such termination shall not relieve the Contractor of warranty or other 
service obligations incurred unde< the terms of the contract Including turnover requirements as descrtbed 
in Section IV.W - Termination of DBPM Contract. In the event of termination the Contraclor shall be 
entitled to payment, determined on a pro rata basis, for services saUsfactorlly performed or provided. 

3. The State will provide the Contractor with a timely written Notice of lntel'lt to Terminate (Notice) that states 
the nature and baeis of the penalty or sanction and pr&-termination hear1n9 right&. 

4. The Contractor may, at the discretion of the Slate. be allowed to co1Tect the deficiencies within the thirty 
(30) calendar day notice p8fiod. unless other provi&ions in thi& Sec1ion demand otherwise, prior to the 
Issuance of a Notice of Termination. 

6. In acc,ordance with 42 CFR §438.710, the Slate will oonducl a pre-termination hearing upon the ,equest of 
the DBPM as outlined in the No!loe to provide DBPM the opportunity to oontest the nature and basis of the 
'!xlrtction. 

a. The raque$t must be submitted In writing to the Stale prtor to the detemtined date of 
termination stated in the Notice. 

b. The OBPM must receive a written notice of the outcome of the pre-termination heating, if 
applicable, indicatng decision reversal or affirmation. 

6. The State will notify Medicaid members enrolloo in the DBPM in writing. consistent with 42 CFR §438. 710 
and §438.722. of the affirming terminelion decision and of their options for reC6Mng Medicaid servi08& and 
to dlaenroll lmmecfately. 

7. The State may terminate the oontrad immediately for the following re.isons: 

a. if directed to do so by statute; 
b. Contractor has made an assi9nment for lh& benefit of creditors. hes admitted in writing its inability 

to pay detls as they mature. or has ceased operating in the normal course of business: 
c. a trustee or receiVer of the Contractor or of any substantial pan of lhe Contrador's assets has 

been appointed by a court; 
d. fraud, misappropriation, embezzlement, malfeasance, misfeasance, or mega! conduct pertaining 

to performance under the contract by its ConltaclOI', its employees, officers, directors, or 
shataholders; 

e. en involuntary proolle<ling has been commenced by any party against the Contractor under any 
one of the chapter,; of T!Ue 11 of the United States Code and (i) the proceeding has been pending 
for at least sl,cty (60) calendar days; or (Ii) ttie Contracte>r has consented. elther expressly or by 
opereUon of law. to the entry of an order for relief; or (Iii) the Contrador nae been decreed or 
adjud90<111 debtor. 

f. e voluntary petition has been filed by the Contrador under any of the dlaplers of Ti"e 11 of the 
United StateG Code: 
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Section Ill Terms and Conditions [Page 12 of 23} 

g. Contractor intentlonally discloses conficfenti91 infom1ation; 
h. Contractor has or announces tt will dlsoontinue support of the deliverable; 
i. isecond or subsequent documented "vendor performance report" form deemed acceptable by the 

State Purchasing Bun:au: or 
J. Contractor engaged ir, oollusion or actioM which could have prollided Contrac:tor an unfair 

advantage in obtaining this contract 

AA. FUNDING OUT CLAUSE OR LOSS OF APPROPRIATIONS 

Accept Reje<:t Reject & Provide NOTES/COMMENTS: 
(Initial) (Initial) Alternative within 

I 

lY 

RFP Reeponte 
llnltlall 

The State may terminate the contract, in whole or in part, In the event funding is no lonoer available. The State's 
obligation to pay amounts due ror fiscal years following the current fiscal year Is contingent upon 1eg1a1atlve 
aWoPrtaflon of funds for tha contract. Should said funds not be appropriated. the State may termin1;1te the contract 
with respect to those payments for the fiscal years for which sucn funds are not apptoprlated. The State will give the 
Contractor wl!tten notloe thirty (30) calendar days prior to the effective date of any termination, and advise the 
Contractor of 1he location (address and room number) of any related equipment. All obligations of lhe State to make 
paymente after the termination date will oease and all interest of the State in any related equipment wlll terminate. 
TIie Conttactor s!wlll be entille<l to re<Jelve just and equitable compensatiOn fo1 any authorized work which has been 
sali&fadority completed as of the termination date. In no event shall the Contractor be paid for a loss of anticipated 
profit. 

BB. BREACH BY CONTRACTOR 

Accept Re}ect Reject & Provide NOTES/COMMENTS: 
(lnlttal) (Initial) Afblmad11e within 

A 

lV 
RFP Reeponee 
Clnltlall 

The State may terminate the contract. in whole or in pal1. ff the Contractor fails to perform itS obligations under the 
conlract in a timely and proper manner. The State may, by provldlng a written notice of default to the Contractor, 
allow the Contractor lo cure a failure or breaeh of oonttact within a period of thirty (30) calendill' days (or longer at 
State'& di&Mltion conalderfng the gravl!y and nature of the default). Said notice shall be delivered by Certified Mail, 
Return Receipt Requ~le<I, or In person with proof of delivery. Allowing the Contractortlme to cure a failure or breach 
of contract doe& not waive the State's right to immediately terminate the contract for the sam& or different oontract 
breech whi<:h may occur at a different time. In case of default of Iha ConlTilctor, the Stale may oontract the service 
from othef sources and hold the Contractor responalble for any excess cost occasioned thereby. 

Pursuant to 42 CFR §438. 708 the State may provide benefits to members through otl'ler options Included In the 
Medicaid State Plan if the State, al os sole discretion. detennines that lhe Contractor has feiled to car,y out the 
substantive fl!fms of the contract, °' meet applicable requirements in Sections 1932. 1903(m) or 1905(\) of the Social 
Security Act. 
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CC. ASSURANCES BEFORE BREACH 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) (lnlllal) Altematlve within 

~ 

\~ 
RFP ReepollM 
llnltlal) 

If any document 0< delivetable tE!<luired pursuant to the contract does not fulfill the requirements of the Request fOC' 
Proposal/resu~ing contract. upon written notice from the State. the Contractor shall deliver assurances in I/le form of 
aodilionel Contrecto, t$SOUrc:G& at no add~ionat cost to the !)(eject in 0<de110 complete the deliverable. and to ensure 
IMt other project schedules will not be adversely affected. 

DO. ADMINISTRATION - CONTRACT TERMllfATION 

Accept Reject Reject & Provide NOTESfCOMMENTS: 
(Initial) (lnltlal) Attematlve within 

{' 

IV 
RFP Retpon&e 
Unltiall 

1. Contractor muet p1ovkle confirmation that upon contract termination all dellverables prepare<! in 
acoordance with this agreement shall become the property of the State of Nebraska; subject to the 
ownefship provision (section EJ cont8ined herein. and is provided to the State of Nebraska at no additional 
cost to the State. 

2. Contractor must provide confirmation that in the event of contract termination, alt records that are the 
property of the State will be re!l.l'ned 10 the St.ate wittlin thirty (30) c.ilerxlar days. Notwithstanding the 
above, Conttactor may retain one copy of any infomiation e~ required to <:0mply with appli~ble wotk 
produel documentation standards or as are automaftcally retained In the oourse of Conllactofs rt>utine 
back up procedure&. 

EE. PENALTY 

Accept ReJeet Reject & Provide NOTES/COMMENTS: 
(Initial) (Initial} Allematlve within 

RFP Reapor'IM 

• (Initial} 

lY 
The State has the option to inVQke penalties es desaibad in Section IV - Project Descripllon. 

FF. PERFORMANCE BONO 

Accept ReJ&et Reject & ProvliM NOTES/COMMENTS: 
(Initial) (Initial) A!wmatlve within 

~. 

V 

RFP RNpoMe 
flnlllatl 

The Contractor will be required to supply a bond executed by a corpomtlon authori~ed lo oontrael surety in the State 
of Neb<aska, payable to the State of Nebraska, Whlell shall be valid for the life of the conttact to include any renewal 
and/or extension periods. The amount of the bond must be $10,000,000.00. The bond will guarantee tna.t the 
Contractor will faithfully perfonn all ,equirements. terms and conditions of the contract Failure to oomf)ly &hall be 
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grounds for forfeiture of the bond a& liquidated damages. Amount of forfeiture wlll be determine<! by the agency 
based on loss to the State. The bona will be returned when the service has been satisfactorily QOmplete<i as solely 
determined by the State. after termination or eXJ)iration of the contract. 

Toe Contractor must obtain and maintain a perfonnance bond, rated a minimum of A by A.M. Beal Company, of a 
standard commercial seope from a 511rety compeny or companies holdings certificate of authority to tran58Ct surety 
buslne5S In the state. The Contractor must not leverage the bond as collateral for debt or create other cred~ors usi'lg 
lhe bond a& serurtty. The Contractor must be in breach of this contract If it fails to maintain or renew the performance 
bond a& requ~d by this conltact. 

1. The Contractor must obtain a pertormance llOnd in im amount equal to $10,000,000.00. The bond will 
guarantee that the selected contractor \MIi faithfully perform all requirements. term& and conditions of the 
<:0ntract. Failure to comply must b& ground! for forfeiture of the bond as liqutdaled damages. Amount of 
forfeiture \>All be determined by the agency based on loss to the State. The bond will be returned v.nen the 
service ha& been satisfactorily oomple1ed as solely determined by the State. after terroinetioo or expiration 
of the contract. 

2. Toe Contractor agrees that If 111, declared to be in default of any term of this contract, ML TC may elect to, 
in addition to any other remedies it may have under this contract, obtain payment under the performance 
bond for the following: 

a. Making funds available through a conaensu, proceeding In the appropnate court for payment to 
subcontracted providel'6 and non-contracted health care providers for reimbureement due to 
nonpayment of claims by Contractor, In the event of a breach of CAlntrecto(s obligation under Ulis 
contract; 

b. Reimbursing ML TC for any payments made by ML TC on behalf of the Contractor: 
c. Reimbursing MLTC for any exiraordinary admlnilltraflve expenses incurred by a breach of 

Contractor's obligation& under this contract. including, expenses incurred after terminetion of this 
contract by ML TC; 

d. Making any payments or expenditures deemed necessary lo MLTC, In Its sole dl&erel!On, Incurred 
by ML TC in the direct operation of the contract pursuant to the terms of thlg contract and to 
reimburse ML TC for any eX1raordinary administrative expenses incurred in connection 'Mth the 
direct operaUon of the Contractor; and 

e. The Contractor must reimburse MLTC for expenses exoeedlng the performsnoe bond amount. 

GG. FORCE MAJEURE 

Accept Reject Reject & Provide NOTI:SICOMMENTS: 
(lnltl~ll (lnlli•I) Altemaliw wltlllo 

RFP ReeponM 
(lnltlall 

r 
Neither party shall t>e liable for any costs or damages resulUng from It& inability to perfoon any of its obligations under 
Ille contract d'* to a natural di$aster, or other similer event outside the control end not the fault of the affected party 
("Force Majeure Event'). A Force MaJeure Event shall not constitute e breach of the contract. The party so effected 
shall Immediately give notice to the other party of the For<:e Majeure Evenl. The State may grant relief from 
performance of the contract if the Contr;ictor ii prevented from pencrmanoe by a Force Ma)eure Event. The burden 
of proof for the need for such relief shall rvst upon the Contractor. To obtain release based on a Force Majeure 
Event, the ContraclOr shall file a written re<1uest for &ueh rellef With the Stale Purcl'lning Buresu. Labor disputes with 
the Impacted party's own employees v.111 not be considered a Force Majoore Event and will not suspend pertocmanoe 
requirement& unaer the conlllld. 
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HH. PAYMENT 

Accept Re)ect Reject & Provide NOTES/COMMENTS; 
(Initial) (Initial) Al19mat111e WHhln 

RFP ReapOnte 
(lnltfall 

r 
State will render payment to Contractor when 1he tenns and conditions of the contract and specificetions have been 
satisfactorily completed on the part ol the Contractor es solely determined by the State. Pa~ent wlll be made by 
ttle respooslbte agency in compliance wiln the State of Nebraska Prompt Payment Act (See Neb. Rev. Stat. §§ 81· 
2401 through 81-2408). The State may require the Contractor to accept payment by electronic means such a& ACH 
deposit. In no event shall the State be responsible or liable to pay fOT any services provided by t11e Contractor prior 
to the EffectiVe Date, and the Contractor hereby waives any claim 0< cause of action for any auch S81Vlcea. 

II. RIGHT TO AUDIT 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(lnltlll) (lnltfal) Alwm•tive within 

\y 
RFP RNpOnH 
(Initial) 

Contractor gha11 e&lablish and mainlain a reasonable accountlng system that enables lhe State to readily audit 
contract. The state and its authorized representatJves shall have Ille right to audit, to examine, and to make copies 
of or extract& from all financial and related re<::Ot~ (in whatever fonn they may be kept, whether written, electronlc. 
or other) relating to or perteining to !his contrsct kepi by or under the oontrol of ttie Contractor, including, but not 
limited to those kepi by the Contractor, its employees, agents, assigns, successors, and Subcontractors. Such 
reoords shall include. but not be lim~ed to. accounting records, written policies and procedures; all paid vouchers 
including those for out-of-packet &)(J)enees; other reimbursement supported by lnvoioes; ledgers: cancelled checlui: 
deposit slips; bank statements; journals; original 8611mates; estimating work sheets; contracC amendments and 
change order files; back charge logs and suppo,ting dO<:UmentaUon; insurance documents; payroll documents; 
timesheets; memoranda; and e<>rrespondence. 

Contractor shell. at ell lime"S during the term of this contract and for a period of ftve (5) years after Iha completion of 
this contract, maintain such rec;ords. together wilh such suoporung or undeflying documents and materfats. The 
Contractor shall at any time reQuested by the S1ate. whether during or after oompleUon of this contract and at 
Contractors own expense make such reoords avallable for Inspection and audit (111duding copies and eXll'acts of 
records as required) by the State. Suet, records shall be made available to the State during normal business hours 
at the Contractor's office or plaoe ofbur.iness. In tile event that no such location Is available, then the financial records, 
together wtth the supporting or underlying documents and records, shall be made available for audtt at a time and 
foe.it ion that is convenianl for the Stale. Contractor &MIi &1'16Ure tht State has these rights with Contractor's assigns, 
successors. and Subcontract=. and the obllgaUons of tll&se rights shall be &XJ)llcil!y induded in any subcontracts or 
~reements fo111l9d between the Cont,actor and any Subcontractors to !he e)(!Qnt that thosa Subcontract& or 
agreement& 1191ate to fulfillment of the Contraclor's obligations to th& State. 

Costs of any audi!S conducted under the authority of this right to audit and not addressed e!sewne,e will be bome by 
lh& state unless certain exemplion criteria are met. If the audit identiftes overpricing or overcharges (of any natu~) 
by the Contractor to the State In excess of one-half of one pen::ent (.5%) of the total contract blllln,gs, the Contractor 
shall reimburse the State for the total costs of the audit. If the aud~ discovers substantive findings related to fraud, 
misrepreeerrtatton, or non-petfurmance, the Contractor shall reimburse the State for total cost& of audit. Any 
adjushnents andlor payments that must be made as a result of any sucti audit or impection of the Contractor's 
invoiGes and/Of records lllall be maoo v.!lhln a reasorl8ble amount of time (not to exceed 90 day$) from presentation 
of the State's findings to Contraclor. 
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JJ. TAXES 

Acc;ept Re~t Reject & Provide NOTESICOMMEHTS: 
(lnltlal) (lnlUel) Altem&tlve wltt,ln 

~ 

lY 
RFP Re1ponae 
(lnltlal\ 

The State is not required to j)ay taices of any kind and assumes no such liability as a resutt of this solicitation. My 
property tax payable on the Contracto(s equipment whidi may be installed in a state-owned fadllty Is tne 
responsibility of the Contractor. 

KK INSPECTION ANO APPROVAL 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) (Initial) Alwmatil!f> within 

(\ 

~/ 
l/ 

RFP Reeponse 
(Initial) 

Final lnspectiOn and approval of all work required under the contract shall be performed by the designated State 
officials. The Stale and/or ils authorized representaUves shall have the rlght to enter any premises where the 
Contra<:tor or Subc<lntrector Q.lties under the contract are being petform&d, and to inspect. monitor or otherwise 
evaluate the work being performed. All inspections and evaluatio<ls shall be at reasonable tlmes and In a manner 
that will not unreasonably delay worll. 

LL CHANGES IN SCOPE/CHANGE ORDERS 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) (Initial) Alternative within 

['~ 
RFP Response 
tlnltlal\ 

The State may, upon the written egreemenl of Contractor, make dlanges to the contract within the general scope of 
the RFP. The State may, al any time work is in progress. by written agr~ment. make alterations In the tenns of 
worit as shown in the specfficatlon&, require the Contractor to make correciion&. d&er811o9$ the quanllty of worll. Of 

make such other changes as the State may find neoesaary or desirable. The Contractor shell not delm forfeitvre of 
contra<:! try reasons of such changes by the State. 

Correc\ioos of any deliverable, service or performance of work required pursuam to the contract shall not be oeemed 
a modification. Changes°' addition& to the contract beyond the soope o( the RFP are not pennitted; however. lhe 
contract must meet all applicable federal legal requirements and regulations, Including Medicaid laws, rules and 
cegulatioos. and any future amendments to 1h8 contract that ere required to bring Nebraska in oompllanoe with federal 
Medicaid law must be deemed part of the scope of the requested bid. Chan{l&s or additions to the contract beyond 
tile scope of the RFP are not permitted except as noted herein. 
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MM. SEI/ERABILITY 

Accept Reject Reject & Provldl' NOTESfCOMMENTS: 
(Initial) (lnitiel) A!wmatlve within 

A 

/1 
' 

RFP Reaponu 
(lnlllal} 

II any teml or oondltion of the contract i& declared by a court of compelenl jurisdidioo lo be illegal 0< in conflict with 
any law, the validity of the remaining terms and conditions shall not be affected, and the rights and obligations of the 
parties shall be oonstrued and enforced as if the contract did not contain the particular provision held to be invalid. 

NN. CONFIDENTIALITY 

Accept Reject Reject & Provide NOTESICOMMl:MTS: 
(lnltlill) Clnltlal) Altematll/8 within 

RFP Reaj)OM& 
(Initial} 

~/ 
All materials and Information provided by the State or acquired by the Contractor on behalf of the State shall be 
regarded as ainfidential inf~tion. All materials and infonnafion provided by Che State or acquired by the Con1rador 
on behalf of the State shall be handled in acwrdanoe wittl federal and atate law, and ethical standards. The 
Contractor must ensure the confidentiality of such materials or infonnation. Should said ca1fidentiality be breached 
by a C<lntractor; Contractor shall notify lhe State immediately of said breach and take immediate corredive action. 

It is incumbent upon the Contractor to Inform tts offioers and employee& of the penalties tor Improper disclosure 
imposed by the Privacy Act af 1974, 5 U.S.C. 552a. Specifically, 5 U.S.C. 552a (i){1), which is made applicable to 
Contractor& by 5 U.S.C. 5!12a (m)(1), provides that any officer 0< employee of a Contraccor. who by virtue of his/her 
employment or official posi~on has possession of or acoese to agency records which contain indMdUE1lly identifiable 
information, the disclosure of ~ich is prohibited by the Privacy Act or regulations established thereunder, and v.ilo 
knowing that dlsctoaure of the specific materiel is prohibited, willfully discloses the mata~al in any manner to any 
person (lr agency not entiOed to receive it, shall be guilty of a mJsdemean0< and flood not more than $5.000. 

00. PROPRIETARY INFORMATION 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(lnUlal} (lnillel) Altamatlve within 

~-
\'V 

RFP RHponee 
llnltfall 

Data contained in the propo881 and all documentation provided therein, become the property of 11\e State of Nebolska 
and the data becomes public infonnatlon upon opening the proposal. If the bidder wi$hes 10 have any Information 
withheld from the public, such informaHon must fall within the definition of proprietary infofffl8tfon contained within 
Nebraska's public record statutes. All proprietary lnfonnatton the bidder wishes the State to wltt,hold must be 
submitted in a sealed pack.191, which ir. aepar.ate from t,,. femalnder of the proposal, end provide supporting 
documents r.howlng why eucb documents r.hould be mark&d proprietary. The separate paekage must be 
ctearty marked PROPRIETARY on the outside of the package. Bidder$ may not mark their entln, R~uest for 
Proposal u proprietary. Falu re of the bidder to follow the instructions #Ol' submitting proprietary and copyrighted 
information may rt1suh in the information being viewed by other bidders and the public. Propnetary in!ormatton is 
defined as trade secrets, academic end scientific resea~h work W!lich is in progrese and unpublished, and other 
information W'hlch if released would give advamage to business competttons and serve no public purpose (see Neb. 
Rev. Stat.§ 84-712.05(3)). In acc,ordanQI.I with Attorney General Opinions 92008 and 97033, blddens submitting 
information as proprietary may be required to prove specific. named competitor(s) who would be advantaged by 
relea58 of 111e information and the speQfic &dvantaga lhe C001petltor(s) would receive. Althou!Jh eve{}' effort will be 
made to withhold information that i6 propeny submitted as proprietary and meal$ the State's definition of proprietary 
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Information. 1he State i& under no obligation to maintain th& oonfloenttality of proprietary information ana accepts no 
llabllity for the release of WCh inform9tion. 

PP. CERTIFICATION OF INDEPENDENT PRICE DETERMINATION/COLLUSIVE BIDDING 

Ac~ept Reject Reject & Pro11lde NOTES/COMMENTS: 
(lnltlall (Initial) Afternatlve wfthln 

r 
i ~ ~, 

RFP ResponN 
(Initial} 

By submission of this proposal, the bi<lder oertille& lhat H is the party making the foregoing prop-011111 and 11181 1he 
proposal is ROI made in the interest of, °' on behalf of. any undisclosed pets0n, partnership, oompany. a&sooatiOn, 
organiz.ition. or corporation; that the proposal i& genuine and not collueille or &ham: that the bidder ha& not directly 
or indirecUy Induced or sollcited any olher bioder to put In a tl.18e or Sham proposal, and has not direcily or indirectly 
colluded, conSjllred, connived, or agreeo wi1h any bidder or anyone else to put in a sham proposal, °' that anyone 
shall refrain from bidding; that the bidder has not in any manner, directly or indredly, sought .by agreement. 
communication, or conference will\ anyone to fix the proposal price of the bidder or any other bidder, oc to nx any 
overhead, profit, or cost element of the proposal prtce, or of that of any other biddef. or to ~ecure any adverntage 
ageinst the public body ewarding the contract of anyone interested In Iha p,oposed oonlrac!: that all st9temenl$ 
contained in !he propo&al a,e true: and further that the bi~der has not, directly 0< Ina!~. submitted the proposal 
price or any breakdown thereof, or th& contents thereof. or di,,ulged infOffllaUon or dela relative thereto, or paid, and 
will nol pay. any fee to any corporation, pertne11Ship. oompany association, organization, proposal depository, or to 
any member or 99ent thereof to effectuate a collusive OC" sham prol)O$a1. 

QQ. STATEMENT OF NON.COLLUSION 

Accept ReJeet Reject & Ptovlde NOTES/COMMENTS: 
(Initial) (lniti.111) Altematlve within 

~ 

~ 
RFP RMpomlt 
tlnltlall 

The propo&al a!lall be amved at by Ille bidder independenlly and be submitted without collualon wnh, and ~thout any 
direct or Indirect agreemetll, unders1an~ng or planned common <;Ourse of action with, any pe1110n; firm; oorporetlon; 
bfdder; Contractor of materials, suppliss, equipment or servioos deSC(ibed in this RFP. 8id<ler shall not oollude with, 
or attempt to collude with, any ,t.ite otlidals. employees or agents: or evaluators or any person involved in this RfP. 
The bidder shall not take any action in the restraint of free oompetruoo or designed to limn independent bidding or to 
create en unfair .advantage. 

Should It be determined that QO!lusion occurred, lhe State reserves the right to Alject a bid or terminate the contract 
aoo Impose further administrative unction&. 

RR. PRICES 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(lnltlall (Initial} Altllmatlve within 

RFP RHJ)OR'N 
(\ Onltlall 

lV 
Price information is provided under Sectl°" !VP - OBPM Reimbursement. 
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SS. ETHICS IN PUBLIC CONTRACTING 

Ac:c:ept Rejec:t Reject & Provide NOTES/COMMENTS: 
(Initial) (Initial) Allamatl11a within 

fl 

lY 
RFP Reapon" 
(lnltlall 

No bidder shall pay or offer to pay. either direc11y or indirectly, any fee. commission compensation, gift, gratuity, or 
anything of value lo any Stale officer, legislator, employee or evaluator based on the understanding Iha! the reoeiving 
person'G vote. actions. or judgment will !)a influenoed thereby. No bidder shall give any item of value lo any employee 
of tile State Purchasing Bureau or any evaluator. 

Bidders shall be pronibited from utilizing the servioes of lobbyists, attorneys. polilica1 activists, or consultants to secure 
the contract. It is the Intent of this provision lo assure that the prohibition or state contact during the ptQCUrement 
procesa ie not subver1ed through the use of lobbylsle. attorneys. polijfcal acUl/lsts, or consultants. It is the intent of 
the State that the process of evaluation of proposalS and award of the contract be completed without e>Ctemal 
influence. h is not lhe intent of this section to prohibit bidders from seeking professional advice, for example consulting 
legal counsel. regerding tem;s and oondmons of ttiis Request for Proposal or the format or content or !heir proposal. 

If the bidder i$ found to be in non-compliance with this section of the Request for Proposal. they may forfeit the 
oontract If awarded to them or be disqualified from the seledion process. 

In complianee with the Byrd Anti-Lobbying Amendment. contractors v.tlo apply or bid must file the required certification 
that each tier will not use fee!era1 funds to pay a person or employee or oiganizatlon for influencing or attempting to 
influence an officer or employee of any federal agency, a member of Con9ress. officer or employee of Congres5, or 
an employee of a member of Congress in 4;0nnection YAth obtaining any federal oontract, grant or any other award 
covered by 31 U.S.C. §1352. Each Iler must also disclose any lobbying with nonfe<leral funds the! takes place in 
connec1ion with obtaining eny federal award. Suell dleelosures are folwarded from tier-tMier up to the recipient (45 
CFR§3}. 

TT. INDEMNIFICATION 

Accept Reject Reject & Provide HOTESICOMMENTS: 
(Initial) (Initial) Altematlve Wittlin 

RFP Reeponee 
II. (lnltlell 

Lr 
1. CENERAL 

The Contractor agrees to defend. indemnify, hOld, and s.a~e harmless the State and its employees, 
voJunteei'S, agents, and ltt. elected and appointed officials (ihe Indemnified parties") rrom and against any 
end all Claims, liens, demands, damages, liability, actions. causes of ac1lon, tosses, Judgments, costs. and 
expenses of every nature, including investigation cost, and expenses, settlement oosis. and alt0t11ey fees 
and expenses (1he Claims;, svstained or asserted against the State, arising out of. resulting from, or 
attributable lo the willful misconduct, negllgeoce. error. OI' omission of the Con!raotor, ~s employees, 
Subc:onlractors, oonsultants. representatives, and ageots, except to the e>Ctent such Contractor liability is 
attenuated by any action of the State which direaty and proximately contributed to the claims. 

2. INTELLECTUAL PROPERTY 
The Contractor agree& ii will, at tts soJe cost and expense. defend, Indemnify, and hOtd harmless the 
Indemnified parties from and agairu1 any and _all Claims, to the extent such claims arise out of. result from, 
or are attributable to, the actual or alleged Infringement or mlsappropriat.lon of any patent, copyright, trade 
secret, trademaric, or confidential lnformatlon of any third party by !he Contractor or Us employees, 
Subcontractors, consuttants, representatives. and agents; provided, however, the State gives the Conlfactor 
prompt notice in wri11ng of the claim. The Contractor may not settle ar.y lnfrtngoment claim that will effect 
the State's use of the Licensed SoflwaAJ Without tile State's prior written consent which consent may be 
withheld for any reason. 
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Ir a judgment or settlement Is obtained or reasonably anticipated against tbe State's use of any Intellectual 
property for which the Contractor ha.s indemnified the State, lhe Contractor shall, at the Contracto(s sole 
cost and expense. promptly modify the item or items which were determined to be Infringing, a.cqulre a 
license or licenses on the ·state's behalf .to provide the ne.cessary rights to the S1ate fo ellmlnale lhe 
Infringement, or provide the Stele with a non-Infringing substitute that provides the Stale the same 
functionality. At lhe SU.te's election, the actual or anticipated judgment may be treated as a breach of 
warranty by 11\e Contractor. and the State n:,ay receive Uie remedies provided under th ls RFP. 

3. PERSONNEL 
The Contrac:tor shall, at it& e)(l)ense. indemnify and hold harmless the indemnified parties from and against 
any daim with respect to withholding taxes, workers compensation. employee benefits, or any other clalm. 
demand, liability, damage, or loss of eny nature relating to any of the personnel provided by the Contractor. 

4. SELF-INSURANCE 
TM State of Nebraska Is self-Insured for any lo$s and purchases axe.is& Insurance coverage pursuant to 
Neb. Rev. Stat. § 81.a,239.01 (Reissue 2008). If there is a presumed ross under the provislons of this 
agreement. Contractor may file a claim with th& Office of Risk Management pur&uant to Neb. Rev. Stat. §§ 
81-8,829-81-8.306 for review by the State Clalme Board. The Slate retain& all right& and immunities under 
the State Miscellan~us (Section 81-8,294), Ton (Section e1..a,20&). and Contract Claim Acts (Se<:tion 81-
8,302}, a, outnned in Net>. Rev. Stat.§ 81-$,209 et seq. and under any other provision& of law and acoept& 
liability under thi& agreement to the extent provided by law. 

UU. NEBRASKA TECHNOLOGY ACCESS ST AND.ARDS 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) (lnll!al) Alternative within 

r 

,( 
RFP Reeponee 
tlnltlall 

Contractor shall review the Nebraska Technology Acoess Standards, found at htlp://nltc,nebraska.gov/standards/2-
201.html and eosure that products and/or services provided undM th& contract are in compliance or will comply with 
the applicable etandards to the greatest degr~ possible. In the event such standards change durtng the Contractors 
performance, the State may creete an amenctmel\t to the contract to request the contract oompty wHh the cnanged 
standard at a cost mutually acceptable to the palti&s. 

W. ANTITRUST 

Accept R,ject Reject & Provide NOTESICOMMENTS: 
(!nltlal) (lnltlal) ~matlV4J within 

RFP RNpo!lff 
' llnitlall ' 

. ~1 
V' 

The ContractOf hereby assigns to the Slate any and au daims (or ov8'c:harges as to goods and/or servio&& provided 
in oonneetion with this conlrad resultlng from antitrust violations whieh arise under antitrust laws of th& United Slates 
and the antitrust laW& of the Stats. 
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WW. DISASTER RECOVERY/BACK UP PLAN 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) (Initial) A!tematlve within 

RFP Response 
~ Onlllall 

lY 
The Contlactor shall have a di&aster recovery mtl baek-up plan. of whieh a copy should be provide<t to the State, 
Which Includes, but is not limited to equipment, personnel, facll/tlea, anti transportation, In order to oontlnue services 
as sp!K:ified under the specmcations in the contracl in the event of a <!isaster. 

XX. TIME IS OF THE ESSENCE 

Accept Reject Reject & Provtde NOTES/COMMENTS: 
(Initial) (Initial) Altemalive within 

RFP Responee 
I Onltiall 

IY 
Time is of the essence in this contract. The acoeplance ()f fat& perfonnanoe with or without objection or reservation 
by lhe State shall not waive any rights of !he Sltlte nor constitute a waiver of the requirement ol limely performance 
of any obli(!ations on the part of the Contractor remaining to be perfolT!l8d. 

YY. RECYCLING 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(lnttlal) (Initial) Alternative within 

RFP Reapona. 
llnitiall 

V 
Preference will be given to ~ems whleh are manufactured or produceG from recycled material or whleh can be readily 
reused or recycled after their nonnal uae as per Neb. Rev. Stat.§ 81-16.169. 

22. DRUG POLICY 

Accept Reject Reje<t & Provide NOTES/COMMENTS: 
(lnltle1) (Initial) Altem1t1ve within 

RFP ReepoMe 
A (lnltlall 

lV 
Contractor oertines H maintains a drug m!e wor1< place environment to en$ure worker safety end wori<place integrity. 
Contractor agrees co provide a oopy of Its drug free wor1<.place policy at any time upon request by 1he State. 

Page27 $PB RFP Revised: 01129'2016 

Response to RFP 5427 21: Medicaid Dental Benefit Program 
Prepared by MCNA Insurance Company for the Nebraska Department of Health and Human Seivices 

Page 27 of 396 



Section Ill Terms and Conditions mcnadental 

Section Ill Terms and Conditions [Page 22 of 23] 

AAA. EMPLOYl:E WORK ELIGIBILITY STATUS 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) flnltial) Alternative wlti'lin 

RFP ResponN 
(lnltl11l 

[v 
The Contractor is required and hereby agrees to use a federal immigration venficatron system to determine the work 
eUglblllty status of employees ptiysically p8fformlng services within lhe State of Nebraska. A fed&ral Immigration 
verification system means the electronle verlficatton of the work authoriZation program authorized by the Illegal 
Immigration Reform end Immigrant Responsibility Act of 1998, 8 U.S.C. 13243, known as the E-Verify Program, or 
en equivalent federal program designa1ed by the United States Oepaitment of Homeland Se<:urtty or other federal 
agency authorized to verify the work eligibility status of an employee. 

If the Contractor is an Individual or sole proprietorsll9, the following &l)lllies; 

1. Tne Contractor muat complete the United State11 Citizenship Attestation Form. available on the 
Department of Admlnl8trative SeNlce& website al hltp;lfdas.nebraska,govimaterieVpurehasJng.html 

Th& completed United Slates Attestation Form should be submitted wtth the Request for Proposal response. 

2. If the Contrector indlealea on such atteslafion form that he or she fs a qualified alien. the Contractor agrees 
to provide the US Citizenship and Immigration SefV.ioes documentation required to verify the Contractors 
lawful presence in the United Slates using the Systematic Alien Verification for EntiUetnents (SAVE) 
Program. 

3. The Contractor understand& and agrees that lawful presenoa in the United States is requl~ and the 
ContractOI' may be disqualified or the contract tel!l\inaled If sud\ 18\<ilul presence cannot be v811fied as 
required by Neb. Rev. Stat. § 4-1-08. 

BBB, CERTIFICATION REGARDING DEBARMENT, SUSPENSION AND INELIGIBILITY 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) (lnlt11t) Alternative wlttlln 

RFP Reepone& 
I, (Initial) 

~/ 
The Contractor, by signature to this RFP, oerti~es that the Contractor Is not presently debarred, suspended, proposed 
for debarme11t. declared inel~lble, or voluntarily excluded by any federal department or agency from participating in 
transactions (debarred). The Contractor also agrees to inciude the .ibove requirements in any and all Suboontracts 
into which It enters. The Contrector shall immediately notify the Deparunent II, dudng the term of this contract. 
Contractor be<X>mes debalTild. Th& Department may Immediately terminste this contract by providing Contractor 
written notice If Contractor be(:Qmes debarred during Iha telT!l of this contract. 

Contractor, by ejgnature to this RFP, certifies that Contractor has not had a contract With the Stale of Nebraska 
terminated early by the State of Nebraska. If Contractor M$ had a contract telT!linated early by 1118 Stale of Nebraska, 
Contractor must provide the contract number. along with an exl)lanal!on of why the oontract was terminated early. 
Prior early termination may be tause for rejecllng the proposal. 
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CCC, OFFICE OF PUBI.IC COUNSEL 

Aceept Re.feet ReJect & Provide NOTES/COMMENTS: 
(lnhlal) llnlllal) Altematlv. wllttln 

~. ftFP Rotponse 
{lnltlall 

~/ / 
, 

If It provides, under tile terms of this contract and on behalf of the Stale of Nebraska, heallh and humen services to 
individuel&: ,service delive,v: servioe coordination: or cese management, Contractor !Shall submit to the Jurisdiction of 
the Office of Public Counsel, pursuant to Neb. Rev. Stat. §§ 81-8,240 et s.eq. Thfs section must survive lhe 
tennination of1his c:()ntract and shall not apply if Contrac:tor is a long-tem, care facility $Ubjed to the Long-Term Care 
Ombuelsman Act, Neb. Rev. Slat. §§ 81-2237 et seq. 

DOD. LONG•TERM CARE OMBUDSMAN 

Accept Rejeet Reject & Provide NOTES/COMMENTS: 
(lnlllal) (lnlti1I) Aftematlve within 

RFP R"pons. 
'\ (lnltla.1) 

y 
It It Is a long-lerm care facllity subjed to the l.1lng-Term care Ombudgman Aa, Neb. Rev. Stat. §§ 81-2237 et seq .• 
Contractor shall comply w!tt, the Act. This section Shall S\lrvive the termination of this contract. 
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Ill. TERMS AND CONDITIONS 

By signing the "Request for Proposal for Contractual Services" form, the bidder guarantees compliance with the provisions 
stated in this Request for Proposal, agrees to the Terms and Conditions unless otherwise agreed to, and certifies bidder 
maintains a drug free work place environment. 

Bidders are expected to closely read the Terms and Conditions and provide a binding signature of intent to comply with the 
Terms and Conditions; provided, however, a bidder may indicate any exceptions to the Terms and Conditions by (1) clearly 
identifying the term or condition by subsection. and {2) including an explanation for the bidder's inability to comply with such 
term or condition which includes a statement recommending terms and conditions the bidder would find acceptable. Rejection 
in whole or in part of the Terms and Conditions may be cause for rejection of a bidder's proposal. Bidders must include 
completed Section Ill with their proposal response. 

The State of Nebraska is soliciting bids in response to the RFP. The State of Nebraska will not consider proposals that propose 
the substitution of the bidder's contract, agreements, or terms for those of the State of Nebraska's. Any License, Service 
Agreement, Customer Agreement, User Agreement, Bidder Terms and Conditions, Document, or Clause purported or offered 
to be included as a part of this RFP must be submitted as individual clauses, as either a counter-offer or additional language, 
and each clause must be acknowledged and accepted in writing by the State. If the Bidder's clause is later found to be in 
conflict with the RFP or resulting contract the Bidder's clause shall be subordinate to the RFP or resulting contract. 

A. GENERAL 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) (Initial} Alternative within 

RFP Response 
{Initial} 

[!~ 
The contract resulting from this Request for Proposal shall incorporate the following documents: 

1. Amendment to Contract Award with the most recent dated amendment having the highest priority; 
2. Contract Award and any attached Addenda; 
3. The Request for Proposal form and the Contractor's Proposal, signed in ink: 
4. Amendments to RFP and any Questions and Answers; and 
5. The original RFP document and any Addenda. 

These documents constitute the entirety of the contract. 

Unless otherwise specifically stated in a contract amendment, in case of any conflict between the incorporated 
documents, the documents shall govern in the following order of preference with number one (1) receiving preference 
over all other documents and with each lower numbered document having preference over any higher numbered 
document: 1) Amendment to Contract Award with the most recent dated amendment having the highest priority, 2) 
Contract Award and any attached Addenda, 3) the signed Request for Proposal form and the Contractor's Proposal. 
4) Amendments to RFP and any Questions and Answers, 5) the original RFP document and any Addenda. 

Any ambiguity in any provision of this contract which shall be discovered after its execution shall be resolved in 
accordance with the rules of contract interpretation as established in the State of Nebraska. 

Once proposals are opened they become the property of the State of Nebraska and will not be returned. 
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B. AWARD 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) 

' 

Ir 
(Initial) Alternative within 

RFP Response 
{Initial) 

All purchases. leases, or contracts which are based on competitive proposals will be awarded according to the 
provisions in the Request for Proposal. The State reserves the right to reject any or all proposals, in whole or in part, 
or to award to multiple bidders in whole or in part, and at its discretion, may withdraw or amend the Request for 
Proposal at any time. The State reserves the right to waive any deviations or errors that are not material. do not 
invalidate the legitimacy of the proposal, and do not improve the bidder's competitive position. All awards will be 
made in a manner deemed in the best interest of the State. The Request for Proposal does not commit the State to 
award a contract. If, in the opinion of the State, revisions or amendments will require substantive changes in 
proposals, the due date may be extended. 

By submitting a proposal in response to this Request for Proposal, the bidder grants to the State the right to contact 
or arrange a visit in person with any or all of the bidder's clients. 

Once intent to award decision has been determined. it will be posted to the Internet at: 
http://das.nebraska.gov/materiel/purchasing.html 

Protest procedure is available on the Internet at: 
http://das.nebraska.gov/materiel/purchase bureau/docs/vendors/protesUProtestGrievanceProcedureForVendors.pd 

f 

Any protests must be filed by a vendor within ten (10) business days after the intent to award decision is posted to 
the Internet. 

C. COMPLIANCE WITH CIVIL RIGHTS LAWS AND EQUAL OPPORTUNITY EMPLOYMENT/ 
NONDISCRIMINATION 

Accept Reject Reject & Provide NOTES/COMMENTS: 
{Initial) 

""' 

(Initial) Alternative within 
RFP Response 
flnitiall 

The Contractor shall comply with all applicable local, state, and federal statutes and regulations regarding civil rights 
laws and equal opportunity employment. The Nebraska Fair Employment Practice Act prohibits Contractors of the 
State of Nebraska, and their Subcontractors, from discriminating against any employee or applicant for employment, 
with respect to hire, tenure, terms, conditions, compensation, or privileges of employment because of race, color, 
religion, sex, disability, marital status, or national origin (Neb. Rev. Stat. §§ 48-1101 to 48-1125). The Contractor 
guarantees compliance with the Nebraska Fair Employment Practice Act. and breach of this provision shall be 
regarded as a material breach of contract. The Contractor shall insert a similar provision in all Subcontracts for 
services to be covered by any contract resulting from this Request for Proposal. 
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D. PERMITS, REGULATIONS, LAWS 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) 

I 

t'\ 

(Initial) Alternative within 
RFP Response 
(Initial) 

The Contractor shall procure and pay for all permits. licenses, and approvals necessary for the execution of the 
contract. The Contractor shall comply with all applicable local, state, and federal laws, ordinances, rules, orders, and 
regulations. 

E. OWNERSHIP OF INFORMATION AND DATA 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) 

r 
V' 

' 
"' 

(Initial) Alternative within 
RFP Response 
(Initial) 

The State of Nebraska shall have the unlimited right to publish, duplicate, use, and disclose all non-proprietary 
information and data developed or derived by the Contractor pursuant to this contract. 

The Contractor must guarantee that it has the full legal right to the materials, supplies, equipment. and other rights or 
titles (e.g. rights to licenses transfer or assign deliverables} necessary to execute this contract. The contract price 
shall, without exception, include compensation for all royalties and costs arising from patents, trademarks, and 
copyrights that are in any way involved in the contract. It shall be the responsibility of the Contractor to pay for all 
royalties and costs, and the State must be held harmless from any such claims. 

F. INSURANCE REQUIREMENTS 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) 

~ 

V 
. 

(Initial) Alternative within 
RFP Response 
(Initial) 

The Contractor shall not commence work under this contract until all the insurance required hereunder has been 
obtained and such insurance has been approved by the State. The Contractor shall maintain all required insurance 
for the life of this contract and shall ensure that the State Purchasing Bureau has the most current certificate of 
insurance throughout the life of this contract. If Contractor will be utilizing any Subcontractors, the Contractor is 
responsible for obtaining the certificate(s) of insurance required herein under from any and all Subcontractor(s}. The 
Contractor is also responsible for ensuring Subcontractor(s} maintain the insurance required until completion of the 
contract requirements. The Contractor shall not allow any Subcontractor to commence work on any Subcontract until 
all similar insurance required of the Subcontractor has been obtained and approved by the Contractor. Approval of 
the insurance by the State shall not limit, relieve, or decrease the liability of the Contractor hereunder. 

If by the terms of any insurance a mandatory deductible is required, or if the Contractor elects to increase the 
mandatory deductible amount. the Contractor shall be responsible for payment of the amount of the deductible in the 
event of a paid claim. 

Insurance coverages shall function independent of all other clauses in the contract, and in no instance shall the limits 
of recovery from the insurance be reduced below the limits required by this section. 

1. WORKERS' COMPENSATION INSURANCE 
The Contractor shall take out and maintain during the life of this contract the statutory Workers' 
Compensation and Employer's Liability Insurance for all of the contactors' employees to be engaged in work 
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on the project under this contract and, in case any such work is sublet, the Contractor shall require the 
Subcontractor similarly to provide Worker's Compensation and Employer's Liability Insurance for all of the 
Subcontractor's employees to be engaged in such work. This policy shall be written to meet the statutory 
requirements for the state in which the work is to be performed, including Occupational Disease. This policy 
shall include a waiver of subrogation in favor of the State. The amounts of such insurance shall not be less 
than the limits stated hereinafter. 

2. COMMERCIAL GENERAL LIABILITY INSURANCE AND COMMERCIAL AUTOMOBILE LIABILITY 
INSURANCE 
The Contractor shall take out and maintain during the life of this contract such Commercial General Liability 
Insurance and Commercial Automobile Liability Insurance as shall protect Contractor and any Subcontractor 
performing work covered by this contract from claims for damages for bodily injury, including death, as well 
as from claims for property damage, which may arise from operations under this contract, whether such 
operation be by the Contractor or by any Subcontractor or by anyone directly or indirectly employed by either 
of them, and the amounts of such insurance shall not be less than limits stated hereinafter. 

The Commercial General Liability Insurance shall be written on an occurrence basis, and provide 
Premises/Operations, Products/Completed Operations, Independent Contractors, Personal Injury, and 
Contractual Liability coverage. The policy shall include the State, and others as required by the contract 
documents. as Additional lnsured{s). This policy shall be primary, and any insurance or self-insurance 
carried by the State shall be considered excess and non-contributory. The Commercial Automobile Liability 
Insurance shall be written to cover all Owned, Non-owned, and Hired vehicles. 

3. INSURANCE COVERAGE AMOUNTS REQUIRED 

COMMERCIAL GENERAL LIABILITY 
General Annreaate $4,000,000 
Products/Completed Ooerations Aaoreaate $4,000,000 
Personal/Advertisina lniurv $1,000.000 oer occurrence 
Bodily lniurv/Prooertv Damaae $1,000,000 per occurrence 
Medical Pavments $10,000 anv one oerson 
Damaae to Rented Premises $300.000 each occurrence 
Contractual Included 
lndeoendent Contractors Included 
Abuse & Molestation Included 
If higher limits are reauired, the Umbrella/Excess Liability limits are allowed to satisfv the hiqher limit. 
WORKER'S COMPENSATION 
Emolovers Liabilitv Limits $500K/$500K/$500K 
Statutorv Limits- All States Statutorv - State of Nebraska 
USL&H Endorsement Statutorv 
Voluntarv Comoensation Statutoiv 
COMMERCIAL AUTOMOBILE LIABILITY 
Bodilv lniurv/Prooertv Damaae $1 ,000,000 combined sinale limit 
Include All Owned, Hired & Non-Owned Automobile Included 
liabilitv 
UMBRELLA/EXCESS LIABILITY 
Over Primarv Insurance $5,000,000 
PROFESSIONAL LIABILITY 
Errors and Omissions $7.000.000 
COMMERCIAL CRIME 
Crime/Emolovee Dishonestv lncludinQ 3rd Party Fidelity $7.000.000 
CYBER LIABILITY 
Breach of Privacy, Security Breach, Denial of Service, $15,000,000 
Remediation. Fines and Penalties 
SUBROGATION WAIVER 
"Workers· Comoensation oolicv shall include a waiver of subroi:iation in favor of the State of Nebraska." 
LIABILITY WAIVER 
"Commercial General Liability & Commercial Automobile Liability policies shall be primary and any insurance or 
self-insurance carried bv the State shall be considered excess and non-contributorv." 

Page 10 SPB RFP Revised: 01/29/2016 



4. EVIDENCE OF COVERAGE 
The Contractor should furnish the State, with their proposal response. a certificate of insurance coverage 
complying with the above requirements to the attention of the Buyer at 402-471-2089 (fax) 

Administrative Services 
State Purchasing Bureau 
1526 K Street, Suite 130 
Lincoln, NE 68508 

These certificates or the cover sheet must reference the RFP number, and the certificates must include the 
name of the company, policy numbers, effective dates, dates of expiration, and amounts and types of 
coverage afforded. If the State is damaged by the failure of the Contractor to maintain such insurance, then 
the Contractor shall be responsible for all reasonable costs properly attributable thereto. 

Notice of cancellation of any required insurance policy must be submitted to Administrative Services State 
Purchasing Bureau when issued and a new coverage binder must be submitted immediately to ensure no 
break in coverage. 

G. COOPERATION WITH OTHER CONTRACTORS 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial} (Initial) Alternative within 

RFP Response 
I {Initial) 

[V 
The State may already have in place or choose to award supplemental contracts for work related to this Request for 
Proposal, or any portion thereof. 

1. The State reserves the right to award the contract jointly between two or more potential Contractors. if 
such an arrangement is in the best interest of the State. 

2. The Contractor must agree to cooperate with such other Contractors. and shall not commit or permit any 
act which may interfere with the performance of work by any other Contractor. 

H. INDEPENDENT CONTRACTOR 

Accept 
(Initial) . 

; Jr 
I 
v 

Reject Reject & Provide NOTESfCOMMENTS: 
(Initial} Alternative within 

RFP Response 
(Initial) 

It is agreed that nothing contained herein is intended or should be construed in any manner as creating or establishing 
the relationship of partners between the parties hereto. The Contractor represents that it has, or will secure at its 
own expense, all personnel required to perform the services under the contract. The Contractors employees and 
other persons engaged in work or services required by the contractor under the contract shall have no contractual 
relationship with the State; they shall not be considered employees of the State. 

All claims on behalf of any person arising out of employment or alleged employment (including without limit claims of 
discrimination against the Contractor, its officers, or its agents) shall in no way be the responsibility of the State. The 
Contractor will hold the State harmless from any and all such claims. Such personnel or other persons shall not 
require nor be entitled to any compensation, rights, or benefits from the State including without limit, tenure rights, 
medical and hospital care, sick and vacation leave, severance pay, or retirement benefits. 
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I. CONTRACTOR RESPONSIBILITY 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) (Initial) Alternative within 

I RFP Response 
(Initial} 

lf 
V 

The Contractor is solely responsible for fulfilling the contract, with responsibility for all services offered and products 
to be delivered as stated in the Request for Proposal, the Contractor's proposal, and the resulting contract. The 
Contractor shall be the sole point of contact regarding all contractual matters. 

If the Contractor intends to utilize any Subcontractor's services, the Subcontractor's level of effort. tasks. and time 
allocation must be clearly defined in the Contractor's proposal. The Contractor shall agree that it will not utilize any 
Subcontractors not specifically included in its proposal in the performance of the contract without the prior written 
authorization of the State. Following execution of the contract, the Contractor shall proceed diligently with all services 
and shall perform such services with qualified personnel in accordance with the contract. 

J. CONTRACTOR PERSONNEL 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) 

~-
I 

lr 
(Initial) Alternative within 

RFP Response 
(Initial) 

The Contractor warrants that all persons assigned to the project shall be employees of the Contractor or specified 
Subcontractors, and shall be fully qualified to perform the work required herein. Personnel employed by the 
Contractor to fulfill the terms of the contract shall remain under the sole direction and control of the Contractor. The 
Contractor shall include a similar provision in any contract with any Subcontractor selected to perform work on the 
project. 

Personnel commitments made in the Contractor's proposal shall not be changed without the prior written approval of 
the State. Replacement of key personnel, if approved by the State, shall be with personnel of equal or greater ability 
and qualifications. 

The State reserves the right to require the Contractor to reassign or remove from the project any Contractor or 
Subcontractor employee. 

In respect to its employees, the Contractor agrees to be responsible for the following: 

1. any and all employment taxes and/or other payroll withholding: 
2. any and all vehicles used by the Contractor's employees, including all insurance required by state law; 
3. damages incurred by Contractor's employees within the scope of their duties under the contract; 
4. maintaining workers' compensation and health insurance and submitting any reports on such insurance to 

the extent required by governing State law; and 
5. determining the hours to be worked and the duties to be performed by the Contractor's employees. 
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K. CONTRACT CONFLICTS 

Accept Reject Reject & Provide NOTESfCOMMENTS: 
(Initial) 

" v 
(Initial) Alternative within 

RFP Response 
tlnitian 

Contractor shall insure that contracts or agreements with sub-contractors and agents, and the performance of 
services in relation to this contract by sub-contractors and agents, does not conflict with this contract. 

L. STATE OF NEBRASKA PERSONNEL RECRUITMENT PROHIBITION 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) (lnltlal) Alternative within 

RFP Response 

" (Initial) 

\y 
The Contractor shall not recruit or employ any State employee or agent who has worked on the Request for Proposal 
or project, or who had any influence on decisions affecting the Request for Proposal or project, for a period of two 
years after the date of award. 

M. CONFLICT OF INTEREST 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) 

~ 

I ~ 

(lnltial) Alternative within 
RFP Response 
Clnitial) 

By submitting a proposal, bidder certifies that there does not now exist any relationship between the bidder and any 
person or entity which is or gives the appearance of a conflict of interest related to this Request for Proposal or project. 

The bidder certifies that it shall not take any action or acquire any interest, either directly or indirectly, which will 
conflict in any manner or degree with the performance of its services hereunder or which creates an actual or 
appearance of conflict of interest. 

The bidder certifies that it will not employ any individual known by bidder to have a conflict of interest. 

N. PROPOSAL PREPARATION COSTS 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) (Initial) Alternative within 

RFP Response 
\ (Initial) 

V 
The State shall not incur any liability for any costs incurred by bidders in replying to this Request for Proposal, in the 
demonstrations and/or oral presentations. or in any other activity related to bidding on this Request for Proposal. 
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0. ERRORS AND OMISSIONS 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) (Initial) Alternative within 

RFP Response 
~ (Initial} 

V 

The bidder shall not take advantage of any errors and/or omissions in this Request for Proposal or resulting contract. 
The bidder must promptly notify the State of any errors and/or omissions that are discovered. 

P. BEGINNING OF WORK 

Accept 
(Initial) 

A 

V 
~ 

Reject Reject & Provide NOTES/COMMENTS: 
(Initial) Alternative within 

RFP Response 
/ (Initial) 

The bidder shall not commence any billable work until a valid contract has been fully executed by the State and the 
successful Contractor. The Contractor will be notified in writing when work may begin. 

Q. ASSIGNMENT BY THE STATE 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) (Initial) Alternative within 

/ 
RFP Response 

r\ (Initial) 

~v 
The State shall have the right to assign or transfer the contract or any of its interests herein to any agency, board, 
commission, or political subdivision of the State of Nebraska. There shall be no charge to the State for any 
assignment hereunder. 

R. ASSIGNMENT BY THE CONTRACTOR 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) 

I 

lV 

(Initial) Alternative within 
RFP Response 
Unitian 

The Contractor may not assign, voluntarily or involuntarily, the contract or any of its rights or obligations hereunder 
(including without limitation rights and duties of performance) to any third party, without the prior written consent of 
the State, which will not be unreasonably withheld. 
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$. DEVIATIONS FROM THE REQUEST FOR PROPOSAL 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) 

I\ 

A~ ..., 

(Initial) Alternative within 
RFP Response 
(Initial) 

The requirements contained in the Request for Proposal become a part of the terms and conditions of the contract 
resulting from this Request for Proposal. Any deviations from the Request for Proposal must be clearly defined by 
the bidder in its proposal and, if accepted by the State, will become part of the contract. Any specifically defined 
deviations must not be in conflict with the basic nature of the Request for Proposal. mandatory requirements. or 
applicable state or federal laws or statutes. "Deviation". for the purposes of this RFP. means any proposed changes 
or alterations to either the contractual language or deliverables within the scope of this RFP. The State discourages 
deviations and reserves the right to reject proposed deviations. 

T. GOVERNING LAW 

Accept 
(Initial) 

[y 

Reject Reject & Provide NOTES/COMMENTS: 
(Initial) Alternative within 

RFP Response 
(Initial) 

The contract shall be governed in all respects by the laws and statutes of the State of Nebraska. Any legal 
proceedings against the State of Nebraska regarding this Request for Proposal or any resultant contract shall be 
brought in the State of Nebraska administrative or judicial forums as defined by State law. The Contractor must be 
in compliance with all Nebraska statutory and regulatory law. 

U. ATTORNEY'S FEES 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) 

'\ . 
v~ 

(Initial) Alternative within 
RFP Response 
Unitial) 

In the event of any litigation, appeal. or other legal action to enforce any provision of the contract, the Contractor 
agrees to pay all expenses of such action, as permitted by law, including attorney's fees and costs. if the State is the 
prevailing party. 

V. ADVERTISING 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) 

", 

y 
(Initial) Alternative within 

RFP Response 
(Initial) 

The Contractor agrees not to refer to the contract award in advertising in such a manner as to state or imply that the 
company or its services are endorsed or preferred by the State. News releases pertaining to the proiect shall not be 
issued without prior written approval from the State. 
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W. STATE PROPERTY 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) 

~ 

y 
(Initial) Alternative within 

RFP Response 
(Initial) 

The Contractor shall be responsible for the proper care and custody of any State-owned property which is furnished 
for the Contractor's use during the performance of the contract. The Contractor shall reimburse the State for any loss 
or damage of such property; normal wear and tear is expected. 

X. SITE RULES AND REGULATIONS 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) (Initial) Alternative within 

~ 
RFP Response 
(Initial) 

\ V 
The Contractor shall use its best efforts to ensure that its employees. agents, and Subcontractors comply with site 
rules and regulations while on State premises. If the Contractor must perform on-site work outside of the daily 
operational hours set forth by the State, it must make arrangements with the State to ensure access to the facility and 
the equipment has been arranged. No additional payment will be made by the State on the basis of lack of access, 
unless the State fails to provide access as agreed to between the State and the Contractor. 

Y. NOTIFICATION 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(~nitial) 

V 
" 

(Initial) Alternative within 
RFP Response 
flnitial) 

During the bid process, all communication between the State and a bidder shall be between the bidder's 
representative clearly noted in its proposal and the buyer noted in Section II.A. Procuring Office and Contact Person, 
of this RFP. After the award of the contract, all notices under the contract shall be deemed duly given upon delivery 
to the staff designated as the point of contact for this Request for Proposal. in person, or upon delivery by U.S. Mail, 
facsimile, or e-mail: Each bidder should provide in its proposal the name. title, and complete address of its designee 
to receive notices. 

1. Except as otherwise expressly specified herein, all notices, reQuests, or other communications shall be in 
writing and shall be deemed to have been given if delivered personally or mailed, by U.S. Mail. postage 
prepaid, return receipt requested, to the parties at their respective addresses set forth above, or at such 
other addresses as may be specified in writing by either of the parties. All notices. requests, or 
communications shall be deemed effective upon personal delivery or three {3) calendar days following 
deposit in the mail. 

2. Whenever the Contractor encounters any difficulty which is delaying or threatens to delay its timely 
performance under the contract, the Contractor shall immediately give notice thereof in writing to the State 
reciting all relevant information with respect thereto. Such notice shall not in any way constitute a basis for 
an extension of the delivery schedule or be construed as a waiver by the State of any of its rights or 
remedies to which it is entitled by law or equity or pursuant to the provisions of the contract. Failure to give 
such notice, however, may be grounds for denial of any request for an extension of the delivery schedule 
because of such delay. 
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Either party may change its address for notification purposes by giving notice of the change, and setting forth the new 
address and an effective date. 

For the duration of the contract, all communication between Contractor and the State regarding the contract shall 
take place between the Contractor and individuals specified by the State in writing. Communication about the contract 
between Contractor and individuals not designated as points of contact by the State is strictly forbidden. 

Z. EARLY TERMINATION 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(l,ritial) 

/l 

~ 

(Initial} Alternative within 
RFP Response 
(Initial} 

The contract may be terminated as follows. 
1. The State and the Contractor, by mutual written agreement, may terminate the contract at any time. 

2. The State, in its sole discretion, may terminate the contract for any reason upon thirty (30) calendar day's 
written notice to the Contractor. Such termination shall not relieve the Contractor of warranty or other 
service obligations incurred under the terms of the contract including turnover requirements as described 
in Section IV. W - Termination of DB PM Contract. In the event of termination the Contractor shall be 
entitled to payment, determined on a pro rata basis. for services satisfactorily performed or provided. 

3. The State will provide the Contractor with a timely written Notice of Intent to Terminate (Notice} that states 
the nature and basis of the penalty or sanction and pre-termination hearing rights. 

4. The Contractor may, at the discretion of the State, be allowed to correct the deficiencies within the thirty 
(30) calendar day notice period, unless other provisions in this Section demand otherwise, prior to the 
issuance of a Notice of Termination. 

5. In accordance with 42 CFR §438. 710, the State will conduct a pre-termination hearing upon the request of 
the DBPM as outlined in the Notice to provide DBPM the opportunity to contest the nature and basis of the 
sanction. 

a. The request must be submitted in writing to the State prior to the determined date of 
termination stated in the Notice. 

b. The DBPM must receive a written notice of the outcome of the pre-termination hearing, if 
applicable, indicating decision reversal or affirmation. 

6. The State will notify Medicaid members enrolled in the DBPM in writing, consistent with 42 CFR §438.710 
and §438.722, of the affirming termination decision and of their options for receiving Medicaid services and 
to disenroll immediately. 

7. The State may terminate the contract immediately for the following reasons: 

a. if directed to do so by statute; 
b. Contractor has made an assignment for the benefit of creditors, has admitted in writing its inability 

to pay debts as they mature, or has ceased operating in the normal course of business; 
c. a trustee or receiver of the Contractor or of any substantial part of the Contractor's assets has 

been appointed by a court; 
d. fraud, misappropriation, embezzlement, malfeasance, misfeasance. or illegal conduct pertaining 

to performance under the contract by its Contractor, its employees, officers, directors, or 
shareholders: 

e. an involuntary proceeding has been commenced by any party against the Contractor under any 
one of the chapters ofTitle 11 of the United States Code and (i) the proceeding has been pending 
for at least sixty (60) calendar days; or (ii) the Contractor has consented, either expressly or by 
operation of law. to the entry of an order for relief; or (iii} the Contractor has been decreed or 
adjudged a debtor; 

f. a voluntary petition has been filed by the Contractor under any of the chapters of Title 11 of the 
United States Code; 
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g. Contractor intentionally discloses confidential information: 
h. Contractor has or announces it will discontinue support of the deliverable; 
i. second or subsequent documented "vendor performance report" form deemed acceptable by the 

State Purchasing Bureau: or 
j. Contractor engaged in collusion or actions which could have provided Contractor an unfair 

advantage in obtaining this contract. 

AA. FUNDING OUT CLAUSE OR LOSS OF APPROPRIATIONS 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) 

'· 

lY 

(Initial) Alternative within 
RFP Response 
(Initial) 

The State may terminate the contract. in whole or in part. in the event funding is no longer available. The State's 
obligation to pay amounts due for fiscal years following the current fiscal year is contingent upon legislative 
appropriation of funds for the contract. Should said funds not be appropriated, the State may terminate the contract 
with respect to those payments for the fiscal years for which such funds are not appropriated. The State will give the 
Contractor written notice thirty (30) calendar days prior to the effective date of any termination, and advise the 
Contractor of the location (address and room number) of any related equipment. All obligations of the State to make 
payments after the termination date will cease and all interest of the State in any related equipment will terminate. 
The Contractor shall be entitled to receive just and equitable compensation for any authorized work which has been 
satisfactorily completed as of the termination date. In no event shall the Contractor be paid for a loss of anticipated 
profit. 

BB. BREACH BY CONTRACTOR 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) 

1V 

(Initial) Alternative within 
RFP Response 
{Initial) 

The State may terminate the contract, in whole or in part. if the Contractor fails to perform its obligations under the 
contract in a timely and proper manner. The State may, by providing a written notice of default to the Contractor, 
allow the Contractor to cure a failure or breach of contract within a period of thirty (30) calendar days (or longer at 
State's discretion considering the gravity and nature of the default). Said notice shall be delivered by Certified Mail. 
Return Receipt Requested, or in person with proof of delivery. Allowing the Contractor time to cure a failure or breach 
of contract does not waive the State's right to immediately terminate the contract for the same or different contract 
breach which may occur at a different time. In case of default of the Contractor, the State may contract the service 
from other sources and hold the Contractor responsible for any excess cost occasioned thereby. 

Pursuant to 42 CFR §438. 708 the State may provide benefits to members through other options included in the 
Medicaid State Plan if the State, at its sole discretion, determines that the Contractor has failed to carry out the 
substantive terms of the contract, or meet applicable requirements in Sections 1932. 1903(m) or 1905(t) of the Social 
Security Act. 
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CC. ASSURANCES BEFORE BREACH 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) 

\ \r 
(Initial) Alternative within 

RFP Response 
(Initial) 

If any document or deliverable required pursuant to the contract does not fulfill the requirements of the Request for 
Proposal/resulting contract, upon written notice from the State, the Contractor shall deliver assurances in the form of 
additional Contractor resources at no additional cost to the project in order to complete the deliverable, and to ensure 
that other project schedules will not be adversely affected. 

DD. ADMINISTRATION- CONTRACT TERMINATION 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) 
A 

r 
(Initial) Alternative within 

RFP Response 
flnitian 

1. Contractor must provide confirmation that upon contract termination all deliverables prepared in 
accordance with this agreement shall become the property of the State of Nebraska: subject to the 
ownership provision (section E) contained herein. and is provided to the State of Nebraska at no additional 
cost to the State. 

2. Contractor must provide confirmation that in the event of contract termination, all records that are the 
property of the State will be returned to the State within thirty (30) calendar days. Notwithstanding the 
above. Contractor may retain one copy of any information as required to comply with applicable work 
product documentation standards or as are automatically retained in the course of Contractor's routine 
back up procedures. 

EE. PENALTY 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) (Initial) Alternative within 

RFP Response 
~ (Initial) 
II 

lV 
The State has the option to invoke penalties as described in Section IV- Project Description . 

FF. PERFORMANCE BOND 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) 

\ 

V 
V 

(Initial) Alternative within 
RFP Response 
(Initial) 

The Contractor will be required to supply a bond executed by a corporation authorized to contract surety in the State 
of Nebraska. payable to the State of Nebraska. which shall be valid for the life of the contract to include any renewal 
and/or extension periods. The amount of the bond must be $10,000,000.00. The bond will guarantee that the 
Contractor will faithfully perform all requirements, terms and conditions of the contract. Failure to comply shall be 
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grounds for forfeiture of the bond as liquidated damages. Amount of forfeiture will be determined by the agency 
based on loss to the State. The bond will be returned when the service has been satisfactorily completed as solely 
determined by the State. after termination or expiration of the contract. 

The Contractor must obtain and maintain a performance bond, rated a minimum of A by A.M. Best Company, of a 
standard commercial scope from a surety company or companies holding a certificate of authority to transact surety 
business in the state. The Contractor must not leverage the bond as collateral for debt or create other creditors using 
the bond as security. The Contractor must be in breach of this contract if it fails to maintain or renew the performance 
bond as required by this contract. 

1. The Contractor must obtain a performance bond in an amount equal to $10,000,000.00. The bond will 
guarantee that the selected contractor will faithfully perform all requirements. terms and conditions of the 
contract. Failure to comply must be grounds for forfeiture of the bond as liquidated damages. Amount of 
forfeiture will be determined by the agency based on loss to the State. The bond will be returned when the 
service has been satisfactorily completed as solely determined by the State. after termination or expiration 
of the contract. 

2. The Contractor agrees that if it is declared to be in default of any term of this contract, ML TC may elect to, 
in addition to any other remedies it may have under this contract. obtain payment under the performance 
bond for the following: 

a. Making funds available through a consensus proceeding in the appropriate court for payment to 
subcontracted providers and non-contracted health care providers for reimbursement due to 
nonpayment of claims by Contractor. in the event of a breach of Contractor's obligation under this 
contract; 

b. Reimbursing ML TC for any payments made by ML TC on behalf of the Contractor; 
c. Reimbursing ML TC for any extraordinary administrative expenses incurred by a breach of 

Contractor's obligations under this contract. including, expenses incurred after termination of this 
contract by ML TC; 

d. Making any payments or expenditures deemed necessary to ML TC, in its sole discretion, incurred 
by ML TC in the direct operation of the contract pursuant to the terms of this contract and to 
reimburse ML TC for any extraordinary administrative expenses incurred in connection with the 
direct operation of the Contractor; and 

e. The Contractor must reimburse ML TC for expenses exceeding the performance bond amount. 

GG. FORCE MAJEURE 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) (Initial) Alternative within 

~\ 
RFP Response 
flnitial) 

y 
Neither party shall be liable for any costs or damages resulting from its inability to perform any of its obligations under 
the contract due to a natural disaster, or other similar event outside the control and not the fault of the affected party 
("Force Majeure Event"). A Force Majeure Event shalt not constitute a breach of the contract. The party so affected 
shall immediately give notice to the other party of the Force Majeure Event. The State may grant relief from 
performance of the contract if the Contractor is prevented from performance by a Force Majeure Event. The burden 
of proof for the need for such relief shall rest upon the Contractor. To obtain release based on a Force Majeure 
Event, the Contractor shall file a written request for such relief with the State Purchasing Bureau. Labor disputes with 
the impacted party's own employees will not be considered a Force Majeure Event and will not suspend performance 
requirements under the contract. 
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HH. PAYMENT 

Accept Reject Reject & Provide NOTES/COMMENTS: 
{Initial) (Initial) Alternative within 

RFP Response 
\ (Initial} 

y 
State will render payment to Contractor when the terms and conditions of the contract and specifications have been 
satisfactorily completed on the part of the Contractor as solely determined by the State. Payment will be made by 
the responsible agency in compliance with the State of Nebraska Prompt Payment Act (See Neb. Rev. Stat.§§ 81-
2401 through 81-2408). The State may require the Contractor to accept payment by electronic means such as ACH 
deposit. In no event shall the State be responsible or liable to pay for any services provided by the Contractor prior 
to the Effective Date, and the Contractor hereby waives any claim or cause of action for any such services. 

II. RIGHT TO AUDIT 

Accept Reject Reject & Provide NOTES/COMMENTS: 
{Initial) 

. 

\y 

(Initial) Alternative within 
RFP Response 
(Initial} 

Contractor shall establish and maintain a reasonable accounting system that enables the State to readily audit 
contract. The State and its authorized representatives shall have the right to audit, to examine, and to make copies 
of or extracts from all financial and related records (in whatever form they may be kept, whether written, electronic, 
or other) relating to or pertaining to this contract kept by or under the control of the Contractor, including, but not 
limited to those kept by the Contractor, its employees. agents, assigns. successors, and Subcontractors. Such 
records shall include. but not be limited to. accounting records, written policies and procedures; all paid vouchers 
including those for out-of-pocket expenses; other reimbursement supported by invoices; ledgers; cancelled checks: 
deposit slips; bank statements; journals; original estimates; estimating work sheets; contract amendments and 
change order files; back charge logs and supporting documentation: insurance documents; payroll documents; 
timesheets; memoranda; and correspondence. 

Contractor shall, at all times during the term of this contract and for a period of five (5) years after the completion of 
this contract. maintain such records. together with such supporting or underlying documents and materials. The 
Contractor shall at any time requested by the State, whether during or after completion of this contract and at 
Contractor's own expense make such records available for inspection and audit (including copies and extracts of 
records as required) by the State. Such records shall be made available to the State during normal business hours 
at the Contractor's office or place of business. In the event that no such location is available. then the financial records, 
together with the supporting or underlying documents and records, shall be made available for audit at a time and 
location that is convenient for the State. Contractor shall ensure the State has these rights with Contractor's assigns, 
successors, and Subcontractors, and the obligations of these rights shall be explicitly included in any subcontracts or 
agreements formed between the Contractor and any Subcontractors to the extent that those Subcontracts or 
agreements relate to fulfillment of the Contractor's obligations to the State. 

Costs of any audits conducted under the authority of this right to audit and not addressed elsewhere will be borne by 
the State unless certain exemption criteria are met. If the audit identifies overpricing or overcharges (of any nature) 
by the Contractor to the State in excess of one-half of one percent (.5%) of the total contract billings, the Contractor 
shall reimburse the State for the total costs of the audit. If the audit discovers substantive findings related to fraud, 
misrepresentation, or non-performance, the Contractor shall reimburse the State for total costs of audit. Any 
adjustments and/or payments that must be made as a result of any such audit or inspection of the Contractor's 
invoices and/or records shall be made within a reasonable amount of time (not to exceed 90 days) from presentation 
of the State's findings to Contractor. 

Page 21 SPB RFP Revised: 01/29/2016 



JJ. TAXES 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial} 

A 

JI 
(Initial) Alternative within 

RFP Response 
llnitial) 

The State is not required to pay taxes of any kind and assumes no such liability as a result of this solicitation. Any 
property tax payable on the Contractor's equipment which may be installed in a state-owned facility is the 
responsibility of the Contractor. 

KK. INSPECTION AND APPROVAL 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) 

fl. 
I 

./ 
u 

(Initial) Alternative within 
RFP Response 
(Initial) 

Final inspection and approval of all work required under the contract shall be performed by the designated State 
officials. The State and/or its authorized representatives shall have the right to enter any premises where the 
Contractor or Subcontractor duties under the contract are being performed, and to inspect. monitor or otherwise 
evaluate the work being performed. All inspections and evaluations shall be at reasonable times and in a manner 
that will not unreasonably delay work. 

LL CHANGES IN SCOPEICHANGE ORDERS 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) 

V1 

(Initial) Alternative within 
RFP Response 
(Initial) 

The State may, upon the written agreement of Contractor, make changes to the contract within the general scope of 
the RFP. The State may, at any time work is in progress, by written agreement, make alterations in the terms of 
work as shown in the specifications. require the Contractor to make corrections, decrease the quantity of work. or 
make such other changes as the State may find necessary or desirable. The Contractor shall not claim forfeiture of 
contract by reasons of such changes by the State. 

Corrections of any deliverable, service or performance of work required pursuant to the contract shall not be deemed 
a modification. Changes or additions to the contract beyond the scope of the RFP are not permitted; however. the 
contract must meet all applicable federal legal requirements and regulations, including Medicaid laws, rules and 
regulations, and any future amendments to the contract that are required to bring Nebraska in compliance with federal 
Medicaid law must be deemed part of the scope of the requested bid. Changes or additions to the contract beyond 
the scope of the RFP are not permitted except as noted herein. 
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MM. SEVERABILITY 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) 

' 

,Jr, 
, 

(Initial) Alternative within 
RFP Response 
(Initial) 

If any term or condition of the contract is declared by a court of competent jurisdiction to be illegal or in conflict with 
any law. the validity of the remaining terms and conditions shall not be affected, and the rights and obligations of the 
parties shall be construed and enforced as if the contract did not contain the particular provision held to be invalid. 

NN. CONFIDENTIALITY 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) (Initial) Alternative within 

RFP Response 
~ (Initial) 

~ 
V 

All materials and information provided by the State or acquired by the Contractor on behalf of the State shall be 
regarded as confidential information. All materials and information provided by the State or acquired by the Contractor 
on behalf of the State shall be handled in accordance with federal and state law, and ethical standards. The 
Contractor must ensure the confidentiality of such materials or information. Should said confidentiality be breached 
by a Contractor: Contractor shall notify the State immediately of said breach and take immediate corrective action. 

It is incumbent upon the Contractor to inform its officers and employees of the penalties for improper disclosure 
imposed by the Privacy Act of 1974, 5 U.S.C. 552a. Specifically, 5 U.S.C. 552a (i)(1). which is made applicable to 
Contractors by 5 U.S.C. 552a (m)(1), provides that any officer or employee of a Contractor, who by virtue of his/her 
employment or official position has possession of or access to agency records which contain individually identifiable 
information, the disclosure of which is prohibited by the Privacy Act or regulations established thereunder, and who 
knowing that disclosure of the specific material is prohibited, willfully discloses the material in any manner to any 
person or agency not entitled to receive it, shall be guilty of a misdemeanor and fined not more than $5,000. 

00. PROPRIETARY INFORMATION 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) 

~ 

\)! 

(Initial) Alternative within 
RFP Response 
{Initial} 

Data contained in the proposal and all documentation provided therein, become the property of the State of Nebraska 
and the data becomes public information upon opening the proposal. If the bidder wishes to have any information 
withheld from the public. such information must fall within the definition of proprietary information contained within 
Nebraska's public record statutes. All proprietary information the bidder wishes the State to withhold must be 
submitted in a sealed package, which is separate from the remainder of the proposal, and provide supporting 
documents showing why such documents should be marked proprietary. The separate package must be 
clearly marked PROPRIETARY on the outside of the package. Bidders may not mark their entire Request for 
Proposal as proprietary. Failure of the bidder to follow the instructions for submitting proprietary and copyrighted 
information may result in the information being viewed by other bidders and the public. Proprietary information is 
defined as trade secrets, academic and scientific research work which is in progress and unpublished. and other 
information which if released would give advantage to business competitors and serve no public purpose (see Neb. 
Rev. Stat. § 84-712.05(3)). In accordance with Attorney General Opinions 92068 and 97033, bidders submitting 
information as proprietary may be required to prove specific, named competitor(s) who would be advantaged by 
release of the information and the specific advantage the competitor(s} would receive. Although every effort will be 
made to withhold information that is properly submitted as proprietary and meets the State's definition of proprietary 
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information. the State is under no obligation to maintain the confidentiality of proprietary information and accepts no 
liability for the release of such information. 

PP. CERTIFICATION OF INDEPENDENT PRICE DETERMINATION/COLLUSIVE BIDDING 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) 

f., 
: ·;~ 

l .~ 
'1 

(Initial) Alternative within 
RFP Response 
(Initial) 

By submission of this proposal, the bidder certifies that it is the party making the foregoing proposal and that the 
proposal is not made in the interest of, or on behalf of, any undisclosed person, partnership, company, association, 
organization, or corporation; that the proposal is genuine and not collusive or sham; that the bidder has not directly 
or indirectly induced or solicited any other bidder to put in a false or sham proposal, and has not directly or indirectly 
colluded. conspired, connived, or agreed with any bidder or anyone else to put in a sham proposal. or that anyone 
shall refrain from bidding; that the bidder has not in any manner, directly or indirectly, sought by agreement. 
communication, or conference with anyone to fix the proposal price of the bidder or any other bidder, or to fix any 
overhead, profit. or cost element of the proposal price. or of that of any other bidder, or to secure any advantage 
against the public body awarding the contract of anyone interested in the proposed contract; that all statements 
contained in the proposal are true; and further that the bidder has not, directly or indirectly, submitted the proposal 
price or any breakdown thereof, or the contents thereof. or divulged information or data relative thereto, or paid, and 
will not pay, any fee to any corporation. partnership, company association. organization. proposal depository, or to 
any member or agent thereof to effectuate a collusive or sham proposal. 

QQ. STATEMENT OF NON-COLLUSION 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) 

y 
(Initial) Alternative within 

RFP Response 
(Initial} 

The proposal shall be arrived at by the bidder independently and be submitted without collusion with, and without any 
direct or indirect agreement, understanding or planned common course of action with, any person; firm; corporation; 
bidder; Contractor of materials, supplies. equipment or services described in this RFP. Bidder shall not collude with, 
or attempt to collude with. any state officials, employees or agents; or evaluators or any person involved in this RFP. 
The bidder shall not take any action in the restraint of free competition or designed to limit independent bidding or to 
create an unfair advantage. 

Should it be determined that collusion occurred, the State reserves the right to reject a bid or terminate the contract 
and impose further administrative sanctions. 

RR. PRICES 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) (Initial) Alternative within 

RFP Respon$e 

" tlnltiall 

¥ 
Price information is provided under Section IV.P - DBPM Reimbursement. 
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SS. ETHICS IN PUBLIC CONTRACTING 

Accept Reject Reject & Provide NOTES/COMMENTS: 
{Initial) 

~ 

V 
" 

(Initial) Alternative within 
RFP Response 
(Initial) 

No bidder shall pay or offer to pay, either directly or indirectly, any fee. commission compensation. gift, gratuity, or 
anything of value to any State officer, legislator, employee or evaluator based on the understanding that the receiving 
person's vote, actions, or judgment will be influenced thereby. No bidder shall give any item of value to any employee 
of the State Purchasing Bureau or any evaluator. 

Bidders shall be prohibited from utilizing the services of lobbyists, attorneys, political activists. or consultants to secure 
the contract. It is the intent of this provision to assure that the prohibition of state contact during the procurement 
process is not subverted through the use of lobbyists, attorneys, political activists. or consultants. It is the intent of 
the State that the process of evaluation of proposals and award of the contract be completed without external 
influence. It is not the intent of this section to prohibit bidders from seeking professional advice. for example consulting 
legal counsel, regarding terms and conditions of this Request for Proposal or the format or content of their proposal. 

If the bidder is found to be in non-compliance with this section of the Request for Proposal. they may forfeit the 
contract if awarded to them or be disqualified from the selection process. 

In compliance with the Byrd Anti-lobbying Amendment. contractors who apply or bid must file the required certification 
that each tier will not use federal funds to pay a person or employee or organization for influencing or attempting to 
influence an officer or employee of any federal agency, a member of Congress, officer or employee of Congress, or 
an employee of a member of Congress in connection with obtaining any federal contract, grant or any other award 
covered by 31 U.S.C. §1352. Each tier must also disclose any lobbying with nonfederal funds that takes place in 
connection with obtaining any federal award. Such disclosures are forwarded from tier-to-tier up to the recipient (45 
CFR §3). 

TT. INDEMNIFICATION 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) (Initial) Alternative within 

RFP Response 
'\ (Initial) 

[V 
1. GENERAL 

The Contractor agrees to defend, indemnify, hold, and save harmless the State and its employees, 
volunteers. agents, and its elected and appointed officials {"the indemnified parties") from and against any 
and all claims, liens. demands. damages. liability. actions, causes of action, losses. judgments, costs, and 
expenses of every nature. including investigation costs and expenses. settlement costs, and attorney fees 
and expenses ("the claims"}, sustained or asserted against the State. arising out of, resulting from, or 
attributable to the willful misconduct. negligence, error. or omission of the Contractor. its employees, 
Subcontractors, consultants. representatives, and agents, except to the extent such Contractor liability is 
attenuated by any action of the State which directly and proximately contributed to the claims. 

2. INTELLECTUAL PROPERTY 
The Contractor agrees it will, at its sole cost and expense, defend, indemnify, and hold harmless the 
indemnified parties from and against any and all claims, to the extent such claims arise out of, result from, 
or are attributable to, the actual or alleged infringement or misappropriation of any patent, copyright. trade 
secret, trademark, or confidential information of any third party by the Contractor or its employees, 
Subcontractors. consultants, representatives, and agents; provided. however, the State gives the Contractor 
prompt notice in writing of the claim. The Contractor may not settle any infringement claim that will affect 
the State's use of the licensed Software without the State's prior written consent. which consent may be 
withheld for any reason. 
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If a judgment or settlement is obtained or reasonably anticipated against the State's use of any intellectual 
property for which the Contractor has indemnified the State, the Contractor shall, at the Contractor's sole 
cost and expense, promptly modify the item or items which were determined to be infringing. acquire a 
license or licenses on the State's behalf to provide the necessary rights to the State to eliminate the 
infringement, or provide the State with a non-infringing substitute that provides the State the same 
functionality. At the State's election, the actual or anticipated judgment may be treated as a breach of 
warranty by the Contractor, and the State may receive the remedies provided under this RFP. 

3. PERSONNEL 
The Contractor shall, at its expense. indemnify and hold harmless the indemnified parties from and against 
any claim with respect to withholding taxes, worker's compensation, employee benefits, or any other claim, 
demand, liability. damage, or loss of any nature relating to any of the personnel provided by the Contractor. 

4. SELF-INSURANCE 
The State of Nebraska is self-insured for any loss and purchases excess insurance coverage pursuant to 
Neb. Rev. Stat. § 81-8,239.01 (Reissue 2008). If there is a presumed loss under the provisions of this 
agreement, Contractor may file a claim with the Office of Risk Management pursuant to Neb. Rev. Stat. §§ 
81-8,829 - 81-8,306 for review by the State Claims Board. The State retains all rights and immunities under 
the State Miscellaneous (Section 81-8,294). Tort (Section 81-8,209}, and Contract Claim Acts (Section 81-
8,302), as outlined in Neb. Rev. Stat.§ 81-8,209 et seq. and under any other provisions of law and accepts 
liability under this agreement to the extent provided by law. 

UU. NEBRASKA TECHNOLOGY ACCESS STANDARDS 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) 

r 

\( 
(Initial) Alternative within 

RFP Response 
(Initial) 

Contractor shall review the Nebraska Technology Access Standards, found at http://nitc.nebraska.gov/standards/2-
201 .html and ensure that products and/or services provided under the contract are in compliance or will comply with 
the applicable standards to the greatest degree possible. In the event such standards change during the Contractor's 
performance, the State may create an amendment to the contract to request the contract comply with the changed 
standard at a cost mutually acceptable to the parties. 

W. ANTITRUST 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) (Initial) Alternative within 
' RFP Response 
1 · {lnltial) 

\ ~/ 
v· 

The Contractor hereby assigns to the State any and all claims for overcharges as to goods and/or services provided 
in connection with this contract resulting from antitrust violations which arise under antitrust laws of the United States 
and the antitrust laws of the State. 
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WW. DISASTER RECOVERY/BACK UP PLAN 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) (Initial) Alternative within 

RFP Response . (Initial} 

lY 
The Contractor shall have a disaster recovery and back-up plan, of which a copy should be provided to the State, 
which includes, but is not limited to equipment, personnel, facilities, and transportation, in order to continue services 
as specified under the specifications in the contract in the event of a disaster. 

XX. TIME 1$ OF THE ESSENCE 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) 

y 
{Initial) Alternative within 

RFP Response 
(Initial) 

Time is of the essence in this contract. The acceptance of late performance with or without objection or reservation 
by the State shall not waive any rights of the State nor constitute a waiver of the requirement of timely performance 
of any obligations on the part of the Contractor remaining to be performed. 

YY. RECYCLING 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial} (Initial) Alternative within 

RFP Response 
\ (Initial) 

V 
Preference will be given to items which are manufactured or produced from recycled material or which can be readily 
reused or recycled after their normal use as per Neb. Rev. Stat.§ 81-15,159. 

ZZ. DRUG POLICY 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial} 

V 
(Initial) Alternative within 

RFP Response 
(Initial) 

Contractor certifies it maintains a drug free work place environment to ensure worker safety and workplace integrity. 
Contractor agrees to provide a copy of its drug free workplace policy at any time upon request by the State. 
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AAA. EMPLOYEE WORK ELIGIBILITY STATUS 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) 

[V 

(Initial) Alternative within 
RFP Response 
(Initial) 

The Contractor is required and hereby agrees to use a federal immigration verification system to determine the work 
eligibility status of employees physically pertorming services within the State of Nebraska. A federal immigration 
verification system means the electronic verification of the work authorization program authorized by the Illegal 
Immigration Reform and Immigrant Responsibility Act of 1996, 8 U.S.C. 1324a, known as the E-Verify Program, or 
an equivalent federal program designated by the United States Department of Homeland Security or other federal 
agency authorized to verify the work eligibility status of an employee. 

If the Contractor is an individual or sole proprietorship, the following applies: 

1. The Contractor must complete the United States Citizenship Attestation Form. available on the 
Department of Administrative Services website at http://das.nebraska.gov/materiel/purchasing.html 

The completed United States Attestation Form should be submitted with the Request for Proposal response. 

2. If the Contractor indicates on such attestation form that he or she is a qualified alien. the Contractor agrees 
to provide the US Citizenship and Immigration Services documentation required to verify the Contractor's 
lawful presence in the United States using the Systematic Alien Verification for Entitlements (SAVE) 
Program. 

3. The Contractor understands and agrees that lawful presence in the United States is required and the 
Contractor may be disqualified or the contract terminated if such lawful presence cannot be verified as 
required by Neb. Rev. Stat.§ 4-108. 

BBB. CERTIFICATION REGARDING DEBARMENT, SUSPENSION AND INELIGIBILITY 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) {Initial) Alternative within 

RFP Response 
A <Initial) 

l V 
The Contractor, by signature to this RFP, certifies that the Contractor is not presently debarred, suspended, proposed 
for debarment, declared ineligible, or voluntarily excluded by any federal department or agency from participating in 
transactions (debarred). The Contractor also agrees to include the above requirements in any and all Subcontracts 
into which it enters. The Contractor shall immediately notify the Department if, during the term of this contract. 
Contractor becomes debarred. The Department may immediately terminate this contract by providing Contractor 
written notice if Contractor becomes debarred during the term of this contract. 

Contractor. by signature to this RFP, certifies that Contractor has not had a contract with the State of Nebraska 
terminated early by the State of Nebraska. If Contractor has had a contract terminated early by the State of Nebraska, 
Contractor must provide the contract number, along with an explanation of why the contract was terminated early. 
Prior early termination may be cause for rejecting the proposal. 
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CCC. OFFICE OF PUBLIC COUNSEL 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) {Initial) Alternative within 

~ 
RFP Response 
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./ 
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If it provides, under the terms of this contract and on behalf of the State of Nebraska, health and human services to 
individuals; service delivery; service coordination; or case management. Contractor shall submit to the jurisdiction of 
the Office of Public Counsel. pursuant to Neb. Rev. Stat. §§ 81-8,240 et seq. This section must survive the 
termination of this contract and shall not apply if Contractor is a long-term care facility subject to the Long-Term Care 
Ombudsman Act, Neb. Rev. Stat. §§ 81-2237 et seq. 

ODD. LONG-TERM CARE OMBUDSMAN 

Accept Reject Reject & Provide NOTES/COMMENTS: 
{Initial) {Initial) Alternative within 

(\ 
RFP Response 
Unitlal) 

vv 
If it is a long-term care facility subject to the Long-Term Care Ombudsman Act. Neb. Rev. Stat. §§ 81-2237 et seq., 
Contractor shall comply with the Act. This section shall survive the termination of this contract. 
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Acknowledgment of Addenda 



Acknowledgment of Addenda 

Acknowledgment of Addenda 

mcnadental 
'-.,/ 

MCNA acknowledges Addenda 1 through 5 to RFP 5427 Z1, and we understand and agree that they 
will become part of the proposal. Please see Attachment Addenda-1 for a copy of all addenda. 

Response to RFP 5427 Z1: Medicaid Dental Benefit Program Page 30 of 396 
Prepared by MCNA Insurance Company for the Nebraska Department of Health and Human Services 
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A. Bidder Identification 



Part 1 - Corporate Overview 
A. Bidder Identification and Information 

Part 1 - Corporate Overview 
A. Bidder Identification and Information 

mcnadental 

The bidder must provide the full company or corporate name, address of the company's 
headquarters, entity organization (corporation, partnership, proprietorship), state in which 
the bidder is incorporated or otherwise organized to do business, year in which the bidder 
first organized to do business and whether the name and form of organization has changed 
since first organized. 

MCNA Insurance Company, the bidder, received its Certificate of Authority as a Texas accident and 
health insurance company on May 4, 2011. The Nebraska Department of Insurance authorized MCNA 
Insurance Company to transact the business of sickness and accident insurance in the State on 
October 1, 2015, with an effective date of May 1, 2016. Our core business is delivering the highest 
quality dental care to traditionally underserved populations enrolled in Medicaid, CHIP, and Medicare 
programs. MCNA Insurance Company is a wholly owned subsidiary of MCNA Health Care Holdings, 
LLC, a Florida limited liability company ("MCNA Holdings") and has no partners. 

MCNA Holdings is also the parent company of Managed Care of North America, Inc., d/b/a MCNA 
Dental Plans. MCNA Insurance Company has contracted with MCNA Dental Plans to provide dental 
administrative services for its national Medicaid and CHIP operations. 

MCNA Dental Plans has operated as a dental insurance administrator since January 30, 1992. 

MCNA Insurance Company, the bidder, is headquartered at: 

4400 Northwest Loop 410, Suite 250 
San Antonio, Texas 78229 

MCNA Dental Plan's administrative offices and the headquarters of our parent corporation are located 
at: 

200 West Cypress Creek Road, Suite 500 
Fort Lauderdale, Florida 33309 
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For the purposes of this response to the RFP, MCNA Insurance Company, its parent, and 
affiliates shall be referred to collectively as MCNA. MCNA Insurance Company is a Texas 
corporation and has not changed its name or form of organization since it was first organized. 
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The bidder must provide financial statements applicable to the firm. If publicly held, the 
bidder must provide a copy of the corporation's most recent audited financial reports and 
statements, and the name, address, and telephone number of the fiscally responsible 
representative of the bidder's financial or banking organization. 

If the bidder is not a publicly held corporation, either the reports and statements required of a 
publicly held corporation, or a description of the organization, including size, longevity, client 
base, areas of specialization and expertise, and any other pertinent information, must be 
submitted in such a manner that proposal evaluators may reasonably formulate a 
determination about the stability and financial strength of the organization. Additionally, a 
non-publicly held firm must provide a banking reference. 

The bidder must disclose any and all judgments, pending or expected litigation, or other real 
or potential financial reversals, which might materially affect the viability or stability of the 
organization, or state that no such condition is known to exist. 

The State may elect to use a third-party to conduct credit checks as part of the corporate 
overview evaluation. 

MCNA's core business is delivering the highest quality dental care to traditionally underserved 
populations enrolled in Medicaid, CHIP, and Medicare programs. The MCNA Organization was founded 
in Florida and is headquartered in Fort Lauderdale, with regional headquarters in San Antonio, Texas, 
and New Orleans, Louisiana. We manage dental benefits on a full-risk basis for nearly 3,500,000 
children and adults throughout the nation. 

We serve some of the most vulnerable members of society, with the mission of improving overall health 
through the provision of quality dental care. We also offer commercial dental plans for private 
employers, individuals, and families. Our commitment to ensuring our members have access to care in 
urban and rural areas through our statewide provider networks has allowed us to become the premier 
dental plan throughout the nation. We approach our work of developing and implementing dental 
service programs with dedication and commitment to excellence. 

The ultimate parent of MCNA is MCNA Holdings. MCNA Holdings is also the parent company of MCNA 
Dental Plans, a Florida corporation licensed as a pre-paid limited health services organization. MCNA 
Dental Plans has operated as a dental insurance administrator since January 30, 1992. 

Finally, MCNA Holdings is the parent company of MCNA Systems, which licenses its DentalTrac™ 
management information system and technology infrastructure to MCNA Dental Plans. MCNA Dental 
Plans uses the DentalTrac™ software to provide its third-party administrative services to the bidder. 

Response to RFP 5427 21: Medicaid Dental Benefit Program Page 33 of 396 
Prepared by MCNA Insurance Company for the Nebraska Department of Health and Human Services 



Part 1 - Corporate Overview 
B. Financial Statements 

11ission and Goal 

mcnadental 

Our proposal combines the financial strength of MCNA Insurance Company and the 
unparalleled dental managed care experience of its affiliate, MCNA Dental Plans, to deliver to 
the Nebraska Department of Health and Human Services, Division of Medicaid and Long-Term 
Care (ML TC) a turnkey solution and seamless transition for the new contract term. MCNA was 
founded by Jeffrey P. Feingold, DDS, MSD, a Florida-licensed Periodontist and Diplomate of the 
American Board of Periodontology. With a staff of over 550, MCNA has the infrastructure and 
experience to deliver best-in-class dental benefits management to our clients. 

MCNA's mission is to deliver value to our clients and participating dentists by providing access, quality, 
and service excellence that improves the oral health outcomes of our members. Our goal is to promote 
high quality and cost effective oral health by increasing access to dental care for the public while 
closely monitoring treatment frequencies and methodologies to ensure their appropriateness and 
efficacy. 

Dr. Feingold has made finding ways to reach out and treat children and adults in underserved areas a 
priority throughout his career. Through his leadership, MCNA has maintained a focus on delivering 
quality pediatric and adult dental care, with an emphasis on serving those enrolled in Medicaid and 
CHIP programs. 

Financia! Strength and Stability 

MCNA (including MCNA's parent organization, affiliates, and subsidiaries) is not a publicly traded 
(stock-exchange-listed) corporation. Accordingly, there have been no publicly available financial filings 
with the United States Securities and Exchange Commission (SEC). There have been no SEC 
investigations involving MCNA or any of its affiliated companies, nor are there any other current or 
pending investigations, civil or criminal, involving MCNA. No conditions, such as judgments, pending or 
expected litigation, or other real or potential financial reversals which might materially affect our viability 
or stability are known to exist. We are pleased to provide the State of Nebraska with assurances of our 
financial solvency and strong fiscal track record. We submit herewith evidence of our financial capacity. 

MCNA has timely met all quarterly and annual regulatory reporting requirements of both Texas and 
Louisiana Departments of Insurance as well as those specifically required by the state agencies 
overseeing our program contracts, the Texas Health and Human Services Commission (HHSC) and the 
Louisiana Department of Health (LOH). We are especially proud to meet and exceed all State
mandated capital requirements, including premium writing ratio and risk based capital (RBC) 
percentages. Relationships with our banking and reinsurance financial partners remain strong as 
clearly evidenced by their ongoing willingness to support our operations. 

Efficient and effective contract performance has put us on a solid financial footing and positioned us to 
provide our high-caliber services to ML TC for the DBPM program. This is the business space where we 
excel. MCNA forges strong relationships with our members and providers, and works diligently with 
regulatory agencies. As noted, we are in full compliance with our financial solvency requirements as 
determined by the Texas Department of Insurance and we will continue to comply with any additional 

Response to RFP 5427 21: Medicaid Dental Benefit Program Page 34 of 396 
Prepared by MCNA Insurance Company for the Nebraska Department of Health and Human Services 



Part 1 - Corporate Overview 
B. Financial Statements 

mcnadental 

requirements that are mandated under Nebraska law as a result of being awarded a contract by ML TC. 
Most importantly, we will deliver quality access to dental care for ML TC enrollees. 

To demonstrate our financial sufficiency, MCNA is providing the following financial information: 

• Audited, GAAP-basis 2015 and 2014 financial statements with footnote disclosures for both the 
Offerer and the Consolidated Parent Compan Attachment B-1 

• Unaudited, GAAP-basis quarterly and year-to-date financial statements for both the Offeror and 
the Consolidated Parent Company (Attachment B-3) 
Non-Publicall Held Firm Bankin Reference from Bank of America Attachment B-4 

• An active Certificate of Insurance coverage that meets or exceeds all RFP coverage 
requirements (Attachment B-7) 

With respect to the audited financial statements presented herewith, there have been: 

• No changes in audit firms during the last three years. 
• No "going concern" statements issued by our auditor during the last three years. 
• No qualified opinions issued by our auditor in the last three years. 
• No significant delays (of two months or more) in completing the previous audits. 

MCNA (including its parent organization, affiliates and subsidiaries) has never filed (or had filed against 
it) any bankruptcy or insolvency proceeding, whether voluntary or involuntary, nor undergone the 
appointment of a receiver, trustee, or assignee for the benefit of creditors. MCNA guarantees that it will 
comply with federal solvency standards for MCOs/PAHPs/PIHPs as set forth in 42 CFR 438.116. 

Key MCNA (including affiliates) non-financial metrics to report with this submission are: 

• MCNA has been in business for approximately 25 years. 
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• Office locations are currently in Fort Lauderdale, Florida, San Antonio, Texas, and New Orleans, 
Louisiana. 

• Staff exceeding 550 individuals. 

The Company currently contracts with the States of Florida, Texas, Louisiana, Iowa, and Idaho, for 
Medicaid and CHIP programs, as well as several HMO Plans, providing comprehensive dental 
managed care services for nearly 3,500,000 members. 

Our Cornmitment to Quality Dental Care 

In 2014, MCNA became the first dental plan in the 
nation to receive full Dental Plan Accreditation and 
Claims Processing Accreditation from URAC. 
Following our successful accreditations, our Chief Dental 
Officer, Dr. Ronald Ruth, was invited to serve on the 
URAC Advisory Board to assist with developing and 
maintaining dental plan accreditation standards. 

We have been certified by the National Committee for 
Quality Assurance (NCQA) in Credentialing and 
Re-credentialing since 2011. We were recertified in 2013 
and 2015, with our current recertification effective 
through 2017. 

Since 2012, MCNA has received multiple Service 
Organization Control (SOC) 2 reports confirming that 
we meet the standards of the American Institute of 
Certified Public Accountants (AICPA). Most recently, 
MCNA received a SOC 2 Type 2 report, which is a more 
thorough and advanced version of the SOC 2 report. 
This certifies that the suitability of the design and 
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operating effectiveness of our systems, security processes, and controls provide both MCNA, and more 
importantly our clients, an independent, third party assurance that we are taking the appropriate steps 
to protect our systems and our clients' data. For a copy of our SOC 2 Type 2 Report, please see 
Attachment B-8. 

MCNA is also a member of the Dental Quality Alliance (DQA), a national organization established by 
the American Dental Association to advance performance measurement as a means to improve oral 
health, patient care, and safety through a consensus-building process. 
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If any change in ownership or control of the company is anticipated during the twelve (12) 
months following the proposal due date, the bidder must describe the circumstances of such 
change and indicate when the change will likely occur. Any change of ownership to an 
awarded vendor(s) will require notification to the State. 

Neither the sole shareholder, MCNA Health Care Holdings, LLC nor the officers or directors of MCNA 
anticipate a change of ownership of MCNA or any other affiliate in the MCNA holding company system 
in the next twelve (12) months. 
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The bidder's office location responsible for performance pursuant to an award of a contract 
with the State of Nebraska must be identified. 

Our plan leadership, underwriting, primary call center operations for members and providers, outreach 
management, clinical oversight, and provider services management are located at: 

MCNA Insurance Company 
4400 Northwest Loop 410, Suite 250 
San Antonio, Texas 78229 

MCNA's executive management, financial and third-party administration, 

Managed Care of North America, Inc. 
200 West Cypress Creek Road, Suite 500 
Fort Lauderdale, Florida 33309 

MCNA's Nebraska based office will be located in Lincoln. Since 2009, MCNA has operated a regionally 
based claims payment team located in the state of Nebraska. Our Nebraska Dental Director, 
Dr. Scott Wieting, a long standing Nebraska-licensed General Dentist, and most recent past President 
of the Nebraska Dental Association, currently resides in York, Nebraska. MCNA's Nebraska Executive 
Director, Dr. Holly Portwood, a pediatric dentist and adjunct faculty member at the University of 
Nebraska Medical Center College of Dentistry, currently resides in Hastings, Nebraska. 
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The bidder shall describe any dealings with the State over the previous five (5) years. If the 
organization, its predecessor, or any party named in the bidder's proposal response has 
contracted with the State, the bidder shall identify the contract number(s) and/or any other 
information available to identify such contract(s). If no such contracts exist, so declare. 

MCNA has not been engaged by the State of Nebraska prior to the date of this response to the RFP. 
MCNA declares that no such contracts exist. 
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If any party named in the bidder's proposal response is or was an employee of the State 
within the past twelve (12) months, identify the individual(s) by name, State agency with 
whom employed, job title or position held with the State, and separation date. If no such 
relationship exists or has existed, so declare. 

If any employee of any agency of the State of Nebraska is employed by the bidder or is a 
Subcontractor to the bidder, as of the due date for proposal submission, identify all such 
persons by name, position held with the bidder, and position held with the State (including 
job title and agency). Describe the responsibilities of such persons within the proposing 
organization. If, after review of this information by the State, it is determined that a conflict of 
interest exists or may exist, the bidder may be disqualified from further consideration in this 
proposal. If no such relationship exists, so declare. 

No party named in MCNA's proposal response is or was an employee of the State within the past 
twelve (12) months. MCNA declares that no such relationship exists or has existed. 

No employee of any agency of the State of Nebraska is employed by MCNA or is a Subcontractor to 
MCNA, as of the due date for proposal submission. MCNA declares that no such relationship exists. 
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If the bidder or any proposed Subcontractor has had a contract terminated for default during 
the past five (5) years, all such instances must be described as required below. Termination 
for default is defined as a notice to stop performance delivery due to the bidder's non
performance or poor performance, and the issue was either not litigated due to inaction on 
the part of the bidder or litigated and such litigation determined the bidder to be in default. 

It is mandatory that the bidder submit full details of all termination for default experienced 
during the past five (5) years, including the other party's name, address, and telephone 
number. The response to this section must present the bidder's position on the matter. The 
State will evaluate the facts and will score the bidder's proposal accordingly. If no such 
termination for default has been experienced by the bidder in the past five (5) years, so 
declare. 

If at any time during the past five (5) years, the bidder has had a contract terminated for 
convenience, non-performance, non-allocation of funds, or any other reason, describe fully 
all circumstances surrounding such termination, including the name and address of the other 
contracting party. 

The bidder, MCNA Insurance Company, declares that it has not experienced a termination for 
default in the past five (5) years, nor has MCNA Insurance Company had a contract terminated 
for convenience, non-performance, non-allocation of funds, or any other reason. 

Bidder's affiliate and Third Party Administrator, MCNA Dental Plans, has not had any contracts 
terminated due to default, non-performance, or non-allocation of funds. 
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The bidder shall provide a summary matrix listing the bidder's previous projects similar to 
this Request for Proposal in size, scope, and complexity. The State will use no more than 
three (3) narrative project descriptions submitted by the bidder during its evaluation of the 
proposal. 

The bidder must address the following: 

i. Provide narrative descriptions to highlight the similarities between the bidder's 
experience and this Request for Proposal. These descriptions must include: 

a. The time period of the project; 
b. The scheduled and actual completion dates; 
c. The Contractor's responsibilities; 
d. For reference purposes, a customer name (including the name of a contact 

person, a current telephone number, a facsimile number, and e-mail address); 
and 

e. Each project description shall identify whether the work was performed as the 
prime Contractor or as a Subcontractor. If a bidder performed as the prime 
Contractor, the description must provide the originally scheduled completion 
date and budget, as well as the actual (or currently planned) completion date 
and actual (or currently planned) budget. 

ii. Contractor and Subcontractor(s) experience must be listed separately. Narrative 
descriptions submitted for Subcontractors must be specifically identified as 
Subcontractor projects. 

iii. If the work was performed as a Subcontractor, the narrative description shall identify 
the same information as requested for the Contractors above. In addition, 
Subcontractors shall identify what share of contract costs, project responsibilities, 
and time period were performed as a Subcontractor. 

MCNA has provided dental managed care services for individuals and state programs for over 20 
years. The following lists our active full-risk contracts with state Medicaid and CHIP agencies: 

• Florida - MCNA has been providing dental managed care services for Florida's CHIP Program, 
since January 1, 2005. We currently serve approximately 70,000 enrollees. In early 2016, 
MCNA was awarded its fourth consecutive contract by the Florida Healthy Kids Corporation 
(FHKC) to continue managing this program. MCNA scored first in FHKC's most recent dental 
HEDIS results. 
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• Texas - MCNA has been providing dental managed care services for the Texas Health and 
Human Services Commission Medicaid and CHIP dental programs since March 1, 2012. We 
currently serve approximately 1,500,000 enrollees. 

• Louisiana - MCNA was ranked first in the Louisiana procurement to serve as the sole dental 
benefits program manager with a go-live date of July 1, 2014. We currently serve the State's 
1,400,000 Medicaid and CHIP members under a contract with the Louisiana Department of 
Health. 

• Iowa - MCNA was awarded a contract by the Iowa Medicaid Enterprise to serve adult members 
enrolled in the State's Dental Wellness Plan. We commenced operations on August 1, 2016, 
and have a current enrollment of approximately 10,000 members. 

• Idaho - MCNA was recently ranked first in the Idaho Smiles procurement and awarded the 
sole contract by the Idaho Department of Health and Welfare to provide dental managed care 
services to the State's 280,000 Medicaid and CHIP enrollees with a go-live date of February 1, 
2017. 

We maintain a commercial plan in the State of Florida, and we serve Medicaid, ACA, and long term 
care members under various subcontracts with Medicaid managed care plans in Florida, Indiana, and 
West Virginia. 

From 2009 to 2014, MCNA served Florida's Medicaid enrollees under a direct contract with the Florida 
Agency for Health Care Administration. The program began as a demonstration project in Miami-Dade 
County and was so successful that the Legislature expanded it on a statewide basis in 2012. 
Throughout the life of the contract, MCNA's enrollment for both programs peaked at over 600,000 
members. 

Additionally, MCNA was subcontracted by Centene Corporation's Florida affiliate, Sunshine Health, to 
provide all dental benefits administration services for its Florida Medicaid and Long Term Care 
members from 2008 through 2014. Over the life of the contract, enrollment increased from 100,000 to 
approximately 400,000 members. 
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The following client listing details our past five years of experience in terms of the programs and 
populations served. 
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Texas Medicaid and CHIP 

Contract Term: 

Contract Type: 

March 2012 - Present 

Medicaid and CHIP 

Contact Information: Cindy Fortress 
HHSC Health Plan Manager 

4900 N. Lamar Blvd. 
Austin, TX 78751 

mcnadental 

MCNA manages a full spectrum of dental care, including diagnostic, preventive, restorative, 
endodontic, periodontic, orthodontic, and oral and maxillofacial surgery services to approximately 
1.5 million children statewide in the Texas Medicaid and CHIP programs on a full-risk basis. 

This contract began on March 1, 2012, for an initial term of three (3) years and has up to five (5) 
additional one ( 1) year extensions. Our contract has been renewed through March 1, 2019 and 
includes 1 additional one-year renewal option. 

Louisiana Medicaid and CHIP 

Contract Term: 

Contract Type: 

Contact Information: 

July 2014 - Present 

Medicaid and CHIP 

Cordelia Clay 
Program Manager 

628 North 4th Street 
Baton Rouge, LA 70821 

~ 
DEPARTMENT OF HEALTH 

MCNA was ranked #1 in the procurement and awarded the Dental Benefit Program Management 
(DBPM) contract for Louisiana Medicaid and CHIP as the sole vendor. Under the program, MCNA 
manages on a full-risk basis dental benefits for approximately 1.4 million children and adults. 

This contract began on July 1, 2014, for an initial term of three (3) years and has up to two (2) 
additional one (1) year extensions. 
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Idaho Medicaid and CHIP 

Contract Term: 

Contract Type: 

Contact Information: 

Begins on February 1, 2017 

Medicaid and CHIP 

Arianne Quignon 
Purchasing Officer 

450 W State Street 
Boise, ID 83720 

mcnadental 
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MCNA was recently ranked #1 in the Idaho procurement and awarded a contract by the Idaho 
Department of Health and Welfare to manage the dental benefits of the State's Medicaid and CHIP 
programs as the sole vendor on a full-risk basis. We will manage the full spectrum of dental care, 
including diagnostic, preventive, restorative, endodontic, periodontic, orthodontic, and oral and 
maxillofacial surgery services to approximately 280,000 children and adults. 

This contract will begin on February 1, 2017, for an initial term of three (3) years, with options to 
renew upon mutual agreement for a total of seven (7) full years of service delivery. 

Florida Healthy Kids Corporation 

Contract Term: 

Contract Type: 

Contact Information: 

January 2005 - Present 

CHIP 

Rebecca Matthews 
Chief Executive Officer 

661 East Jefferson Street, Suite 200 
Tallahassee, FL 32301 

Healtty~·· 

MCNA Dental Plans is a full-risk contractor with the Florida Healthy Kids Corporation under a 
capitation arrangement. We currently serve approximately 70,000 Florida CHIP children statewide. 
We provide comprehensive dental benefits, including diagnostic, preventive, restorative, endodontic, 
periodontic, orthodontic, and oral and maxillofacial surgery services. Our initial contract began 
January 1, 2005, and has been continuously renewed through multiple procurements. 
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Iowa Dental Wellness Plan 

Contract Term: 

Contract Type: 

Contact Information: 

August 2016 - Present 

Medicaid 

Sabrina Johnson 
Dental Policy Specialist 

1 00 Army Post Rd 
Des Moines, IA 50315 
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MCNA is a full-risk contractor to the Iowa Medicaid Enterprise for its Dental Wellness Plan. We 
currently serve approximately 10,000 Iowa Medicaid expansion adults statewide. We provide 
comprehensive dental benefits, including diagnostic, preventive, restorative, endodontic, periodontic, 
orthodontic, and oral and maxillofacial surgery services. Our initial contract began August 1, 2016. 

CareSource 

Contract Term: 

Contract Type: 

Contact Information: 

January 2015 - Present 

Affordable Care Act 

Steve Smitherman 
Executive Director 

135 N Pennsylvania St, Suite 1300 
Indianapolis, IN 46204 

, 
Care Source· 

MCNA Dental Plans currently provides a robust provider network including provider network 
management and oversight for approximately 35,000 Just4Me ™ members in Indiana and West 
Virginia, and beginning on January 1, 2017, for West Virginia Medicaid members. 
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Community Care Plan 

Contract Term: 

Contract Type: 

Contact Information: 

July 2014 - Present 

Medicaid 

Lupe Rivero 
VP of Government and Member Programs 

1643 Harrison Parkway, Suite H200 
Sunrise, FL 33323 

mcnadental 

• • r..1 Com munitycttrt 
"~ 1l1t11en1111 1,,C11111·1tt,..,; •• ,1· PLAN 

MCNA Dental Plans provides the full spectrum of dental benefits management for 46,000 Community 
Care Plan Medicaid members in Broward County, Florida. 

Coventry Health Care 

Contract Term: 

Contract Type: 

Contact Information: 

January 2013 - Present 

Medicaid and Long Term Care 

Heidi Garwood 
Chief Executive Officer 

1340 Concord Terrace 
Sunrise, FL 33323 

COVl.:NTRY r H,~11/r C<1tfl "' rJotif16 

MCNA Dental Plans provides the full spectrum of dental benefits management for 67,000 Coventry 
Health Care Medicaid members and 5,000 Long Term Care members in Florida. 
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Florida Agency for Health Care Administration 

Contract Term: 

Contract Type: 

Contact Information: 

June 2009 - August 2014 

Medicaid 

Pamela Hull 
AHC Administrator 

2727 Mahan Drive 
Tallahassee, FL 32308 

mcnadental 

MCNA Dental Plans provided the full spectrum of dental benefits management for approximately 
600,000 Medicaid children in Florida through various programs. This contract expired due to 
legislation that changed the program design. 

Sunshine Health 

Contract Term: 

Contract Type: 

Contact Information: 

July 2006 - December 2014 

Medicaid 

Chris Paterson 
Chief Executive Officer 

1301 International Parkway, 4th Floor 
Sunrise, FL 33323 

~~ . .,. 
sunshine health 

MCNA Dental Plans provided the full spectrum of dental benefits management for approximately 
400,000 Sunshine Health members in Florida. The initial contract was with Access Health Solutions 
from July 2006 through April 2008, at which time Centene Corporation purchased the plan and 
renamed it Sunshine Health. 
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MCNA is pleased to provide four of our most recent projects similar to the Nebraska DBPM program in 
terms of size, scope, and complexity. We currently hold the most full-risk Medicaid and CHIP dental 
managed care contracts with state agencies. 
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I. Summary of Bidder's Proposed Personnel/Management 
Approach 

The bidder must present a detailed description of its proposed approach to the management 
of the project. 

The bidder must identify the specific professionals who will work on the State's project if 
their company is awarded the contract resulting from this Request for Proposal. The names 
and titles of the team proposed for assignment to the State project shall be identified in full, 
with a description of the team readership, interface and support functions, and reporting 
relationships. The primary work assigned to each person should also be identified. 

The bidder shall provide resumes for all personnel proposed by the bidder to work on the 
project. The State will consider the resumes as a key indicator of the bidder's understanding 
of the skill mixes required to carry out the requirements of the Request for Proposal in 
addition to assessing the experience of specific individuals. 

Resumes must not be longer than three (3) pages. Resumes shall include, at a minimum, 
academic background and degrees, professional certifications, understanding of the 
process, and at least three (3) references (name, address, and telephone number) who can 
attest to the competence and skill level of the individual. Any changes in proposed personnel 
shall only be implemented after written approval from the State. 

:P ropo:s(erdl Prewsormeili IMairia\Q&im,a :mt App roach 
MCNA's proposed personnel and management approach combines the financial strength of 
MCNA Insurance Company and the unparalleled dental managed care experience of its affiliate, 
Managed Care of North America, Inc., to deliver to the Nebraska Department of Health and 
Human Services, Division of Medicaid and Long Term Care (ML TC), a turnkey solution for a 
seamless transition. 

MCNA was founded by Jeffrey P. Feingold, DDS, MSD, a Florida-licensed Periodontist and Diplomate 
of the American Board of Periodontology. With over 550 employees, MCNA has the infrastructure and 
experience to deliver best-in-class dental benefits management to our clients. 

Our mission is to deliver value to our clients and participating dentists by providing access, quality, and 
service excellence that improves the oral health outcomes of our members. Our goal is to promote high 
quality and cost effective oral health by increasing access to dental care for the public while closely 
monitoring treatment frequencies and methodologies to ensure their appropriateness and efficacy. 

Dr. Feingold has made finding ways to reach out and treat children and adults in underserved areas a 
priority throughout his career. Through his leadership, MCNA has maintained a focus on delivering 
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quality pediatric and adult dental care, with an emphasis on serving those enrolled in Medicaid and 
CHIP programs. 

Under the guidance and leadership of Dr. Feingold, MCNA's personnel and management approach for 
Nebraska includes the following components: 

• A locally based operation supplemented by experienced, veteran MCNA team members 
• Staffing strategies 

o Forecasting 
o Recruiting 
o Training 
o Retention 

• Contract oversight 
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MCNA understands a well-defined staffing plan is critical to successfully meeting the operational 
requirements of this contract. As such, our Talent Acquisition team will be deployed to Nebraska to fill 
the required local positions and will work with MLTC to obtain the necessary approvals for all 
candidates being considered for key staff roles. Our Nebraska team will receive leadership, 
administrative, and operational support from our corporate and regional offices in Florida and Texas 
throughout the contract term. 

The table below represents the MCNA team who will provide ongoing leadership and support to 
Nebraska: 

Name and Title Primary Location 

Jeffrey P. Feingold, DDS, MSD Florida 
Founder and Chief Executive Officer 

Glen S. Feingold Florida 
Executive Vice President and Chief Operating Officer 

Philip H. Hunke, DDS, MSD Texas 
Plan President 

Scott Wieting, DDS Nebraska 
Nebraska Dental Director 

Holly Portwood, DDS Nebraska 
Nebraska Executive Director 

Gary Lehn, DDS Nebraska 
Nebraska Associate Dental Director 

Carlos A. Lacasa Florida 
Senior Vice President and General Counsel 

Edward A. Strongin, CPA Florida 
Chief Financial Officer 

Daniel Salama, BSE Florida 
Chief Information Officer 

Mayre Thompson, MHA Florida 
Chief Compliance and Privacy Officer 

Shannon Boggs-Turner, JD Texas 
Vice President of Operations 

DeDe Davis Florida 
Vice President of Dental Management and Quality Improvement 

Martha Bailey Texas 
Associate Vice President of Administration and Operations 
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Oteasa Townsend-Hardy, BHSA, RN 
Director of Quality Improvement and Risk Management 

Meghan Henkel, LPN 
Director of Utilization Management and Case Management 

Carol Raspa 
Director of Claims Management 

Diana Davis 
Director of Grievances and Appeals 

Rene Canales 
Director of Network Development 

Aldwin Gomez 
Director of Call Center Operations 

Sophia Wallen 
Director of Credentialing 

Cynthia Johnson 
Grievance System Manager 

Sherri O'Brien 
Provider Services Manager and Member Services Manager 

Vonnie Schaeffer 
Claims Administrator 

Jeanette Logan, MBA 
Senior Manager of Client Services 
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Florida 

Florida 

Florida 

Florida 

Texas 

Florida 

Florida 

Nebraska 

Nebraska 

Nebraska 

Texas 

Nebraska is a priority to our organization, and as such, our most valuable resources will be 
dedicated to the success of this contract. MCNA plans to be fully staffed prior to the Operational 
Readiness Review. 

All persons employed by MCNA to provide services under this contract will be vetted to ensure they are 
legally authorized to do so under Nebraska law. We will ensure that a single individual will not hold 
more than two (2) positions, with the exception of the Executive Director and Dental Director, which will 
hold no more than one (1) position. 

The following is an overview of the Key Personnel roles and responsibilities and MCNA's qualified 
candidates for these roles. Resumes for all Key Personnel candidates are attached to this RFP as 
Attachment 1-1, and set forth the experience and qualifications of each team member. 
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Key Personnel 

• Dental Director: Dr. Scott Wieting, DDS 
o Dr. Wieting will be responsible for the oversight and management of MCNA's Clinical 

Reviewers for the State of Nebraska. He is responsible for the implementation of policies 
and procedures, and monitoring the dental care delivery system. Dr. Wieting lives in 
Nebraska and report directly to MCNA's Plan President, Dr. Philip Hunke. 

• Executive Director: Dr. Holly Portwood, DDS 
o Dr. Portwood will oversee the Administrative functions for the Nebraska plan. 

Dr. Portwood is a board-certified pediatric dentist who lives in Nebraska and reports 
directly to MCNA's Plan President, Dr. Philip Hunke. 

• Operations Manager: Shannon Boggs-Turner, JD 
o MCNA's Vice President of Operations, Shannon Boggs-Turner is responsible for 

managing the day-to-day operations of all MCNA departments, staff, and functions to 
ensure that performance measures and requirements are met. Shannon will be the 
primary point of contact with MLTC for all operational issues. She is based in our Texas 
office and reports directly to MCNA's Plan President, Dr. Philip Hunke. 

• Finance Manager: Edward Strongin, CPA 
o MCNA's Chief Financial Officer, Edward Strongin, CPA is responsible for oversight of all 

MCNA financial-related activity including all audit activities, accounting systems, financial 
reporting and budgeting. Edward is based in our corporate office in Florida and reports 
to MCNA's Board of Directors with a dotted line to our CEO, Dr. Jeffrey Feingold. 

• Grievance System Manager: Cynthia Johnson 
o Cynthia Johnson is responsible for managing/adjudicating member grievances, appeals, 

and requests for fair hearing and provider grievances and appeals for the State of 
Nebraska. She will ensure issues are resolved within the mandatory guidelines as 
established by state and federal regulatory agencies, accrediting organizations 
standards, and in accordance with MCNA's Grievance and Appeals Department policies 
and procedures. Cynthia lives in Nebraska and reports to MCNA's Provider and Member 
Services Manager, Sherri O'Brien. 

• Business Continuity Planning and Emergency Coordinator/Information Management and 
Systems Director: Daniel Salama, BSE 

o MCNA's Chief Information Officer, Daniel Salama, will serve as MCNA's Business 
Continuity Planning and Emergency Coordinator and is responsible for the development, 
maintenance, and implementation of MCNA's business continuity and disaster recovery 
strategies and solutions, including risk assessments, business impact analyses, strategy 
selection, and documentation of business continuity and disaster recovery procedures. 
In the role of Information Management and Systems Director, Daniel is responsible for 
the technological direction of MCNA as it relates to the contract with ML TC. Daniel is 
based in our corporate office in Florida. He reports to MCNA's Board of Directors with a 
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• Provider Services Manager and Member Services Manager: Sherri O'Brien 
o In the role of Provider Services Manager, Sherri will be the primary manager of MCNA's 

Provider Relations Department and is responsible for the development and 
implementation of the policies, procedures, processes and staff activities. As the 
Member Services Manager, she is responsible for coordinating communications 
between MCNA and Nebraska Medicaid members and ensuring there are sufficient 
member services representatives, including sufficient culturally and linguistically 
appropriate services, to enable members to receive prompt resolution of their problems 
or questions and appropriate education about participation in the Medicaid managed 
care program. Sherri lives in Nebraska and reports to MCNA's Vice President of 
Operations (Operations Manager), Shannon Boggs-Turner. 

• Claims Administrator: Vonnie Schaefer 
o MCNA's Claims Manager, Vonnie Schaefer, will serve in the role of Claims 

Administrator. She is responsible for developing, implementing, and administering a 
comprehensive Nebraska Medicaid Managed Care claims processing system capable of 
paying claims in accordance with State and Federal requirements and the terms of the 
contract. Vonnie lives in Nebraska and reports to MCNA's Vice President of Operations 
(Operations Manager), Shannon Boggs-Turner. 

• Encounter Data Quality Coordinator: Jeanette Logan, MBA 
o MCNA's Manager of Business Services, Jeanette Logan, will serve as the Encounter 

Data Quality Coordinator for Nebraska. Jeanette is responsible for organizing and 
coordinating services and communication between MCNA administration and Ml TC for 
the purpose of identifying, monitoring, and resolving encounter data validation and 
management issues. Jeanette is based in our Texas regional office and reports to Daniel 
Salama, MCNA's Chief Information Officer. 

MCNA is currently recruiting for the following key positions. Resumes for all candidates under 
consideration for key positions will be provided to ML TC for review and approval. 

• Program Integrity Officer 
o The Program Integrity officer coordinates and oversees new and ongoing audits, 

surveys, and reviews, and assures monitoring of, responses to, reporting and program 
integrity with, Medicaid legislation, regulatory and policy requirements binding upon 
MCNA. The position provides equal policy direction and recommendations concerning 
Medicaid requirements that affect business practices and operations. This position is 
based in Nebraska and reports to MCNA's Executive Director, Dr. Holly Portwood. 

• Contract Compliance Coordinator 
o The Contract Compliance Coordinator is responsible for planning, directing, and 

coordinating activities to ensure MCNA's compliance with the contract. This position is 
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based in Nebraska and reports to MCNA's Executive Director, Dr. Holly Portwood. 

• Performance and Quality Improvement Coordinator 
o The Performance and Quality Improvement Coordinator is responsible for managing 

clinical improvement initiatives for MCNA members in Nebraska, ensuring regulatory 
compliance and promoting improved health care outcomes. This position is based in 
Nebraska and reports to MCNA's Vice President of Operations (Operations Manager), 
Shannon Boggs-Turner. 

• Tribal Network Liaison 
o The Tribal Network Liaison is responsible for planning and working with Provider 

Services staff to expand and enhance dental services for American Indian members in 
the State of Nebraska. The Tribal Network Liaison assists and educates all members 
about MCNA's complaints and appeals process, serves as a member's personal dental 
plan representative by providing a consistent point of contact, and maintaining an 
ongoing relationship to enhance customer service and build loyalty through one-to-one 
interactions and community outreach. This position is based in Nebraska and reports to 
MCNA's Performance and Quality Improvement Coordinator, currently being recruited. 

Staffing Plan 

MCNA understands a successful program in Nebraska will require additional clinical and support staff 
to ensure operations are efficient and effective. Meeting contractual performance goals and providing 
world-class customer-service to our members, providers, and ML TC partners is very important to 
MCNA. We know that having the right amount of resources allocated to Nebraska will significantly 
impact response times and customer satisfaction. 

MCNA forecasts staffing needs based on a variety of factors. The following table represents the factors 
considered to meet contractual requirements for Nebraska and our departmental forecasts for 
additional staff. 
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MCNA's recruiting and training plan is a well-established process. Our experience with prior 
implementations has taught us that the first step to selecting the right candidates is to pinpoint the 
skills, abilities and behaviors required for each position. MCNA's Talent Acquisition team within our 
Human Resources Department works with hiring managers to gain in-depth insight into the 
requirements of the role. The recruitment process then takes place via the most appropriate channel for 
the particular position; this can include attending job fairs or postings on Internet-based job search tools 
such as Monster, CareerBuilder, or Linkedln. We know that involving our hiring managers from the 
beginning helps streamline the hiring process. All required competencies and responsibilities are 
defined and candidates are then identified based on their experience, education, skill sets, and 
potential for growth within the company. 

Tra1n~n{}. fo·r Cotnpre,hen~s-sV() IU 1Jd(~rstanding 

Once the candidate is selected and passes all required background checks, MCNA's Human 
Resources Department works with the department head to schedule the newly hired employee for 
orientation and training. MCNA's comprehensive training program sets a solid foundation for success 
for our staff. All employees receive MCNA New Hire Orientation and Common Core training prior to 
receiving role specific training. Our Human Resources Department conducts New Hire Orientation. 
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Module NE01 contains all of the required training elements outlined in the RFP. 

Stratet'.})~eH for LongRTerm Retention 

We know that investing in our employees is a benefit to our members, providers, the local community, 
our employees, and MCNA. For this reason, we foster opportunities for growth and leadership for each 
individual that we employ. 

MCNA believes in creating career paths for our existing staff and look within to determine if talent is 
readily available. This philosophy helps with employee retention, which is a critical component of our 
staffing strategy to manage employee turnover and attract quality employees to our organization. 

Career Path Development 

Our Leadership and Development (L&D) program focuses on developing the leadership potential of our 
employees in a student-centered style that caters to their echelon and imbues them with the tools for 
success. The MCNA L&D program is paired with operational leader-led mentorship to develop our 
employees' talent. The result is a large pool of internal talent ready to meet the challenges offered 
through promotions and growth needs. 
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MCNA recognizes that high turnover can be very disruptive and expensive. Recruiting and training new 
employees takes time and an unfilled position means productivity may suffer. Our strategy to retain 
good workers helps to offset employee replacement costs and reduces the indirect costs associated 
with attrition such as decreased productivity due to low morale. MCNA knows that happy employees 
are productive employees. We strive to create a positive work environment in order to strengthen our 
employees' commitment to MCNA. 

MCNA's retention program focuses on the relationship between management and their staff. MCNA 
believes competitive pay, benefits, employee recognition and employee assistance programs are all 
necessary to maintain employee satisfaction. Our Human Resources department utilizes feedback 
received from exit interviews and focus groups to improve employee relations and reduce turnover. We 
utilize teambuilding activities and community involvement projects to build morale and give our 
employees a sense of pride in what they do. 
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MCNA works hard to retain stellar employees in order to ensure a reliable knowledge base to 
administer our processes, procedures, and plan requirements. We seek maximum positive impact to 
quality and productivity, staff morale, and employee satisfaction from our retention efforts. We know 
that staff continuity also builds stronger relationships with our State partners, and fosters a better 
understanding of their needs in order to meet the unique requirements of each contract. For these 
reasons, MCNA is committed to maintaining the same proposed key personnel throughout the contract 
term. 

MCNA has a successful track record of retaining key personnel. Employees who have been with MCNA 
for more than 5 years will fill many of the roles required for this contract. Our retention efforts ensure 
MCNA will retain new staff hired to fill key staffing roles of this contract. 
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MCNA recognizes that circumstances may arise that will impede the ability of key staff members to 
perform their job duties. We believe in succession planning and work diligently to cross-train staff and 
conduct ongoing staff development training to prepare for circumstances that would require substitution 
or replacement of key personnel. MCNA will have alternate staff ready to step into key personnel roles 
immediately and seamlessly. All substitutes and replacements of key personnel will have qualifications 
at least equal to those of the key personnel for whom the replacement is requested. MCNA 
acknowledges that key staff may not be substituted or removed from working under this Contract 
without the prior written approval of ML TC. 

Contract Oversight 

MCNA's Board of Directors is an outstanding group of professionals from the fields of dentistry, finance, 
law, business, and public service, who provide governance and leadership to MCNA. The Board of 
Directors acts as advisors and counselors to executive management and ultimately monitors contract 
performance. They help to identify emerging issues and ensure that MCNA's program management is 
both effective and accountable. 

Meet our esteemed Board of Directors who will provide oversight of the Nebraska Medicaid and CHIP 
contract: 

• Dr. Jeffrey P. Feingold, Chairman - Dr. Feingold is a Diplomate of the American Board of 
Periodontology and founder, Chairman of the Board, and Chief Executive Officer of MCNA. 

• Albert Hawkins, Vice Chairman - Mr. Hawkins served as the Senior White House Aide to 
President George W. Bush and is a former Executive Commissioner of the Texas Health and 
Human Services Commission, overseeing the state's Medicaid and CHIP programs. 

• Governor Rick Perry - Governor Perry is the longest serving governor of the State of Texas, 
holding the office for 14 years, and oversaw the restructuring of the Texas Medicaid Program to 
successfully control costs and utilize innovative market-based solutions to improve quality. 

• Gary Clarke, Esq - Mr. Clarke is a former State of Florida Medicaid Director and has a wealth 
of experience in providing public policy leadership to Health Maintenance Organizations, 
hospitals, and practice management companies. 

• Barbara Feingold - Mrs. Feingold has served as a member of the Florida State Board of 
Education and is an outspoken advocate and philanthropist supporting early intervention and 
community involvement in support of education for children. 

• Glen Feingold - Mr. Feingold is MCNA's Chief Operating Officer and provides the oversight 
and key leadership for all operational aspects of the company that drive continual high levels of 
service and quality for our members and state clients. 

• Jack Greenman, CPA - Mr. Greenman is a senior health care financial executive with over 30 
years of experience and has served as Chief Financial Officer for several large health care 
organizations. 
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• Carlos Lacasa, Esq. - Mr. Lacasa is a corporate and health care attorney with over 25 years of 
experience, former member of the Florida House of Representatives, and former Chairman of 
Citizen's Property Insurance Corporation in Florida. 

• Samuel Hammer, CPA - Mr. Hammer is a Certified Chartered Global Management Accountant 
with over 30 years of health care experience and is the Managing Principle for Hammer Herzog 
and Associates. 
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If the bidder intends to Subcontract any part of its performance hereunder, the bidder must 
provide: 

i. name, address, and telephone number of the Subcontractor(s); 
ii. specific tasks for each Subcontractor(s); 

iii. percentage of performance hours intended for each Subcontract; and 
iv. total percentage of Subcontractor(s) performance hours. 

MCNA Insurance Company (MCNA) will comply with the requirements of the ML TC RFP by 
underwriting the cost of the dental benefits, ensuring all Provider Relations and Outreach 
responsibilities are fulfilled, providing a robust team of general and specialty dentists to provide clinical 
review services, managing a robust network of general dentists and specialists, and overseeing our 
affiliated subcontractor who will provide additional administrative services. 
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MCNA's response to this RFP is based on over 20 years of experience. We are currently contracted to 
serve nearly 3,500,000 children and adults in Texas, Louisiana, Florida, and Iowa. Additionally, 
MCNA was recently awarded the sole contract to provide dental managed care services to all of the 
enrollees of Idaho's Medicaid and CHIP programs on a full-risk basis with a go-live date of February 1, 
2017, making MCNA the largest underwriter of direct, full-risk Medicaid and CHIP dental managed care 
contracts with state agencies in the United States. 

We have gained a deep understanding of how to support children, adolescents, and adults, including 
individuals with disabilities or special health care needs who require comprehensive dental care. MCNA 
will provide choice to our members, and their families who support them, by ensuring a robust network 
of primary care dentists, paraprofessionals, and dental specialists. Our model focuses on the delivery of 
dental services in a manner that is easy to navigate, fully integrated, and tailor-made for Nebraska. 

We assist our members by incorporating evidence-based practices, engaging providers and 
stakeholders to solicit feedback, and continuously gathering and analyzing data to support our quality 
improvement initiatives. MCNA is dedicated to improving the oral health of our members. 

MCNA is poised to offer innovative integrated care programs and services that will maximize the long
term viability, success, and value of the Nebraska Medicaid dental program. Our community-based 
model pairs local expertise and relationships with national resources and best practices. These 
solutions are the product of our years of experience in establishing commercial and state-sponsored 
dental programs. We successfully execute complex benefit programs for Medicaid participants. There 
are multiple components to a seamless implementation and successful operation, and we will detail 
those throughout this proposal. Here is a summary of key focus areas: 

1. Development and adherence to a detailed implementation plan. 
Our plan will include our task list, staff responsibilities, timelines, and processes that we will use 
to ensure services begin on the contract effective date. If awarded a contract, we are committed 
to implement the program in the time frames described in the plan. MCNA has successfully 
passed every readiness review and met every operational start date for the programs we 
have launched in Texas, Florida, Louisiana, Iowa, and Kentucky. 

2. Creation of a robust provider network. 
As a company founded by dentists, MCNA focuses on provider inclusion. We have a strong 
track record of developing broad-based provider networks that are tailored to the needs of the 
communities we serve. In preparation for submission of this RFP response, MCNA has spent 
considerable time with the provider community in Nebraska, including the Nebraska Dental 
Association. We have familiarized ourselves extensively with the challenges of participation in 
the Medicaid program and have taken into account an abundance of provider feedback. MCNA 
will introduce a robust technological platform and customer service approach to ensure that 
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providers' concerns about timeliness of authorizations, responsiveness, and other obstacles to 
participation are resolved. We are already in the process of building this network in Nebraska. 
MCNA reimburses providers on a fee-for-service basis. We process claims in a timely 
manner and make payments on a weekly basis via EFT or paper check based on the 
preference of the provider. 

3. Enhance provider support and service. 
MCNA not only contracts with providers, we partner with them. Our comprehensive Provider 
Manual sets forth the policies and procedures that providers need to serve our Nebraska 
members. In addition to the Provider Manual, MCNA utilizes provider bulletins, fax blasts, email, 
our YouTube channel, social media, and our provider newsletter, "Dental Details," to ensure that 
Nebraska's dental community is kept abreast of program requirements and industry trends. 

MCNA provides a dedicated Provider Hotline team skilled in assisting dentists and their office 
staff with any needs that may arise. We will employ Nebraska based Provider Relations 
Representatives who will travel throughout the state providing education, training, and resolution 
of issues through face-to-face meetings with providers. MCNA's free online Provider Portal 
enables providers to submit prior authorization requests and claims, verify eligibility, manage 
patient rosters, schedule appointments, and serves as an additional method of communication 
between the provider and MCNA. 

4. Improve oral health outcomes of our members. 
We drive improvements in quality and oral health outcomes in many ways. MCNA implements 
meaningful Performance Improvement Projects (PIPs) to achieve our primary goal of increasing 
the utilization of preventive care services and improving the oral health outcomes and whole
person care of our members. We utilize a variety of industry standard metrics to continually 
measure the number of members who see the dentist and receive exams, sealants, fluoride, 
and prophylaxis services. MCNA utilizes multiple channels to outreach to members who are in 
need of care. Our main goal for children is to drive adherence to the periodicity schedule. We 
outreach to members through our dedicated outbound call team known as Care Connections. 
MCNA Member Advocate Outreach Specialists will be deployed across Nebraska to engage 
members in their communities through participation in health fairs and community events. 

5. Provide dental services in a highly coordinated manner. 
We are pleased that Nebraska has chosen to keep the dental program separate and carved-out 
from medical plan services. This enables the dental insurer to be responsive to the needs and 
expectations of ML TC rather than the health plan they would serve as a subcontractor. This 
separation ultimately allows us to better integrate dental services into our members' care and 
assure that our approach is tailored to meet the needs of individuals with special health care 
needs, disabilities, language barriers, or other challenges. We leverage specialized clinicians, 
clinical practices, and guidelines that address the unique physical, behavioral health, and social 
support needs of each of our members. This level of care coordination cannot be replicated in a 
situation where the dental plan is a subordinate to the medical plan and does not have the 
independence needed to address issues in care delivery. MCNA believes in holistic care. In full 
recognition of the nexus between physical health and oral health, we developed a 
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comprehensive case management program for members with special health care needs, 
focused on maintaining the connection between each member's health plan case manager and 
our team of skilled professionals. Our Case Management team outreaches to physicians and 
other providers who serve our members to ensure coordination of care. This high-touch 
approach is particularly useful in assisting members with cranio-facial anomalies that often 
require surgery and medical care in addition to complex dental services. 

6. Decrease healthcare costs through the reduction of unnecessary, inappropriate, and 
duplicative services. 
MCNA ensures our members receive the right care, in the right setting, at the right time. Our 
utilization management program uses evidence-based guidelines to ensure services are 
medically necessary and provided in the amount, duration, and scope required for each patient. 
All clinical decisions, both approvals and denials, are made by licensed dentists. Our 
sophisticated, proprietary management information system, DentalTrac™, includes edits to 
identify duplicative services and ensure that benefit plan requirements are followed. 

7. Identify and eliminate waste, fraud, and abuse. 
Fraud, waste, and abuse represents an unnecessary and avoidable cost to state Medicaid 
programs. We provide high-quality care while continually monitoring data analytics to identify 
potential waste, fraud, and abuse. The DentalTrac™ system is designed to proactively screen 
claims through a complex hierarchy of rules to avoid overpayments. Additionally, MCNA's 
Special Investigations Unit utilizes claims data to generate provider profiling reports to identify 
potential overutilization. Licensed dentists then conduct dental record reviews to validate any 
findings. This approach has enabled us to save our clients over $7 million dollars over the past 
three years and create a deterrent to future acts of fraud, waste, and abuse. 

8. Enhance member satisfaction and health literacy through the use of leading edge 
technology. 
Members can reach MCNA via a dedicated toll-free Member Hotline from 7:00 am to 7:00 pm 
CST, Monday through Friday. Our call center is staffed with individuals who speak a variety of 
languages including English, Spanish, Haitian Creole, French Creole, Vietnamese, and French. 
Any languages not spoken by our call center staff are easily available through the use of our 
translation vendor, Languageline. 

MCNA's website enables members to access resources 24 hours a day, 7 days a week. 
Members are able to send secure email messages to MCNA, download oral health and hygiene 
information, and select a dentist. We also have an interactive section of the website called 
"MCNA Kids Zone," which contains games and videos geared toward improving the oral health 
literacy of our members. MCNA utilizes social media tools such as Facebook, Twitter, and 
YouTube to connect with members and educate them about the importance of proper oral 
hygiene and the need to seek timely dental care. 

We have a proven track record of successfully implementing programs in other states that are 
similar in scope to the Nebraska Medicaid Dental Benefit Program. We look forward to sharing a 
more in-depth look at our capabilities and solutions throughout this proposal. 
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Response to Attachment 11 - Proposal Statements and Questions 

Identify and describe any regulatory action or sanction, Including both monetary 
and non~monetary sanctions imposed by any federal or state regulatory entity 
against the DBPM's organization within the last five years. In addition, identify and 
describe any letter of deficiency issued, as well as any corrective actions required 
by any federal or state regulatory entity within the last five years that relate to 
Medicaid and CHIP contracts. Include the organization's parent company, affiliates, 
and subsidiaries in the response to this question. 

IRinnol· ~TJP/ A<>. • n "1~ ~nd ca ~ion~ 
In the last five years, MCNA Insurance Company (the bidder) and its affiliate subcontractor, Managed 
Care of North America, Inc., have received the following regulatory actions, sanctions, or letters of 
deficiency issued by the Texas Health and Human Services Commission (HHSC), Louisiana 
Department of Health (LOH), and the Florida Agency for Health Care Administration (AHCA). 

None of the assessments levied have involved quality of care, failure to pay claims in a timely manner, 
provider relations, network adequacy, credentialing, prior authorizations, or other such performance 
related issues that could compromise our ability to administer high quality dental services for our 
members. The regulatory actions are described as follows: 

Managed Care of North America, Inc. - Florida Line of Business 
Regulatory Agency: Agency for Health Care Administration (AHCA) 

Notice Date Summary Amount 

8/22/2012 Assessment for late submission of claims aging reports. The reports $400 
were each filed late by one day. 

12/31/2012 Assessment for inaccurate and untimely encounter data. Notice also $5,000 
included a CAP, but upon reconsideration, AHCA released MCNA 
from the CAP. 

2/7/2013 Assessment for filing of CHCUP reports seven days late. $2,800 

3/3/2013 Assessment for filing our 2013 CHCUP Corrective Action Plan for $1,000 
the Statewide Medicaid program five days late. 

4/18/2013 Assessment for filing our 2012 Audited Annual Financial reports for $800 
the Miami-Dade Medicaid program and the Statewide Medicaid 
program two days late. 

2/7/2014 Assessment for failure to meet required 60% screening rate. $10,000 

Response to RFP 5427 21: Medicaid Dental Benefit Program Page 76 of 396 
Prepared by MCNA Insurance Company for the Nebraska Department of Health and Human Services 



Part 2 - Technical Approach 
Response to Attachment 11 - Proposal Statements and Questions 

mcnadental 
'-.,/ 

MCNA Insurance Company - Texas Line of Business 
Regulatory Agency: Texas Health and Human Services Commission (HHSC) 

Notice Date Summary Amount 

12/17/2012 Assessment for submitting a FREW Quarterly Monitoring report with $1,250 

an incorrect naming convention. 

7/1/2013 Assessment for a data processing issue involving the CDT codes $500 

"FQHC" versus "01999." 

8/1/2014 Assessment for non-compliance issues in SFY 2013 as follows: ( 1) $3,725 

$300 for not resolving 98% of CHIP and Medicaid Provider appeals 
within 30 days, (2) $25 for not resolving 98% of CHIP Member 
Complaints within 30 days, and (3) $3,400 for the inaccurate 
submission of the Medicaid and CHIP TPR Reports for 04 2013. 

In the same notice, we were found to be non-compliant with our 
Medicaid and CHIP Third Party Liability Reports for 03 2013 and the 
04 2013 Medicaid Out-of-Network Report. However, HHSC did not 
assess a fine for this non-compliance issue. 

9/25/2014 Assessment for discrepancies in submitted Medicaid and CHIP $5,200 

Claims Lag and Summary reports. 

1/16/2015 Assessment for submitting encounters with the wrong Federal Tax $5,500 

ID number, and due to the inbound complaint email inbox hosted by 
Google Business email service experiencing a brief interruption. 

3/12/2015 Assessment for the inaccurate submission of an Annual FSR report $9,000 

due to a discrepancy with the incentive expenses on the report. 

4/8/2015 MCNA was placed on a CAP for inadequate collaborative efforts No Penalty 

with respect to identification of children of migrant farmworkers for 
two of eleven HHSC Regions. The CAP was removed December 
2015 after compliance was met. 

5/20/2015 HHSC provided notice to MCNA for not accurately reporting the No Penalty 

number of health fairs attended in the FREW Quarterly Monitoring 
Report. HHSC did not assess a fine for non-compliance. 

2/24/2016 Assessment for the CHIP Encounter Reconciliation Report not being $250 

within a 2% variance. 

7/5/2016 Assessment for submitting the Medicaid and CHIP Third Party $1,000 

Liability reports on incorrect templates and naming convention. 

8/24/2016 Assessment for our Medicaid and CHIP Encounter Reconciliation $2,000 

Report not being within a 2% variance. 
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MCNA Insurance Company - Louisiana line of Business 
Regulatory Agency: Louisiana Department of Health (LOH) 

Notice Date Summary Amount 

7/13/2016 MCNA was assessed 1 % of our monthly premium for the month of $128,095.42 

May 2016 for not meeting two CMS 416 performance goals in FFY 
2015. On July 22, 2016, LDH revised these goals by lowering the 
target from 5% to 2%, a more reasonable target. 

MCNA submits hundreds of reports to Texas, Louisiana, Florida, and Iowa regulatory agencies each 
year related to our dental contracts. We work diligently to anticipate issues that could delay timely 
reporting before they happen. When a reporting related issue does occur, we correct it as quickly and 
effectively as possible, and we use the "lessons learned" to improve our internal controls and reporting 
procedures to reduce the incidence of reporting errors, and to ensure that all required reports are 

submitted on a timely basis. 
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Describe the DBPM's anticipated process to utilize the eligibility and enrollment 
files from ML TC or its designee to manage membership. Include the process for 
resolving discrepancies between these files and internal membership records. 

Processing ML TC Eligibility and Enrollment Files 
MCNA's proprietary management information system (MIS), DentalTrac™ is a fully integrated MIS that 
unifies all of our business operations and processes. DentalTrac™'s EDI module ensures our 
seamless exchange of transaction files with over 75 trading partners. The module exchanges 
encounter data, enrollment updates, eligibility inquiries, and payment acknowledgements. DentalTracrM 
will receive, process, and update enrollment data on a daily basis utilizing the ASC X 12N 834 Benefit 
Enrollment and Maintenance transaction files received from ML TC. 

We currently process enrollment files daily and have 
the ability to process on any frequency desired by 
ML TC. Once the eligibility file has been received, any 
discrepancies between the new file and current Member 
records are flagged prior to loading. MCNA will notify 
Ml TC in writing within ten (10) calendar days of receipt of 
the enrollment file if any inconsistencies are identified in 
the data. Once eligibility information is processed and 
available in DentalTrac ™, all Member records are 
automatically updated and available to our Member 
Hotline and to providers to verify member eligibility via our 

In 2015, the MCNA EDI module 

processed over 85 million 

enrollment transactions for 

almost 3 million members with 

an average turnaround time of 

19. 7 hours from the time the 

transaction file was received. 

toll-free hotline, automated Interactive Voice Response (IVR) system, and online Provider Portal. 

We believe that having a dedicated resource for this key contract component is critical to the effective 
management of the enrollment process. MCNA's Enrollment Manager is responsible for ensuring that 
enrollment files received are processed within 24 hours from the time of receipt. All files are reviewed to 
identify potential enrollment and disenrollment issues, ensuring each member's eligibility status is 
accurate. MCNA understands that all enrollments are effective at 12:01 a.m. on the 1st calendar day of 
the month of assignment. Should we become aware of any changes in demographic information for 
members, we will notify ML TC within five (5) business days of identification, including changes in 
mailing address, residential address, email address, telephone number and insurance coverage. 

All data received from ML TC is stored in our Relational Database Management System (RDBMS) for 
easy access and archived for a period of no less than ten years. DentalTrac TM utilizes an automated 
reconciliation process to verify that the residential address for each enrollee in the enrollment file 
matches the address listed in our records on at least a weekly basis. All addresses provided in the 
enrollment files are validated against the National Change of Address (NCOA) database as well as 
geocoded in order to better assist our members in obtaining a conveniently located provider. MCNA will 
reconcile the monthly ASC X12N 820 capitation payment transaction file from ML TC against our 
records and will notify ML TC of any discrepancies within three (3) months of file receipt. 
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Describe the approach the DBPM will take to ensure compliance with all relevant 
provisions of Part 438 of Chapter 42 of the CFR, Title 471,477, and 482 NAC. 

MCNA's Corporate Culture of Compliance 
MCNA is committed to maintaining the highest level of professional and ethical standards in the 
conduct of our business. We place great value upon our hard-earned reputation for honesty, integrity 
and high ethical standards. Consistent with our commitment to providing quality, compassionate care to 
our members and providers, MCNA developed a comprehensive Compliance Program and robust 
Compliance Department to oversee its implementation. The program is our solemn commitment to our 
members, providers and partners, and to the government agencies that regulate us, that we will provide 
quality services in an ethical and compliant manner. 

Our Compliance Program promotes an organizational culture that encourages ethical conduct and a 
commitment to compliance with the law. MCNA's Chief Compliance and Privacy Officer, 
Mayre Thompson, is responsible for the implementation and oversight of MCNA's Compliance 
Program, Compliance Committee, HIPAA privacy requirements, and related activities. Ms. Thompson 
also oversees the organization's special investigations unit (SIU), which is dedicated to detecting 
waste, fraud, and abuse. MCNA's Chief Compliance and Privacy Officer is an executive leader of the 
company who reports to the Chief Executive Officer and MCNA's Board of Directors. 

Spotlight: Chief Compliance and Privacy Officer 

Mayre Thompson, M.H.A., has a proven track record of success resolving 
compliance issues and creating and maintaining professional relationships 
with our regulators and clients. She takes a proactive approach to identifying 
potential compliance issues and is able to achieve the company's 
compliance objectives with her thorough knowledge of state and federal 
regulations and accrediting organization standards. 

As a former regulator with Florida Medicaid, Ms. Thompson successfully managed contract 
compliance oversight for managed care health plans while working at the Florida Agency for 
Healthcare Administration. She understands the importance of establishing a positive working 
relationship with our state regulators. She has received accolades from regulators and executive 
management for her compliance expertise and hard work. 

MCNA creates and maintains corporate policies and procedures that govern the manner in which we 
conduct our business. These policies and procedures are specific to each business area within the 
company. Compliance with Part 438 of Chapter 42 of the CFR; HIPAA; and HITECH requirements are 
integrated into all applicable policies and procedures and into our employee training. MCNA also 
educates our staff regarding anti-discrimination requirements and cultural competency standards. The 
requirements of Title 471, 477, and 482 of the Nebraska Administrative Code will be added to all 
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applicable policies and procedures, training materials, and other documents as needed to ensure that 
MCNA fully complies with the requirements of this RFP and meets the expectations of Ml TC. 

All MCNA employees receive compliance training within 30 days of initial hiring, upon adoption of 
updates to the Compliance Program, and annually as a condition of employment. Thirty days before an 
employee's anniversary, our Human Resources Department begins the process of reminding all 
employees of their upcoming annual training. 

The training is web-based and employees access the content in the Learning Management module of 
DentalTrac™. Employees are trained to be cognizant of all applicable State and Federal laws and 
regulations that apply to MCNA's operations and competitive practices, as well as the day-to-day 
activities of the company and its employees. Outlined below is the curriculum for compliance training: 

• Chief Compliance and Privacy Officer roles and responsibilities 
• Overview of Compliance Department 
• Overview of MCNA's Compliance Program 
• HIPAA and HITECH Acts 
• Well-publicized disciplinary guidelines to enforce standards 
• Prompt response and corrective action 
• Standards of Conduct 
• Confidentiality and conflicts of interest 
• Reporting violations of the Compliance Program 
• MCNA's investigation process to inquiries 
• Employee role and responsibilities 

On a continuous basis, our Human Resources Department ensures new hire and annual trainings are 
completed within required timeframes through the Learning Management and Workforce Management 
features of DentalTrac™ . If the employee has not completed scheduled training within the required 
timeframe, the Human Resources Director notifies the employee's supervisor of his or her 
non-compliance, and the employee may be removed from his or her duties until training is complete. 

Ongoing training is provided to departments affected by a material change in policies or procedures, 
and State and Federal regulations. The training of employees at all levels is an essential component of 
an effective Compliance Program. Members of the Board of Directors receive compliance training 
annually. Additionally, all employees and members of the Board of Directors are required to complete 
confidentiality and conflict of interest attestations annually. 

A critical component of MCNA's compliance with State and Federal laws is conducting regular auditing 
and monitoring activities to identify and to promptly rectify any potential barriers to such compliance. 
Audits of MCNA's Compliance Program focus on regulatory compliance and at-risk areas. The 
Compliance Department conducts a series of monitoring and auditing activities on a monthly, quarterly, 
and annual basis to ensure that MCNA is meeting all State, Federal , and accrediting organization 
requirements. Our monitoring techniques involve sampling protocols that permit the Compliance staff to 
identify if any compliance issues exist. Routine HIPAA assessments are also performed throughout 
MCNA. These audits focus on ensuring information is properly maintained by employees in the 
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workplace. The results of these audits are reviewed by MCNA's Compliance Committee and reported to 

the Board of Directors on a quarterly basis. 

MCNA will comply with any applicable Federal and State laws that pertain to member rights and ensure 
that its staff and affiliated providers also do this when furnishing services to members. 

MCNA's Compliance Department keeps the company abreast of changes to all State and Federal 
requirements, including HIPAA and HITECH requirements, and promotes awareness through ongoing 
training, memorandums, postcard reminders, and newsletter articles in the MCNA employee newsletter, 

The Biz Buzz. 

MCNA maintains a Compliance Hotline for employees, members, and providers to report violations of 
Federal and State regulations regarding discrimination, privacy, and disability. MCNA employees found 
to have violated any HIPAA, ADA, or anti-discrimination requirements will be disciplined in accordance 
with MCNA's disciplinary policies, up to and including termination of employment. 

We also enforce the provisions of our participating provider agreements through administrative 
sanctions, the use of corrective action plans, additional training, and if necessary, termination of the 

provider's contract. 

For a copy of MCNA's Compliance Program, please see Attachment 3-1. On an annual basis, MCNA's 
Compliance Program performance is evaluated to assess its effectiveness. This evaluation helps 
MCNA's Board of Directors and Compliance Committee measure the company's improvement and 
identify whether established compliance activities are contributing to the success of the company's 

mission and goals. 

MCNA's employees understand that adherence to the Compliance Program, HIPAA, and HITECH is 
necessary in order for the company to remain successful. Please see the following examples of our 
Compliance training materials. 

At MCNA, we know that good oral health is essential for a person to succeed in school and in 
the workforce. We are committed to providing our members with the most current and relevant 
information necessary to empower them to take advantage of the high quality dental care 
available to them under the Nebraska Medicaid Dental Plan. 
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"Constant Compliance" Section from an MCNA Biz Buzz Employee Newsletter 

Bil BUZZ 2016 ISSUE #2 

~OMP[llN~; 
-- - - - - ----- , 

• TAKE 
~_/ STEPS 
,..., TO PROTECT 

ii.Iii._ . 

One of the ways that employees can ensure MCNA remains 
compliant with HIPAA laws is by properly maintaining PHI 
and disposing of It properly when necessary to protect ii Crom 
unauthorized access. 

Any paper copies of medical files, claims, or other information that 
is needed for employees to perform their duties should be locked 
in a desk or file cabinet when not in use. When the information 
is no longer needed, it should be deposited In one oft he gray 
shredding bins located throughout MCNA's offices. Under no 
circumstances may this mater la I be placed In the regular 
trash receptacle. 

SEE IT SAY IT 

<0>+ s 
AU MCNA employees are required to report, In good 
faith, any suspeded HIPAA violations. This reporting 
may be done verbally or in writing and the employee 
may remain anonymous. There are four ways to make a 
report: 

1. Tell your department supervisor 

2. can the Compliance Hotline at 1-855-<>83-6262 

3. Send an email to compllance_reporting@mcna.net 

4. Contact Mayre Thompson, MCNA Chief Compliance 
and Privacy Officer 

Compliance Issues .ire everybody's responsibility! Any 
employee who reports a suspected violation in good 
faith may not be retaliated against, and all reports are 
kept confidenllal. You will getsupport. If you report! 

Response to RFP 5427 Z1: Medicaid Dental Benefit Program 
Prepared by MCNA Insurance Company for the Nebraska Department of Health and Human Services 

Page 83 of 396 



Part 2 - Technical Approach mcnadental 
Response to Attachment 11 - Proposal Statements and Questions 

Sample Employee Reminder Postcards 

Outside emails containing PHI must 
be encrypted before sending by typing 
[SeC\Jre] in the email subject line. 

• Dispose PHI in secured shredder bins. 
Store PHI in your desk or file cabinet. 
U>ck your computer when you are away. 
Report H1PAA violations to 855-683-MCNA. 
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Include a copy of the COA from the Department of Insurance. 

Licensed Nebraska Insurance Company 

The Nebraska Department of Insurance authorized MCNA Insurance Company to transact the business 
of sickness and accident insurance in the State on October 1, 2015, with an effective date of May 1, 
2016. MCNA shall do all acts necessary to maintain our Certificate of Authority in good standing at all 
times, including during the term of any contract entered into by MCNA pursuant to this RFP. 

MCNA is pleased to provide a copy of our Nebraska Certificate of Authority on the following page, and 
an image of MCNA's license details located on the Nebraska Department of Insurance website. 
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Certificate of Authority 

STATE OF NEBRASKA 
DEPARTMENT OF INSURANCE 

CERTIFICATE OF AUTHORITY 
MCNA INSURANCE COMPANY 

DOMJClLED IN THE ST ATE OF TEXAS 

IS HEREBY AUTHORIZED AND LICENSED TO TRANSACT THE BUSINESS OF 
INSURANCE IN THE ST ATE OF NEBRASKA AS DESCRIBED BY THE 
FOLLOWING SUB-SECTION(S) OF SECTION 44-20 I OF THE STATUTES OF 
NEBRASKA: 

04 Sickness and Accident Insurance 

156902 
NE8R,O.SKA IDENTIFICATION Nt:M8£1t 

May 1,2016 
DATl: ISS0E1) 

Response to RFP 5427 21 : Medicaid Dental Benefit Program 
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License Details from the Nebraska Department of Insurance Website 

11 COllll*IY Bllrcta Look-41P 

I NAIC C--llllormatloa Sowa Qmpl;/{Cllllll.ll&l1:.cq/clll) I 
C.LOH 

COMPANY DEMOGRAPHICS 

Company N-: MCNAINSURANCB COMPANY l'lilN: S2·2AS9969 

Stata of fncorpomlon: r;raxAS lnc,orponitlon Data: k>SJ04/2011 ,-o.i.: 1001/201S 

Company I: IS6902 NAICI: 14063 
NAIC Group•: 4730 NAIC Gioup N.lma: MCNA Clrp 

Domicile Type : Foreir,n Comp&ny ~pe: Life ao.d Health 

Status: Active 

Effoctlve Date: 05/0L/2016 

Please select by clicking lhe appropriate link for additional Information: 
~..!!!!JR§.!OCM!!.CW I !.!01 !!I ll111ln111 I ~DX !.!!Dll!Bll ·1 j;g11111anx Mamo j;b1ne11 H1112D1 I ~mn,H!DX Mgrggr l;ll1l 20t 
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Describe the DBPM's proposed approach for collaboration with other entities and 
programs, as required in Section IV.C. 

MCNA routinely coordinates with a wide variety of other entities and programs that serve our members. 
In Nebraska, this collaboration will include the member's Heritage Health MCO, as well as other state 
agencies and social service programs such as: 

• Nebraska Office of Oral Health and Dentistry programs (including the Oral Health Access for 
Young Children program) 

• Together For Kids and Families - Medical/Dental Home Work Group 
• Division of Behavioral Health funded programs 
• Division of Children and Family Services funded programs that support the safety, permanency, 

and well-being of children in the care and custody of the State 
• Division of Developmental Disabilities programs that involve rehabilitative and habilitative 

services for persons with developmental disabilities 
• The Nebraska Department of Education Early Development Network 
• Community agencies including but not limited to the Area Agencies on Aging and League of 

Human Dignity Waiver Offices 
• The Office of Probation 
• Other ML TC programs, initiatives, and contractors related to dental care and health care 

coordination 

MCNA will collaborate with these entities and programs to identify and respond to the dental and health 
needs of our members as expeditiously as possible. We will also work with these entities and 
programs, as well as with our network providers, regarding planning initiatives and system 
transformation. 
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Our highly trained and experienced team is recognized for the specialized assistance they provide to 
our most vulnerable members. 

Any member identified with special health care needs or a chronic dental condition is referred to our 
Case Management department for the coordination of their care, and any members who are behind in 
their preventive care (EPSDT compliance for child members) are flagged for outreach. Our Case 
Management Coordinators also receive referra ls for members with special health care needs from 
participating dental providers, other state agencies, and from special requests made by parents or 
guardians. We collaborate with the member's health plan case managers ensuring holistic and 
coord inated care. 

Our team also coordinates care with and payment for Medicaid services that continue to be provided 
through the fee-for-service program (carved-out services), other state agencies or programs, or through 
the member's Heritage Health MCO. For example, in the Louisiana Medicaid and CHIP program MCNA 
coordinates with the Louisiana Department of Health (LOH) claims administrator or the member's 
medical plan to ensure coverage for certain services which are carved-out. 

MCNA's approach to carved-out services focuses on ensuring the member receives all needed care in 
a timely manner. We ensure that the member's family Is not burdened by the coordination of benefits 
effort because we work directly with the State staff and providers. Our Member Services 
Representatives, Case Management Coordinators, and Member Advocate and Outreach Specialists 
(MAOS) are trained to provide members with education and assistance about obtaining all needed 
services, regardless of whether those services are MCNA covered benefits. 

Our Case Management Coordinators work with Health Plan Case Managers, Utilization Management 
and Claims staff, as well as slate agencies, other government programs such as Medicare, and various 
provider types to ensure coordination of care. Additionally, our Claims and Utilization Management 
departments coordinate with fee-for-service Medicaid to determine who is responsible for the coverage 
of carved-out service benefits. 

We are committed to providing superior service to the Nebraska Medicaid program and its state 
partners. 

Please see the following excerpt from our current Texas Medicaid and CHIP Provider Manual regarding 
Coordination of Non-Capitated Services. A similar provision will be included in our Nebraska Provider 
Manual. 
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Excerpt from MCNA 's Texas Medicaid and CHIP Provider Manual 

Provider Manual: Texas Medicaid and CHIP 

Coordination of Non-Capitated Services 

Medicaid Services Not Covered by MCNA 

mcnadental 
"'-.._/ 

The following Texas Medicaid programs and services are paid for by HHSC's claims 

administrator instead of MCNA. Medicaid Members can get these services from Texas Medicaid 

providers: 

Early Childhood Intervention {ECI) case management/service coordination 

DSHS Case Management for Children and Pregnant Women 

• Texas School Health and Related Services {SHARS) 

Health and Human Services Commission's Medical Transportation 

Either the member's medical plan or HHSC's claims administrator will pay for treatment and 

devices for craniofacial anomalies, and for emergency dental services that a member gets in a 

hospital or ambulatory surgical center. This includes hospital, physician, and related medical 

services (e.g., anesthesia and drugs) for: 

Treatment of a dislocated Jaw, traumatic damage to teeth, and removal of cysts 

• Treatment of oral abscess of tooth or gum origin 

Treatment of craniofacial anomaries 

CHIP Services Not Covered by MCNA 

Some services are paid by CHIP medical plans instead of MCNA. These services include 

treatment and devices for craniofaciai anomalies and emergency dental services that a member 

gets in a hospital or ambulatory surgical center. This includes hospital, physician, and related 

medical services (e.g., anesthesia and drugs) for: 

• Treatment of a dislocated jaw. traumatic damage to teeth, and removal of cysts 

• Treatment of oral abscess of tooth or gum origin 

• Treatment craniofacial anomalies 

MCNA_TX·P _PM[1 .0) Pago 47 
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Describe if any of the DBPM's Medicaid DBPMs are accredited by NCQA and, if not 
currently accredited in Nebraska, how it will attain accreditation for its Nebraska 
DBPM. Please describe any unsuccessful accreditation attempts in other states. 

Our Commitmen to uality Dental Care 

ln 2014, MCNA became the first dental plan in the nation 
to receive full Dental Plan Accreditation and Claims 
Processing Accreditation from URAC for all of our 
Medicaid and CHIP lines of business. Following our 
successful accreditations, our Chief Dental Officer, Dr. Ronald 
Ruth, was invited to serve on the URAC Advisory Board to 
assist with developing and maintaining dental plan 
accreditation standards. 

MCNA has been certified by the National Committee for 
Quality Assurance (NCQA) in Credentialing and 
Re-credentialing since 20 11 . We were recertified in 2013 and 
2015, with our current recertification effective through 201 7. 

Since 2012, MCNA has received multiple Service 

ACCREDITED 
I )ental r1nn 

Expires 12i01!W17 

A 
CREOENTIAUNG/ 
RECREDENTIAUNG 

ACCREDITED 
Cluims 1~ro<'<'ssin~ 
fapil\'S 1{)101/2017 

Organization Control (SOC} 2 reports confirming that we meet the standards of the American 
Institute of Certified Public Accountants (AICPA). Most recently, MCNA received a SOC 2 Type 2 
report, which is a more thorough and advanced version of the SOC 2 report. This certifies that the 
suitability of the design and operating effectiveness of our systems, security processes, and controls 
provide both MCNA, and more importantly our clients, an independent, third party assurance that we 
are taking the appropriate steps to protect our systems and our clients' data. 

Our URAC accreditations and NCQA certification apply to Nebraska, and we commit to maintaining our 
accreditations and certification throughout the life of the contract. MCNA has never had an 
unsuccessful accreditation attempt in any state. 

We are pleased to provide copies in Attachment 6-1 of our award certificates of full accreditation for 
compliance with URAC's Dental Plan Accreditation Program: 

• MCNA Insurance Company Certificate Number: DPL003879-3666 
• Managed Care of North America, Inc. Certificate Number: DPL003880-3648 

MCNA is including a copy of our award certificate of full accreditation for URAC's claims processing 
program in Attachment 6-2. 

MCNA is also providing a copy of our current award certification for Credentialing and Recredentialing 
from NCQA as Attachment 6-3. No deficiencies requiring correction were noted during the survey 
process. 
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If applicable, describe any restriction of coverage for counseling or referral 
services the DBPM is required to provide because of moral or religious obligation. 
Describe how the DBPM will provide members with access to those services. 

MCNA has no restrictions of coverage for counseling or referral services because of moral or religious 
obligation. 
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Describe the organization's number of employees, lines of business, and office 
locations. Submit an organizational chart showing the structure and lines of 
responsibility and authority in the company. Include the organization's parent 
organization, affiliates, and subsidiaries that will support this contract. 

rganizational Structure and c 1;ent Base 

MCNA Insurance Company, the bidder. received its Certificate of Authority as a Texas accident and 
health insurance company on May 4, 2011. The Nebraska Department of Insurance authorized MCNA 
Insurance Company to transact the business of sickness and accident insurance in the State on 
October 1, 2015, with an effective date of May 1, 2016. MCNA Insurance Company is a wholly owned 
subsidiary of MCNA Health Care Holdings, LLC ("MCNA Holdings"). The MCNA Organization was 
founded in Florida and is headquartered in Fort Lauderdale, with regional headquarters in San Antonio, 
Texas, and New Orleans. Louisiana. We manage dental benefits on a full-risk basis for nearly 
3,500,000 children and adults throughout the nation. 

MCNA Holdings is also the parent company of MCNA Dental Plans, a Florida corporation licensed as a 
pre-paid limited health services organization. MCNA Dental Plans has operated as a dental insurance 
administrator since January 30, 1992. MCNA Dental Plans will provide third-party administrative 
services to the bidder. MCNA Insurance Company. The combination of the resources and underwriting 
capacity of MCNA Insurance Company, and the administrative expertise of MCNA Dental Plans, has 
been the hallmark of our successful approach in Texas, Louisiana, Iowa, and Idaho. 

With a staff of over 550, the MCNA Organization has the infrastructure and experience to deliver best
in-class dental benefits management to our clients. 

MCNA has developed into one of the nation's leading dental benefit managers for state Medicaid and 
CHIP programs. We hold the most full-risk dental managed care contracts with state agencies for the 
provision of Medicaid and CHIP dental benefits. MCNA is currently contracted with the Texas Health 
and Human Services Commission, the Louisiana Department of Health, the Idaho Department of 
Health and Welfare, the Iowa Medicaid Enterprise, the Florida Healthy Kids Corporation, and various 
health plans to provide dental benefits management. For a more detailed description of MCNA's client 
base. please see our response to Section B (Financial Statements) in Part 1 of this RFP. 

Screening for Excluded or Disbarred Entities 

MCNA recognizes that we are prohibited from employing or contracting with any individual who has 
been debarred, suspended, or otherwise lawfully prohibited from participating in any public 
procurement activity or from participating in non-procurement activities under regulations issued under 
Executive Order 12549 or under guidelines implementing Executive Order 12549 [42 CFR §438.610(a) 
and (b), 42 CFR §1001 .190.1901(b) and 42 CFR §1003.102(a)(2)). Our Fraud and Abuse Program 
provides written policies and procedures that outline MCNA's commitment to comply with all state and 
federal requirements and to use established protocols to identify debarred individuals or excluded 
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providers. The Credentialing and Human Resources departments are responsible for ensuring that 
MCNA does not hire, or enter into contracts with individuals or entities that are listed as debarred, 
suspended, excluded or otherwise ineligible for participation in state and federal health care programs 
including both Medicaid and Medicare. Upon initial employment and contracting, and monthly 
thereafter, the following websites are monitored to ensure that prospective employees, providers, 
subcontractors, and other individuals affiliated with MCNA are not listed: 

• The Office of the Inspector General's {OIG) List of Excluded Individuals and Entities database 
• Federal System for Award Management (SAM) sanctions and debarment reports 
• Nebraska Medicaid Excluded Providers list and Nebraska Board of Dentistry 
• Healthcare Integrity and Protection Data Bank (HIPDB) 

If MCNA discovers that any owner, employee, network provider, subcontractor, or subcontractor's 
employee has been excluded, suspended, or debarred from any state or federal healthcare program or 
any program listed in Executive Order 12549, the Chief Compliance and Privacy Officer will report such 
information to ML TC within three (3) business days. MCNA will immediately initiate efforts to sever 
the relationship with the debarred or excluded individual or entity. 

Background Checl-<s to Discover Potentia! fssues 

MCNA conducts criminal background checks for all candidates, employees, and subcontractors upon 
hire, transfer and promotion to identify any potential issues that could affect our business and our 
relationships with State partners. Any background check that reveals unfavorable information is 
reviewed by MCNA's Director of Human Resources and General Counsel. The decision to offer or 
maintain employment is based on the nature and severity of the offense. Upon request, MCNA will 
provide ML TC with satisfactory criminal background checks or an attestation stating that satisfactory 
background checks have been completed for all MCNA employees and subcontractor staff. 

MCNA's staffing strategy was developed based on our experience with administering dental plan 
benefits to states with similar populations to the Nebraska Medicaid program. We consider a variety of 
needs and requirements across all departments to build staffing models that will support all contractual 
goals by analyzing factors such as anticipated provider and member enrollment, claims and 
preauthorization histories, and call volume. Our workforce management team continuously monitors 
service levels and adjusts staffing allocations to ensure we have the right amount of resources in each 
functional area to meet contract requirements, but most importantly provide stellar customer service to 
our members, providers, and state partners. 

MCNA's Cultural Competency plan ensures employees and subcontractors will comply with ML TC's 
policy to provide culturally competent services. MCNA is confident we will meet or exceed expectations 
and acknowledges that any deficiencies may result in additional monitoring and regulatory action by 
MLTC including, but not limited to, the need to hire additional resources or incur monetary penalties. 
MCNA will be responsible for all costs associated with on-site audits or other oversight activities 
conducted by ML TC in Florida and Texas. MCNA has provided a proposed staffing plan for all required 
positions and job descriptions for key staff in RFP Questions 10 and 11 . MCNA will submit a thorough 
and comprehensive Human Resources and Staffing Plan to Ml TC within 45 days of the contract start 
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date for review and approval. The plan will include detailed information related to recru iting, hiring, 
training, supervising and terminating key staff and additional personnel required to meet the terms of 
th is contract. MCNA will demonstrate the experience and Medicaid expertise of all staff and 
subcontractor staff assigned to work on this contract. MCNA will remove or reassign employees 
deemed unacceptable by the Ml TC and will hold Ml TC harmless for actions taken as a result of all 
requests. 

MCNA is proud to present our Board of Directors who will oversee contract compliance: 

• Dr. Jeffrey P. Feingold, Chairman -Dr. Feingold is a Diplomate of the American Board of 
Periodontology and founder, Chairman of the Board, and Chief Executive Officer of MCNA. 

• Albert Hawkins, Vice Chairman - Mr. Hawkins served as the Senior White House Aide to 
President George W. Bush and is a former Executive Commissioner of the Texas Health and 
Human Services Commission, overseeing the state's Medicaid and CHIP programs. 

• Governor Rick Perry - Governor Perry is the longest serving governor of the State of Texas, 
holding the office for 14 years, and oversaw the restructuring of the Texas Medicaid Program to 
successfully control costs and utilize innovative market-based solutions to improve quality. 

• Gary Clarke, Esq - Mr. Clarke is a former State of Florida Medicaid Director and has a wealth 
of experience in providing public policy leadership to Health Maintenance Organizations, 
hospitals, and practice management companies. 

• Barbara Feingold - Mrs. Feingold has served as a member of the Florida State Board of 
Education and is an outspoken advocate and philanthropist supporting early intervention and 
community involvement in support of education for children. 

• Glen Feingold - Mr. Feingold is MCNA's Chief Operating Officer and provides the oversight 
and key leadership for all operational aspects of the company that drive continual high levels of 
service and quality for our members and state clients. 

• Jack Greenman, CPA - Mr. Greenman is a senior health care financial executive with over 30 
years of experience and has served as Chief Financial Officer for several large health care 
organizations. 

• Carlos Lacasa, Esq - Mr. Lacasa is a corporate and health care attorney with over 25 years of 
experience, former member of the Florida House of Representatives, and former Chairman of 
Citizen's Property Insurance Corporation in Florida. 

• Samuel Hammer, CPA - Mr. Hammer is a Certified Chartered Global Management Accountant 
with over 30 years of health care experience and is the Managing Principle for Hammer Herzog 
and Associates. 

In the event there are any changes to our Board members, MCNA will provide written notification to 
Ml TC within ten (10) business days. Please see the following organizational chart showing the 
structure and lines of responsibility and authority for our Nebraska Medicaid program. 
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Provide an organizational chart for this contract, including but not limited to key 
staff and additional required staff. Label this "Nebraska Organizational Chart" 
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In table format, indicate the proposed number of FTEs for each key staff and 
additional required staff for discrete time periods (no longer than 3 month 
intervals) from contract award through 6 months after the start date of operations 
and whether or not positions are located in Nebraska. Label this table 11 Proposed 
FTEs by Time Period." 

Proposed FTEs by Time Period 

Pre- Post-
Readiness Start-Up Ongoing Function Location Contract Contract 

Award Awanf1 Phase2 Phase Operations 

Dental Director* NE 1 1 1 1 1 

Executive Director* NE 1 1 1 1 1 

Operations Manager* TX 1 1 1 1 1 

Finance Manager* FL 1 1 1 1 1 

Program Integrity Officer• 

Contract Compliance NE Recruiting 1 1 1 1 

Coordinator* 

Grievance System 
NE 1 1 1 1 1 Manager• 

Business Continuity 
Planning and Emergency FL 1 1 1 1 1 
Coordinator* 

Performance and Quality NE Recruiting 1 1 1 1 Improvement Coordinator* 

Provider Services 
Manager" 

NE 1 1 1 1 1 
Member Services 
Manager* 

Claims Administrator* NE 1 1 1 1 1 

Information Management 
FL 1 1 1 1 1 and Systems Director• 

Encounter Data Quality 
FL 1 1 1 1 1 Coordinator* 

Tribal Network Liaison* NE Recruiting 1 1 1 1 

Member and Provider 
Services Hotline 

No additional No additional No additional No additional No additional 
Representatives and TX.FL FTEs4 FTEs4 FTEs4 FTEs4 FTEs4 

Quality Assurance 
Analysts 

Provider Relations 
NE, TX 2 3 TBD5 TB05 TBD5 

Representatives 
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Member Advocate 
NE Recruiting 2 TBD6 TB05 T805 

Outreach Specialists 

Claims Examiners NE, FL 1 2 2 2 2 

Clinical Reviewers NE 1 2 2 2 2 

Grievances and Appeals NE, FL 1 2 2 2 2 

Reporting Analysts NE, FL 1 1 1 1 1 

Business Analysts NE, Fl 1 1 1 1 1 

EDI Specialists Fl 1 1 1 1 1 

SIU/FWA Investigators NE Recruiting 2 2 2 2 

Quality Improvement 
NE Recruiting 1 1 1 1 Coordinators 

Notes : 

• • Denotes a key staff position 

• 
1 Post-Contract Award: 1 /3/17 through 3/31/17 

• 
2 Readiness Phase: 4/1/17 through 6/30/17 

• 
3 Start-Up Phase: 7/1/17 through 9/30/17 

• 
4 Our Call Centers are staffed with over 200 highly skilled Member and Provider Services Representatives. For the 
purposes of this RFP, MCNA does not project the need for additional FTEs to support the Nebraska program. 

• 
5 MCNA will reassess staffing requirements for Provider Relations Representatives and Member Advocate Outreach 
Specialists based on actual enrollment numbers and geographic distribution. 

Provide job descriptions (Including education and experience qualifications) of 
employees in key staff positions. 

MCNA has maintained a presence in the State of Nebraska since 2009. Five of our long-term team 
members reside in the state and will serve in key staff positions for our Nebraska operation. We have 
also recruited several prominent Nebraska dentists to hold key leadership roles. Our Dental Director, 
Dr. Scott Wieting, is Past President of the Nebraska Dental Association. Dr. Holly Portwood is a board
certified pediatric dentist and adjunct faculty member at the University of Nebraska Medical Center 
College of Dentistry, and she will serve as MCNA's Executive Director. Dr. Gary Lehn will serve as 
MCNA's Associate Dental Director. He is the current President of the Nebraska Society of Pediatric 
Dentistry and a Diplomate of the American Board of Pediatric Dentistry. 
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MCNA's proposed strategic staffing plan utilizes top talent within our organization to fill many of the key 
staff positions. Resumes for these stellar performers can be found in Attachment 1-1. We look forward 
to bringing on local Nebraskan talent to further add to our successful team . Job descriptions for all key 
staff positions are located in Attachment 11-1. The table below represents the key staff positions, 
primary responsibilities, and the names of the MCNA employees who will serve in these roles. We are 
currently recruiting for all open positions. 

Key Position Primary Responsibilities Employee Name 

Executive 1. The Executive Director must hold a Senior Holly Portwood, DDS 
Director Executive or Management position in the DBPM's 

organization 
2. The Executive Director must be authorized and 

empowered to represent the DBPM regarding all 
matters pertaining to the contract prior to such 
representation. The Executive Director must act as 
liaison between the DBPM and ML TC and must 
have responsibilities that include, but are not 
limited to: 

3. Ensuring the DBPM's compliance with the terms of 
the contract, including securing and coordinating 
resources necessary for such compliance. 

4. Receiving and responding to all inquiries and 
requests made by ML TC related to the contract, in 
the timeframes and formats specified by ML TC. 
Where practicable, ML TC will consult with the 
DPBM to establish mutually acceptable 
timeframes and formats. 

5. Attending and participating in regular meetings or 
conference calls with ML TC. 

6. Making best efforts to promptly resolve any issues 
identified either by the DBPM or ML TC that may 
arise and are related to the contract. 

7. Meeting with ML TC representative(s) on a periodic 
or as needed basis to review the DBPM's 
performance and resolve issues. 

8. Meeting with ML TC at the time and place 
requested by ML TC, if ML TC determines that the 
DBPM is not incompliance with the requirements 
of the contract. 

Dental 1. The Dental Director must be currently licensed as Scott Wieting, DDS 
Director* a Doctor of Dentistry ("dentist") with no restrictions 

or other licensure limitations. 
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2. The Dental director must comply with applicable 
federal and state statutes and regulations. 

3. The Dental Director must be available Monday 
11 through Friday, between 8am and 5pm CST for 

Utilization Review decisions, and must be 
I authorized and empowered to represent the 

DBPM regarding clinical issues, Utilization Review 
and quality of care inquiries. 

Operations The Operations Manager is responsible for: Shannon Boggs-Turner, 
Manager JD 

1. Managing the day-to-day operations of the 
DBPM 's departments, staff, and functions to 
ensure that performance measures and Ml TC and 
Federal requirements are met. 

2. May serve as the primary contact with ML TC for 
all DBPM operational issues. 

Finance The Finance Manager is responsible for overseeing all Edward Strongin, CPA 
Manager financial-related supervision of activities implemented 

by the DBPM, including all audit activities, accounting 
systems, financial reporting, and budgeting. 

Program The Program Integrity Officer must have experience in Open 
Integrity health care and/or risk management and report 
Officer directly to the Executive Director. 

The Program Integrity Officer is responsible for: 

1. Overseeing all activities required by State and 
Federal rules and regulations related to the 
monitoring and enforcement of the fraud , waste, 
abuse, (FWA) and erroneous payment compliance 
program. 

2. Developing/overseeing methods to prevent and 
detect potential FWA and erroneous payments. 

3. Developing policies and procedures, investigating 
unusual incidents, and designing/implementing 
any corrective action plans. 

4. Reviewing records and referring suspected 
member FWA to Ml TC and other duly authorized 
enforcement agencies. 

5. Managing the DBPM's Special Investigations Unit 
to communicate with the State's Medicaid Fraud 
Control Un it. 
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Grievance The Grievance System Manager is responsible for: Cynthia Johnson 

System 
Manager 1. Managing/adjudicating member grievances, 

appeals, and requests for fair hearing. 

II 2. Managing/adjudicating provider grievances and 
appeals. 

Business The Business Continuity Planning and Emergency Daniel Salama, BSE 

Continuity Coordinator is responsible for: 
Planning and 
Emergency 1. Ensuring continuity of benefits and services for 

Coordinator members who may experience evacuation to other 
areas of the State, or out-of-state, during 
disasters. 

II 2. Managing and overseeing the DBPM's emergency 
management plan. 

Contract The Contract Compliance Coordinator will be the Open 

Compliance primary contact with ML TC on all DBPM contract 

Coordinator compliance issues. This individual is responsible for: 

1. Coordinating the preparation and execution of 
contract requirements. 

2. Coordinating the tracking and submission of all 

II contract deliverables. 
II 3. Answering inquiries from MLTC. 

4. Coordinating/performing random and periodic 
audits and ad hoc visits. 

Performance The Performance and Quality Improvement Open 

and Quality Coordinator must, at minimum, be a CPHQ or 

Improvement CHCQM or have comparable experience and 

Coordinator education in data and outcomes measurement as 
described in 42 CFR 438.200 - 438.242. The 
Performance and Quality Improvement Coordinator 
serves as ML TC's contact person for quality 
performance measures. Primary responsibilities 
include: 

1. Focusing organizational efforts on the 
improvement of clinical quality performance 
measures. 

2. Utilizing data to develop intervention strategies to 
improve outcomes. 
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3. Developing and implementing performance 
improvement projects, both internal and across 
DBPMs. 

4. Reporting quality improvement and performance 
outcomes to ML TC. 

Provider The Provider Services Manager is responsible for: Sherri O'Brien 
Services 
Manager 1. Provider contracting and credentialing activities. 

2. Coordinating communications between the DBPM 
and its subcontracted providers. 

3. Managing the Provider Services staff. 
4. Working collaboratively with ML TC to establish 

methodologies for processing and responding to 
provider concerns. 

5. Developing provider trainings in response to 
11 

identified needs or changes in protocols, 
processes, and forms. 

6. Enhancing DBPM-provider communication 
strategies. 

7. Notifying ML TC of correspondence sent to 
providers for informational and training purposes. 

Member The Member Services Manager is responsible for: Sherri O'Brien 
Services 
Manager 1. Coordinating communications between the DBPM 

and its members. 
2. Ensuring there are sufficient member services 

representatives, including sufficient culturally and 
linguistically appropriate services, to enable 
members to receive prompt resolution of their 
problems or questions and appropriate education 
about participation in the Medicaid managed care 
program. 

3. Managing the Member Services staff. 

Claims The Claims Administrator is responsible for: Vonnie Schaeffer 
Administrator 

1. Developing, implementing, and administering a 
comprehensive Nebraska Medicaid Managed 
Care claims processing system capable of paying 
claims in accordance with State and Federal 
requirements and the terms of this contract. 

2. Developing cost avoidance processes. 
3. Meeting claims processing timelines. 
4. Ensuring minimization of claims recoupments. 
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5. Meeting ML TC encounter reporting requirements. 

Information The Information Management and Systems Director Daniel Salama, SSE 
Management must have relevant training and a minimum of seven 
and Systems (7) years of experience in information systems, data 
Director processing, and data reporting to oversee all DBPM 

information systems functions. The position is 
responsible for: 

1. Establishing and maintaining connectivity with 
ML TC information systems. 

2. Providing necessary and timely data and reports 
to Ml TC. 

Encounter The Encounter Data Quality Coordinator is Jeanette Logan, MBA 
Data Quality responsible for: 
Coordinator 

1. Organizing and coordinating services and 
communication between DBPM administration and 
ML TC for the purpose of identifying, monitoring, 
and resolving encounter data validation and 
management issues. 

2. Serving as the DBPM's encounter expert to 
answer questions, provide recommendations, and 
participate in problem solving and decision-making 
related to encounter data processing and 
submissions. 

3. Analyzing activities related to the processing of 
encounter data and data validation studies to 
enhance accuracy and output. 

Tribal Network The Tribal Network Liaison is responsible for: Open 
Liaison 

1. Planning and working with Provider Services staff 
to expand and enhance dental services for 
American Indian members. 

2. Serving as the single point of contact with tribal 
entities and all DBPM staff on American Indian 
issues and concerns. 

3. Advocating for American Indian members with 
case management and member services staff. 
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Provide the DBPM's definition of medical necessity. Describe the process for 
developing and periodically reviewing and revising the definition. Describe the 
degree to which the definition is consistent with or differs from MLTC's definition 
of medically necessity per 471 NAC 1-002.02A. 

Amount, Duration, and Scope 

MCNA's Nebraska members will have access to the full spectrum of dental care services required in 
this RFP. MCNA understands and shares the desire of ML TC to increase access to appropriate, quality 
dental care and improve oral health outcomes for its Medicaid population. We have extensive 
experience delivering the quality dental care services required by the Ml TC for its enrollees. 

We are committed to ensuring our dental services are accessible, appropriate, cost effective, and meet 
or exceed regulatory and contractual requirements. We accomplish this through the application of 
MCNA's Utilization Review Criteria and Guidelines by our Dental Directors and Clinical Reviewers. 
Additionally, our state-of-the-art management information system, DentalTrac TM, prevents inappropriate 
and duplicate use of dental services through customized edits that are based on benefit plan design, 
service frequency limitations, and clinical guidelines. We strive to ensure members receive the right 
care, at the right time, in the right place. 

MCNA will ensure that services are not arbitrarily or inappropriately denied or reduced in amount, 
duration or scope as specified in the Nebraska Medicaid State Plan. MCNA will not portray core dental 
benefits or services as an expanded health benefit. MCNA also provides for second opinions at the 
request of our members to ensure that the services and treatment proposed are appropriate for their 
condition. We will arrange for a second opinion from a qualified dental professional within our network, 
or, if unavailable, allow the member to obtain one outside of the network, at no cost to the member. 

By tailoring our Utilization Management (UM) program to meet the needs of Nebraska, MCNA ensures 
that the provision of dental care services is high quality, cost-effective and provided in the most 
appropriate setting consistent with 42 CFR §456. Designed and guided by dentists, MCNA's UM 
program follows generally accepted dental standards of care and review criteria developed in 
conjunction with dental guidelines from the American Academy of Pediatric Dentistry, the American 
Dental Association, the American Association of Oral and Maxillofacial Surgeons, the American 
Association of Endodontists, the American Academy of Periodontology, and the American College of 
Prosthodontists. The goal of the UM program is to monitor the appropriateness, quality and necessity of 
dental services provided to our members. 

Medical Necessity 
As a provider owned organization, MCNA recognizes the importance of cooperation and agreement 
between providers and our Clinical Reviewers. The criteria and clinical guidelines used by MCNA 
ensure that all clinical terminology is clearly defined. We educate our Clinical Reviewers and providers 
on both the benefits and limitations of the plans we administer, as well as qualifying criteria related to 
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the amount, duration and scope of general and specialty treatment. MCNA understands that we may 
limit services to those which are medically necessary and appropriate, and which conform to 
professionally accepted standards of care. All Utilization Management decisions regarding covered 
benefits will be made by licensed dental professionals reviewing relevant clinical information and in 
consultation with the treating providers as appropriate. Requests for services are reviewed to determine 
that the service is medically necessary (as defined in 471 NAC 1 ~002.02A), and that the service is 
being delivered consistent with MCNA's approved Utilization Review Criteria and Guidelines. For more 
information on our clinical guidelines and criteria, please see our response to Question 49. 

MCNA's utilization management protocols ensure that appropriate limits are placed on services only on 
the basis of certain criteria, such as medical necessity, periodicity, or for the purpose of utilization 
control, provided the services furnished can be reasonably expected to achieve their purpose. For 
example, our utilization review and referral management policies ensure that state eligibility criteria for 
oral and maxillofacial surgery services, treatment in a facility setting, and orthodontic services must be 
met in order for those specialty services to be covered. Additionally, our providers understand that 
members cannot be charged copayments for covered services, and each participating provider 
agreement contains a provision prohibiting balance billing. MCNA will comply with all MLTC 
requirements with respect to provider reimbursement and timely claims payment. 

MCNA defines medically necessary services as services provided in accordance with 42 CFR 
§438 .210(a)(4). To be considered medically necessary, medical or allied care, goods, or services 
furnished or ordered must meet the following conditions: 

1. Be necessary to protect life, to prevent significant illness or significant disability or to alleviate 
severe pain; 

2. Be individualized, specific, and consistent with symptoms or confirmed diagnosis of the illness 
or injury under treatment, and not in excess of the patient's needs; 

3. Be consistent with the generally accepted professional standards as determined by the 
Medicaid program, and not experimental or investigational; 

4. Be reflective of the level of service that can be safely furnished, and for which no equally 
effective and more conservative or less costly treatment is available, statewide; and 

5. Be furnished in a manner not primarily intended for the convenience of the beneficiary, the 
beneficiary's caretaker, or the provider. 

Our definition addresses the extent to which MCNA covers services related to: (1) the prevention, 
diagnosis, and treatment of health impairments, (2) the ability to achieve age-appropriate growth and 
development, and (3) the ability to attain, maintain, or regain functional capacity. MCNA applies medical 
necessity review to reduce the inappropriate and duplicative use of healthcare services. MCNA will not 
arbitrarily deny or reduce the amount, duration or scope of required services solely because of 
diagnosis, type of illness or condition of the member. MCNA will place appropriate limits on a service on 
the basis of medical necessity, with the exception of EPSDT services, provided the services furnished 
can reasonably be expected to achieve their purpose in accordance with 42 CFR §438.210. While 
worded slightly different, MCNA's definition is consistent with ML TC's definition for medical necessity in 
accordance with 471 NAC 1-002.02A. The following table cross-references the respective definitions of 
ML TC and MCNA. 

Response to RFP 5427 21: Medicaid Dental Benefit Program Page 106 of 396 
Prepared by MCNA Insurance Company for the Nebraska Department of Health and Human Services 



Part 2 - Technical Approach mcnadental 
Response to Attachment 11 - Proposal Statements and Questions 

ML TC Definition MCNA Definition 

1 Necessary to meet the basic health 1 Be necessary to protect life, to prevent significant illness or 
needs of the member. significant disability or to alleviate severe pain. 

2 Be individualized, specific, and consistent with symptoms or 
confirmed diagnosis of the illness or injury under treatment, and not 
in excess of the patient's needs. 

2 Rendered In the most coat-efficient 4 Be reflective of the level of service that can be safely furnished, and 
manner and type of setting appropriate for which no equally effective and more conservative or less costly 
for the delivery of the covered service. treatment is available, statewide. 

3 Consistent in type, frequency, and 3 Be consistent with the generally accepted professional standards as 
duration of treatment with scientifically- determined by the Medicaid program, and not experimental or 
based guidelines of national medical, investigational. 
research, or health care coverage 
organizations or governmental agencies. 

4 Consistent with the diagnosis of the 2 Be individualized, specific, and consistent with symptoms or 
condition. confirmed diagnosis of the illness or injury under treatment, and not 

in excess of the patienfs needs. 

5 Required for means other than 5 Be furnished in a manner not primarily intended for the convenience 
convenience of the client or his/her of the beneficiary, the beneficiary's caretaker, or the provider. 
provider. 

6 No more Intrusive or restrictive than 4 Be reflective of the level of service that can be safely furnished, and 
necessary to provide a proper balance of for which no equally effective and more conservative or less costly 
safety, effectiveness, and efficiency. treatment is available, statewide. 

7 Of demonstrated value. 3 Be consistent with the generally accepted professional standards as 
determined by the Medicaid program, and not experimental or 
investigational. 

8 No more Intensive level of service than 4 Be reflective of the level of service that can be safely furnished, and 
can be safely provided. for which no equally effective and more conservative or less costly 

treatment is available, statewide. 

MCNA maintains policies and procedures, with defined structures and processes for the utilization 
management (UM) program that incorporate procedures for evaluation of medical necessity. All UM 
policies and procedures are reviewed and revised as regulatory or accreditation requirements are 
updated, but no less than annually. Ad hoc or annual revisions can be made to the definition of medical 
necessity as determined necessary by Nebraska's Dental Director. Revisions to the definition of 
medical necessity may become evident as a result of ongoing monitoring of the following: 

• Utilization reports that reveal gaps resulting in inappropriate or excess utilization; 
• Appeal trends that reveal opportunities for expansion in, or tightening of, the definition ; and 
• Alterations of Medicaid benefit design that warrant further definition to assure medical necessity 

has been met. 

MCNA will submit an electronic copy of the UM policies and procedures to ML TC for written approval 
within thirty (30) calendar days from the date of award, annually thereafter, and prior to any revisions. 
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Provide a description of the value-added services the DBPM proposes to offer to 
members. For each service: 

• Define and describe the service. 
• Note any limitations or restrictions that apply to the service. 
• Propose how and when members and providers will be notified of the 

service's availability. 
• Describe how a member may obtain/access the service. 
• Describe how the DBPM will identify the expanded benefit in administrative 

or encounter data. 

Va.hv+J\.,1'ded ~ervrces 

MCNA offers Value-Added Services (VAS) designed to encourage proper ora l hygiene habits as a 
complement to the standard benefits offered by state Medicaid programs. A clean, healthy mouth helps 
prevent not only dental disease and cavities, but also medical conditions like heart disease and 
premature births. We will provide members with supplies and educational materials to increase their 
oral health literacy and encourage them to seek care from a dentist. 

Our VAS strategies have proven successfu l in other markets. For example, in Texas, our Walmart Card 
mailer is an integral part of MCNA's strategy to increase the number of members receiving a timely 
dental exam. In federal fiscal year 2015, Texas led the nation in children receiving a preventive dental 
service. (Source: CMS-416 FFY 2015 data) 

A description of each VAS will be included in both the Member Handbook and the Provider Manual, and 
will be featured on MCNA's Nebraska Website. MCNA's Member Hotline will be available to answer 
any questions a member may have about our VAS. 
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MCNA will utilize a program that has been successful in Texas called "Bright Beginnings." The Bright 
Beginnings program targets pregnant women and new mothers with young children enrolled in the 
Medicaid Dental Plan. The program is designed to provide outreach to mothers about available benefits 
and the importance of seeking routine preventive dental care for their child before their first birthday. 
Each MCNA member identified as a pregnant woman (through the eligibility file, provider referral, or via 
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outreach efforts) will receive educational materials and a dental kit, which includes a toothbrush, 
toothpaste, and dental floss upon program enrollment. Please see our "Healthy Smiles for Mom & 
Baby" educational flyer on the following pages. 
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Healthy Smiles for Mom & Baby [Page 1 of 2] 

Healthy Smiles 
(_ fi11( t /Joa1 t( {(Ja1!l 

Good Oral Health During Pregnancy 
Your oral health can affect your overall health during pregnancy. Good oral health 
habits can pro1ect 1he health of your unborn child . Research shows a link between 

gum disease and low birth weight babies. Women who are pregnant and have gum 

disease are more likely 1o have a baby that is born too early. 

Pregnancy Gingivitis 
Many pregnant women may notice that they have red and puffy gums. Their gums 

may be sore and bleed when they brush. This is known as pregnancy gingivitis. 11 
often occurs during the 2nd through the 8th months of pregnancy. Hormone 

levels rise. This makes 1he gums more sensitive to plaque. You can reduce 

your risk of 1his by keeping your teeth clean. You should also keep the area 
between your gums and teeth clean. 

A Healthy Diet 
Ea1 a balanced diet to make SI.Ire you get 
the right amount of nutrients to nourish you 

and your baby. Your baby's teeth begin to 

develop between the 3rd and 6th months 
of pregnancy. Make sure you receive 

enough calcium, protein. and vitamins. 

Some healthy food choices are cheese, fresh 
fruits, and vegetables rich in vitamins. These 

are great for your teeth. Some say calcium is 
lost from the mother's teeth during pregnancy. The 

calcium goes to the baby. This is a myth! Your 

baby gets calcium from your diet and not from 

your teeth. 
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Healthy Smiles for Mom & Baby [Page 2 of 2} 

Oral Hygiene Tips 
Here are a few tips to help prevent cavities and gum disease during 

pregnancy: 

Brush your teeth 2 times a day with fluoride toothpaste 
Use floss daily to clean in between your teeth 
Eat a balanced diet 
Visit your dentist every 3-4 months 

Baby Bottle Tooth Decay 
Tooth decay found in infants and young children is called baby bo111e tooth 

decay. It occurs when sugary liquids like milk, formula. and fruit juice stay 

on the teeth lor long periods of time. Bacteria in the mouth use the sugar 
to make acids that attack the teeth. Putting your child to sleep with a bottle 

or sippy cup that has sugary liquids can cause baby bottle tooth decay. 

Dipping your child's pacifier in sugar or honey can be just as harmful. 

Baby bollle tooth decay often occurs on the upper front teeth. Other teeth 

can also be affected. It can cause your baby to h3ve pain. If not treated, it 

can even cause infection. 

The good news is baby bottle tooth decay can be prevented! Here are some 

tips to help you prevent baby bottle tooth decay. 

Never allow your baby to fall asleep with a bottle containing anything 
but water. 
Wipe your baby's gums with a small piece of gauze or a washcloth 

after feedings. 
Start brushing your baby's teeth as soon as the first tooth comes in. You may begin using toothpaste when 

your child is able to spit it out. 
Make sure your baby is getting enough fluoride to help fight cavities. Find out ii your local water supply 
has fluoride. If there is no fluoride, consult with your dentist or doctor. 
Take your baby to the dentist by their 1st birthday! 

Visit our website at www.mcna.net for more oral hygiene tips. 

Toll-Free: {800) 494·6262 • TlY: (800) 955-8771 • Web: hltp:lfwww.mcna.net 
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MCNA 's Case Management Program Flyer 

MCNA Dental 
Case Managen,ent Prograrn 

MCNA's Case Management Program assists: 

Members with special health care needs. 

· Members with catastrophic dental conditions. 

We assist members in the Program by: 

Finding dentists that speak the member's language. 

Identifying offices that can meet a member's special 
health care needs requirements. 

Assisting members wlth scheduling appointments. 

Facilitating referrals and pre-authorizations as 
requested by the member's treating dentist. 

Coordinating dental care covered by the member's health plan. 

Obtaining a translator for dental office visits. 

Aiding members with obtaining transportation. 

Assisting members with obtaining all medically necessary treatment ordered by their dentist. 

If you have questions or would like to refer a member to the Case Management Program, please 
call us (Toll-Free) at 1·855-702-6262. Our hours are 7am to 7pm (CSD, Monday through Friday . 

.. .... ~ 
.. 
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Describe the DBPM's approach to member education and outreach regarding 
EPSOT, Including any innovative mechanisms. Address the use of the DB PM's 
system for tracking each member's screening, diagnosis and treatment to ensure 
services are delivered within the established timeframes. 

Commitment to AAPD Periodicity Schedule and EPSDT Requirements 

Dr. Philip Hunke, MCNA Insurance Company's Plan President, served as President of the American 
Academy of Pediatric Dentistry (AAPD), provided project leadership, and contributed content to the 
accepted and published clinical guidelines for the AAPD that Nebraska mirrors in its EPSDT dental 
program . These nationally accepted EPSDT guidelines form the foundation of MCNA's approach to 
screening and treatment in all states in our service area. 

Our stated mission is the improvement of oral health outcomes in state sponsored Medicaid programs 
by continuously stressing prevention, diagnosis, and early treatment intervention. Our network dentists 
utilize the entire spectrum of diagnostic services available so early problems can be detected and 
addressed promptly. All participants under 21 will receive medically necessary services in 
accordance with EPSDT requirements. MCNA will adhere to the AAPD Periodicity Schedule to ensure 
all children served have access to timely preventive care as well as other medically necessary 
restorative and therapeutic services. 

Tracking EPSDT 

We believe that early treatment is better for both our members and the 
program. We fully integrate all member data to create a unique member 
eligibility record for each individual we serve to ensure a comprehensive, 
coordinated approach to quality dental treatment. Participating providers can 
view past treatment history via MCNA's online Provider Portal to ensure all 
EPSDT services are being rendered timely and to avoid duplication of services. 

DentalTrac™, MCNA's comprehensive, sophisticated technology solution, MemberEliglbllltyModule 

generates and maintains all information related to EPSDT utilization in each 
member's eligibility record. Provider claims data is the primary data source for tracking each member's 
screening, diagnosis, and treatment. Each member record contains critical data regarding member 
eligibility, case management, utilization review, claims, MCNA's Member and Provider Hotline 
interactions, grievances and appeals, key performance indicators, quality improvement, surveys, and 
additional elements. 

Data is maintained in HIPAA compliant redundant locations and is always available on a 24x7x365 
basis through our DentalTrac™ system. In addition to storing all key production transactions, we store 
and warehouse indefinitely all data files exchanged with our clients, paper and fax data, digital and 
scanned x-rays, and any other supporting documentation to our transactions. This information is 
indexed and stored within DentalTrac ™ for prompt access and retrieval. 
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Keeping the Focus on EPSDT 
MCNA is committed to the goals of Early and 
Periodic Screening, Diagnosis and Treatment 
(EPSDT) and will ensure that children and 
adolescents receive appropriate dental 
services. 

MCNA captures dental screening information 
to quickly facilitate preventive and restorative 
care for our members. We improve oral 
health outcomes through early identification 
of decay, inflammation, infection, periodontal 
disease, and malocclusions. 

Early 

Periodic 

Screening 

Diagnosis 

Assessing and identifying problems early 

Checking children's oral health at periodic, 
age-appropriate intervals 

Providing dental and other related screening 
tests to detect potential problems 

Performing diagnostic tests to follow up 
when a risk is identified 

Control, correct or reduce oral health 
Treatment We use a continuous quality improvement problems found 

cycle to meet the screening periodicity 
requirements for EPSDT. Our Quality 
Improvement Committee (QIC) oversees this process that includes the following: 

• Establish goals to increase the utilization of preventive services and screenings 
• Identify measurements 
• Establish a baseline 
• Identify barriers 
• Create and implement an action plan 
• Continuously measure improvements against an established baseline on a quarterly basis 

MCNA's Nebraska outreach campaign is designed to address dental health issues that are most likely 
to have an impact on our membership. EPSDT adherence and promoting preventive dental health 
services are critical elements of our initiatives. 

Member Education and Outreach to Enhance EPSDT Compliance 

MCNA focuses primarily on prevention to lessen the occurrence of specific dental conditions or 
diseases. Through our experience, we know that educating our members and their parents or 
guardians is essential to making sure families understand the importance of achieving and maintaining 
good oral health. In addition to education via our Member Handbook, interactive website, and reminder 
postcards, MCNA also uses our internal staff, network providers, and community partners to reach out 
to our members and educate them about the importance of oral hygiene and timely dental care. 

MCNA is committed to maintaining or increasing the preventive service measures for our members 
under 21 in the Nebraska program. We have extensive expertise in reporting the metrics required by 
the Form CMS-416: Annual EPSDT Participation Report. Our multi-faceted approach to improving or 
maintaining current Nebraska CMS-416 metrics includes driving increases in preventive services and 
appropriate sealant utilization. MCNA's continuous quality improvement activities include the use of 
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timely and meaningful data, multi-disciplinary team analysis, and active engagement of members, 
providers, and plan staff in intervention strategies, 

Care ap Alerts and Consistent Outreach 

MCNA's management information system, 
DentalTrac™, continuously analyzes 
member eligibility data and claims data to 
identify members who are not receiving care 
in accordance with the EPSDT (AAPD) 
periodicity schedule. Our business 
intelligence functionality uses this data to 
generate actionable "Care Gap Alerts." 

MCNA's experienced Quality Improvement 
staff, Member Advocate Outreach Specialists 
(MAOS), and our skilled Call Center 
Operations Team use this data to identify and 

... o ......... 
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coordinate education and outreach opportunities. Real-time Care Gap Alerts are used by our Member 
Services Representatives (MSRs) during incoming calls. The MSRs educate the member on the 
importance of preventive care and assist the member in scheduling an appointment. During 2015, 
MCNA's Member Hotline assisted over 235,000 Florida, Texas, and Louisiana Medicaid and CHIP 
members in scheduling a dental appointment. Please see a screenshot of a Care Gap Alert 
generated by DentalTrac™ above. 

f\llCNA Care Connections and Outreach to Non~Compliant en1bers 

MCNA's Care Connections Team (CCT) is a 
dedicated unit within the Call Center Operations 
Department. Care Connections Representatives 
are skilled in outbound call campaign processes 
and procedures. Our sophisticated suite of 
telephony software allows thousands of phone 
numbers to be dialed automatically over the 
length of the campaign. Each answered call is 
routed immediately to the next available Care 
Connections Representative. 

The CCT provides targeted outreach to MCNA 
members to increase appropriate utilization of preventive services. For example, MCNA's skilled Care 
Connections staff conducts outbound calls to members who are overdue for a regular dental checkup 
according to the American Academy of Pediatric Dentistry (AAPD) Periodicity Schedule. We provide 
education and offer assistance scheduling an appointment. 
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Other CCT preventive service campaigns include contacting members who are eligible for sealants but 
have not yet received them and targeted teen outreach calls to encourage receipt of routine dental 
care. The CCT also conducts service receipt confirmation calls to a random sample of members to 
verify the members actually received services submitted by their providers for reimbursement. 

rexi 
Our Quality Improvement Department uses text messaging to increase 
the Annual Dental Visit (ADV) rate and the number of members 
receiving preventive services. MCNA encourages our members, and 
their parents and guardians, to schedule dental appointments in 
accordance with the AAPD Periodicity Schedule. 

This approach is also used to follow up with members who have not 
visited a dentist within the previous 6 months of enrollment. This 
continuous outbound text messaging initiative has improved the 
screening rates for the members we currently serve. 

In 2015, MCNA sent over 137,000 text messages to our members. 
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Describe member services processes including: 
• Training of customer service staff (both Initial and ongoing). 
• Routing calls to appropriate persons, including escalation. 
• Making information available to customer service staff (the type of 

Information and how it is provided, e.g. hard copy or on-line search 
capacity). 

• Handling calls from members with limited English proficiency and persons 
who are hearing impaired. 

• Monitoring and ensuring the quality and accuracy of Information provided 
to members. 

• Monitoring and ensuring adherence to performance standards. 
• How MSRs will interact with other organizations including ML TC and other 

programs/social service entities (e.g., WIC, housing assistance, and 
homeless shelters). 

• After hours procedures. 

CaH Center Commitment and Staff Training 

Our Member Services Representatives (MSRs) are our "key link" to the nearly 3,500,000 members 
we serve. Our MSRs ensure that all members receive the accurate and timely information needed to 
access dental care. Each MSR is extensively trained to provide accurate and timely resolution of all 
inquiries and issues using quality-driven customer service skills. 

MCNA operates fully integrated call 
centers in Texas and Florida. Our 
Workforce Management team uses 
Computer Telephony Integration (CTI) for 
real-time performance monitoring and the 
state-of-the-art NICE IEX Workforce 
Management Solutions to forecast call 
volume and staffing needs. All Member 
Services Representatives are cross-trained 
to handle multiple plans to minimize wait 
times for our members. 

Martha Bailey, MCNA's Associate Vice 
President of Administration and 
Operations, is responsible for educating, 
monitoring, and ensuring ongoing staff 
training as needed to maintain professional 
competency and the highest standards of 
customer service. MCNA has a skilled 
training team led by Shawn Zielinske. Our 
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MCNA's Customer Service Leaders 

Martha Bailey 
AVP of Administration and Operations 

Martha Bailey is an accomplished operations leader 
with more than 15 years of experience driving 
organizational change in call center and customer 
care environments. 

Shawn Zielinske 
Director of Training and Quality Assurance 

Shawn Zielinske is a 21-year veteran of the United 
States Air Force with 20 years of experience 
creating, developing, and implementing training 
programs and training personnel. 
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training team continuously updates a library of training materials, desk reference materials, and our 
online knowledge database to ensure all MSRs have the most up-to-date program, benefit, and 
operational information. Each MSR receives formal training during the initial 90 days of employment 
with MCNA and is required to attend four additional supplemental training sessions per year. 

Our MSRs attend a four-week training program that prepares them to provide exceptional customer 
service to our members. The program includes a comprehensive training schedule that covers: 

• Customer Service Skills and System Navigation 
• Fraud, Waste, and Abuse 
• HIPAA and Regulatory Compliance 
• Plan Specific Requirements and Covered Services 
• Member Rights and Responsibilities 
• Policies and Procedures 
• Member Eligibility 
• Provider Selection 
• Special Health Care Needs 
• Coordination of Care (including assistance with transportation services) 
• Claims, Pre-Authorizations, and Referrals 
• Complaints, Grievances, Appeals, and State Fair Hearings 
• MCNA's FORCE Factors Quality Monitoring Program 

After successfully passing assessment tests throughout the training program, trainees transition into 
production through MCNA's BRIDGE program (Building Readiness Initiative to Deliver a Great 
Experience), a two-week, on-the-job training course in a controlled, live call center setting. Upon 
completion of the BRIDGE program, our MSRs are ready and willing to assist members with 
understanding and accessing their benefits and resolving any issues the member may encounter. 

Call Routing and Escalation 

MCNA's Call Center Operations Department is committed to be a first-call solution-driven 
department. Our toll-free Member Hotline is available 24x7x365, and staffed Monday through Friday 
between the hours of 7:00 am to 7:00 pm CST, excluding state-approved holidays. MCNA's Interactive 
Voice Response (IVR) system answers calls within 1 ring and offers a series of prompts in the 
essential languages of the markets we serve to ensure calls are routed correctly. Members can request 
a variety of service options, including: 

• Verify Member Eligibility 
• Locate a Provider 
• Choose a Primary Care Dentist (Dental Home) 
• Receive Benefits Information 
• Inquire about Claims, Pre-Authorizations, or Referrals 
• Submit Complaints, Grievances. or Appeals 
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Our MSRs will be fully trained on Ml TC policies and procedures prior to the go-live date to ensure 
members are provided the latest, most accurate information about their dental benefits. All calls are 
documented in DentalTrac™ for tracking and trending. The DentalTrac™ system captures the date, 
time, member information, reason for the call, the resolution of the call, and other information as 
needed. The MSRs are responsible for: 

• Fielding all inbound calls with a first-call resolution (FCR) approach 
• Escalating issues to supervisors when applicable 
• Referring callers to other departments appropriately 
• Performing quality-focused outbound calls to educate new members on all services and the 

importance of good oral health 
• Coordinating care with state, county, or city organizations when applicable 

Keeping Call Center Staff f nformed 
Member Services Representatives are provided frequent updates called GNUs Flashes (General News 
Updates) to keep them informed of requirements. These updates are stored in a shared-drive 
accessible by all call center staff and posted on large TV screens visible to staff each time they enter 
and exit the call center. Training materials specific to the Nebraska Dental Benefit Program Manager 
(DBPM) requirements have been developed and will be submitted for Ml TC approval. These materials 
will be provided in print and electronic formats and will include: 

• Detailed instructions for advising the member about the distribution of new member materials 
including Welcome Packets and Member Handbooks 

• Description of Covered Dental Services including benefit limitations and exclusions 

• Member Rights and Responsibilities 
• A comprehensive review of the Nebraska Dental Benefit Program including attendant reference 

manuals and supporting materials 
• Cross-training from all MCNA operational departments 
• Detailed education on the identification of Fraud and Abuse and all related reporting 

requirements 
• Review of the MCNA Mission, QI Program, Risk Management Program, Cultural Competency 

Program, Grievances and Appeals processes, Compliance Program, incident reporting 
protocols, and the Business Continuity and Disaster Recovery Plan within 30 days of hire for all 

new employees 

All MSR's are recertified annually on these programs. MSRs receive ongoing training on conflict 
resolution, DentalTrac™ features and functionality, and call center time management. 

Availability of Bilingual Staff and Translation Services 

MCNA satisfies the linguistic preferences of members whose primary language is not English by 
maintaining staff members who are culturally competent and fluent in Spanish, Haitian Creole, French 
Creole, Vietnamese, French, and other predominant regional languages. If a caller has limited English 
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proficiency, the call is transferred to a representative who conducts the call in the member's preferred 
language. MCNA has over 200 MSRs and over half are multi-lingual. 

If there are no representatives that speak the member's preferred language, 
MCNA can access the translation and interpretive services of our vendor, 
Languageline, the largest interpretation service company in the industry. 
Languageline provides translation services for over 200 languages not directly available from MCNA 
staff, including those specifically listed for Nebraska in the 2010 census. This translation service is free 
to MCNA members and providers. A TTY/TDD line is also available for members who are deaf, hard of 
hearing, or speech impaired. Members who are unable to push telephone buttons are prompted to 
remain on the line while the call is routed to an MSR. 

Monitoring Gair uality and the Accuracy of lnformatron 

At MCNA, we understand that call handling has a significant impact on member satisfaction. We strive 
to increase member satisfaction by promptly responding to calls and providing a pleasant and 
informative interaction for each member. Our MSRs are thoroughly trained on dental benefits, policies 
and procedures, customer service, issue resolution and call handling skills. Our system records all 
member calls for quality assurance purposes. 

MCNA's Quality Assurance program is called "FORCE Factors". Member Services Representatives 
are required to demonstrate a "Focus On Remembering the Customer Experience" throughout each 
and every call. MCNA has a team of 15 dedicated Quality Assurance Analysts who audit calls using our 
"FORCE Factors Quality Scoring Guide" and provide regular coaching and feedback. Quality attributes 
measured include: adherence to call scripts, and policies and procedures; HIPAA compliance; 
professionalism and decorum; accuracy of information; and First Call Resolution. 

MCNA takes quality call handling very seriously and has implemented a strict Zero Tolerance Indicator 
Policy used to enforce quality call handling. An infraction may be identified through daily call monitoring 
activities or as a result of a complaint from an external source, internal employee or member of the 
management team. Each Zero Tolerance Indicator is considered a serious offense and will result in 
immediate removal of the MCNA Dental employee from the phones. Upon review of the incident by the 
management team, the infraction may result in remediation or termination of the employee. 

In conjunction with our Call Center Operations Department, our Quality Improvement Department 
utilizes a variety of quality assurance techniques to monitor the performance of our Member Services 
staff, including reviewing recorded calls, silent audits and side-by-side call monitoring with MSRs. The 
training and quality assurance team monitors a minimum of eight (8) calls per agent per month. 
MCNA's Training and Quality Manager coordinates additional training for any MSR that does not meet 
100% of our performance standards. In addition, weekly calibration sessions are conducted with 
members of the leadership team, quality assurance team and MS Rs to ensure consistency in the 
application of our monitoring tool. Monitoring marathons are held monthly with focus groups to listen to 
calls from a member's perspective to ensure the customer experience exceeds member expectations. 
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Mooiton:ng and Ens H"!ng AdherAr,r.e n P.arform;u1ce tan r~s 

Monthly reports are generated and used by the Director of Call Center Operations and Director of 
Quality Improvement to identify trends and ensure compliance with our contractual requirements. If a 
deficiency occurs, the Director of Call Center Operations develops program improvement strategies to 
address the issue in question. Examples of program improvements include hiring additional staff and 
conducting additional Member Services training to improve performance. 

The Call Center Operations management team reviews daily reports and ensures the following call 
center key performance indicators (KPI) meet or exceed our contractual requirements using monthly, 
quarterly, and annual system generated reports. 

2015 MCNA Annual Performance Measures for Member and Provider Hotlines 

Performance Measure 
Nebraska MCNA's Target 
Target Performance Achieved 

ASA (average speed of answer in seconds} 
Less than 30 

Under 1 second ~ seconds 

Abandonment Call Rate (%} Less than 3% Less than 1% ~ 

MCNA's Workforce Management Team produces monthly performance scorecards for each MSR, 
Team, and the overall Call Center. These scorecards are used for quarterly ranking of individual and 
team performance. Top performing MSRs and Teams are recognized on MCNA's "Wall of Fame." 
Additionally, MCNA has television displays throughout our call center to enable all team members to 
continuously monitor service level compliance, call volume, and agent availability. This allows the call 
center leadership to proactively respond to call spikes and appropriately adjust staffing needs. 
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Interaction with Other Custorner Service L;nes 

MCNA values our relationships with other health care and social service organizations. We routinely 
contact other agencies to gain their assistance for our members. Our MSRs contact other service lines 
maintained by state agencies, county and local government units, and related community agencies to 
help assist our members with needs such as food, shelter, child care assistance, and other services 
where assistance may be available. 

MCNA looks forward to working with ML TC to connect members to other partnering agencies. We can 
remain on the call and establish a conference bridge with the other customer service center allowing a 
three party call to occur. This approach works best in situations where the member may need the 
assistance of our MSR in communicating with the other agency. If the MSR does not need to be part of 
the call to provide further assistance to the member, our MSR can use a "warm transfer" to connect the 
member directly to a customer service agent at the other entity. 

After~Hours Procedures 

MCNA's call center operates Monday through Friday 7am to 7pm CST, excluding state-approved 
holidays. For after-hours calls, including weekends and state-approved holidays, our members can 
access MCNA's toll-free IVR system. The voice-activated menu is available in the essential languages 
of the markets we serve, and can be easily modified to accommodate the language of any other 
additional population group. The IVR informs callers of our operating hours and what to do in cases of a 
dental emergency, and also allows callers to leave messages. Our system has the capacity to 
adequately receive and store all messages. Our staff monitors the message queues and returns all 
calls within one (1) business day of receipt. All after-hours calls are logged, and response times are 
monitored. 

MCNA's Compliance Department routinely audits MCNA's after-hours call handling process by remotely 
calling the call center outside of normal business hours and validating the functionality of the system 
and the timeliness of the response from the call center staff. 
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Describe the Informational materials the DBPM proposes to send to new members. 

ember Welcome Packets 
MCNA has over 20 years of experience administering full
risk dental insurance plans for Medicaid, CHIP, Medicare, 
Long Term Care, Affordable Care Act, and Commercial 
lines of business. This experience underscores our 
understanding of the importance of timely and accurate 
communication with new enrollees. 

Since 2005, MCNA has 

produced and mailed over 

12. 3 million member materials. 

Ml TC-approved Enrollment Packets ("Welcome Packets") will be distributed to all members at least 10 
business days prior to the go-live date and to all members who become eligible for covered services 
after the go-live date within 1 O business days following receipt of eligibility files from ML TC. Our 
Welcome Packet includes a Welcome letter, ID Card, Provider Directory, and an informative, and an 
easy-to-understand Member Handbook. The Member Handbook, Provider Directory, and the ability to 
print an ID Card will also be available online via MCNA's dedicated Nebraska website. 

Mailing of iD Cards and Welcome Packets 

Fiserv is a Fortune 500 Company that has served as MCNA's printing and 
fulfillment vendor since 2005. MCNA will ensure ID cards are mailed to each new 
enrollee within 10 business days following receipt of eligibility files from MLTC. 
Upon receipt of the enrollment file, the Enrollment Department transmits the data to 

f1serv. 
Fiserv within 24 hours. Fiserv then mails a Welcome Packet to each new member (using the address 
provided by Ml TC) within four (4) days of receiving the enrollment file from MCNA, which is sooner 
than the state standard of 10 business days. Fiserv provides MCNA with a confirmation that the mailing 
has been completed. Each member's record in DentalTrac™, MCNA's proprietary management 
information system, is automatically updated with the date the materials were sent. 

Each ID card will include: 

• Member's Name and Medicaid ID Number 
• MCNA's Name and Address 
• Instructions on What to Do in an Emergency 
• The Member's Dental Home Provider Name and Telephone Number (including after-hours 

number if applicable) 
• MCNA's Toll-Free Numbers for Member Services, Filing a Grievance, and Reporting Suspected 

Fraud 
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CNA's Provider Directory 
Our members can easily locate a participating dental provider by reviewing the Provider Directory 
included in their Welcome Packet, by visiting the dedicated MCNA Nebraska website, or by calling our 
toll-free Member Hotline for assistance. MCNA ensures the most current information is available, 
including the provider's name. location, telephone number, any restrictions, hours of operations, and 
languages spoken. MCNA will adhere to the requirements as specified in section IV.G.6 and in 
accordance with 42 CFR §438.10. 

CNA's ember Handbook 

MCNA's Member Handbook is the cornerstone of our Orientation Packet and contains easy-to
understand program information for our members. Our Member Handbook is written at a 6th grade 
reading level, as determined by the Flesch-Kincaid index, and is available in alternate languages and 
formats. Topics addressed in MCNA's Member Handbook include the following: 

• How to Contact MCNA 
• Member Rights and Responsibilities 
• Eligibility, including Enrollment and Disenrollment 
• The Role of the Dental Home / Primary Care Dentist 
• How to Change Dental Homes / Primary Care Dentists 
• Covered Services 
• How to Obtain Pre-Authorization for Dental Services 
• The Importance of Good Oral Hygiene 
• Accessing Dental Care 
• Obtaining a Replacement ID Card (if applicable) 
• What to Do in an Emergency Situation 
• Benefit Exclusions and Limitations 
• Notice of Privacy Practices 
• Filing a Complaint, Grievance, Appeal, or Requesting a State Fair Hearing 
• Reporting Suspected Fraud and Abuse 
• Coordination and Continuity of Care 
• How to Access Out of Network Care 
• How to Obtain Prevention and Wellness Information 
• Other ML TC Requirements 

Please refer to Attachment 16-1 for a copy of MCNA's draft Nebraska Member Handbook. MCNA 
understands that all member materials must be approved by Ml TC prior to use. 
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Describe the approach the DBPM will take to provide members with written 
material that is easily understood, including alternate formats and other 
languages. Address how the DBPM will ensure that materials are at the appropriate 
reading level. 

Commun;cation Protocols to Enhance Understanding 

MCNA's goal is to ensure all member materials are consistent in style, language, and format, and are 
written using plain language that is focused on the essential information members need to understand. 
All member written materials are composed for ease of understanding, at or below a 6th grade reading 
level based on the Flesch-Kincaid grade level calculation formula . 

When creating member materials, our staff utilizes the following techniques to promote member 
comprehension: 

• Use a positive tone and active voice 
• Use bulleted lists to help pinpoint specific topics 
• Use short sentences for ease of reading 
• Provide specific, need-to-know information 
• Avoid using acronyms. jargon, or figures of speech 
• Use simple graphics or icons to communicate ideas 

MCNA translates member materials needed to communicate to each member their benefits, rights and 
responsibilities, and how to access and utilize dental services. We understand that all written materials 
must be available in English and Spanish, and educational and other materials must also be made 
available in any other language spoken as a primary language by 5% of the Nebraska population 
statewide in accordance with 42 CFR §438.1 O(c)(3). Within 90 calendar days of notice from ML TC, 
MCNA will ensure that materials are translated and made available. We 
understand that materials must be made available at no charge in that specific 
language to assure a reasonable chance for all members to understand how to 
access and use MCNA's services appropriately as specified in 42 CFR §438.10(c) 
(4) and (5). Large print, Braille, and audio recordings are also available to 
members that are visually impaired. MCNA uses Teneo Linguistics Company, a 
Texas minority-owned business, for translation services. 

a-1eneo 
I l inguistics 

[ l ompanl 

Accuracy, ease of understanding, and readability are critical to ensuring compliance with the Social 
Security Act §1932 (d) and 42 CFR §438.104. To ensure that these requirements are met, we have 
developed a Communications Committee to provide interdepartmental oversight of the quality, 
accuracy, and appropriateness of all communications we develop and publish for our members and 
providers. MCNA's Communications Committee membership is comprised of leadership from Call 
Center Operations, Grievances and Appeals, Utilization Management, Provider Services, Quality 
Improvement, and Compliance. 

Response to RFP 5427 Z1 : Medicaid Dental Benefit Program Page 128 of 396 
Prepared by MCNA Insurance Company for the Nebraska Department of Health and Human Services 



Part 2 - Technical Approach mcnadental 
Response to Attachment 11 - Proposal Statements and Questions 

The Communications Committee reviews and approves all member materials prior to submission to the 
Compliance Department. Upon receipt, the Compliance Department reviews the accuracy and 
readability of the content to ensure compliance with state and federal requirements. The Compliance 
Department will then ensure that all member education materials, in all mediums, are submitted for 
review and written approval by ML TC or its designee in accordance with Social Security Act §1932 
(d)(2)(A), 42 CFR §438.104, and the requirements of this RFP, including section IV.G.5 (Additional 
Member Educational Materials and Programs). 

MCNA's Compliance Department and Communications Specialists will maintain a log of all approved 
ML TC member materials. The materials will include the date of issue, date of revision, and, if needed, 
language showing that the prior versions are obsolete. MCNA understands that we are responsible for 
the creation, production, and distribution of our own member education materials to our members. 

Cultural Competency 

MCNA is focused on being a culturally competent organization. Our staff is drawn from the many 
cultures we serve, and they embody MCNA's strong commitment to recognizing and appreciating all 
cultures. Our dedication begins at the very highest level of our organization, with our Board of Directors 
being ultimately accountable for activities related to cultural competency. 

The U.S. Department of Health and Human Services, Office of Minority Health, has issued national 
Culturally and Linguistically Appropriate Services (CLAS) standards, and MCNA is committed to a 
continuous effort to perform according to those standards and eliminate disparities in dental care 
between diverse populations. Our Director of Quality Improvement ensures that we meet our own 
internal cultural competency goals and externally mandated objectives, and drives cultural training 
throughout our company including training of all new employees within thirty (30) days of hire. By 
engaging each level of management in our program, we ensure that culturally competent services are 
delivered to people of all cultures, races, ethnic backgrounds, religions, and those with disabilities in a 
manner that recognizes the worth and dignity of each individual. 

Our provider network is comprised of diverse dental practitioners who value people of all races, 
ethnicities, and socioeconomic backgrounds. We actively monitor our providers' ability to communicate 
in different languages to ensure all members are well-served. All network providers are required to 
comply with MCNA's Cultural Competency Program and the Americans with Disabilities Act 
(ADA). 

MCNA accommodates the preferences of members whose primary language is not English by 
maintaining staff fluent in Spanish and other predominant regional languages. With an emphasis on 
cultural competence, MCNA has engaged a translation service for those members with language 
preferences not available from MCNA staff. A TTY line is in place for the hearing impaired. Our Member 
Handbook is available in English, Spanish, Braille, and large print. All member materials can be 
translated into other languages as needed. 

Response to RFP 5427 Z1: Medicaid Dental Benefit Program Page 129 of 396 
Prepared by MCNA Insurance Company for the Nebraska Department of Health and Human Services 



Part 2 - Technical Approach mcnadental 
Response to Attachment 11 - Proposal Statements and Questions 

Provide an overview of the DBPM's proposed member website, including how it 
will satisfy requirements in this RFP. Provide examples of information that will be 
available on the website and on portals for members. 

CNA's ebsite 

With over 2.9 million visits for the first nine 
months of 2016, MCNA's member and 
provider websites are a proven solution for 
ensuring accurate and timely 
communication. The MCNA corporate 
website (http://www.mcna.net) is tailored to 
meet the needs of the providers and 
participants we serve. Our website is currently 
available in English, Spanish, French, and 
Haitian Creole. 

The site's lightweight back-end technology is 
scalable and adaptable. Anything from 
additional languages to new pages or entirely 
new color schemes can be implemented with 
ease by an internal team of web development 
specialists. Developed to take advantage of 
modern web technologies and hosted on 
efficient and redundant servers, the site offers 
quick page loads and easy navigation. 
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MCNA's 

Detailed usage statistics are collected to support continuous refinement of the user experience as well 
as enhance reporting opportunities. 

The MCNA website is designed to comply with accessibility standards to achieve the highest degree 
of usability. In addition to being cross-browser compatible and compliant with the World Wide Web 
Consortium's validation standards, the site meets the guidelines set by Section 508 of the U.S. 
Rehabilitation Act that address accessibility for people who are visually impaired, deaf, or hard of 
hearing. The site is designed with clear and resizable fonts, direct navigation, and vibrant colors. No 
special browsers or plug-ins are necessary to access essential site functionality. 

By leveraging this same technology, MCNA also develops state-specific websites tailored to meet the 
needs of individual states and contract regulations. The content, presentation, and functionality of these 
websites are carefully crafted to meet the needs of the local population, maintain compliance with our 
contract requirements, and adhere to industry standards for navigability and accessibility. MCNA's 
website for the Nebraska Medicaid dental program will be fully prepared by the time of Readiness 
Review and will include: 
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• An outline of covered services 
• A link to download a PDF of the Member Handbook 
• A link to MCNA's searchable online Provider Directory 
• A link to MCNA's secure online Member Portal 
• Information about how to obtain program information in languages other than English and 

alternative formats 

• Information about how to submit grievances and appeals to MCNA 
• Contact information with respect to all beneficiary matters, including covered services 
• Information to assist network providers with regard to billing and/or pre-authorization processes 

and frequently asked questions 

• A link to download a PDF of the Provider Manual 
• A link to MCNA's secure online Provider Portal where providers may submit electronic claims, 

free of charge 
• Schedule of provider informational webinar events and signup information 

Our expert team of User Experience designers rely on the powerful analytics dashboards that 
continuously monitor our websites to understand the Internet browser preferences of our users. We 
strive to cater to all of our users by maintaining web applications that are compatible across the most 
common devices, operating systems, and browsers in the industry. MCNA's zero-footprint online 
Provider Portal and Member Portal offer access to all features from any desktop or mobile web browser 
without additional software or plug-ins. For the best user experience and fastest speeds, we 
recommend using a modern Internet browser such as: 

• Google Chrome 
• Apple Safari 
• Mozilla Firefox 
• Microsoft Internet Explorer (version 8.0 or newer) 

MCNA's Provider Directory 
Our members can easily locate a participating dental provider by reviewing the Provider Directory 
included in their Welcome Packet, by visiting the dedicated MCNA Nebraska website, or by calling our 
toll-free Member Hotline for assistance. MCNA ensures the most current dental provider directory is 
available to participants upon request and will be sent within five (5) business days of said request. The 
mailing date of the Provider Directory, along with the date of request, is noted in the member record 
within DentalTrac™. 

The Provider Directory in our Welcome Packet is organized so that a member can find a provider by 
their name or specialty. Our online Provider Directory interfaces directly with DentalTrac™, allowing 
any changes made in our provider network to be available online in real-time. As a result, members 
always have access to the latest, most accurate information regarding the nearest dental provider, 
including: 

• Office name, locations, telephone numbers, and office hours 
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• Specialty 

• Dentist name 

• Languagesspoken 

• Ability to treat special needs 
members 

• Ability to accept new patients 
and restrictions such as age 

• Miles from the ZIP code 
requested 

Members may contact the Member 
Hotline for assistance in selecting a 
dental provider and establishing a 
dental home. All members are free to 
choose a participating general dentist 
or pediatric dentist in our network, or if 
the member would like assistance 
selecting a provider, our Member 
Services Representatives (MSRs) are 
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MCNA 's Online Provider Directory 

trained to ask the member questions about their preferences for a provider and recommend a provider 
that is likely to meet the member's needs. 
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ML TC may request a modification or addition of content to our Nebraska Medicaid-specific website at 
any time. MCNA values the opportunity to work with ML TC and will treat such requests with the highest 
priority while adhering to our process standards. 
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Discuss the DBPM's approach to welcoming new members, addressing 
requirements listed In the RFP. Discuss any proposed alternate methods or plans 
the DBPM would use to effectively welcome members. 

ek·oming New embers 

ML TC-approved Enrollment Packets ("Welcome Packets") will be distributed to all members at least 10 
business days prior to the go-live date and to all members who become eligible for covered services 
after the go-live date within 10 business days of receiving the member file from ML TC. Our Welcome 
Packet includes a Welcome Letter, ID Card, Provider Directory, and an informative and easy-to
understand Member Handbook. 

For additional information about the Welcome Packet materials, please see the response to Question 
16. 

Welcome Calls 

MCNA's Member Services Representatives make outbound welcome calls to new MCNA members, 
provide proactive education to members on the importance of proper dental care, and assist them with 
selecting a Primary Care Dentist. Additionally, continuity of care information will be provided in our 
welcome calls, and members can seek assistance from MCNA's Member Advocate and Outreach 
Specialists should the members have questions or need assistance with continuity of care issues. 

Over 741,000 Welcome Calls have been made to members in our Louisiana Medicaid and CHIP plans 
since the go-live date of July 1, 2014. 
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~ 

Detail the strategies the DBPM will use to influence member behavior to access 
health care resources appropriately and adopt healthier lifestyles. 

Influencing Member Behavior 

Preventive care is vital to MCNA's philosophy of cultivating and maintaining good oral hygiene 
outcomes for our members and cost savings for the Medicaid and CHIP programs. MCNA is committed 
to communication and education. We believe these are the most important tools we have to influence 
member behavior. We seek to empower members and their caregivers to take responsibility for 
their oral health. MCNA's Member Advocate Outreach Specialists (MAOS), Care Connections Team 
members, and Case Managers are at the forefront of our efforts. 

MCNA's Member Advocate Outreach Specialists (MAOS) 

In Texas and Louisiana, MCNA employs experienced Member Advocate Outreach Specialists (MAOS} 
to ensure members receive appointment reminders. assistance with scheduling dental appointments, 
transportation coordination, oral health education, understanding plan benefits, and one-on-one 
assistance with submitting grievances and appeals. MAOS also participate in community outreach 
events where they focus on educating members, their parents, and members of the public about the 
benefits of adhering to the AAPD Periodicity Schedule and improving overall oral health outcomes. To 
facilitate continuity of care, network providers can inform MAOS of members who continuously break 
appointments so that MAOS can conduct outreach to these members and ensure they receive dental 
care in an appropriate and timely manner. MAOS also work closely with special populations like the 
children of migrant farmworkers to ensure that services are obtained and to reduce health care 
disparities among races and ethnic groups. 

Given MCNA's success with our MAOS approach, we will employ Nebraska-based MAOS to work with 
our Nebraska members and their families. The MAOS will be located throughout the state in order to be 
close to the populations they serve. Upon approval from ML TC, MAOS will implement outreach 
programs, attend health fairs, and work with community partners such as faith-based groups, 
community action agencies, and other organizations who are devoted to improving the health and lives 
of our members. 

MCNA's MAOS are available to provide a variety of services to members across the state, including: 

• Working in communities across the state. 
• Organizing visits with our members and providing education about good oral health. 
• Working with other community partners. 
• Attending health fairs and events. 
• Giving oral health presentations at schools and organizations for children and adults. 
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Health Fairs 

Over the past year, our MAOS Team has actively participated in over 
620 health fairs and outreach events in Texas, Louisiana, and 
Florida. These health fairs are organized in coordination with faith
based organizations, county health departments, Head Start 
programs, public school systems, civic organizations, dental centers, 
and health plans. 

MCNA has organized and sponsored health fairs across the states we 
serve to provide community members with vital healthcare information 
and services. At MCNA, we not only focus on dental, but also on total 
body wellness. The health fairs we participate in and sponsor include 
free services such as: 

• Screenings (Vision, Dental, and Hearing) 

• Vouchers for Free Exams (Mammograms, Well-Woman 
Checkups, and Colonoscopies) 

• Educational Information About Community Supports (Food and Diaper Banks) 

During outreach events, MCNA's MAOS team members: 

• Discuss techniques to help maintain good 
oral hygiene and encourage members to 
follow the periodicity schedule for continuity 
of care. 

• Demonstrate the correct way to brush teeth , 
floss , and the type of toothbrush to use. 

• Discuss the importance of preventive 
services such as dental sealants and 
fluoride. 

. . ., 

• Encourage attendees and parents to visit the dentist regularly for a check-up. 

mcna / 

• Discuss the stages of gum disease and the long-term effects of prolonged dental neglect. 

• Engage participants by utilizing age appropriate "hands-on" activities to teach children the 
proper way to brush and floss their teeth 

• Provide participants with dental kits that include a toothbrush, toothpaste and dental floss as 
well as informational flyers, water bottles, backpacks, hand sanitizer, and pencils. 

• Share information with participants about other organizations that provide services for little or no 
cost. 
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Presentations and eetings 

MCNA's Member Advocate Outreach Specialists 
(MAOS) partner with local school districts and 
Head Start programs to organize and participate 
in health fairs. They also provide oral health 
presentations for students, faculty, staff and 
parents. MAOS utilize age appropriate interactive 
activities to engage children in learning about 
proper oral health. These activities include playing 
games and reading books, such as a children's 
book written and published by MCNA, /tty Bitty 
Baby Teeth. This book was created to ease 
children's fears about losing their baby teeth and 
to encourage healthy oral hygiene habits. The 
book is easy to read and is designed for pre

ltty Bitty 

I GIIY ••ti 

MCNA's /tty Bitty Baby Teeth Book 

school through first grade. The book is available in both English and Spanish . The MAOS also attend 
various parent meetings to provide parents with important oral hygiene information as well as 
information about MCNA, the services available to members, and how to access those services. 

Care Gap Alerts ~nd Consistent Outreach 

MCNA's experienced MAOS team uses data to 
identify and coordinate education and outreach 
opportunities. DentalTrac™ continuously mines 
member eligibility data received from the 
Medicaid Dental Plan, and current and historic 
claims data to identify members who are not 
receiving care in accordance with the AAPD 
Periodicity Schedule. Our business intelligence 
functionality uses this data to generate actionable 
"Care Gap Alerts." 

Real-time Care Gap Alerts are used by our 

mcr1a lpq• "'I MCNA RIIJ~l"lb\lve ..!, 
'-.._/ 
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Member Services Representatives (MSRs) during incoming calls. The MSRs educate the member on 
the importance of preventive care and assist the member in scheduling an appointment. During 2015, 
MCNA's Member Hotline assisted over 235,000 Florida, Texas, and Louisiana members in scheduling 
a dental appointment. 

Care Connections 

MCNA's Care Connections Team (CCT) is a dedicated unit within the Call Center Operations 
Department. Care Connections Representatives are skilled in outbound call campaign processes and 
procedures. Our sophisticated suite of telephony software allows thousands of phone numbers to be 
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dialed automatically over the length of the campaign. Each answered call is routed immediately to the 
next available Care Connections Representative. The CCT provides targeted outreach to MCNA 
members to increase appropriate utilization of preventive services. For example, MCNA's skilled Care 
Connections staff conducts outbound calls to members who are overdue for a regular dental checkup 
according to the American Academy of Pediatric Dentistry (AAPD) Periodicity Schedule. We provide 
educational information and offer assistance scheduling a dental appointment during each call. 

Other CCT preventive service campaigns include contacting members who are eligible for sealants but 
have not yet received them and targeted teen outreach calls to encourage receipt of routine dental 
care. The CCT also conducts service receipt confirmation calls to a random sample of members to 
verify the members actually received services submitted by their providers for reimbursement. 

Engaging Providers in Outreach 

Our providers play a pivotal role in the way we outreach to our members. MCNA's Provider Manual 
contains our Provider Outreach Form, which allows providers to inform MCNA when a member: 

• Is behind in their routine dental checkups 
• Is a chronic no-show for confirmed appointments 
• Is non-compliant with the treatment plan or with office policies and/or other displays of 

unacceptable behavior in the office 
• Is pregnant or has special needs 

Once a provider completes this form, it can be mailed, emailed, or faxed to MCNA. Upon receipt, 
MCNA's Care Connections Team processes each form and attempts to reach out to the member 
regarding the reason the provider sent the form. If the member requires assistance scheduling an 
appointment, a Care Connections Team member conducts a three-way call with the provider's office 
and the member to schedule an appointment. If a provider indicates that a member has special health 
care needs, the member outreach form will be forwarded to MCNA's Case Management team for 
follow-up. 

MCNA is proud to announce that commencing in 2017, providers will be able to advise MCNA of 
non-compliant members by including CDT code 09991, and refer members to case management 
by including CDT codes 09992 and 09993 in their claim submissions. This is an example of 

MCNA's commitment to continuous quality improvement. 

Case Management for Members with Special Needs 

MCNA takes pride in the quality of care and attention we give to recipients who require additional 
assistance. Individuals with developmental disabilities and those with special needs sometimes require 
a helping hand to navigate the dental care delivery system. We also work to identify providers that see 
adults and children with special needs and provide continuous follow-up to make sure these especially 
vulnerable recipients are getting covered dental services in a timely manner. 
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MCNA identifies those recipients eligible for case management through a variety of sources. Our 
Member Service Representatives (MSRs) are the primary source of this information. The MSRs are 
trained to ask whether a recipient is eligible for any of the Case Management categories. This 
information is then entered into the recipient's file in DentalTrac ™ for use by Case Management 
Coordinators (CMG). Our Provider Relations Representatives also receive referrals to Case 
Management from participating providers. 

Once identified, recipients are contacted telephonically by a CMC. The CMC explains the program to 
the recipient, and the recipient is encouraged to participate. Typically, most recipients welcome the 
opportunity to participate and receive assistance from our CMCs. MCNA makes no less than three (3) 
attempts to contact recipients in Case Management to remind them to seek routine or follow-up care. 

MCNA's case managers provide a variety of services based on the needs of the individual recipient. A 
CMC may provide "one-time" assistance with transportation or locating a provider that treats patients 
with special health care needs. Some patients may require longer term support and assistance from 
Case Management, such as obtaining prior authorizations based on the recipient's treatment plan, 
conducting routine follow up calls ensuring the recipient is maintaining compliance with a given 
treatment plan, scheduling hospital based dentistry, or coordinating additional services (most commonly 
sedation services through an anesthesiologist). 
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Describe proposed member education content and materials and attach examples 
used with Medicaid or CHIP populations in other states. Describe innovative 
methods the DBPM has used for member education. 

Describe how the DBPM will provide equitable member education throughout the 
State. Provide examples and descriptions of how member education will be used 
to improve service coordination including: 

• The use of technological tools, including social media and mobile 
technology. 

• Partnership with community-based organizations for education and 
outreach. 

Comrnunication Protocols to Enhance Understanding 

MCNA knows the importance of 
consistent (and persistent) 
communication with our members 
because of our extensive experience with 
the Medicaid and CHIP programs in 
Texas, Louisiana, Florida, Kentucky, and 
Iowa. Our outstanding clinical outcomes 
coupled with high rates of member and 
provider satisfaction illustrate the 
effectiveness of our approach. 

MCNA's goal is to ensure all member 
materials are consistent in style, 
language, and format, and are written 
using plain language that is focused on 
the essential information members need 
to understand. All member written 
materials are composed for ease of 
understanding, at or below a 6th grade 
reading level based on the 

I 

I 

I 

MCNA's "CONNECT" Outreach Goals 

Centered on early prevention. 

Oral diseases are reduced. 

Needs of members are identified and addressed. 

Number of cancelled appointments is decreased. 

Enhanced provider access and availability. 

Cost effective. 

Targets routine preventive care services. 

Flesch-Kincaid grade level calculation formula . 

Text Messaging 
Our Quality Improvement Department uses text messaging to increase the Annual Dental Visit (ADV) 
rate and the number of members receiving preventive services. MCNA encourages our members, and 
their parents and guardians, to schedule dental appointments in accordance with the AAPD Periodicity 
Schedule. 

Response to RFP 5427 21: Medicaid Dental Benefit Program Page 144 of 396 
Prepared by MCNA Insurance Company for the Nebraska Department of Health and Human Services 



Part 2 - Technical Approach mcnadental 
Response to Attachment 11 - Proposal Statements and Questions 

This approach is also used to follow up with members who have not visited a dentist within the previous 
6 months of enrollment. This continuous outbound text messaging initiative has improved the screening 
rates for the members we currently serve. 

In 2015, MCNA sent over 137,000 text messages to our members. 

Online Educational Videos 

MCNA's Member Advocate Outreach Specialists (MAOS) partner with local school districts, Head Start 
programs, and community agencies to organize and participate in health fairs. They also provide oral 
health presentations for students, faculty, staff and parents. To assist MAOS in these efforts, MCNA's 
Creative Services Department developed a series of custom oral health education videos. These 
videos engage children in easy-to-understand storylines about dental related topics, such as visiting the 
dentist, the effects of improper diet on oral health, and the importance of good oral hygiene. The MAOS 
incorporate these videos into their presentations at schools and health fairs. MCNA's video library is 
available on our YouTube channel at: http://youtube.com/MCNADental 

Because I Said So! mcna 
"-../ 
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Quality dental care is of paramount importance for expectant mothers. 
Studies have shown a link between poor oral health (specifically gum 
disease) and preterm births. MCNA will outreach to all identified pregnant 
women to provide education about the importance of seeing the dentist in 
a timely manner and how to use their dental benefits within ten (1 O) days 
of enrollment with MCNA. 

MCNA will also utilize a program that has been successful in Texas we call 
"Bright Beginnings." The Bright Beginnings program is a Value Added 
Service that targets pregnant women and new mothers with young 
children enrolled in the Medicaid Dental Plan. The program is designed to 
provide outreach to mothers about available benefits and the importance 
of seeking routine preventive dental care for their child before their first 

mcnadental 

Healthy Smiles 
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birthday. Each identified pregnant woman in the program will receive educational materials and a dental 
kit, which includes a toothbrush, toothpaste, and dental floss upon enrollment. 

Our website is integral to our cost-effective approach to member outreach. We provide newsletters, 
communications, brochures, and a website where visitors can easily find plan information. The site's 
lightweight back end technology is scalable and adaptable; anything from additional languages to new 
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pages to entirely new color schemes can be implemented with ease by our internal team of web 
development specialists. Developed to take advantage of modern web technologies and hosted on 
efficient and redundant servers, the site offers quick page loads and easy navigation. Detailed usage 
statistics are collected to support continuous refinement of the user experience. 

Education is an important goal of the MCNA website. MCNA makes our educational materials, ID card 
printing, and searchable provider directory available on our website at: http://www.mcna.net. In addition 
to downloadable educational materials, members also have access to educational videos and fun 
games in the "Kid's Zone" section of MCNA's website. The website is available in English, Spanish, 
French, and Creole. It is designed to comply with accessibility standards to achieve the highest degree 
of usability. In addition to being cross-browser compatible and compliant with the World Wide Web 
Consortium's validation standards, the site also meets the guidelines set by Section 508 of the US 
Rehabilitation Act that address accessibility for people who are visually impaired, deaf, or hard of 
hearing. The site is designed with clear and resizable fonts, direct navigation, and vibrant colors. No 
special browsers or plug-ins are needed to access essential site functionality. 

Social Media 
Our Social Media Mission is to reach members 
where they spend their Internet and cell phone 
time with educational materials and reminders 
to make appointments to see their health care 
providers. Upon approval from Ml TC, MCNA 
will target multiple social media outlets to 
ensure maximum message penetration. The 
following are third party social media services 
that MCNA currently uses to reach our 
members and providers: 

• Twitter 
http://twitter.com/MCNADental 

• YouTube 
http://youtube.com/MC NADental 

• Facebook 
http://facebook.com/M C NADenta I 

Sample Educational and Outreach Materials 

Twitter: Quick access to updates 
from our website, reminders, and 
oral health tips. 

YouTube: An extended 
educational tool with informational 
videos. 

Facebook: Additional 
communication with reminders , 
YouTube videos, and website 
links. 

MCNA has a comprehensive library of member educational materials. The following list includes 
examples of MCNA educational and outreach materials available free-of-charge to our Nebraska 
Medicaid dental plan members. 

Response to RFP 5427 Z1 : Medicaid Dental Benefit Program Page 147 of 396 
Prepared by MCNA Insurance Company for the Nebraska Department of Health and Human Services 



Part 2 - Technical Approach mcnadental 
Response to Attachment 11 - Proposal Statements and Questions 

MCNA 1s Own Oral Health Education Videos for Kids (posted on www.MCNA.net and 
YouTube) 

• "Because I Said Sol": Motivates children to brush and floss their 
teeth regularly and educates them on the effects of neglecting to 
follow a daily oral hygiene regimen at home. 
(http://youtu.be/ewjzwqWN kus) 

YouiD 
• ''Effects of Sugar": Educates children on how the sugar content found in many of the foods 

they consume on a daily basis can affect their teeth. Children are informed of other healthy 
options that are good for their teeth and overall health . 
(http://youtu.be/DXFWwl9V3Uo) 

• "Emma's First Dental Visit": Educates children on what to expect during their first visit to the 
dentist, including the exam room, x-rays, dental tools, fluoride, and brushing. 
(http:1/youtu . be/4a9p2JaWt3E) 

• "Tooth Trivia": Shares some interesting oral health tips, including healthy foods, unhealthy 
foods, and information about dangerous dental diseases. 
(http:1/youtu .be/_ Of2aZeCGDs) 

Educational Flyers Distributed to Members 

• MCNA Dental's Crossword Puzzle: A fun way to challenge and instruct children on proper 
tooth brushing techniques, preventive dental care, and tooth decay. 

• Your Baby's First Tooth: Educates parents on the importance of taking their baby for their first 
dental checkup between six months to twelve months of age. This adheres to the periodicity 
schedule outlined by the American Academy of Pediatric Dentistry (AAPD). 

• Why Do I Need A Professional Cleaning?: Educates adults and children about the importance 
of a professional dental cleaning in addition to their daily oral hygiene regimen. 

These and other MCNA educational flyers are available online at MCNA's Kid's Zone 
(http://mcna.net/kid s ). 

Member Newsletter 

• The Tooth Tribune: Provides members up.to-date information on maintaining good oral 
hygiene and health, along with other informational articles from MCNA. 
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MCNA Dental's Crossword Puzzle 

ACROSS 

3 4. 1. Whatyouputonyourtoothlin1sh. 
5. Pictures ofyourteeth. 
~. Hice sweet ire.rt. 

5. 6. 9. Used to see a hard to see area in the mouth. 
10. Mouthwash helps liad _ _ I 
11. Helps remove food stuck lletweenyour 

8 9. 
teeth. 
14. HolesiR teeth. 
15. Germs from mouth can travel here. 
16. Stieb on teeth to protect against cavities. 

10 , 17.Atleasttwotimtsa day. 

I I 12. 

DOWN 

1. How many minutes to !lrush. y 
13 2. &acteriathatstlckson our teeth. 

14. 
3. Vi51tthedentistevel')'_mont hs, 
4. The room where you get x-rays. 

15 6. We want ll !,right, healthy one. 
7. Used tocleany1mteeth. 
~. Makes teeth str1>n9 toflghtagalnst 
cavliles. 

18 12. Can be t,a<lforyourteeth. 
13. How to lirushyourteeth. 

17. 
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Your Baby's First Tooth 

The best time to take your baby to the dentist is when the first tooth erupts. The 
American Academy of Pediatric Dentists (AAPD) recommends that children have 
their first dental exam at age 6 to 12 months. Early dental visits help to prevent 
and detect tooth decay. It is a great opportunity for parents to learn how to care 
for their child's oral health. For example, parents should clean their baby's gums 
with a soft moist washcloth daily. A soft toothbrush should be used when baby 
teeth begin to appear. 

Here are some things the dentist checks in the first visit: 

0 Teeth 

f} Child's bite 

E) Gums 

0 Jaw 

0 Oral tissue 

0 Tooth brushing habits 

Unhealthy and missing baby teeth can cause problems for permanent teeth. Teeth 
that are not aligned, missing, or overcrowded affect the growth of permanent 
teeth. 

Baby teeth are important because they: 

Help children to chew their food 

Assist with speech development 

Q Save space for permanent teeth 

0 Promote healthy smiles 

Help children feel good about the way 
they look 

dental 
...... .., . "lto..--•1"1 

Tol~Free (800) d94·6262 • TTY. (800) 955-8771 • Web: hllp ltwww.mcna net '-J 
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Why Do I Need A Professional Cleaning? 

Plaque is a soft-sticky layer of bacteria that builds up 
on teeth. It not removed daily it begins to get hard. 
Plaque takes 24-48 hours to harden. When it gets 
hard. it is called tartar. Brushing and flossing will 
remove most plaque but not hard tartar. This is why 
you need a professional cleaning. 
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Sample Tooth Tribune Member Newsletter 

rncnadental 
'-/ 

PROTECT YOUR PRECIOUS TEETH! 

SUMMER IS FULL OF FUN ACTIVITIES LIKE BIKING, SWIMMING, AND TEAM SPORTS. 
These activities can lead to injuries to your mouth and teeth. Your teeth can get cracked or 
broken if you do not take steps to protect them. A mouth guard is the best way to protect your 
teeth. Mouth guards are plastic pieces that fit over your teeth. Remember to take your mouth 
guard along for all of your summer activities, even when you go to summer camp! 

One important thing to do this summer is to get your regular dental checkup. You should visit the 
dentist two t imes a year to keep your teeth and gums healthy. The dentist will clean your teeth 
and fix any problems like cavities. Now is a great time to schedule your appointment for the start 
of summer. Ask your parent or caregiver to call the dentist's office today! 

MCNA CARES ABOUT YOUR PRIVACY 

MCNA is committed to protecting member privacy. We want you to know that we have 
policies and procedures in place to protect your privacy. We have the responsibility to 
protect the security of your person;,l health information. 

8y law we have to: 

• Keep your personal health information private 

Tell you about your rights regarding the health information we keep about you 

Tell you how your health information may be used and disclosed 

• Tell you how to get access to your information 

Tell you about a breach of unsecure personal information that affects you 

• Give you information abou t our Privacy Practices 

You have the right to ask for a copy of our Notice of Privacy Practices. 
You can also go to our website to see our Notice of Privacy Practices at 
btt.p·/lwww.lJ](na.net/bipaa. 
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Protect your teeth and get 
dental checkups twice a year. 
fleceiving preventive care is 

important to maintaining good 
oral heal.th. 

NEED A DENTIST7 
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Partn~nn9 v•tth th~ Caring C n,nnu1 niity 

MCNA has a long history of outreaching to the underserved. We partner 
with social and civic groups, resident associations, faith-based, and 
other community-based organizations. MCNA proactively deploys 
MAOS to educate families throughout the communities we serve by 
organizing and supporting local health fairs and giving oral health 
presentations . MCNA also uses several call and mail campaigns to provide 
education and outreach to our members. These outreach programs have 
produced extremely positive outcomes in a cost-effective manner. 

From Health Fairs to Missions of Mercy, MCNA partners with organizations 
dedicated to serving the underserved. Our partnerships enable us to serve 
not only MCNA members, but also the underserved in our communities at 
large. MCNA is eager to "lock arms" with the caring community in 
Nebraska to continue our rich tradition. 

mcnadental 

Our outreach efforts are valued by our community partners. Please see below two sample certificates 
from our community partners. 
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Provide a flowchart and comprehensive written description of the DBPM's member 
grievance and appeals process, including the approach for meeting the general 
requirements and plan to: 

• Ensure individuals who make decisions about grievances and appeals have 
the appropriate expertise and were not involved in any previous level of 
review. 

• Ensure an expedited process exists when taking the standard time could 
seriously jeopardize the member's health. As part of this process, explain 
how the DBPM will determine when the expedited process is necessary. 

• Use data from the grievance and appeals system to improve the DBPM's 
operational performance. 

MCNA's Grievance System 

MCNA is committed to ensuring prompt resolution of all grievances and appeals. Our Grievances 
and Appeals (G&A) Department provides a fair, thorough, timely investigation and resolution of all 
grievances and appeals lodged by our members and providers acting as their authorized 
representatives. We will comply with all state, federal and Ml TC requirements. Our grievance system 
includes our grievance process, appeal process, and access to the State's fair hearing process. MCNA 
will provide access to ML TC and/or its designee to any information related to grievances or appeals 
filed by its members. In 2015, our average turnaround time (TAT) across all lines of business for 
addressing grievances was 12.38 days, and the TAT for member appeals was 12.01 days. 

Grievance Process 

MCNA considers a grievance any expression of dissatisfaction about any matter other than an action. 
Members can file grievances orally or in writing . A provider can file a grievance on behalf of a member 
when they are acting as the member's authorized representative. MCNA sends an acknowledgement 
letter to the member within 10 calendar days of receipt of the grievance. 

When a grievance is received by our G&A Department, the case is assigned to a Grievances and 
Appeals Administrator (Administrator). The Administrator enters the grievance into the G&A module of 
DentalTrac™, MCNA's proprietary management information system, and assesses the nature and 
urgency of the case to determine the appropriate resolution path. Our Administrator immediately 
researches the issue and coordinates with dental offices, involved parties, and the staff of other MCNA 
departments such as Provider Relations and Quality Improvement. Upon receipt of all supporting 
documentation and findings, the Administrator analyzes the information and documents the findings in 
the G&A module and creates a disposition letter that addresses the member's concern. 

This comprehensive process ensures that grievances are resolved quickly and satisfactorily. We will 
address each grievance and provide notice, as expeditiously as the member's health condition 
requires, within State-established timeframes. MCNA makes every effort to notify members of the 
disposition of the grievance within our internal goal of 30 calendar days, but will ensure all grievances 
are resolved within the 90 calendar day timeframe required by Ml TC. 
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Appeal Process 

MCNA defines an appeal as a request for review of an action. Members may file an appeal, orally or in 
writing, within 60 calendar days from the date on MCNA's notice of action or inaction. Oral requests for 
a standard appeal must be followed-up by a written request (unless the member or provider requests 
an expedited resolution). An authorized representative or provider acting on behalf of the member, with 
the member's written consent, may file an appeal. MCNA will ensure that members' benefits are 
continued if applicable criteria are met as described in section IV.Hof the RFP. 

Members are provided with a reasonable opportunity to present evidence, and allegations of fact or 
law, in person as well as in writing. The member or their authorized representative may examine the 
case file, including dental records and any other material to be considered during the process. An 
acknowledgement letter is sent to the member within 10 calendar days of receipt of the appeal. 
MCNA's Administrator documents the nature of the appeal in the G&A module of DentalTrac™. At this 
time, the Administrator prepares a case file including all pertinent information and all supporting 
documentation (x-rays, narratives, dental records, member benefits, claims, and other relevant 
materials) and routes the case file for investigation and review by a Clinical Reviewer who is a dentist 
with the appropriate clinical expertise. 

Our Dental Director, Dr. Scott Wieting, a Nebraska licensed dentist and immediate Past President of 
the Nebraska Dental Association, will supervise our experienced team of Clinical Reviewers. MCNA 
Clinical Reviewers apply evidence-based clinical criteria and ensure all supporting documentation 
submitted by the provider is thoroughly reviewed. The Clinical Reviewer will be a licensed dentist who 
was not involved in the initial determination and is not a subordinate of the dentist who made 
the initial determination. 

Upon receipt of the review findings, the Administrator analyzes the information and documents the 
findings in the G&A module and creates a disposition letter. MCNA makes every effort to promptly 
resolve all appeals as quickly as possible and within the 30 day required timeframe. However. the 
Administrator may extend the resolution timeframe up to 14 calendar days upon member request or if 
MCNA shows that there is a need for additional information and the delay is in the member's best 
interest. In circumstances where MCNA requests the extension, within two (2) calendar days, members 
are provided with written notification of the reasons for the decision to extend the time frame. MCNA will 
make reasonable efforts to give the member prompt verbal notice of the delay. The notice informs the 
member of their right to file a grievance should he or she disagree with the extension. We will make 
reasonable efforts to carry out the decision as expeditiously as the member's health status requires and 
no later than the expiration date of the extension. Unless an extension is granted, an appeal disposition 
is sent to the member no later than 30 days from the date of appeal receipt. 

Expedited Appeal Process 

If the turnaround timeframe for a standard appeal or a delay in the delivery of the service could 
jeopardize the life, health or ability of the member to attain, maintain or regain maximum function, the 
member or provider can request an expedited appeal orally or in writing, no additional member follow
up is required. MCNA's toll-free Member and Provider Hotline Representatives will assist members and 
providers with this process. All supporting documentation from the member or provider explaining the 
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rationale for the expedited review is maintained in the member's record. The request for an expedited 
appeal is routed to a Clinical Reviewer (who did not make the initial determination) to determine if the 
request meets expedited criteria. If the request for an expedited appeal is denied, the appeal will be 
handled according to the standard appeals process and timeframes. 

MCNA will provide prompt verbal notice of the denial followed by a written notice of the reason for 
denial to the member within two (2) calendar days. This notice will also contain information regarding 
the member's right to a state fair hearing. If the case meets expedited appeal criteria, MCNA will notify 
the provider and member, orally and in writing, of the determination to approve or deny the appeal as 
expeditiously as the member's health condition requires and in no event longer than 72 hours, unless 
the timeframe is extended in accordance with ML TC requirements. 

Access to the State's Fair Hearing Process 

Once a member exhausts MCNA's internal appeal process, our G&A Department sends an appeal 
disposition letter advising the member of their right to request a state fair hearing. The member or the 
member's representative may request a state fair hearing within 120 calendar days from the date of 
MCNA's notice of resolution. Our staff works with ML TC throughout the State Fair Hearing process 
ensuring that all required information is readily available to those reviewing the case. 

Reversed Appeals 

If either MCNA or the State's fair hearing process overturns a decision to deny, limit, or delay services, 
MCNA must authorize or provide the disputed services promptly, and as expeditiously as the member's 
health condition requires, but no later than seventy-two (72) hours from the date MCNA receives notice 
reversing the determination. lf the services were received while the appeal was pending, MCNA must 
promptly pay for the services if the denial is overturned. 

Improving Our Performance 
As part of MCNA's Quality Improvement activities. all key performance indicators (KP ls) for our 
grievance and appeals processes are tracked and trended. The activities involved in researching and 
resolving the case, including all documentation and communications exchanged, are recorded in the 
DentalTrac™ system for easy reference and superior tracking. All activities conducted by the G&A 
Committee are reported to the Quality Improvement Committee (QIC). MCNA utilizes data to conduct 
root cause analysis in order to address systemic issues/barriers, improve operational processes, and 
increase provider and member satisfaction through additional training and education. 

For example, a Texas general dentist was identified as having a high volume of appeal submissions in 
relation to sedation denials. The provider did not meet MCNA's clinical criteria for sedation, because 
the amount provided was in excess of the member's needs. MCNA's Texas Dental Director identified 
that the provider was incorrectly billing based on the CDT code descriptor for sedation. The QIC 
recommended targeted provider education as an intervention to reduce the appeals trend. The Texas 
Provider Relations team reached out to the provider. The effort succeeded in decreasing the provider's 
appeals volume while increasing their satisfaction level with MCNA. Please see Attachment 22·1 for a 
flowchart that depicts MCNA's grievance and appeals process. 
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Describe the approach the DBPM will take to provide members with grievance, 
appeal, and State fair hearing information. Address how the DBPM will ensure the 
grievance and appeals system policies and procedures, and all notices, will be 
available in the member's primary language and that reasonable assistance will be 
given to members to file a grievance or appeal. 

Helping Members with Grievances and Appeals 

MCNA's diverse and experienced staff creates a unique, solution-oriented, member-focused 
environment. We believe that every member should be treated with dignity, respect, and compassion. 
Our proven approach and years of experience allow our trained staff to provide the attention to detail 
that a strong grievance and appeals process requires. 

We make every effort to inform and assist our members and their authorized representatives in 
accessing the grievances and appeals process. MCNA educates our members and providers about the 
process to file grievances and appeals via the Member Handbook, Provider Manual, any notices of 
action or inaction, and through our website which is available in English, Spanish, and other 
predominant member languages as defined in this RFP. A detailed description of our processes, 
including the timeframes applicable for filing member grievances and appeals, can be found in the 
Member Handbook. The handbook and all written notifications are provided in the member's primary 
language and are written to ensure ease of understanding. The handbook is also available in 
alternative formats such as Braille and audio upon request. 

There may be barriers that impede a member's ability to effectively maneuver the grievance and 
appeals process. MCNA's highly trained and dedicated staff assists members and their 
representatives in fully understanding and accessing our process. MCNA provides information 
about the process to the member's authorized representative upon request. Our Member and Provider 
Service Representatives are thoroughly trained to assist members and providers via our toll-free 
hotlines. 

In Texas, Louisiana, and Iowa, MCNA employs experienced Member Advocate Outreach Specialists 
(MAOS) to ensure members receive one-on-one personalized assistance with submitting grievances 
and appeals and understanding plan benefits. This proven, member-centered approach will be 
replicated in Nebraska. 

MCNA also provides resources for members with disabilities and those requiring linguistic and 
translation services by utilizing the following: 

• TTY/TDD line capability for hearing impaired members 
• MSRs who speak English, Spanish, and other predominant languages 
• Free translation services available for over 200 languages to assist members with completing 

forms and other steps in the grievance process 
• Large print or Braille materials for members with impaired sight 
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• Additional accommodations for members with special needs 

Informing Providers and Subcontractors 
MCNA will provide the following grievance, appeal, and fair hearing procedures and tlmeframes to all 
providers and subcontractors at the time of entering into or renewing a contract: 

• The member's right to a state fair hearing, how to obtain a hearing and representation rules at a 
hearing. 

• The member's right to file grievances and appeals and the requirements and timeframes for 
filing them. 

• The availability of assistance in filing grievances or appeals, and participating in state fair 
hearings. 

• The toll-free number(s) to use to file verbal grievances and appeals. 
• The member's right to timely request continuation of benefits during an appeal or state fa ir 

hearing filing and, if MCNA's action is upheld in a hearing, that the member may be liable for the 
cost of any continued benefits received while the appeal was pending. 

• Any State-determined provider appeal rights to challenge the failure of the organization to cover 
a service. 

This information will be also made available online via MCNA's dedicated Nebraska website and in the 
Provider Manual which is incorporated into MCNA's Dental Provider Agreement. MCNA is committed 
to providing exceptional services for our members and providers to continually improve 
satisfaction with the plan. 
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Describe the DBPM's proposed provider network outreach approach and 
recruitment strategy. Provide a detailed work plan for developing an adequate 
network within the tlmeframe described In Section IV.I. Describe the method the 
DBPM plans to use on an ongoing basis to assess and ensure that ML TC's 
network standards are maintained, including standards related to: 

• Distance. 
• Appointment access. 
• Cultural competency. 

Provider Network Outreach and Recruitment Approach 

MCNA's Network Development Department will continuously recruit and contract with providers 
during the RFP process and throughout the life of the contract. MCNA is an industry leader in 
building robust network solutions for state partners. Our provider network development and 
management approach is based on the analysis of providers in the community that deliver services to 
the Medicaid population; the experience we gain by being on-the-ground; collaborating with providers, 
community leaders, and advocacy groups; and listening to our members and their families describe the 
challenges they face as they maneuver the dental care system. Building our network strategies around 
this feedback creates a strong foundation for the repeatable and sustainable success of our networks. 

In Nebraska, we will deliver a statewide provider network that meets or exceeds all network adequacy 
standards within ninety (90) calendar days of the contract effective date. Equally important, we will 
focus on addressing underlying member access to care issues that may not be addressed fully within 
the state's network adequacy standards. Our network will include providers who traditionally serve the 
population covered by the Nebraska Medicaid program, including Federally Qualified Health Centers 
(FQHCs), Indian Health Clinics (IHCs), and public health and university based providers. MCNA will 
maintain a written agreement with all subcontractors performing duties covered by this contract. Our 
draft Nebraska Participating Provider Agreement is Attachment 24~1 of this response, and our Network 
Development Plan is included as Attachment 24-2. 

MCNA has assembled a strong leadership team in Nebraska comprised of well-respected dental 
providers from the state. These providers have spent their entire careers caring for Medicaid and CHIP 
populations and know these members deserve the same access to care as any other individual with 
commercial coverage. Our network providers share this philosophy, and as part of their contract with 
MCNA agree to provide timely care to our members in accordance with the waiting times and office 
hour requirements of this RFP. 

MCNA's Credentialing Department has been certified by the National Committee for Quality 
Assurance (NCQA) for credentialing and re-credentialing since 2011. Our Credentialing Committee 
reviews every application received from providers seeking to participate in our network to ensure that 
MCNA enrolls qualified providers who meet all requisite criteria . 
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MCNA will contract with a sufficient number of dental providers to ensure we meet Nebraska's 
Geographic Access Standards: 

• Dentists: At a minimum, MCNA will contract with: 
o 2 Dentists within 45 miles of the personal residences of members in urban counties. 
o 1 Dentist with in 60 miles of the personal residences of members in rural counties. 
o 1 Dentist within 100 miles of the personal residences of members in frontier counties. 

• Specialists: At a minimum, MCNA will contract with 
o 1 oral surgeon, 1 orthodontist, 1 periodontist, and 1 pediatric dentist within 45 miles of 

the personal residences of members in urban counties. 
o 1 oral surgeon, 1 orthodontist, 1 periodontist, and 1 pediatric dentist within 60 miles of 

the personal residences of members in rural counties. 
o 1 oral surgeon, 1 orthodontist, 1 periodontist, and 1 pediatric dentist within 100 miles of 

the personal residences of members in frontier counties. 

In order to maximize the amount of time we have to build a robust network prior to the go-live date, we 
have already begun the recruitment process with an initial focus on the state's urban areas, such as 
Omaha, Sioux City, and Lincoln. We have established relationships with several general dentists and 
specialists throughout Nebraska and met with the Nebraska Dental Association (NOA) to gain insight 
into the issues facing Nebraska's dental community. Our Dental Director, Or. Scott Wieting, is the 
immediate past president of the NOA and will help spearhead our recruitment efforts. His 
relationships with the dental community are 
invaluable to MCNA's development process. 

Unlike many of our competitors, MCNA does 
not limit our networks. We welcome providers 
who are willing to accept the rates we pay and 
meet our contractual terms and conditions, 
especially those providers who currently participate 
in the Medicaid program. 

Our Director of Network Development will 
continually monitor geoaccess reports to verify that 
we have a sufficient number of specialists, pediatric 
dentists, and general dentists to care for our 
members. We repeat the RECRUIT process 
throughout the life of the contract to ensure that all 
new dentists in Nebraska will be given an 
opportunity to join our network. 
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The mission of our Provider Relations Department is to ensure access for members to all 
medically necessary covered dental services. MCNA understands that ensuring patient access to 
care requires a stable and geographically distributed network of providers who are committed to 
maximizing their appointment availability for our members. 

MCNA routinely monitors member complaints, enrollment data, and changes in the existing provider 
network in order to maintain network compliance with an emphasis on "lagging counties." Lagging 
counties include counties in which there is a shortage of dental care providers. 

We will ensure that all members, including those with special health care needs, have access to both 
general and specialty dental care. MCNA understands and agrees that the Nebraska provider network 
must provide a member with appropriate access to medically necessary covered dental services by 
making available qualified providers within the travel distance of the member's residence. 

In cases where there is no dentist available within the required radius of the member's home, MCNA 
will arrange for the member to see an out-of-network provider in a timely manner. The cost to the 
member is no greater than it would have been if the services were furnished in the network. Emergency 
and post-stabilization services can be received at any time, from any provider, regardless of whether 

they participate in MCNA's network. 

For all non-emergent out-of-network care, MCNA validates out-of-network providers' licenses and 
Medicaid status, and enters into a letter of agreement (LOA) outlining the terms of reimbursement and 
the requirement for non-participating providers to deliver services in compliance with state and federal 
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law, and MCNA policies and procedures. MCNA will comply with all RFP requirements, including 
timeframes, regarding provider availability for our members. 

To proactively strengthen the provider network before deficiencies can arise, MCNA will continuously 
review new geoaccess reports of members and Nebraska Medicaid participating providers to identify 
specific regions where capacity can be enhanced. Applying the contract requirements outlined in this 
RFP, MCNA will then identify general and specialty care providers within these regions who have not 
yet contracted with MCNA, and invite them to participate in our network. Our Nebraska Provider 
Relations Representatives will reach out to identified providers in their areas, educate them about 
MCNA, encourage them to join the network, and guide them through the application process. 

Cornphance ,ith Appo;ntment Availability St.andards 

MCNA will ensure that our network providers have an appointment system for core dental benefits and 
services and/or expanded services which are in accordance with prevailing dental community 
standards. 

Formal policies and procedures establishing appointment standards will be implemented upon approval 
from the State. If changes to policies and procedures are expected to have a significant impact on the 
provider network or member services, the State staff will be notified in writing 30 calendar days prior to 
implementation. MCNA will disseminate these appointment standard policies and procedures to our in
network providers and to our members. MCNA will monitor compliance with appointment standards and 
will have a corrective action plan when appointment standards are not met. 

The following appointment and availability standards will be in place: 

• Urgent care must be provided within twenty-four (24) hours [42 CFR §438.206(c)(1)(i)l. 
• Urgent care may be provided directly by the primary care dentist or directed by the DBPM 

through other arrangements. 
• Routine or preventative dental services within six (6) weeks. 
• Wait times for scheduled appointments should not routinely exceed forty-five (45) minutes, 

including time spent in the waiting room and the examining room, unless the provider is 
unavailable or delayed because of an emergency. If a provider is delayed, the member should 
be notified immediately. If a wait of more than ninety (90) minutes is anticipated, the member 
should be offered a new appointment. 

In an effort to monitor appointment and availability standards, MCNA conducts quarterly "secret 
shopper" calls to validate the availability of a new Medicaid participant to be seen, services offered, and 
other contractual requirements such as appointment availability standards, after-hours availability, and 
office hours available for Medicaid participants versus private fee-for-service patients. On a quarterly 
basis, our Provider Relations staff contacts 25% of our unduplicated enrolled providers to monitor their 
after-hours coverage for compliance with contract standards. Our process ensures that 100% of 
network providers are surveyed annually. All results will be reported to the State in the format and 
frequency of its choice. 
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Our Experience in Other Markets 

In Texas for 2015, MCNA has the following Appointment Availability survey results: 

MCNA's 2015 Appointment Availability for Texas Medicaid 

Texas Medicaid MCNA's Compliance 
Appointment Type 

Standard Total Surveys Affirmative Percentage 

Emergency Visit Within 24 Hours 3,440 3,385 98.4,0% 

Routine Symptomatic Within 14 Days 3,440 3,385 98/!.0'% 

Routine Asymptomatic Within 30 Days 3,440 3,339 S7'.tW% 

As indicated by the results above, MCNA is very successful in ensuring provider compliance with 
appointment availability timeframes. Our dedicated Provider Relations Department delivers ongoing 
education and outreach to our provider network regarding their responsibilities. If providers are found to 
be non-compliant with the contract standards regarding appointment and availability timeframes, our 
Provider Relations and Quality Improvement departments will develop a corrective action plan (CAP) in 

conjunction with the non-compliant provider. 

Partn,eril1n~~ WP"ttil fQHCs~ IHCs artd County Health Depart!, ,onts 

MCNA will seek out and engage all FQHCs, IHCs, and outpatient health programs or facilities operated 
by Tribes or Tribal organizations as defined under 42 U.S.C § 1396(d)(l)(2)(b) that provide dental 
services in Nebraska and states contiguous to Nebraska to ensure that they have an opportunity to 
participate in the Nebraska Medicaid dental program. MCNA has a rich history of partnering with 
FQHCs, Rural Health Clinics, Indian Health Service Providers, and County Health Departments in the 
markets we serve. We recognize the significant benefits to our members of collaborating with entities 
that serve the Native American Indian population, including IHCs and FQHCs operated by federally
recognized tribes in Nebraska, and urban Indian organizations within the State, as well as neighboring 
states. Every effort will be made to partner with these critical community providers as part of our 

network development strategy. 

MCNA's utilization management and claims adjudication methods allow us to carefully control costs for 
the clients we serve. We value our relationships with our contracted network providers and we 
recognize they provide care to some of the most vulnerable citizens within the communities they serve. 
For this reason, we focus on maximizing the financial and clinical efficiency of the dental program in 
order to achieve high levels of satisfaction among our members, providers, and the states we serve. 
MCNA's policies do not allow discrimination against any provider who services high.risk populations or 
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who specializes in conditions that require costly treatment, or based upon that provider's licensure or 
certification. 

MCNA requires that all initial credentialing conditions be met before a provider can begin treating 
members. We do not and shall not discriminate in the participation, reimbursement, or indemnification 
of any provider who is acting within the scope of their license or certification under the laws of Nebraska 
and other applicable law. Additionally, MCNA understands that if individuals or groups of providers are 
declined participation in the network, MCNA must give the affected providers written notice of the 
reasons for the decision. MCNA does not require providers to participate in other lines of business as a 
condition to participating in our Medicaid dental program. 

Cultural Co1 ,petence 
MCNA is focused on being a culturally competent organization. Our staff is drawn from the many 
cultures we serve, and they embody MCNA's strong commitment to recognizing and appreciating all 
cultures. As evidence of our commitment, we have built mechanisms into the daily business processes 
of MCNA to foster continual learning to ensure that our services are responsive to the needs of all 
members and providers. We are committed to perform according to the U.S. Department of Health and 
Human Services, Office of Minority Health, Culturally and Linguistically Appropriate Services (CLAS) 
standards, and to the elimination of disparities in dental care between diverse populations. 

Our network providers will be responsive to the unique needs of our members, including the capacity to 
communicate with members in languages other than English or Spanish, and those who are deaf or 
hearing impaired. As part of their contract with MCNA, providers must agree to deliver timely care to 
our members in accordance with the waiting times established by MCNA in compliance with state and 
federal requirements. We also assist providers by ensuring our members have access to interpreters in 
the dental office. 

The MCNA Participating Provider Agreement adheres to all state and federal requirements. It expressly 
prohibits discrimination against our members regardless of race, religion, national origin, sex, sexual 
orientation, or health status including disabilities. 

All network providers are required to comply with MCNA's Cultural Competency Program, as 
well as Americans with Disabilities Act Requirements. 
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Provide a comprehensive discussion of the DBPM's approach to maximizing the 
number of members participating in a Dental Home, including: 

• The strategy the DBPM will use initially, and on an ongoing basis, to ensure 
Dental Home participation. 

• Examples of successful strategies and lessons learned in encouraging 
Dental Home participation. 

MCNA is committed to recruiting providers from across the state of Nebraska to serve our Medicaid 
members. Our network will include a sufficient number of general and pediatric dentists to ensure all 
Nebraska members will have access to a primary care dentist (PCD) who will serve as their Dental 
Home provider. MCNA allows both general and pediatric dentists to serve as Dental Homes for our 
members. 

MCNA actively encourages all primary care dental providers to participate as Dental Homes for our 
members. The role of the Dental Home in a member's life and the provider's responsibilities as a dental 
home provider are thoroughly detailed in MCNA's Provider Manual, and in educational training sessions 
and site visits routinely conducted by our Provider Relations Department. 

We also understand that members are more likely to be engaged if they feel their dentists are equally 
as engaged and invested in their oral health. Twice annually, we will pull assignment reports and share 
them with Dental Home provider offices, encouraging outreach from their office to schedule routine 
appointments. Provider Relations will maintain an active log of those offices indicating a willingness to 
proactively outreach to assigned members. Those indicating an inability or an unwillingness to outreach 
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will be removed from the list of providers eligible for auto~assignment, with exceptions made only for 
critical access areas. 

Dental Home Selection and Ass~gnrncnt 

In keeping with the AAPD policy on Dental Home, MCNA supports and 
encourages a dental home for all its members. We understand that young 
children assigned and active with a dental home are more likely to maintain 
good oral health practices throughout their lives. The AAPD adopted their 
policy because children having a dental home will have higher quality 
outcomes through receipt of early examinations and preventive care, with 
fewer emergency room visits. 

Home 
A ;. i' I 

letter to the member informing them of their assigned PCD's contact information and their ability to 
change their PCD at any time by calling MCNA's Member Hotline. Upon assignment of a PCD or 
changes to a member's PCD, MCNA will reissue the member's ID card within 10 business days of the 
selection or auto-assignment. As part of the mailing of the reissued card, MCNA will explain the 
purpose of the new card, the changes between the new and previous card, and that the member should 
destroy the previous card . 
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Within the Dental Home, dental care experts work together as a team with a member's family to ensure 
that each child receives the services he or she needs. The Dental Home provides culturally competent, 
individualized care to patients based upon their needs as assessed through a dental examination. The 
dental examination specifically evaluates the patient to identify any decay or gum disease. The Dental 
Home/PCD is responsible for providing comprehensive preventive, acute, and corrective care. and 
refers members to specialists as needed for services outside of the PC D's scope of practice. 

In accordance with standards of practice and policy guidelines set forth by the American Academy of 
Pediatric Dentistry and the American Dental Association, the PCD must also educate the member 
about the importance of receiving timely preventive care, how to properly care for the member's 
teeth and gums, and the benefits of a healthy diet (avoidance of sugar and acidic foods such as 
soda}. 

Our participating dentists have the responsibility to develop a dentist/patient relationship based on trust 
and cooperation. Coordination of care strengthens the positive relationship between the member, the 
member's parent or guardian, and the provider. This coordination is a critical tool for achieving positive 
oral health outcomes. 

For our pediatric members, it is important for the dental home provider to educate parents and 
guardians about their child's growth and development with respect to tooth eruption, exfoliation, and 
jaw growth. This anticipatory guidance helps families and caregivers fully understand the need for 
ongoing, routine dental care and proper oral hygiene. 

Prornpt Referral for Specialty Care 

As part of our Dental Home approach, PCDs must assess the dental needs of members for referral to 
specialty care providers and complete the referrals on a timely basis. MCNA requires all PCDs to 
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register referrals with our Utilization Management (UM) Department, and to coordinate a member's care 
with specialty care providers after a referral is approved. Providers are able to submit referrals via 
MCNA's free, onl ine Provider Portal or by paper. Our Utilization Management (UM) Department 
processed 67,950 referrals in 2015 with an average turnaround time of 0.99 business days. 

All network providers are informed about the referral process during initial orientation with MCNA. 
Providers also have access to information about the requirements of the referral process with MCNA in 
our Provider Manual, including specific documentation requirements by specialty that may apply. Our 
dedicated Provider Hotline Representatives are available to answer questions about referring members 
for specialty care and can connect callers with the UM Department when necessary. Providers will find 
our call center courteous, prompt, and expertly trained. 

MCNA's UM Department monitors provider referral patterns as a part of their regular review of key 
clinical and service indicators. Member complaints and grievances are also monitored for any trends 
with respect to concerns over not receiving a referral for specialty care and for timeliness issues related 
to referrals. Any provider identified as non-compliant will be given additional ta rgeted education from 
their local MCNA Provider Relations Representative. 

MCNA's growth in the states we serve is the product of our tireless effort to learn from our experiences 
serving children and adults, and applying those lessons to maximize the effectiveness of our plans. 
MCNA's experience with Dental Home programs in our Texas and Louisiana programs have taught us 
that it is essential to actively engage patients with their Dental Home provider at a very early age. 

Our dental home approach includes members of all ages, however, we recommend the unique 
approach Texas has taken for our youngest members. The Texas program is known as the First Dental 
Home Initiative and promotes the establishment of a dental home to provide opportunities for early 
intervention and prevention of dental disease in children 6-35 months of age. 
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The Texas program is unique in that general and pediatric dentists are required to complete certification 
as a Texas "First Dental Home Provider." The certification is issued by the Texas Health and Human 
Services Commission (HHSC) following a comprehensive training program. 

Describe the DBPM's required Dental Home responsibilities and how the OBPM will 
verify Dental Home providers are performing them. 

MCNA promotes the establishment of a dental home for all members. Especially, our youngest 
members ages 6-35 months. MCNA allows both general and pediatric dentists to serve as Dental 
Home providers. Members are encouraged to select their own primary care dentist (PCD) to serve as 
their Dental Home. They may change their PCD any time by contacting MCNA's tool-free Member 
Hotline. If a member fails to select a PCD, MCNA will assign one based on an ML TC approved auto
assignment methodology. 

Dental Home providers are required to educate members about the importance of good oral hygiene 
and timely preventive care such as sealants, cleanings, and fluoride applications. For members ages 6-
35 months of age the education efforts are focused around providing anticipatory guidance to the 
parents or guardians in order to establish a lifetime of healthy dental habits. 

All PCDs are required to educate members about what to do in a dental emergency. The PCD is 
responsible for coordination with other involved health care providers in the case of acute dental trauma 
or in situations involving members with cleft or craniofacial anomalies. 

Within the Dental Home, dental care experts work together as a team with a member's family to ensure 
that the child receives the services he or she needs. Dental Home providers must assess the dental 
needs of members for referral to specialty care providers and provide referrals as needed. The PCD 
must ensure that an appropriate referral is made as expediently as the patient's clinical condition 
requires. The PCD/Dental Home must coordinate the member's care with specialty care providers after 
a referral takes place and ensure that all appropriate treatment was received. 

Monitoring Dentat Home Co-mpHance 

MCNA tracks provider Dental Home compliance with a variety of tools, including dental record reviews, 
member complaints, and claims data. MCNA conducts routine dental record reviews to ensure that our 
participating general dentists and specialists provide high quality dental care that is documented 
according to established national standards, ML TC requirements, and state and federal law. MCNA's 
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dental record documentation requirements will be distributed to providers via their dental provider 
agreement, Provider Manual, and MCNA's Provider Portal. Our record review process enables 
MCNA to ensure that primary care providers are adhering to our Dental Home requirements. 

Routine dental record reviews enable MCNA to verify that provider treatment is delivered in accordance 
with our dental guidelines and generally accepted practice parameters. MCNA's dental record policies 
are in compliance with state, federal and HIPAA guidelines and procedu res that include standards for 
proper storage and retrieval of our member's dental records at the provider's office. We ensure that 
member dental records are maintained in a timely manner, legible, current, and that records are 
detailed and organized to permit effective and confidential patient care and quality review. 
Documentation of each member visit must include: 

• Chief complaint or purpose of the visit 
• Diagnoses or medical impression (exam for decay and gum disease) 
• Patient assessment findings including medications prescribed 
• Studies ordered and results of those studies (e.g. labs and x-rays) 
• Dental health education provided (oral hygiene guidance) 
• Member identifying information 
• Primary language spoken by the member and translation needs, if any 
• Medical history 
• Referrals and care coordination history 
• Documentation of anticipatory guidance to parents of members ages 6-35 months 
• Documentation of caries risk assessment as applicable 

The reviews will be conducted for all offices. Each office will be reviewed at least once every three 
years. MCNA reviews a minimum of five (5) to ten (10) records for each office to determine compliance. 
Larger file samples will be reviewed for large group pracUces given the more intricate administrative 
characteristics of this type of practice. 

The results of all dental record reviews are maintained in the DentalTrac™ system. If a provider fails to 
meet our contractually required dental record standards, MCNA will institute a corrective action plan 
(CAP) and conduct routine follow-up visits to the provider's office to monitor the provider's progress 
under the CAP and ensure ongoing compliance with MCNA's established dental record keeping 
standards. 

Our Provider Relations and QI staff educate non-compliant providers on all issues found during the 
dental record review. All non-compliant providers will be re-audited by QI within 30 days and again in 
six months to ensure adherence to all record keeping requirements. Continued failure to adhere to 
dental record requirements may result in provider termination. All results of MCNA's dental record 
reviews are reported to the Quality Improvement Committee (QIC) on a quarterly basis. Reports will 
also be provided to ML TC in any frequency requested. 

MCNA tracks and trends all member complaints to evaluate any patterns with respect to particular 
Dental Home/PCD providers. If a pattern of dissatisfaction exists, or if a pattern of members leaving a 
Dental Home provider for a new PCD is identified, MCNA will follow-up with members to learn more 
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about the situation. Our Provider Relations Department will evaluate the findings and develop a 
remediation plan to educate the PCD on member retention and sati sfaction strateg ies. Any quality of 
care issues identified are promptly investigated and the provider will be subject to corrective action 
which may include termination from MCNA's network. 

Please see Attachment 26-1 for a sample Dental Record Review Audit form used by MCNA in our 
Louisiana Medicaid and CHIP program. 

Describe innovative strategies the DBPM's intends to use to identify specialty 
types for which member access is limited. Describe the DBPM's intended 
initiatives for increasing the number of specialists within those specialty types that 
participate In the DBPM's network. 

Identify potential challenges the DBPM anticipates In ensuring members receive 
appropriate care for specialties where access concerns exist, and explain how the 
DBPM will mitigate those challenges. 

We make every effort to ensure that care is available to our members within the time and distance 
standards required by Ml TC. MCNA util izes our sophisticated geomapping approach to identify 
specialties where member access is limited. Our proprietary mapping software calculates the distance 
from each member's residence to the nearest specialty care provider. 

MCNA has analyzed access to specialty care in Nebraska and the following maps depict the 
geographic coverage of available dental specialists in relation to each zip code in the State. The 
providers illustrated in the sample maps below were obtained from the following website: 
https://www.insurekidsnow.gov. Each provider location is represented by a dot with a color that 
corresponds to the provider's specialty. The shaded circles indicate areas where coverage is available 
by a specia lty provider based on the provider's location, since member addresses are unavailable. 

Primary Care Dentists Oral Surgeons 
(General Dentists are Red, Pediatric Dentists are Blue) 
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As indicated by the maps, access to certain specialty ~ 
provider types is extremely limited due to the State " .j ; I lnsureKidsNow.gov 
having a low volume of that specialty. Based on the data 
analyzed from Insure Kids Now, there are only four licensed endodontists in the State, seven licensed 
periodontists, and ten licensed prosthodontists. However, patterns of care based on our conversations 
with practicing Nebraska dentists indicate that the majority of these services are provided by general 
and pediatric dentists. MCNA allows both pediatric and general dentists to serve as Dental Homes 
(primary care dentists) for our members. In addition to situations where licensed providers are in short 
supply, access issues may also occur following the death, injury, illness, or involuntary relocation of a 
provider, when a provider chooses not to participate in MCNA's network, or when a provider must be 
terminated immediately due to quality of care issues. 

To address access challenges, our Network Development Department monitors the performance of our 
network continuously to ensure that members have an adequate number of providers accepting new 
Medicaid patients, and maintains a database of non-participating providers for when such services are 
required. MCNA's network of providers is continually growing. 

In most instances participating general dentists provide the specialty services being sought. For 
situations where specialty services are unavailable due to the provider choosing not to join our network, 
MCNA will ensure that all members in the identified area can access the non-participating specialists by 
entering into member specific Letters of Agreement (LOAs) for the provision of care. Our Provider 
Relations Department is skilled in identifying suitable providers from our PPO network or from our list of 

Response to RFP 5427 21: Medicaid Dental Benefit Program Page 172 of 396 
Prepared by MCNA Insurance Company for the Nebraska Department of Health and Human Services 



Part 2 - Technical Approach men a dental 
Response to Attachment 11 - Proposal Statements and Questions 

non-participating providers with whom we have had previous LOAs. Provider Relations may also 
identify providers from secondary sources such as the practitioner rosters of the Nebraska Board of 
Dentistry, ML TC's Medicaid provider list, and member requests. 

Once a suitable non-par provider is identified and contacted, we perform a thorough background check 
of their credentials to ensure the member will receive the highest quality of treatment. If the non-par 
provider satisfies our credentialing requirements and there is mutual agreement with respect to the 
reimbursement rate for the services, an LOA is executed between MCNA and the provider, and the 
services may commence at no cost to the member. 

Describe the DBPM's process for monitoring and ensuring adherence to ML TC's 
requirements regarding appointment availability and wait times. 

Appo~ntnit3:nt Availabmty and A ct:11-1~~s to Care 

The ability of our members to access care from our network providers is affected by the level of 
provider compliance with our prescribed appointment and wait times. MCNA's providers are 
contractually required to meet the appointment availability and wait time standards set forth in 
Attachment 4 of this RFP. MCNA will include a provision in our dental provider agreement to ensure 
that our Nebraska Medicaid members are able to receive dental services on a timely basis as follows: 
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• Urgent Care must be provided within 24 hours [42 CFR §438.206(c)(1 )(i)] ; urgent care may be 
provided directly by the primary care dentist or directed by MCNA through other arrangements. 

• Routine or preventative dental services within six (6) weeks. 

• Walk-in patients with non-urgent needs should be seen if possible or scheduled for an 
appointment consistent with appointment availability standards above. 

• Wait times for scheduled appointments shall not exceed 45 minutes, including time spent in the 
waiting room and the examining room, unless the provider is unavailable or delayed because of 
an emergency. If a provider is delayed, the member shall be notified immediately. If a wait of 
more than 90 minutes is anticipated, the member shall be offered a new appointment. 

MCNA will educate our Nebraska providers about the appointment availability and wait time standards. 
These provisions will be included in our Provider Orientation training sessions, the Provider Manual, 
and will be discussed in our monthly provider newsletter, Dental Details. 

Our dental provider agreement also prohibits hours of operations that are less than the hours of 
operations offered to fee-for-service patients to discourage wait listing of our Medicaid members. 
MCNA monitors to ensure that our members are not placed on wait lists to receive covered services. 
This question is included on our site audit survey tool. If a provider utilizes wait lists, and the covered 
service is available through another network provider, MCNA will stop referrals to the provider until the 
provider has schedule availability to serve our members without the need for a wait list. We will refer 
members to other appropriate providers so that they can receive timely care without the need for a wait 
list. Please see Attachment 28-1 for MCNA's Draft Nebraska Site Audit Survey Tool. 

Ensudng CornpHance 

Additionally, the survey results 
must be kept on file and be readily available for review by ML TC upon request. MCNA understands that 
we may be subject to sanctions for noncompliance of providers with applicable appointment and wait 
time requirements set forth in this RFP. 

MCNA's Member Handbook includes the appointment availability standards and outlines the extent to 
which and how after-hours and urgent dental care can be obtained when medically necessary. We 
ensure provider compliance with after-hours access and telephone coverage standards by monitoring 
member complaints about appointment access on a daily basis to identify and address trends in 
collaboration with our Quality Improvement and Provider Relations departments. In collaboration with 
Provider Relations, MCNA's Care Connections team monitors compliance with appointment standards 
through "secret shopper" calls, feedback from member satisfaction surveys, and complaints. 
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MCNA will provide available, accessible, and adequate numbers of service locations, service sites, and 
dental professionals for the provision of core dental benefits and services. We will take corrective action 
if providers fail to comply with these standards. If providers are found to be non-compliant with the 
contractual standards for appointment and availability timeframes, our Provider Relations and Quality 
Improvement departments will develop a corrective action plan (CAP) in conjunction with the non
compliant provider. 

The CAP will be reviewed and agreed to with the provider to ensure "buy in" and increase the likelihood 
that it will be successfully completed. The Provider Relations Department will audit the provider's 
performance of the CAP within 30 days of execution. Provider Relations staff will share the results of 
the reviews with the provider and address any compliance issues. If the provider is non-compliant, the 
provider will be reviewed again for 30 days. If the provider passes the initial 30-day review, a final 
review will occur in six (6) months to ensure ongoing compliance. 
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Describe the OBPM's approach to promoting and facilitating the capacity of its 
providers to provide: 

• Patient-centered care. 
• Improved health outcomes. 
• Member compliance. 
• Member satisfaction. 

Discuss the DBPM's successes with patient- centeredness in other Medicaid 
programs, what lessons have been learned, and the DBPM's planned approach in 
Nebraska. 

Helping Providers Improve Outcomes 

MCNA is poised to offer innovative integrated care programs and services that will maximize the long
term viability, success, and value of the Nebraska Medicaid dental program. Our community-based 
model pairs local expertise and relationships with national resources and best practices. These 
solutions are the product of our years of experience in establishing commercial and state-sponsored 
dental programs. We successfully execute complex benefit programs for Medicaid participants. 

We not only contract with providers, we partner with them. Our comprehensive Provider Manual sets 
forth the policies and procedures that providers need to serve our Nebraska members. In addition to 
the Provider Manual, MCNA utilizes provider bulletins, fax blasts, email, our You Tube channel , social 
media, and our provider newsletter, "Dental Details," to ensure that Nebraska's dental community is 
kept abreast of program requirements, industry trends, and innovations in dentistry. 

Our Provider Hotline team is skilled in assisting dentists and their office staff with any needs that may 
arise. We will employ Nebraska based Provider Relations Representatives who will travel throughout 
the state providing education, training, and resolution of issues through face-to-face meetings with 
providers. 

Our Dental Home model is focused on patient- and family-centered care. Each member's care plan is 
based on the individual's need as evaluated through an exam for tooth decay and gum problems. 
MCNA's Nebraska Plan President, Dr. Philip Hunke, helped develop and finalize the American 
Academy of Pediatric Dentistry's dental home guidelines during his tenure as President. For additional 
detail about our approach, please see our responses to Questions 25 and 26. 

We believe in holistic, whole-person care. In full recognition of the nexus between physical health and 
oral health, MCNA developed a comprehensive case management program for members with special 
health care needs focused on maintaining the connection between the member's health plan case 
manager and our team of skilled professionals. The Case Management team outreaches to physicians 
and other providers who serve our members to ensure coordination of care. This high touch approach 
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is particularly useful in assisting members with cranio-facial anomalies that often require surgery and 
medical care in addition to complex dental services. 

We drive improvements in quality and oral health outcomes in many ways. MCNA implements 
meaningful Performance Improvement Projects (PIPs) which promote and facilitate the capacity of 
our providers to achieve our primary goal of increasing the utilization of preventive care services and 
improving the oral health outcomes of our members. MCNA's PIPs utilize a variety of strategies, 
including outreach, targeted program incentives, and provider involvement to ensure the delivery of 
patient-centered care. We utilize industry standard metrics to continually measure the number of 
members who see the dentist and receive exams, sealants, fluoride, and prophylaxis services. 

MCNA utilizes multiple channels to outreach to members who are in need of care. Our main goal for 
children is to drive member compliance with the periodicity schedule. We outreach to members 
through a dedicated outbound call team known as Care Connections. MCNA Member Advocate 
Outreach Specialists will be deployed across Nebraska to engage members in their communities 
through participation in health fairs and community events. Our network providers are actively engaged 
in our campaigns and we routinely incorporate their suggestions for improving health outcomes into 
our planned interventions. 

MCNA invests in provider education and training to increase provider and member satisfaction. With 
this long-term perspective in mind, MCNA will conduct initial and ongoing provider orientations and 
online training seminars (webinars) and provide a wealth of information through the Provider Portal and 
Provider Manual. MCNA's Provider Portal and Provider Manual educate providers on a wide spectrum 
of topics, and include our procedures for claims submissions, requirements for clean claims, payment 
and reimbursement options, submission of electronic and paper claims, and a complete user guide 
explaining the functionality of our Provider Portal. Providers can find reference and educational 
materials on our web-based Provider Portal. These materials include provider manuals, program 
descriptions, claim submission guidelines, "how-to" video tutorials, ADA claim form completion 
instructions, and claim coding and processing guidelines. 

Response to RFP 5427 Z1: Medicaid Dental Benefit Program Page 177 of 396 
Prepared by MCNA Insurance Company for the Nebraska Department of Health and Human Services 



Part 2 - Technical Approach mcnadental 
Response to Attachment 11 - Proposal Statements and Questions 

mcna t 
'-.,,/ 

' DENTAL APPOINTMENT FORM 

It ii in, ft, )INF dlii ID p 5ft •~ lfmcill T- child -4sa ilanal clledotp-, • ..as fwr '-"" tedl n DDS-
~ is no cost flll' ,_. dlld"s *9rtil ~ ! 

fllOIII ,_ 
DR. 

OFFICE; 

REASON FOR APPOINTMENT: 

,_ 
TOI --------.. 
OENTAL APPOINTMENT: DATE: TIME: 

A ill dllCIM DIIICIII llltlllllll dlrltim ii~ 0-- lD IIUtJll8" dill. 
'Min J10U Cil lfN! ·~· Nb!• ;lfllann.l Mitt! 1111 diltl! llli lale 1111@ .111 l'N'lillim. 

1'eu a11 llho call MCNA Dlrdl lllta1'llr lldlen 1.ffi..&.6W w 11111. frlf ..... dioa!q• dlmill.nl with $<NC116~;111 ....,....,,L 

Pl-nlDt a lMlltii llflllNnlll M - a J1111 r.l. fiHII d i 111!!111111 ii 'lll'fJ .. OIOlll fDr,.. dild"l -4111\ lll!IJlll. 

- ,111; -. ••• , 11,•u (la 11 RLUflK 

Response to RFP 5427 21: Medicaid Dental Benefit Program Page 178 of 396 
Prepared by MCNA Insurance Company for the Nebraska Department of Health and Human Services 



Part 2 - Technical Approach mcnadental 
Response to Attachment 11 - Proposal Statements and Questions 

Describe how the DBPM would respond to the network termination or loss of a 
large- scale provider group. Take the following areas Into consideration in the 
response: 

• Notification to Ml TC. 
• The automated systems and membership supports used to assist affected 

members with provider transitions. 
• Systems and policies used for continuity of care of members experiencing 

provider transitions. 
• Impact if the loss is In a geographic area where other providers of the same 

provider type are not available and the DBPM's response to that impact. 

Handling a Termination or Loss of a Large-Scal,:i. Provider Gro11p 

MCNA is proud to provide our members with access to highly qualified, fully credentialed networks of 
participating general dentists and specialists. MCNA has a proven track record of establishing and 
maintaining networks of qualified dental providers across every state in which we operate. MCNA's 
Network Development and Management policies and procedures comply with 42 CFR §438.214(a) and 
(b). MCNA will address material changes in the network that may negatively affect the ability of 
members to access services from specialty providers. 

Our Network Development Department proactively assesses our network to ensure members have 
access to the care they need. To date, MCNA has never experienced a material change in our 
network in any of our existing markets. We will provide geomapping and coding of all network 
providers for each provider type by the deadline specified in Section IV.Vin order to geographically 
demonstrate network capacity. Throughout the life of the contract we will provide updated geomapping 
and coding reports to ML TC on a quarterly basis in the event of any material changes to the network, 
and upon Ml TC request. A material change is defined as: 

• Any change that would cause more than five percent (5%) of members to change the location 
where services are received or rendered. 

• A decrease in the total of individual dental homes by more than five percent (5%). 
• A loss of any participating specialist which may impair or deny the members' adequate access 

to providers. 
• Other adverse changes to the composition which may impair or deny the members' adequate 

access to providers. 

Utilizing the advanced geoaccess analytic capabilities of the Network Management module in 
DentalTrac™. the Network Development team can quickly define, model, and implement effective 
provider networks based on product-specific criteria. The Network Development team reviews monthly 
geoaccess reports to identify any specific areas where capacity should be enhanced. Our Director of 
Network Development and Director of Quality Improvement will review these reports to verify that we 
have a sufficient number of specialists, pediatric, and general dentists to ensure our members have the 
appropriate access to quality dental services. 
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Should MCNA lose significant providers in shortage areas or a large-scale provider group, our Network 
Development Department will conduct an analysis of the network to identify any gaps, and develop 
interventions to bring the network into compliance with contractual requirements as appropriate. 
Losing a large-scale group may or may not have a material effect on network access depending on the 
geographic location of the group and distribution of network providers in the affected area. Access may 
be available in neighboring geographical areas within the time and distance requirements of the RFP. 
When there has been a significant change in operations such as expanded services, payments, or 
eligibility of a new population that could affect network capacity, MCNA will provide assurances to 
MLTC that these changes will not impact the access available through our network. 

When MCNA has advance knowledge that a material network change will occur, our Director of 
Network Development will submit to ML TC a request for approval of the material change in the provider 
network, including a draft notification to affected members, at least 60 days prior to the expected 
implementation. The request will include a description of any short.term gaps identified as a result of 
the change and the alternatives that will be used to fill them. The request will also include a draft 
notification to be sent to affected members 30 days prior to the expected implementation of the change. 
In the event of an emergency material change where advance knowledge is unavailable, MCNA will 
work with ML TC to expedite the process of requesting approval of the change and member notice. 

Any notification to Ml TC will include information about how the provider network change will impact the 
delivery of covered services and MCNA's plan for maintaining the quality of member care if the provider 
network change is likely to affect the delivery of covered services. Our documentation of compliance 
with access requirements will be provided to Ml TC at any time there has been a significant change in 
MCNA's operations affecting adequate capacity and services. 

MCNA provider agreements include a provision requiring providers to give a 90-day advance written 
notification of their intent to terminate the contract. Upon receipt of a provider's termination notice, 
MCNA's Provider Relations team immediately reaches out to the provider to understand the root cause 
of their desire to dissolve the relationship. Once the reasons are ascertained, MCNA will work with the 
provider to resolve issues in order to maintain network participation. In the event the provider cannot be 
retained, MCNA's Director of Network Management will review geoaccess reports and identify other 
network and non-network providers who meet the time and distance standards of the RFP. 

If a network termination or loss of a large-scale group impacts our access to care standards, MCNA will 
treat the situation as a material network change. We will communicate the issue to Ml TC within 
seven (7) business days. MCNA will also notify ML TC within seven business days of any other 
unexpected changes that would impair our provider network as outlined in 42 CFR §438.207(c) and this 
RFP. This notification must include an explanation of how the provider network change will affect the 
delivery of covered services and MCNA's plan for maintaining the member's access to quality care, if 
the change is likely to affect the delivery of covered services. 

Assisting Members with Provider Transitions 

MCNA will give notice to our members within 15 calendar days after receipt or issuance of a termination 
notice to or from a provider, and ensure that the terminating provider completes treatment for members 
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in active care. We understand the impact that contract terminations can have on our members. To ease 
the transition, MCNA's ML TC-approved notification to affected members will contain a list of alternate 
network providers available within their surrounding area. The notice will also include information on 
how to contact MCNA's Member Hotline for assistance with selecting a new provider. Members with 
special health care needs or those who may be undergoing active treatment plans are assured of our 
commitment to continuity of their care. 

When a provider is terminated by MCNA or gives us notice of their intent to terminate their participation, 
the Credentialing Department updates DentalTrac™ with the termination date. This documentation 
allows for an automated process by which our system identifies terminated providers. When the 
provider is a general dentist or pediatric dentist, the system flags all members that are assigned to the 
provider's panel who have received services within 18 months of the termination date and generates a 
Notice of Termination of Dentist, which is mailed to each member. When the provider is a specialist, the 
system uses claims data from the past 60 days to populate a list of members seen by the provider. A 
Member Notification of Specialist Termination is generated and sent to each identified member. The 
member's record in DentalTrac™ is updated to reflect the date the notice was mailed. Notification 
letters will also be made available to members via our online, secure Member Portal and Mobile App. 

Ensuring Network Adequacy and Continuity of Care 

Access issues can occur in rural areas or areas where there are no licensed dental practitioners, or 
when a member requires exceptional services to address uncommon and unique dental needs. In 
addition to voluntary terminations, access issues may also occur following the death, injury, illness, or 
involuntary relocation of a provider, in natural disaster situations, or when the provider must be 
terminated immediately due to quality of care issues. To address access challenges, our Network 
Management Department monitors the performance of our network continuously to ensure that our 
members have an adequate number of providers accepting new Medicaid patients, and maintains a 
database of non-participating providers for when such services are required. MCNA's network of 
providers is continually growing. 

If there are areas where coverage is still not available, MCNA will ensure that all members in the 
identified area can access non-participating providers by entering into member specific Letters of 
Agreement (LOAs) for the provision of care. Our Provider Relations department is skilled in identifying 
suitable providers from our PPO network or from our list of non-participating providers with whom we 
have had previous LOAs. Provider Relations may also identify providers from secondary sources such 
as the practitioner rosters of the Nebraska Dental Association, ML TC's Medicaid provider list, and 
member requests. 

Once a suitable non-participating provider is identified and contacted, we perform a thorough 
background check of their credentials to ensure our member will receive the highest quality of 
treatment. If the non-participating provider satisfies our credentialing requirements and there is mutual 
agreement with respect to the reimbursement rate for the services, an LOA is executed between MCNA 
and the provider, and the services may commence at no cost to the member. MCNA will not hesitate 
to contract with a non-participating provider where network providers are not available in order 
to ensure that the member's oral health needs are met in a timely manner. 
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Describe the DBPM's credentialing and re-credentialing process including: 

• Ensuring that providers are enrolled In Medicaid and have a valid 
identification number. 

• Obtaining information on ownership and control. 
• Identifying excluded providers and persons convicted of crimes searches. 
• Using quality and utilization measures in the recredentialing process. 

Provider Credentialing and Re-Credentialing 

MCNA's Credentialing Department has been NCQA-certified for credentialing and 
re-credentialing since 2011, and URAC accredited since 2014. This underscores our 
continuous commitment to operating under the highest quality standards in our 
industry and to ensuring the best service possible for our members, providers, and 
clients. 

MCNA's Network Development team continuously strives to identify and recruit 
providers who are able to treat members with a variety of dental needs. Our first and 
foremost commitment is to provide access to quality care for our members. We 
credential general and specialty dental providers who may treat our members at dental 
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offices, hospital and ambulatory surgical settings, IHS (Indian Health Service) facilities, FQHCs, and 
RHCs. 

We look forward to expanding our community of participating dental providers across the country who 
accept Medicaid and CHIP beneficiaries, and will work to recruit all providers, including those not 
currently enrolled with the Nebraska Medicaid Program. All new providers will be credentialed in 
accordance with MCNA's credentialing and re-credentialing process. 

MCNA's credentialing and re-credentialing policies and procedures detail the process for approval of 
new providers, and termination or suspension of providers. We encourage board certification as 
applicable. Our written credentialing and re-credentialing process complies with 42 CFR §438.12, 
§438.206, §438.214, §438.224, and §438.230, and governs our review of all licensed providers with 
whom we contract or employ. Any annual changes to our process will be submitted to MLTC for review 
and approval prior to implementation. 

Our Credentialing Committee reviews every application received from providers seeking to participate 
in our network to ensure that MCNA enrolls qualified providers who meet all requisite criteria. To join 
MCNA's network of Nebraska dental providers, we will ensure, at a minimum, that the provider: 

• Completes a credentialing application (paper, via our online electronic Credentialing Portal, or 
through CAQH). 

• Completes the Enrollment Disclosure Form to clearly identify ownership and control details. 
• Possesses the licenses and credentials necessary to render dental services under State law. 
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o MCNA checks Dental License, DEA License, Controlled Substance Registration, and 
Sedation Permits at initial and re-credentialing time, and whenever the license expires 
mid-cycle. 

• Is not suspended or excluded from federal healthcare programs, including Medicare and 
Medicaid. 

o MCNA queries the OIG, EPLS, and SAM databanks, and the Medicare Opt-Out List, at 
initial and re-credentialing, and as needed mid-cycle, to ensure that all providers 
identified are appropriately denied participation, or are contacted for removal from 
participation. 

• Possesses current professional liability insurance. 
o MCNA checks documentation of insurance including limits, the provider's name, policy 

number, and expiration dates at initial and re-credentialing time, at the time of site audit 
by a Provider Relations Representative, and annually upon expiration. 

• Is not under any current sanction or has a history of sanctions that would preclude them from 
participation in our network. 

o MCNA monitors the National Practitioner Data Bank and the Healthcare Integrity and 
Protection Data Bank for information about sanction history and acts accordingly. 

• Is enrolled to participate in the Nebraska Medicaid program 
o We will begin our credentialing process concurrently with the provider's Medicaid 

enrollment rather than requiring the provider to first complete enrollment in Medicaid. 

MCNA's Nebraska Credentialing Committee will be chaired by our Dental Director, Dr. Scott Wieting. 
Once the verification process is complete, MCNA's staff presents a comprehensive applicant package 
to the Credentialing Committee for a final determination. A letter is then generated to each applicant 
notifying them of the approval or denial of the request for network participation . 

Loading provider contract data and their respective business rules correctly is essential to ensuring a 
successful implementation. Our Provider Relations and Credentialing departments have well
documented policies and procedures that include the many checks and balances necessary to 
successfully verify that the correct provider data has been loaded. Our business operations, supported 
by our MIS, enforce business rules that result in cleaner, faster, and error~free processes for 
loading provider data. The provider file configuration process begins after a provider contract and 
credentialing application is received, and includes the following series of activities in the credentialing 
workflow: 

• Review of contract and credentialing applications for completeness 

• Verification of provider demographics and locations 

• Verification of required licenses and identifiers (including National Provider Identifier, Taxonomy 
code, Medicaid ID Number, State License Number) 

• Verification of education and malpractice insurance coverage 

• Review of National Provider Databanks, Office of Inspector General (OIG), Excluded Parties 
List System (EPLS), and System for Award Management (SAM) 

• Verification of program participation and fee schedules 
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• Presentation of the provider file to our Credentialing Committee for participation approval 

• Notification to the provider of the Committee's decision within 5 business days 

As the above major processes are completed, all data is incorporated into MCNA's management 
information system (MIS), DentalTracn.1, to update the provider's record. 

MCNA's credentialing and re-credentialing process contains a dispute and appeal process for 
sanctions, suspensions, and terminations imposed against network providers as specified in the 
contract. We understand that this process must be submitted for review and approval 30 calendar days 
from the date of award. This process will be detailed in MCNA's Provider Manual once approved. 

MCNA understands that if credentialing is delegated to a subcontractor that credentials its own 
providers, there must be a written description of the delegation within the contract. We will require that 
the subcontractor ensure that all licensed dental professionals are credentialed in accordance with 
ML TC's credentialing requirements and NCQA standards, and ML TC will have final approval of the 
delegated entity. 

MCNA will report any quality deficiencies which result in suspension or termination of a network 
provider to ML TC. We will submit a draft reporting process for review and approval 30 calendar days 
prior to the contract start date. 

Re-Credentialing Cycle 

MCNA re-credentials network providers every 36 months through a process that updates information 
obtained in initial credentialing, considers performance indicators such as those collected through the 
Quality Improvement (QI) program; the Utilization Management system; complaints, grievances, and 
appeals; enrollee satisfaction surveys; and other pertinent information. MCNA acknowledges that our 
credentialing and re-credentialing processes must be approved by ML TC. 

MCNA's DentalTrac TM system maintains an initial credentialing date for all providers. A Jetter notifying a 
provider of the need to re-credential is generated and mailed six months prior to the expiration date of 
the current credentialing cycle. This letter contains information about how to complete the 
re-credentialing application , and how to submit re-credentialing information via MCNA's online 
Credentialing Portal. 

If a provider has not completed the re-credentialing requirements within 90 days prior to the expiration 
of the current credentialing cycle, MCNA's dedicated Provider Relations Representative will reach out 
to the provider and offer additional assistance in completing the re-credentialing process. This process 
is repeated 30 days prior to the expiration of the current credentialing cycle if the provider still has not 
submitted all required information. Once the re-credentialing requirements are complete, the provider's 
file is submitted to MCNA's Credentialing Committee for a final determination. A letter notifying the 
provider of their status is sent within 5 business days of the Committee's determination. 

MCNA's Provider Hotline Representatives and Provider Relations Representatives will assist providers 
as needed in completing the credentialing and re-credentialing processes. 
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Explain the process the OBPM will put in place to maintain the provider file with 
detailed information on each provider sufficient to support provider payment, 
including issuance of IRS 1099 forms, meeting all federal and Ml TC reporting 
requirements, and cross referencing State and Federal identification numbers to 
ensure excluded providers are identified. 

MCNA's credentialing and re-credentialing process gathers a significant amount of data on all providers 
who seek participation in our network. Our credentialing application and online Credentialing Portal 
collect all provider demographic data necessary to facilitate payment and issuance of I RS 1099 forms. 
The information collected includes: full name, license number, home address, office address, legal 
entity name of dental practice, billing address, National Provider Identifier (NPI) number, Medicaid 
provider number, Tax Identification Number (TIN), Employer Identification Number (EIN), and other 
relevant data. 

Loading provider contract data and their respective business rules correctly is essential to ensuring a 
successful implementation. The provider file configuration begins when a provider contract and 
credentialing application is received, beginning a series of activities in the credentialing workflow: 

• Review of contract and credentialing applications for completeness 
• Verification of provider demographics and locations 
• Verification of required licenses and identifiers (including National Provider Identifier, Taxonomy 

code, Medicaid ID Number, State License Number) 

• Verification of education and malpractice insurance coverage 
• Review of National Provider Databanks, Office of Inspector General (OIG), Excluded Parties 

List System (EPLS), and System for Award Management (SAM) 
• Verification of program participation and fee schedules 

As the above major processes are completed, the Credentialing Data Entry team loads the data into 
our MIS . Additional operational activities take place at this time, including the presentation of the 
provider file to our Credentialing Committee for participation approval. All approved providers receive 
ongoing review throughout the life of their contract with MCNA to ensure that they remain in good 
standing and are not excluded or debarred. 

All documentation, policies, and procedures with regard to provider contract loading and our business 
rules will be available to ML TC as part of the Readiness Review activities prior to go-live. MCNA 
reviews, approves, and periodically recertifies the credentials of all participating dental providers. We 
perform re-evaluation of provider's credentials at least every 36 months through a process that updates 
information obtained in initial credentialing , considers performance indicators such as those collected 
through the Quality Improvement (QI) program, the Utilization Management system, complaints, 
grievances, and appeals, enrollee satisfaction surveys, and other pertinent information. All credentialing 
and re-credentialing activities comply with the standards set forth by state and federal requirements . 
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MCNA's Credentialing Department has been NCQA-certified for credentialing and 
re-credentialing since 2011, and URAC accredited since 2014. We look forward to serving 
Nebraska members and providers. Please see below a screenshot of MCNA's online Credentialing 
Portal. 
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Describe the DBPM's Provider Services toll-free telephone line, including: 
• How the DBPM will provide a fully- staffed line between the hours of 7:00 

a.m. and 7:00 p.m. CST. Monday through Friday, to address non-emergency 
issues. 

• How the DBPM will ensure that provider calls are acknowledged and 
resolved within three business days of receipt. 

• The location of operations, and if out of state, describe how the DBPM will 
accommodate services for Nebraska. 

• How the DBPM will measure and monitor the accuracy of responses 
provided by call center staff, as well as caller satisfaction. 

Dedicated Nebraska Provider Hotline 

MCNA's two fully integrated call centers, located in Texas and Florida, offer our dental professionals 
timely and accurate responses to all inquiries, questions, and concerns. To ensure providers receive 
prompt services, MCNA has established a toll-free Provider Hotline (844-353-6262) dedicated to our 
Nebraska providers. The hotline will be fully staffed from 7am - 7pm CST; Monday through Friday, 
excluding state approved holidays. 

Timely Cail Resolution 

MCNA's interactive voice response (IVR) system is available 24x7x365 and provides a voice message 
system that informs providers of our business hours. It also offers an opportunity to leave a message 
after business hours, and all messages are returned within one (1) business day. When providers call 
our dedicated Nebraska toll-free Provider Hotline, our Interactive Voice Response (IVR) system 
answers within 3 rings and offers a series of prompts to ensure calls are routed correctly. Providers can 
choose to utilize our IVR system to verify eligibility and benefits or to speak with a Provider Service 
Representative. 

MCNA's Provider Hotline is capably staffed by our Provider Services Representatives (PSRs). Our 
corporate culture focuses on giving our employees career path opportunities. All PSRs begin as 
Member Services Representatives. Once selected to be part of the Provider Hotline staff, the employee 
undergoes another two weeks of classroom training regarding provider focused service areas. MCNA 
understands the importance of building relationships with our network providers in order to deliver 
quality care, improve outcomes, and increase member satisfaction. As such, our PSRs are thoroughly 
trained to handle provider inquiries related to: 

• Member Eligibility 
• Fee Schedules and Claims Payments 
• Credentialing 
• Complaints, Grievances, and Appeals 
• Pre-Authorizations and Referrals 
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• Coordination of Care and Case Management 
• Peer-to-Peer Requests 
• Provider Rights and Responsibilities, and Contract Requirements 

All calls are documented in DentalTrac ™, MCNA's proprietary management information system, for 
tracking and trending. The DentalTrac™ system captures the date, time, member or provider 
information, reason for the call, and the resolution of the call. Calls requiring a return call to the provider 
are captured with a disposition code noting that the provider requires an additional contact. Daily 
reports are reviewed by our Provider Hotline Team Leads to ensure that all calls are returned no later 
than the following business day, exceeding the RFP standard for all calls to be resolved within three (3) 
business days. All return calls are made by a Team Lead or higher to ensure that complex issues are 
handled by our most experienced staff members. 

lv1nni nriiiru.1 .arnr!J Tr;ac.k: :n. Prnvijder Ca~~ Ma1nag,ement M,etrJc.:S 

Our H1PAA compliant Automated Call Distribution {ACD) system ensures calls are answered timely and 
routed to our skilled Provider Services Representatives in a manner that can be audited for quality and 
efficiency. Our Computer Telephony Integration (CTI} system enables real-time performance monitoring 
to ensure that all performance metrics are met. Our Workforce Management team uses the state-of
the-art NICE IEX Workforce Management Solutions to forecast call volume and staffing needs. 
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MCNA recognizes that our Provider Hotline is often the first point of contact for provider issue 
resolution. We understand that provider satisfaction is critical to our success in building and maintaining 
strong provider networks and access to care for our members. MCNA knows the service provided by 
our hotline representatives can significantly impact provider satisfaction and create a lasting 
impression . Making a great impression on our providers is very important to us, therefore, our hotline is 
staffed with highly qualified, experienced, and knowledgeable representatives. 

MCNA's Quality Assurance (QA) team utilizes MCNA's "FORCE Factors" to audit provider calls (please 
refer to our response to question 15 of this RFP for more details). As part of our corporate employee 
development program, our QA team is comprised of staff who had previously served as Member and 
Provider Services Representatives. This assures calls are monitored and scored by QA staff who have 
extensive experience handling provider calls and responding to inquiries. 

MCNA conducts satisfaction surveys that include questions specific to the services received by our 
Provider Hotline. Our Director of Call Center Operations utilizes this feedback to identify trends, and 
collaborates with our Director of Training and Quality Assurance and our Manager of Provider Relations 
to develop interventions to improve provider satisfaction as it relates to call handling. 

Although MCNA met or exceeded our internal goal of 90% per category, we continue to strive to 
improve provider satisfaction. MCNA implemented the following initiatives to positively increase 
satisfaction with our Provider Hotline: 

• Additional Provider Hotline Representatives were hired to improve response times 
• Refresher training classes were conducted to increase knowledge of Provider Hotline 

Representatives 
• Follow-up calls were implemented with all providers who submitted emails, faxes and voice 

messages to ensure providers were satisfied with the response time 

Provider Relations Representatives followed-up with any provider who did not express 100% overall 
satisfaction with MCNA. 
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Provide an overview of the DB PM's proposed provider website, including 
examples of information that will be available on the website and on portals for 
providers. 

Include proposed resources and tools that will be of use to providers. Please 
provide a description of technology that will be used to enhance the provider 
website. 

MCNA's Provider Website 

MCNA websites are state-specific and designed to satisfy the unique requirements of the state 
agencies that we work with. The content, presentation, and functionality of these websites is carefully 
crafted to meet the needs of the local population and adhere to industry standards for navigability and 
accessibility. MCNA's website for the Nebraska Medicaid program will be fully prepared by the time of 
Readiness Review and will include the following information for providers: 

• Information about how to submit grievances and appeals to MCNA 
• Contact information 
• Information to assist network providers with regards to billing or pre-authorization processes and 

frequently asked questions 
• A link to download the Provider Manual and relevant ML TC bulletins 
• Information on upcoming provider training sessions 
• A link to download provider training materials 
• Schedule of provider informational webinar events and signup information 
• A link to MCNA's secure online Provider Portal which includes information on: 

o How to submit claims 
o How to obtain pre-authorizations and referrals 
o The provider grievance system 
o The contact information for MCNA's Provider Relations Representatives and a territory 

map showing assigned representatives by geographic location 

For additional information regarding the design, functionality, quality assurance, and availability of our 
website, please see our response to Question 18 of this RFP. 
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Provider Portal 

MCNA's online Provider Portal offers state-of-the-art web-based applications for our participating 
providers free of charge. MCNA's Provider Portal is a service module that is part of our management 
information system, DentalTrac™ . This allows the Online Provider Portal to leverage our redundant, 
scalable, and secure technology framework that powers our MITA-aligned modular system. 
DentalTrac™'s technology framework includes all the network and communication hardware used to 
support our hosted applications as well as all security and viral scanning programs involved with the 
communication portion of the applications. 

Providers have unlimited access to our secure Provider Portal that support their routine administrative 
transactions with MCNA. This integrated, easy-to-use online portal offers an ideal solution for providers 
to perform the following necessary day-to-day functions: 

• Verify member eligibility 
• Submit claims 
• Request pre-authorizations and referrals 

• Print Remittance Advices (RAs) 
• Submit claim appeals and reconsiderations 
• Review a member's dental treatment history 

• Create an appointment book 

• Manage fee schedules 

• View Member Roster 
• View and update demographic information 

• View individual scorecards and provider profile reports 

• Access MCNA's Provider Manual 
• Access program announcements and updates 
• Access detail on MCNA's Provider Relations team including contact information and territory 

assignment maps 
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MCNA is committed to ensuring the security and efficiency of all data, systems, and online tools. We 
employ dedicated security specialists who assess, monitor, and continually improve the security of our 
systems. We adopt information security best practices for role-based access, account lockout, strong 
passwords, password expiration, and encryption techniques. All MCNA staff understand the importance 
of protecting our members' privacy and our clients' data. As such we take all measures necessary to 
ensure that DentalTrac™, our applications. and our entire technology framework meet and exceed all 
applicable standards for security, including but not limited to HIPAA, FIPS 140-2, and NIST 800-53r4, 
and compliance with 42 CFR Part 31, Subpart F. 
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We understand security concerns related to the highly sensitive nature of the data being exchanged 
over the public Internet. MCNA's online Member Portal and Provider Portal are designed to enforce the 
use of Secure Sockets Layer (SSL) web-based protocol to collect and store all data and records 
exchanged with our members, network providers, and ML TC. We ensure that SSL is present at all 
times in order to manage server authentication, client authentication, and all encrypted communications 
between our servers and our users. 

Access to our Provider Portal is granted only to authorized users and enforced by the use of role-based 
security mechanisms. These mechanisms ensure users are limited to only the specific functions for 
which they are responsible. 

Onllno Provider Portal Tutorial Videos 

Provider Portal Login Screen 
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Describe the OBPM's proposed provider education and training program, including 

• A description of the training program. 
• A work plan that outlines education and training activities, including 

frequency of office visits to conduct activities. 
• A listing of the types of materials and content the DBPM will distribute 

(include three samples of materials}. 
• How the DBPM will evaluate usefulness of educational sessions and utilize 

feedback to Influence future training sessions. 

Initial and Ongoing Provider Education and Training 

We understand that the Nebraska provider community may have some initial apprehension about the 
transition from fee-for-service to dental managed care. Our past experience in successful transitions 
allows us to proactively address the concerns of our providers, specifically with respect to provider 
claims processing, reimbursements, filing grievances and appeals, periodicity schedules for preventive 
care, and our clinical practice guidelines. 

Provider education is an integral component of our network development and retention 
strategy. In 2015, MCNA conducted over 6,000 provider orientations, in-office education 
sessions, and site audits. 

MCNA believes the key to our previous successes can be attributed to extensive training of our staff on 
transitioning providers to our plans, and the strong relationships we build with our provider communities 
during and after transitions. With over 20 years of experience, we have learned that the most effective 
way to build relationships is by establishing trust. MCNA establishes trust with our provider 
communities with early and earnest communication and then by training our staff on the following five 
guiding principles: 

• Mutual Concern: MCNA demonstrates shared 
concern with our providers about the oral health of 
our members and the challenges of participation in a 
Medicaid plan 

• Keeping Commitments: MCNA values integrity, 
competence, and consistency in keeping 
commitments to our providers and members 

• Open Communication: MCNA fosters an open 
communication environment with clients, employees, 
providers, and members 
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• Active Collaboration: MCNA actively collaborates with community partners, providers, and 
members to promote good oral health and an efficient Medicaid plan 

• Long Term Perspective: MCNA invests in provider education and training to contribute to 
overall provider and member satisfaction 

Building trust with the Nebraska provider community is a top network development priority. With this 
long-term perspective in mind, MCNA will conduct initial and ongoing provider orientations and online 
training seminars (webinars), and provide a wealth of information through our Provider Portal and 
Provider Manual. MCNA's Provider Portal and Provider Manual educate providers on a wide spectrum 
of topics, and include our procedures for claims submissions, requirements for clean claims, payment 
and reimbursement options, submission of electronic and paper claims, and a complete user guide 
explaining the functionality of our Provider Portal. 

Providers can find reference and educational materials on our web-based Provider Portal. These 
materials include provider manuals, program descriptions, claim submission guidelines, "how-to" video 
tutorials, ADA claim form completion instructions, and claim coding and processing guidelines. 
Providers are notified of any changes to these materials at least ninety (90) days prior to their effective 
date. We make all efforts possible to maintain our provider network's awareness of changes in 
regulations, program administration, benefits, and other requirements that may impact their 
reimbursement or ability to treat our members. 

Provider Training Prior to Go-Live 
MCNA will conduct regional training workshops prior to the operational 
start date to ensure providers experience a smooth transition to our 
program. MCNA will submit the training schedule to ML TC for review and 
approval a minimum of 30 calendar days from the date of award. Our draft 
provider orientation schedule is included in this submission as Attachment 
35-1. These workshops will be the building blocks for winning their trust 
through open communication and active collaboration. Content covered in 
these workshops will also be available via a series of webinars. This dual 
approach to educational programming will allow providers multiple 
opportunities to receive training on MCNA's Provider Manual and learn 
about the operational aspects of the Nebraska plan. 

All network providers receive initial training on the following topics: 

• The detailed benefit plans for each eligible population 
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• Dental record keeping requirements and MCNA's dental record review process 

• Information about MCNA's Grievance System 
• Information about MCNA's free, online Provider Portal including: how to verify eligibility, and 

submit claims, authorization requests, and referrals 

• The role of the Primary Care Dentist (Dental Home) 
• Frequently asked questions and answers 
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• Clinical criteria and guidelines 
• Member rights and responsibilities, and provider rights and responsibilities 

• Information about MCNA's quality improvement program 
• Details about MCNA's Dentallink initiative to increase collaboration between primary care 

dentists and physicians 
• Details on MCNA's program integrity efforts including how to report suspected waste, fraud, and 

abuse 
• Information about MCNA's credentialing and re-credentialing process 
• Provider non-discrimination and cultural competency information 
• MCNA and ML TC contact information such as addresses and phone numbers 

After Go-,Live 
MCNA will provide on-going education for current and new providers through a variety of methods. 

Monthly Training Webinars 

MCNA will host monthly training webinars for all network providers on any changes in policies and 
procedures. Webinars will also address training gaps identified through frequently asked questions 
received on the Provider Hotline and feedback from our Provider Relations Representatives. We will 
also solicit suggestions from our provider community. The monthly webinar training schedule will be 
posted on the Provider Portal. In addition, providers will be notified by fax and email of the training 

dates and topics. 

Quarterly Regional Workshops 

Workshops will be conducted each quarter on a regional basis and are designed to keep providers 
abreast of any changes to MCNA's policies and procedures and to ML TC or federal requirements. The 
same content will again be available via webinars for providers and their office staff. 

Provider education content for the workshops is developed by evaluating: 

• Results from surveys and audits 
• Identified trends from: 

o Claim and authorization submissions 
o Provider complaints, grievances, or inquiries 
o Member complaints and grievances 

• Provider requests for personalized training topics 
• Changes in covered benefits or dental policy 

Ad Hoc Meetings 

Personalized training sessions at the provider's office will be used when there are specific issues to 
address stemming from complaints, provider profiling results, quality improvement activities, 
re-orientations for offices that may have staffing changes over time, or other opportunities that may 
arise where individual training is ideal. 
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MCNA created the provider education work plan below to ensure that the needs of the Nebraska dental 
community are met through ample training opportunities throughout the year and upon request. 

Type of Education Audience and Focus Frequency Method 

Provider Newly participating providers: Full Conducted within Face-to-face or 

Orientation overview of MCNA and the Nebraska 45 days of go- webinar with 

Medicaid program live, and available material available 
upon request via MCNA's 

thereafter Provider Portal 

Site Audit All participating offices: Site review to Minimum of 25% Face-to-face in the 

evaluate ADA compliance, conduct of offices per provider office 

appointment availability surveys, quarter 

ensure proper emergency protocols 
are in place, and staff are properly 
trained 

Webinars All participating providers: Variety of Monthly and ad Online and 

topics including "How To" series of hoc providers may also 

topics such as accessing the choose to join via 

Provider Portal, filing a claim, phone only 

requesting a pre-authorization, 
verifying eligibility, and more 

Regional All participating providers: Variety of Quarterly Face-to-face 

Workshops topics based on feedback from 
members and providers, the 
grievances and appeals system, 
quality improvement initiatives and 
trends 

Ad Hoc Requests All participating providers: Providers Ad hoc Face-to-face, 

may request training on any topic teleconference, or 

and MCNA's team will conduct in the webinar 

manner selected by the provider 

Dental Advisory Panel of providers nominated by Quarterly Face-to-face and 

Committee dental organizations such as the teleconference for 

Nebraska Dental Association and the members who 

University of Nebraska Medical cannot attend in-

i Center College of Dentistry: Discuss person 

I 
dental issues and help shape policy, 
quality initiatives, and administrative 

11 
processes 
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Dental Details All participating providers who Monthly Via email and also 
choose to receive it: Our monthly maintained in the 
newsletter that includes a variety of Provider Portal 
information about trending dental 
topics of interest and MCNA's clinical 
policies 

Provider Portal All providers: Educational videos that Always available Via YouTube and 
Videos illustrate how to perform tasks via the Provider Portal 

MCNA's online Provider Portal 

MCNA will use the Provider Manual, Provider Portal, provider bulletins, educational videos, our 
dedicated Nebraska website, and our monthly newsletter as ongoing training tools for the provider 
community. A copy of the presentation will be made available to all Provider Orientation and Regional 
Workshop attendees and the materials will also be posted in MCNA's online Provider Portal. 

We will work with ML TC and other ML TC contractors as necessary to develop dental education 
materials tailored for children that address multiple topics including EPSDT requirements. We will 
educate our network providers on the availability of these materials via MCNA's dedicated Nebraska 
website and our innovative Member Portal and App. MCNA has a variety of member materials 
designed for children that address the importance of proper oral hygiene and emphasize the need to 
see a dentist regularly. These materials will also be made available free of charge to our providers for 
use with their patients. 

Please see the following sample provider education 
material: Louisiana Medicaid Provider Manual (Attachment 
35·2), Iowa Medicaid Provider Orientation presentation 
(Attachment 35-3), and our Idaho Medicaid Credentialing 
training presentation (Attachment 35·4) . For additional 
examples of provider training content, please visit our 
YouTube Channel (http://youtube.com/MCNADental). The 
image to the right is from our online tutorial video about 
submitting a Prior Authorization via MCNA's Provider Portal. 

Evaluating Etfet~tiven(~Ss 

MCNA seeks provider feedback on all training opportunities. The representative providing the training 
sends out an evaluation tool to all participants and solicits their comments about the content, format, 
and presenter. The comments received shape our future training sessions by enabling our team to 
recognize preferred formats and identify any additional information that should be added to the content 
covered in the session. Please see Attachment 35-5 for a copy of our evaluation form. 
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Provide a description of the OB PM's proposed approach to handling provider 
complaints. Include intended interaction and correspondence, as well as 
timeframes in which the DBPM will acknowledge and resolve inquiries and 
grievances. Explain how the DBPM will track provider complaints and how the 
DBPM will use this type of information to improve provider services. Include a 
description of any type of internal reporting the DBPM will perform, and how the 
OBPM will use reporting information to influence the activities of the DBPM's 
provider services representatives. 

ur Apl)roach lo Handlin9 Provider Complaints 

MCNA maintains a provider complaint process for in and out-of-network providers in Nebraska to 
dispute MCNA's policies, procedures, or any aspect of our administrative functions. The complaint 
process will be outlined in MCNA's Provider Manual and available online via MCNA's Provider Portal. 

We have a toll-free Provider Hotline that is available for providers to ask questions about the program, 
file a complaint, request information or seek resolution of a problem. The Provider Hotline is available 
7:00 am until 7:00 pm CST throughout the State of Nebraska, Monday through Friday, excluding state
approved holidays. 

To ensure providers are aware of MCNA's provider complaint process, we will feature the toll-free 
number prominently on our website, in the Provider Manual, Provider Portal, provider education 
materials, and for non-network providers, on our Remittance Advices. The information will include 
specific content about the Provider Hotline, how to contact your Provider Relations Representative, and 
details on how to submit a complaint via email or surface mail. Additionally, instructions are provided on 
how to request a face-to-face meeting to present a case to MCNA, and how to request a hard copy of 
our policies and procedures at no charge. Providers may file a written complaint within 30 calendar 
days. MCNA will respond to the complaint within 30 calendar days of receipt. 

Cotnplaint Resolution Process 

MCNA's dedicated Provider Hotline Representatives and Provider Relations Representatives 
investigate each complaint. Their thorough analysis includes review of applicable statutory, regulatory, 
contract and provider subcontract provisions, and application of MCNA's written policies and 
procedures. The needed facts are gathered from all involved parties. Should the complaint require 
corrective action, an MCNA executive with the authority to require such action will be the final point of 
escalation. All information pertaining to the complaint, including documents gathered during the 
investigation, will be maintained in DentalTrac™. our proprietary management information system, to 
provide a complete and thorough audit trail and enable reports to be generated based on the nature of 
the complaint. 

Provider Relations Representatives are trained to distinguish between provider complaints and member 
grievances or appeals. MCNA's Grievances and Appeals Department handles all member grievances 
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and appeals whether submitted by the member or by the member's provider on behalf of the member. 
Additionally, to streamline the complaint process. MCNA allows providers to consolidate complaints of 
multiple claims that involve the same or similar payment or coverage issues. 

When MCNA receives a provider complaint, the complaint is date stamped, triaged, and logged into the 
Grievances and Appeals module of DentalTrac™, which houses our electronic complaint tracking log. 
Once the case is logged, it is assigned to a designated Provider Relations Representative who is 
responsible for conducting a thorough investigation, including reviewing all pertinent facts and 
regulations, and ensuring all issues presented in the complaint are completely addressed. 

The Provider Relations Representative acknowledges the complaint in writing within 5 business days 
of its receipt by MCNA. The acknowledgement letter outlines the member's or provider's rights and 
explains the complaint process. The Provider Relations Representative immediately researches the 
issue, assesses the nature and urgency of the case to determine the appropriate resolution path, and 
coordinates with dental offices, involved parties, and the staff of other MCNA departments. 

After thoroughly investigating the complaint and determining a resolution , the designated Provider 
Relations Representative prepares a written notification of the resolution of the complaint to be sent to 
the provider. The response notice includes a statement of the issues raised and pertinent facts 
determined by the investigation. A statement of the specific coverage or policy or procedure provision is 
included when applicable. The notice also includes the decision or resolution of the complaint and a 
reasoned statement explaining the basis for the decision or resolution. All provider complaints are 
resolved within 30 calendar days of receipt. 
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MCNA will maintain and implement written policies and procedures that detail the operation of the 
provider complaint process. The policies and procedures will comply with all requirements of the RFP 
and will be submitted to Ml TC for review and approval within 30 calendar days of the contract award 
date. The status of all provider complaints and their resolution will be provided to ML TC on a monthly 
basis in the format required by Ml TC. 

Us1n~1 Provider rcHJdback for Quatrty frriprov~·rrHH'lt 

As part of MCNA's Quality Improvement activities, all key performance indicators (KPls) for our 
Complaint process are tracked and trended by MCNA's Grievance, Complaints, and Appeals 
Committee. The Committee reviews reports to identify consistent patterns of complaints, formal 
grievances, and appeals filed by members and providers. When a pattern is identified, action is taken 
by the committee to designate members of the operational staff (Utilization Management, Claims, 
Quality Improvement, Provider Relations, and Grievances and Appeals departments) to investigate the 
pattern and provide a written report to the committee detailing the nature of the issue or issues and 
recommend corrective actions. All activities conducted by the Grievances, Complaints, and Appeals 
Committee are reported to the Quality Improvement Committee (QIC). 

Our QIC, in conjunction with the Director of Call Center Operations and Associate Vice President of 
Administration and Operations, analyzes reports to identify trends and implement appropriate 
interventions and Performance Improvement Projects (PIPs). MCNA utilizes data to conduct root cause 
analysis in order to address systemic issues and barriers, improve operational processes, and increase 
provider and member satisfaction through additional training and education. 

Texas Success Story 

A Texas provider complained to MCNA regarding a denial of payment for non-intravenous conscious 
sedation services billed. Our Provider Relations (PR) Representative contacted the provider and 
explained that he did not have the proper sedation certification from the Texas State Board of Dental 
Examiners to provide that level of sedation. The PR Representative offered to coordinate a peer-to
peer discussion with MCNA's Dental Director regarding sedation billing requirements. The provider was 
very pleased and understood the information communicated in the peer-to-peer discussion. The 
provider recognized the need for the additional level of anesthesia permit as a mechanism to prevent 
potential adverse sedation outcomes. The provider scheduled his additional training and was issued a 
Level 2 Permit, and now properly administers non-intravenous conscious sedation to patients when 
appropriate. 
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Describe the approach the DBPM will take to assess provider satisfaction, 
including tools the DBPM plans to use, frequency of assessment, and responsible 
parties. Provide relevant examples of how the DBPM has utilized survey results to 
implement quality improvements in similar programs and how these changes have 
improved outcomes. 
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Excerpts from MCNA 's Diagnostic Quality Provider Training Slideshow 

mcna 
'-../ 

Provider Training 

Narratives 

Whal MCNA considers as a good narrative would 
ineiudfl specirocs or tooth #, surface. an<I/-Or 
location involved Also an explanation to specific 
circumstances of when and how long Iha 
procedure was pelformed. It should describe any 
medlcaUons dispensed, howUley ware glven and 
how mvoh was given It should state any 
symploms 1/ie paUent was ha•ing such as pain, 
sweJNng, and/or infection. Also n should include 
any cnmpromising medlcat ar physical condllion of 
the paUent WnP.n applicable includ• durallon of 
procedure perlorrned. 

• Cl.I and PiitlJ• Narrat/WU ug,O WI •wur UMtMr are no( --
Diagnostic Quality X-Rays 

Whal maktt an x-<&y ot di:JgnosUc qualty? 

• Simply l)IJI. a disgnmllc x-,ay b 8 U n Iha! Is ol ~ q,,ellty good enoog, lo be used to 
:1id in making a detArmifl.alion abut.11 lhe claim or pre~iiulhoriz~llon roqucst it t1uppof't~ 

• Tho tilm mu&t be ffladailte. meanin~ ii can ~~lher be loo li9hl or loo dark 

• I( 2 specillc loolh Is in qoostion on the claim or pre..aothorizallon, thal tooth mu•t be 

J>tQSonl in lhe lma9e on Iha x-,ay, ind~d;ng Ille whole IOO!h s1ruc~1te or Ille " ' " 
...-roun<ing Ille loOlh (ii« is abo in qu&Sllon) 

• LabcLing of 1i11ht and left side im4gve ll is Aasy lo furyet this es;ped of lhe K·ruys, 
but willloul lhe corr~ct lab@ls des,gnatin9 right from left, il is possible they will be 

u•eless 66 diagnostic tools. Before submitting x-rays lo MCNA, please take a seoond 
to make sur~ images of ~olh sides are labeled cMeclly, 

Remembet, dlagnosic Qll8f1y 1, ifl Ille dlllails! 
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MCNA's UtUJzaUon Managemenl Criteria uses 
components or denial £tAndar<ls from the American 
Acooemy of Pedialric Oenlistry Cwww.aapd.urg) 
and !he American Dental Association 
II~ ) 

The procedure codes used by MCNA are 
describ&d in lhe American Oenlal Association's 
Code Manual Requests tor documef1tation of 
these cOdes are deiermlned by communiiy 
accepleo dental standards for aulhorizatlon such 
as lr&alment plans, narrallves, radlographs and 
pArlndonl31 charting 

All About X-Rays 

MCNA's Clinical Reviewers need to 

examine x-rays of diagnostic quati1y when 

considering certain claims submissions 

and pre-aulhorization requests from your 

office 

Wllh a h igh-quality x-tay. we can process 
your claim or prc-autllori?alion as quickly 

as possible and meet our goal of being an 

effective partner to you In delivering 

qua lily denlal services to MCNA members 

Peer-to-Peer 

At MCNA all clinical determinations 
arc made by Texas licensed 
dentists 

• The Peer-to-Peer process gives 
providers the opportunity to discuss 
clinical situations with an MCNA 
clinical reviewer of lhe same 
specialty 

• If you would like a Peer-to-Peer 
discussion please contact the 
Provider Hotline at 855-776-6262 
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Sample "Dental Details" Provider Newsletter 

ISSUE HOMEPAGE 

MCNA UPDATES 

f--'1"', .-1 111_l I 11·1,, [JtlJ, • L1 ., fr 

LL~I 

1 • 1 r--;, 1 :.. ;.l,i .:.i,r r c-~11 

UTILIZATION MANAGEMENl 

AL•lho, z;:i11011 of Sco.~hou ~, .. , 
110::.u•t.al,2;:i11or 

QUALITY IMPROVEMENl 

t11t;:our~4m11 P;itmnls 10 l..01111il1t 

lo P,r,ven11v~ 1,.;;ir~ 

us,nu Pr~vP.n1 ,011 lo P101Ju1.,(-I 

bCl'<:H unn MP.;\llh Ouu.:o•ne, 

- -

DEffTAL ARTWOI\K 

Sculpture - Toolh Book Fold 

Encouraging 
Patients to Commit 
to Preventive Care 

MCNA'• auanw lmp,ovemenl 
Program engages io a wide range 

of outreach and suppon activities 
designed 10 encourage I/le regular 
ulilizatioo or preventive dental 
servic.ss oy our m~mbers 
Prevention is key in the f1ghl 
against ... 

R~ad More" 

Discover the Power 
of MCNA's Provider 
Portal 

MCNA's rr•e onhne Pcovider Portal 
presenls you with secure access to 
all of the most important 
informaUon you need. when you 
nee(I it Our Prov'ider Pon.al pu\S 
easy,to,use. effective palionl and 
pracrice mana9en1ent tools~, 
your . • 

Read More» 

Authorization of Sedation and Hospitalization 

wnen submilling a pr~authOrizavon request tor IV sedation or hospitalization for 
memoers ove1 the ago of six, please ensure your ,equest is accompanied by the 
proper documeotation This includes documentation or the member's medteal, 
cognitive, and/or psychological condition You may use e medical diagnosis cOde 
to document tne member's condition. orwrile a narrative. 

R•ad More• 

0 

Preventing Claims 
Delays Due to LOI 

We have assemoled the ro11owin9 
collection of tips 10 MIP your office 
avoid delays in lhe prompt 
processing of y9\Jr claims due to 

What is an Appeal? 

You may file an appeal wllh MCNA 
when one of your claims fo, 
Hrvices rendered has be,6n denied 
ror determ,nations based on 
medical necessity and benellt 
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For each subcontractor included in the proposal, provide the organization's role in 
this project, corporate background, size, resources and details addressing the 
following: 

• The date the company was formed, established or created. 
• Ownership structure (whether public, partnership, subsidiary, or specified 

other). 
• Organizational chart. 
• Total number of employees. 
• Whether the subcontractor is currently providing services for the DBPM in 

other states and the subcontractor's location. 

Subcontracting 
We are committed to ensuring that our Nebraska Medicaid members receive quality dental services 
and that our providers are supported in the delivery of that care. MCNA Insurance Company has 
maintained a relationship with our affiliate subcontractor, Managed Care of North America. Inc., since 
our inception. On the following page, we provide detailed information about that relationship as 

requested by this RFP. 
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M;\naged Caire ·of North Ame!rlcaJ Inc (d1hla MCNA DeirntaJ p ·,a:,i.s) 

Managed Care of North America, Inc., is a Florida S-Corporation chartered on May 3, 1991, and 
licensed as a Pre-Paid Limited Health Services Organization by the Florida Office of Insurance 
Regulation on January 30, 1992. Managed Care of North America, Inc., is a wholly-owned subsidiary of 
MCNA Health Care Holdings, LLC, a Florida limited liability company. Managed Care of North America, 
Inc., provides third-party administrative services to MCNA Insurance Company for its Medicaid and 
CHIP programs in Texas, Louisiana, Iowa, and Idaho. The company is headquartered at 200 West 
Cypress Creek Road, Suite 500, Fort Lauderdale, Florida, 33309, and has approximately 200 
employees. Please see below the organizational chart for Managed Care of North America, Inc. 
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For subcontracted roles included in the proposal, describe the DBPM's process for 
monitoring and evaluating performance and compliance, including but not limited 
to how the DBPM will: 

• Ensure receipt of all required data including encounter data. 
• Ensure that utilization of health care services is at an appropriate level. 
• Ensure delivery of administrative and health care services at an acceptable 

or higher level of care to meet all standards required by this RFP. 
• Ensure adherence to required grievance policies and procedures. 

Descr~ption o,f Subcontractor ~~,::-~ationHhup 

MCNA Insurance Company, the bidder, will comply with the requirements of the Ml TC contract by 
underwriting the cost of the dental benefits, ensuring all Provider Relations and Outreach 
responsibilities are fulfilled, providing a robust team of general and specialty dentists to provide clinical 
review services, managing a robust network of general dentists and specialists, and overseeing our 
affiliated subcontractor who will provide additional administrative services. 

Our affiliate, Managed Care of North America, Inc., d/b/a MCNA Dental Plans, will provide 
administrative services to the bidder, MCNA Insurance Company, including: 

Subcontractor Oversight 
MCNA's subcontract contains rigorous performance standards designed to ensure compliance with 

ML TC requirements. 

We are responsible for oversight of all subcontractors' performance as required by 42 CFR §§438.6 
and 438.230. We remain fully accountable for any delegated functions. MCNA evaluates prospective 
subcontractors to assess their financial stability and operational capabilities with respect to the 
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delegated activities. Our subcontract agreement specifies all activities and reporting responsibilities 
delegated to the subcontractor and establishes penalties and sanctions including possible contract 
termination for failure to perform. 

MCNA will submit all subcontracts for the provision of any services under this RFP to Ml TC for review 
and approval a minimum of ninety (90) calendar days prior to their planned implementation. We 
understand that Ml TC has the right to review and approve or disapprove all subcontracts entered into 
for the provision of any services under this RFP. Additionally, MCNA ensures that all subcontractors 
have not been excluded from participation in the Medicare and/or Medicaid program pursuant to 
Section 1128 of the Social Security Act (42 U.S.C. § 1320a·7), or who/which is otherwise barred from 
participation in the Medicaid or Medicare programs. MCNA will not enter into any relationship with 
anyone or any entity debarred, suspended, or otherwise excluded from participating in procurement 
activities under the Federal Acquisition Regulation or from non·procurement activities under regulations 
issued under Executive Orders. 

We oversee the subcontractor's performance through our Quality Improvement Committee process on 
a periodic schedule consistent with industry standard 

The Quality Improvement 
Committee evaluates the subcontractor's ability to perform the activities to be delegated; monitors the 
subcontractor's performance on an ongoing basis; subjects the subcontractor to formal review on an 
annual basis; identifies deficiencies or areas for improvement; and takes corrective action as 
necessary. 

MCNA's Quality Improvement (QI) Department continuously monitors plan operations to identify areas 
for improvement. 

Response to RFP 5427 21: Medicaid Dental Benefit Program Page 211 of 396 
Prepared by MCNA Insurance Company for the Nebraska Department of Health and Human Services 



Part 2 - Technical Approach mcnadental 
Response to Attachment 11 - Proposal Statements and Questions 

Response to RFP 5427 Z1: Medicaid Dental Benefit Program 
Prepared by MCNA Insurance Company for the Nebraska Department of Health and Human Services 

Page 212 of 396 



Part 2 - Technical Approach mcnadental 
Response to Attachment 11 - Proposal Statements and Questions 

All performance measures must meet or exceed expectations. In the event of substandard 
performance, MCNA will require the subcontractor to submit a remediation plan within five (5) days of 
identifying performance issues, which will be implemented immediately upon approval by the Executive 
Director. MCNA may require the subcontractors to modify the remediation plan. Performance will be 
continually monitored throughout the corrective action period. 

MCNA will remain fully responsible for the obligations, services, and functions performed by our 
subcontractor to the same extent as if such obligations, services, and functions were performed by 

MCNA Insurance Company. 

Describe how the DBPM will assist members to identify and gain access to 
community resources that provide services the Medicaid program does not cover. 

MCNA recognizes the importance of informing our members about how to identify and gain access to 
community resources that provide services not covered through the Nebraska Medicaid dental 
program. We engage our staff and resources in a multifaceted approach to provide targeted education 

to our members about these resources. 

MCNA's experienced Member Advocate and Outreach Specialists (MAOS) team cooperates with 
community-based organizations on a regular basis to reach children and families in the communities we 
serve. Through these partnerships, we are able to organize, attend, and support local health fairs and 
other community events. Our MAOS team provides education to our members and their parents about 
oral health and hygiene, covered dental benefits, and the EPSDT periodicity schedule. We also explain 
how they can obtain assistance from other organizations and utilize available community resources. In 
the past year, our MAOS team members have actively participated in over 620 health fairs and 
outreach events. MCNA routinely organizes and coordinates these events with county health 
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departments, Head Start programs, public school systems, civic organizations, dental centers, health 

plans, and faith-based organizations. 

In addition to external outreach efforts, MCNA's Call Center staff identify when members have needs 
that extend beyond the services covered in Nebraska's Medicaid program. This identification occurs 
during inbound calls. Each representative has access to a list of community resources local to the 
member calling and utilizes that to provide assistance in obtaining needed services 

Our MAOS, call center, utilization management, and grievances and appeals teams are trained to 
recognize when members require assistance with care coordination, and to refer those members to the 
Case Management Program as needed. Additionally, we inform our network providers about the 
program and provide them with guidance on how to refer members they identify as eligible for case 
management services. Providers are first introduced to this information during initial provider orientation 
and have continual access to it in the Provider Manual. 
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MCNA recognizes that we must maintain close relationships with the community organizations that 

support the communities we serve. 

MCNA's support of our local communities in this manner helps us develop and maintain the close 
relationships with key community organizations that allow us to quickly and effectively navigate the 
system of resources available on behalf of our members. 
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Provide a description of the DBPM's proposed QAPI program. Include the 
following in the description: 

• The proposed structure, and policies and procedures that explain the 
accountability of each organizational unit. 

• The program's infrastructure, including coordination with subcontractors 
and corporate entities, if applicable. 

• Proposed QAPI committee membership and committee responsibilities. 
• How focus areas will be selected, including how data will be used in the 

selection process. 
• The proposed QAPI work plan, including planned initiatives. 

fvK:·Nt\ )'::i C)uanty .A..ss tM'·;_:n'H~::,r:,~ ~:tt ri11d f),E rf (HYtrr6H11Ge trnpr·otJ\irTHjf(rr Frogra,:n. 

{Of Pn.,fixarn) 

MCNA has over a decade of experience in developing process improvements and interventions that 
enhance clinical efficiency, provide effective utilization, and improve outcome management for the 
Medicaid and CHIP members we serve. With a current membership of 3,500,000, MCNA holds the 
most full-risk, dental managed care contracts with state agencies. Together with MCNA, our state 
clients have achieved some of the highest levels of success with preventive care and other quality 
measures in the nation. MCNA has been providing comprehensive dental benefits to Florida CHIP 
members through a contract with the Florida Healthy Kids Corporation since 2005. Our most recent 
audited HEDIS scores exceed the Medicaid national mean for all age cohorts. We have managed the 
dental benefits of Texas Medicaid and CHIP members since 2012, and Texas is ranked first in the 
percentage of children receiving preventive dental care in the nation. (source: FFY 2015 CMS 416 
preventive care measure) 

Our Quality Assurance and Performance Improvement Program (QI Program) is designed in 
accordance with 42 CFR §438.330. The QI Program systematically monitors and evaluates the quality 
and appropriateness of care and services, and promotes improved patient outcomes. MCNA's policies 
and procedures define the scope of the QI Program including, but not limited to: the line of authority 
and accountability; the infrastructure and coordination with corporate entities; the Quality Improvement 
Committee's (QIC) membership and committee responsibilities; the integration of focus groups; data 
use criteria; process for selection of performance improvement projects (including prioritization of high 
risk populations); and the development of our QI Work Plan that outlines the planned initiatives. 

QI Program StnJcturel Focus, and Subcornrnittees 
The QI Program structure has been established by MCNA's Health Plan Board of Directors, who retains 
ultimate authority and accountability for the QI Program. The Board oversees and evaluates the impact 
and effectiveness of the QI Program, provides strategic direction, and ensures incorporation of the 
program into MCNA's business operations. The Board has delegated the development, implementation 

Response to RFP 5427 Z1: Medicaid Dental Benefit Program 
Prepared by MCNA Insurance Company for the Nebraska Department of Health and Human Services 

Page 216 of 396 



Part 2 - Technical Approach 
Response to Attachment 11 - Proposal Statements and Questions 

mcnadental 
'-/ 

and review of the QI Program to the Quality Improvement Committee (QIC), chaired by MCNA's Chief 
Dental Officer (COO), Dr. Ronald Ruth, and co•chaired by our Nebraska Dental Director, Dr. Scott 
Wieting. 

The QIC meets on a quarterly basis and is 
accountable for the development, 
implementation and oversight of 
Nebraska's comprehensive annual QI 
Program Description, Work Plan, and 
annual Program Evaluation. The QIC 
selects, directs and utilizes task forces, 
other MCNA committees, Member and 
Provider focus groups, and other plan 
activities to define the scope, develop the 
goals and objectives of the QI Program, 
and identify, define and direction quality 
improvement activities. Meeting minutes 
are maintained for all meetings and will be 
reported to ML TC following the end of each 
quarter. 

Quality Improvement Leadership 

Members of the Quality Improvement 
Committee are appointed by the Board of 
Directors. All provider advisory 
appointments and member appointments 
are at the discretion of the chair. 

• Chaired by: Chief Dental Officer 
• Co-Chair: Nebraska Dental Director 
• Plan President 
• Nebraska Executive Director 
• Vice President of Dental 

Management and Quality 
Improvement 

• Director of Quality Improvement 
and Risk Management 

• Chief Operating Officer 
• Chief Information and Security 

Officer 
• Chief Compliance and Privacy 

Officer 
• Senior Vice President and General 

Counsel 

Ronald Ruth, DDS 
Chief Dental Officer 

Dr. Ronald Ruth has over 45 
years of dental practice 
experience as a Florida· 
licensed General Dentist and 
co-founded the first dental 
managed care plan in the 
State of Florida. Dr. Ruth 
currently serves on the URAC 
Dental Advisory Board. 

Scott Wieting, DDS 
Dental Director 

Dr. Scott Wieting serves as 
Dental Director for Nebraska. 
He is the immediate Past 
President of the Nebraska 
Dental Association, has been 
a practicing general dentist in 
the State for 37 years, and is a 
graduate of the University of Nebraska. 

DeDe Davis 
VP of Dental Management 
and Quality Improvement 

Ms. Davis has over 25 years 
of healthcare experience, with 
a focus on ensuring members 
receive the right care, at the 
right time, in the right setting. 

• Vice President of External Affairs and Deputy General Counsel 
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• Vice President of Operations 
• Associate Vice President of Administration and Operations 
• Director of Utilization Management and Case Management 
• Director of Grievances and Appeals 
• Director of Call Center Operations 
• Director of Network Development 
• Director of Credentialing 
• Director of Claims Management 
• Director of Human Resources 
• Clinical Reviewers (licensed dentists) 
• Participating Network Dentists 
• Member or member representative from an advocacy group 

MCNA understands that we must submit our QI Program description to ML TC for written approval 
within 60 calendar days prior to the contract start date. The following QIC functions are incorporated 
into the QI Program Description. For a complete listing, please see Attachment 41·1, MCNA's draft 
Nebraska QI Program. 

• Providing oversight and review of the QI Program's subcommittees; 

• Evaluating quality training materials prior to their dissemination, including ensuring compliance 
with CMS protocols; 

• Implementing quality training for providers about standards for dental record keeping, utilization 
of preventive services (sealants, prophylaxis, and fluoride), missed appointments and continuity 
of care, oral hygiene instruction (brushing and flossing), and compliance with the American 
Academy of Pediatric Dentistry's periodicity schedule; 

• Developing educational materials to teach parents and members about oral health and 
preventative services; 

• Tracking indicators, reviewing studies and quarterly reports, and ensuring follow up on the 
resolution of opportunities for improvement; 

• Suggesting and reviewing new and/or improved QI activities; 

• Reviewing and approving all policies and procedures; 

• Reviewing and approving the Dental Utilization Management Program and Plan; 

• Assessing the quality and appropriateness of dental care furnished to members with special 
healthcare needs; 

• Assuring the communication of necessary information with departments and services when 
problems or opportunities arise to improve patient care; 

• Determining issues and subjects for review (e.g., accessibility and availability studies); 

• Approving quality indicators for each of the reporting departments; 
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• Approving the selection of PIPs and/or focused studies, as well as the study design procedures; 

• Monitoring the QI Work Plan and program activities to ensure assigned tasks are initiated and 
completed according to schedule, and overseeing the documentation of the results of activities; 

• Monitoring progress in meeting QI goals; 

• Reviewing, approving, and monitoring corrective action plans; 

• Conducting individual primary care dentist (Dental Home) and dental practice quality 
performance measure profiling; 

• Reviewing performance reporting on measures from delegated entities; 

• Reporting findings to the Board of Directors, relevant stakeholders, other departments, and 
contracted providers (if applicable), as required but no less than quarterly; and 

• Reviewing the scope, objectives, organization, and effectiveness of the QI Program at least 
annually, or more frequently as necessary, and presenting the results to the Board of Directors. 

The QIC has the authority to promote organizational accountability by identifying, assessing, and 
correcting quality of care issues, to improve dental care services. The QIC and its four subcommittees 
are responsible for the implementation and operation of the QI Program. Meeting minutes are taken for 
the QIC and all subcommittees, and MCNA will submit a summary of the meeting minutes to Ml TC with 
other quarterly reports. 

The QIC's four subcommittees, and their scope of accountability are as follows: 

• Credentialing Subcommittee supports MCNA's credentialing and recredentialing efforts. This 
committee is chaired by the COO and co-chaired by Dr. Scott Wieting, MCNA's Nebraska 
Dental Director. The committee meets or more frequently as needed. Primary functions under 
the committee's accountability include: 

o Review and approval or denial of applicants seeking network participation and those 
existing providers seeking recredentialing; 

o Review and evaluation of issues and/or trends for prospective and existing providers; 

and 
o Conducting ongoing monitoring and oversight of existing providers. 

• Peer Review Subcommittee supports MCNA's efforts to provide due diligence to network 
providers regarding professional competence and provider disputes. It also works to ensure 
members receive high quality dental care according to prevailing standards of the dental care 
industry. The committee objectively and methodically assesses, evaluates and resolves issues 
related to the quality and appropriateness of care, safety and services. The Peer Review 
Subcommittee is chaired by MCNA's Nebraska Dental Director, or his designee, and meets on 
an as needed basis. Primary functions under the committee's jurisdiction include: 

o Providing resolution to provider disputes involving adverse patient incidents associated 
with professional competence, professional conduct, and the quality of care and services 
delivered to members; and 
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o Reviewing complaints or allegations against a provider and evaluating whether the 
severity of the issue requires a corrective action for that provider up to and including 
limitations, suspension, or termination from MCNA's participating provider network. 

• Utilization Management (UM) Subcommittee supports MCNA's policy development and 
oversight process for dental utilization management. This committee monitors the medical 
appropriateness and necessity of dental care services utilizing clinical criteria. The committee 
uses both qualitative and quantitative analysis to discern dental practice patterns and utilization 
trends. The UM committee is chaired by our Nebraska Dental Director, Dr. Scott Wieting, and 
meets on a quarterly basis or more frequently as needed. Primary functions under the 
committee's jurisdiction include: 

o Developing and assessing the UM portion of the QI Work Plan; 
o Monitoring for the consistent application of medical necessity criteria and clinical practice 

guidelines; 
o Reducing inappropriate and/or unnecessary dental services without adversely affecting 

the outcome of service delivery; 
o Monitoring service utilization patterns of members; 
o Reviewing and assessing trends in clinical grievances and appeals, and providing 

recommendations to improve the effectiveness of the utilization review process based 
upon findings; and 

o Reviewing the effectiveness of the case management program and recommending 
changes to improve processes as needed. 

• Grievances and Appeals (GAC) Subcommittee supports the implementation and 
management of processes for member and provider complaints, grievances and appeals. This 
committee is chaired by our Nebraska Dental Director, Dr. Scott Wieting, and meets on a 
quarterly basis. Primary functions under the committee's jurisdiction include: 

o Reviewing complaints, grievances, and appeals reports; and 
o Trending of complaints, grievances and appeals by nature and outcome to identify and 

target quality improvement opportunities. 

Monitoring Key Performance Indicators 
The QI Program structure assures accountability throughout the organization, with all staff members 
and leadership playing an active role in driving improvement in the delivery and quality of medically 
necessary oral health services. The QI Program's goals and objectives are established so that routine 
and systematic monitoring occurs across the following key performance areas and measures: 

• Focused clinical studies and performance improvement projects; 
• Dental record audits; 
• Member and provider satisfaction survey analysis; 
• Clinical performance (including peer review); 
• Access to primary and specialty care services; 
• Out of network use; 
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• Appropriate use of diagnostic tests, studies, and dental services (e.g. lab, x-ray); 
• Call performance results for member and provider hotlines including average speed of answer, 

abandonment rate, call wait times, and percent of callers receiving a busy signal; 
• Claims processing turnaround time, stratified by clean, unclean, paper, and electronic; 
• Financial and procedural accuracy of claims payment; 
• Approval and denial trends in utilization management and claims payment; 

• Clinical and preventive care guideline assessments; 
• Credentialing and re-credentialing results monitored against NCQA, URAC and ML TC 

requirements; 
• Incident reporting outcomes; 
• Overutilization and underutilization reports; 
• Case management results inclusive of special needs populations and pregnant women; 

• Claims utilization trends; 
• Provider and member grievances and appeals turnaround times and trends; 

• Provider profiling; 
• Emergency department use data (as made available by ML TC); and 
• Key clinical indicators for adults and children including but not limited to the rates of annual 

dental visits, preventive visits, and age appropriate sealants with minimal stratification by the 
geographic location, age, and primary language of the member. 

MCNA's departmental leadership is accountable for the daily and monthly ongoing monitoring of KPls 
in relation to their performance. On a quarterly basis the directors will present their results and analysis 
to the QIC for review, input, and guidance. This analysis includes both quantitative and qualitative 
results and is trended over time to fully evaluate changes in performance or care patterns. The KPI 
dashboard is utilized to establish the ongoing delta between current performance rates and goals, 
including year-end quality metrics such as the HEDIS ADV rate, CMS 416 metrics, and DQA measures. 

All MCNA staff dedicated to support the Nebraska contract will receive training on the program and its 
requirements through new hire orientation as outlined in Section X of our QI Program. Subsequent to 
initial orientation and training, staff will be further trained by their leadership regarding individual 
department and company-wide quality improvement goals, and the role they play in achieving those 
goals. Section UI of the QI Program emphasizes that management and staff are all active 
participants in the QI Program and the importance of each employee's contribution to 
identifying, planning, evaluating, and monitoring systems, processes, services, and outcomes. 

QI Progran1 Goais, pproach~ and 'ork Plan 
The goals and approach of MCNA's QI Program have been established to align with, and strategically 
support, the National Quality Strategy (NOS), spearheaded by the Agency for Healthcare Research and 
Quality on behalf of the U.S. Department of Health and Human Services (HHS). The NOS consists of 
three aims, six health care priorities, and nine levers/actionable items to execute their strategy. MCNA 
has adopted the NOS' three aims as our overarching goals to drive better, more affordable health care 
for Nebraska's Medicaid recipients. 
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• Better Care: Improve the overall quality, by making oral health care more 
patient-centered, reliable, accessible, and safe. 

• Healthy People/Healthy Communities: Improve the health of the Nebraska 
population by supporting proven interventions to address behavioral, social, 
and environmental determinants of oral health in addition to delivering 
higher-quality care. 

• Affordable Care: Reduce the cost of quality oral health care for individuals, 
families, and government. 

I t11M~t 
NATIONAL 
QUALITY 

STRATEGY 
AP.l1e1 C!IE. /ltlc.·G!lbkCa•t 

N;,•lll•tPlin1::-:,11r•1llhyC;,-im.,nol,P.$ 

WEALIGNTO 
THE NATIONAL 

QUALITY 
STRATEGY 

To achieve these goals, MCNA will select and focus on Nebraska specific initiatives that improve the 
oral health of Medicaid enrollees, and contribute to the financial strength of this essential, publicly 
funded program. Through extensive research, we identify and prioritize initiatives based on those high 
risk and high volume areas of patient care. Our experienced QI staff focuses on materials published by 
state External Quality Review Organizations (EQROs), oral health coalitions, child advocacy groups, 
academic institutions, and healthcare agencies. Our state specific research is complemented with 
materials published by similar institutions on a national level to establish objectives and best-practice 
strategies to achieve our Client's performance goals. 

The QIC develops and implements a QI Work Plan which incorporates the strategic direction provided 
by MCNA's Board of Directors. The QI Work Plan shall be submitted by MCNA to ML TC within 60 
calendar days prior to the contract start date, annually thereafter, and prior to any revisions being 
implemented. The QI work plan includes the following key components: 

• A coordinated strategy to implement the QI Program, including planning, decision making, 
interventions, and assessment of results. 

• The processes to evaluate the impact and effectiveness of the QI Program. 
• A description of the MCNA staff assigned to the QI Program, their specific training, how they are 

organized, and their responsibilities. 
• A description of the role of our dental providers giving input to the QAPI Program. 

QI Program Evaluation 
The QI Department, in collaboration with the Quality Improvement 
Committee, develops an Annual Work Plan {QI Work Plan). Ml TC 
and EQRO recommendations and input from our departmental 
leadership team are taken into consideration for annual updates to 
the QI Work Plan. Results are reported to the QIC. On an annual 
basis, the Work Plan is reviewed by the QIC and reported to the 
Board of Directors. As necessary, selected areas of performance 
from the Work Plan may be brought to the QIC and Board of 
Directors more frequently. The Annual Work Plan may be 
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expanded whenever additional opportunities for quality improvement are identified . 

Under the direction of the CDO and Vice President of Dental Management and Quality Improvement, 
and with input from department heads, the Director of Quality Improvement and Risk Management 
produces a formal written assessment of the effectiveness of the QI Program. Without limitation, the QI 
Program Evaluation: 

• Measures the progress of key performance indicators and quality improvement activities 
• Identifies the interventions and activities that resulted in meaningful improvement 
• Evaluates the progress made towards improving and/or sustaining service levels 

• Evaluates PIP initiatives against established goals 
• Integrates feedback and recommendations from MLTC and its EQRO 
• Identifies and eliminates barriers to success 
• Integrates member and provider feedback from the advisory groups 
• Assesses adequacy of resources allocated to execute the QI Program 
• Evaluates the overall effectiveness of the QI Program 

The QI Program Evaluation guides the development of the QI Program and work plan for the following 
year. The evaluation assists staff in identifying the priority areas for study, annual quality improvement 
initiatives, resources needed to achieve objectives, and timeframes for the implementation of and the 
completion of initiatives. 

The QIC reviews the evaluation report and assesses the adequacy of the program. The QIC approves 
the evaluation, revised QI Program and QI work plan for the upcoming year and presents it to MCNA's 
Board of Directors for final approval. Information about this evaluation is published in the MCNA 
Provider newsletter. Providers are informed that the evaluation is in hard copy upon request. MCNA's 
Chief Operating Officer is an official member of the Board and assures the QI Program is incorporated 
into all MCNA operations. The annual evaluation results are shared with all MCNA staff through 
summaries presented in departmental and staff meetings, and the entire evaluation report is posted on 

the MCNA Intranet site. 

CoUaboration with ML TC 
We will continue to work closely with the ML TC and its EQRO throughout the contract term to ensure 
that our QI Program is focused on meeting ML TC's quality goals, and to ensure positive oral health 
outcomes for our members. MCNA will submit Nebraska's QI Program to ML TC 60 calendar days prior 
to the contract start date for written approval. Following MLTC approval, MCNA will submit QI Program 
reports annually to Ml TC which, at a minimum, will include: 

• QI activities; 
• Recommended new and/or improved QI activities; and 
• Evaluation of the impact and effectiveness of the QI Program, including all care management 

activities. 
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MCNA acknowledges and agrees to comply with any additional report requests by Ml TC. Please see 
Attachment 41-1, MCNA's draft Nebraska QI Program. 

Our Experience Using the QI Program to Drive Improvement 
The National Committee for Quality Assurance's (NCQA) HEDIS Annual Dental Visit (ADV) measure is 
a nationally accepted quality of care indicator for oral health and access to care. All HEDIS measures 
undergo systematic assessment of face validity with review by measurement advisory panels, expert 
panels, a formal public comment process, and approval by NCQA's Committee on Performance 
Measurement and its Board of Directors. All measures undergo formal reliability testing of the 
performance measure score using a beta-binomial model. 

MCNA's innovative interventions and years of experience serving Medicaid and CHIP members have 
culminated in the achievement of HEDIS scores that are among the highest in the nation for our Texas 
program. The following are examples of our success in increasing access to care for our members by 
ensuring a large portion received an annual dental visit. Our track record of superior HEDIS scores and 
targeted outreach solutions makes MCNA an excellent choice for the State of Nebraska. 

Texas 
MCNA has been administering the Texas Health and Human Services Commission (HHSC) 
Medicaid and CHIP dental programs since March 1, 2012, with current membership of 1.5 million 
children. For the initial 10 months of the program in 2012, MCNA's composite HEDIS ADV measure 
was 69.12. The partial year methodology used by HHSC for 2012 looked at members with continuous 
enrollment of 9 out of 10 months. For years 2013, 2014, and 2015, HHSC utilized traditional HEDIS 
methodology. As illustrated by the graph below, MCNA's results show the substantial improvement 
achieved through our efforts to increase the HEDIS ADV measure. 

Our HEDIS scores for 2013, 2014, and 2015 all exceed the 90th percentile and are among the highest 
in the country. MCNA's total HEDIS score has increased year-over-year since the inception of 
managed care for the Texas Medicaid and CHIP program. MCNA is extremely proud that our 
utilization for members ages 4-6 and 7-10 years exceeded 81% for calendar year 2015. 

Texas HEDIS Scores 

Year 2-3 yrs 4-6 yrs 7-10 yrs 11-14 yrs 15-18 yrs 19·21 yrs Total 

2012 68.30 72.00 71.83 68.77 61.48 48.72 69.12 

2013 76.18 78.41 78.36 74.39 66.50 49.23 75.26 

2014 75.86 79.68 79.51 75.27 66.43 49.59 75.89 

2015 I 76.13 
I 

I 81.12 81.49 I 77.71 68.76 51.12 77.41 
' 
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Florida 

MCNA's decade of experience serving FHKC members 
has given us an understanding of the barriers to routine 
and preventive dental care confronting this population and 
helped us take innovative steps to improve performance. 
This knowledge enabled us to create population-specific 
outreach call campaign scripts, postcards, and member 
education materials. 

MCNA's FHKC HEDIS Scores: 

• 2014: 61.71% 

" 
• 2013: 60.38% 

• 2012: 58.82% 
• 2011: 57.93% 
• 2010: 55.35% 

Increasing the ADV is one of our most important deliverables to our clients, and MCNA has continually 
achieved increases in the HEDIS ADV score for the Florida Healthy Kids program. Over the past five 
years, MCNA has achieved an 11.5% increase in the HEDIS ADV measure. The measure rose from 
55.35 to 61. 71, a statistically significant improvement. Audited results for calendar year 2015 have not 
been provided by the plan's EQRO as of the date of this response. 

MCNA consistently exceeds the HEDIS benchmark for the Florida Healthy Kids Corporation. In 2014, 
we had the highest dental HEDIS scores in each HEDIS age band across all dental plans for this 
program. MCNA was the only dental plan that exceeded the HEDIS 75th benchmark percentile. 

The following charts compare the most recent FHKC HEDIS results for 2012, 2013, and 2014 to 
the national Medicaid HEDIS mean: 
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Describe experience in using results of performance measures, member 
satisfaction surveys, and other data to drive improvements and positive affect the 
health care status of members. Provide examples of changes implemented to 
improve the program and members' health outcomes. 
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Describe the DBPM's process for soliciting feedback and recommendations from 
key stakeholders, members, and families/caregivers, and using the feedback to 
improve the DBPM's quality of care. 

MCNA views our provider and member feedback as the "true voice" of our customers. The information 
we gather serves to illuminate the changing requirements of our members and providers, and allows us 
to proactively tailor our approach to improving the quality of care and services they receive. 
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We solicit member input in a variety of ways, from satisfaction survey results to topic-specific focus 
groups. We reach out to state agencies and advocacy organizations to help identify candidates to 
participate in our focus groups and topic-specific workgroups. Once we have determined committee 
membership, we make every effort to select meeting locations that are central to thei r residences and 
ensure scheduled meeting times do not cause workday interruptions. 

MCNA will establish agendas for the group based upon trends noted by MCNA's Quality Improvement 
Committee (QIC) and feedback gathered from members and network providers. At each focus group 
meeting, meeting minutes will be taken, which will then be presented to the QIC on a quarterly basis. 
This process will ensure that advisory committee feedback is integrated into the QI Program. 

Proven Experience 

Population-specific, leading-edge outreach efforts are 
MCNA's specialty. We solicit member input to assist 
with targeted population outreach efforts for 
underserved groups to reduce health care disparities 
based on factors such as racial , ethnic, and 
socioeconomic status. Children of Migrant Farm 
Workers (CMFWs) are one example of a special 
population identified as needing additional assistance 
because of unconventional living conditions, migratory 
work patterns, unhealthy working conditions, poor 
nutrition, limited English proficiency. 

Does your child have Medlcaid? I 
lll~:•w ....... 11,•u.A...,.t1'0_.,_...._ ....... ~c• .. t:.• tr r,..,.~~ . ...--."-._." 
o·c.-·Mfi.1 ... w-.,e:11,w, ..... ~ ..,,,, .... coib1-....,.,,. .. o,r. f'Nc;• scl<lll..l'lr1MJ•.,.111o-~ 
•o•~•t1·,1,u.1.,,.,~,ll.)o(lll(''"'11" .... -. 1\"•'•'h"•'"' 

• f "'''°' .. "''•' 11,,1 $~1~H~"" '"(II"'~ 
• r,,,, .. , ,,,111, "''' ,~.,., H'""' '"'"'" 1t1u, ... 't.•l~IX'·•'·" ,.,,, 
•S!Olell.,tt•!\ !l"ll'"dt•1.c.1 
,1 .. ur,NwM........-. 

mcna 
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Sample CMFW Outreach Postcard 

MCNA recognizes the importance of ensuring that this very mobile population remains compliant with 
the EPSDT periodicity schedule. Our hands-on approach to care for the CMFWs is an example of our 
commitment to reducing health care disparities for members of racial or ethnic minorities. 

With input from migrant families, MCNA developed targeted member materials for the CMFW group 
using a popular format known as a fotonovela . The fotonovela is a comic book style communication 
format favored by the Hispanic community. The Texas Health and Human Services Commission 
commended MCNA's "out of the box" outreach approach. Please see our response to Question 54 
for our fotonovela flyer. Pictured above is a sample postcard that MCNA sends monthly to CMFWs who 
are not compliant with the periodicity schedule. This has led to a continual increase in the number of 
CMFWs who receive preventive care. 

MCNA looks forward to partnering with agencies across the State of Nebraska to identify and 
outreach to CMFWs and other underserved populations. 
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Describe the DBPM's proposed methodology to identify, design, implement, and 
evaluate PIPs. Provide examples of PIPs conducted by the DBPM, and how 
operations improved because of their results. 

Performance Improvement. Projects 
MCNA will select and focus on Nebraska-specific initiatives that improve the oral health of Medicaid 
beneficiaries, and contribute to the financial strength of these essential, publicly funded programs. Our 
experienced Quality Improvement (QI) staff identifies barriers to care that our members may experience 
through extensive research utilizing materials published by state External Quality Review Organizations 
(EQROs), oral health coalitions, child advocacy groups, academic institutions, and healthcare agencies. 
We complement our state-specific research with select materials published by similar institutions on a 
national level to establish objectives and best-practice strategies to achieve our performance goals. 

For ML TC we understand that one clinical and one non-clinical PIP will be conducted. Our PIPs are 
designed in accordance with all relevant CMS requirements such as clear study questions, defined and 
measurable goals and objectives, specific population descriptions, objective measurement 
methodology, clear evaluation criteria, targeted interventions and effectiveness evaluation processes, 
documented data collection methodology, and planned activities to increase and sustain improvement. 

We understand that each PIP must be completed in a reasonable time period to allow the results to 
guide our quality improvement activities. Information about the success and challenges of PIPs will be 
available to MLTC for its annual review of MCNA's quality assessment and performance improvement 
program as required by 42 CFR §438.330(d). MCNA's PIPs will also address our annual QI work plan 
and program evaluation. 

We identify and prioritize strategies to improve 
the oral health care and services available to our 
members using the Plan-Do-Check-Act approach. 
This cycle is repeated until all targeted outcomes 
are achieved. 

• Plan: Research the needs of the target 
population 

• Do: Implement specific interventions 

• Check: Evaluate for effectiveness 

• Act: Make corrections or add 
interventions 
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We coordinate performance improvement projects (PIPs) with the external quality review organizations 
(EQROs) that work with the states we serve. The EQROs work with us to finalize target initiatives and 
identify reporting metrics in order to determine the effectiveness of our interventions and approaches. 

The QI Department monitors our progress and evaluates our interventions by analyzing both clinical 
and operational performance data, tracking our performance over time. Interventions are evaluated 
based on the impact they have on member and provider behavior, as well as plan service delivery 
metrics. MCNA's Quality Improvement Committee (QIC) is responsible for reviewing these analyses 
and ensuring the appropriate action is taken to ensure each PIP continues to be implemented 
successfully. Examples of PIP effectiveness measures reviewed by the QIC include: 

• CMS-416 report metrics 
• Key performance indicators 

• HEDIS scores 
• Dental Quality Alliance (DQA) metrics 

Response to Rf P 5427 Z1: Medicaid Dental Benefit Program 
Prepared by MCNA Insurance Company for the Nebraska Department of Health and Human Services 

Page 234 of 396 



Part 2 - Technical Approach mcnadental 
Response to Attachment 11 - Proposal Statements and Questions 

All findings, conclusions, recommendations, actions taken, and post#action assessments are 
documented and reported to the QIC, Board of Directors, and relevant staff for the integration of best 
practices, quality assurance, and accountability. If opportunities for improvement are identified, the QIC 
initiates the planning of appropriate activities designed to increase and sustain improvement. MCNA will 
submit the progress reports and results with respect to our quality improvement initiatives to ML TC 
annually as a part of the QAPI Program Evaluation. Additional status reports can be provided to ML TC 
monthly, quarterly, or upon request. We understand that MCNA will be notified of additional reporting 
requirements no less than 30 calendar days prior to the due date of a report. MCNA will implement the 
PIP recommendations from the QAPI Program Evaluation on approval by MLTC and the QIC. MCNA 
understands that CMS may require additional performance measures and PIPs to be undertaken. 
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Discuss the DBPM's approaches to annual member satisfaction surveys. Provide 
relevant examples of how the DBPM has utilized survey results to implement 
quality improvements in similar programs and how these changes have improved 
outcomes. 
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Describe the DBPM's practice of profiling the quality of care delivered by dental 
providers, including the methodology for determining which and how many 
providers will be profiled. 

• Submit sample quality reports. 
• Describe the rationale for selected the measures that are gathered/reported. 
• Describe the proposed frequency of profiling activities. 

Provider Profiling 

We know that a successful provider profiling 
scorecard program must produce reliable data in order 
to obtain "buy-in" from the provider community . Our 
provider profiling techniques use large member and 
performance measure sample sizes, robust 
differentiators between providers, and audit methods 
to reduce measurement error. MCNA uses claims 
data, grievance and appeal details, results from dental 
record reviews, and information from our team of 
Clinical Reviewers to determine which providers and 
metrics to profile. The number of providers profiled is 
based on the focus area or provider type being 

Establishing a Statistical Mean 

MCNA uses encounter data to establish 
a mean based on the average rate of 
service delivery in accordance with 
clinically accepted practice guidelines 
and takes into consideration the 
geographic and demographic variations 
of our service areas. 

reviewed. This data is analyzed to identify practice patterns that deviate from the mean, including 
providers who are excelling in the provision of preventive care to our members. 

The reports we generate also include monitoring member satisfaction, tracking and trending clinical 
studies, and monitoring appointment availability and after-hours access. Our proprietary management 
information system, DentalTrac TM, uses a combination of business intelligence and powerful analytics 
to aggregate data for reliable provider profiling reports. MCNA creates profiling reports to identify 
aberrant practice patterns and fraud, waste, and abuse. For additional details about our provider 
profiling approach, please see our response to question 48 of this RFP. 

When we evaluate providers and their practice patterns, we look at their compliance with: 

• MCNA's contractual requirements 
• Availability as a measure of access to care 
• EPSDT periodicity schedule adherence 

Any reports of dissatisfaction with the provider are also reviewed to determine the need for additional 
provider education regarding particular aspects of the program. Our Provider Relations department 
contacts providers who have abnormal rates of member dissatisfaction and requests one-on-one 
training sessions to target the root cause of member concerns. 
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The metric for "Access Standards - Wait Times" was selected as a critical indicator of our provider· 
profiling algorithm in order to ensure members are receiving the right care, in the right place, at the 
right time, and in accordance with state requirements. Please see the sample PDP Wait Time 
Scorecard at the end of our response to this question, which illustrates a provider's wait time score 
individually and in comparison with other PDPs in the selected service area. 

The second type of scorecard that we will use in Nebraska illustrates a comparison of a particular 
service rate to the other providers in a peer grouping. This report looks at the provider's use of 
sedation. Sedation was selected for the sample scorecard because it represents the most likely dental 
service to result in an adverse patient outcome if inappropriately administered. High rates of sedation 
can also indicate fraud and abuse. Providers are profiled on this measure and those falling outside of 
the acceptable standard deviation from the mean are targeted for peer-to-peer education by the Dental 
Director or a peer Clinical Reviewer. Please see the sample Sedation Cluster Scorecard at the end of 
our response to this question. 

Distribution Criteria and Frequency 

For both scorecard approaches, providers are scored individually and then compared to their peers. 
This peer-to-peer comparison has proven highly effective in altering unfavorable practice patterns. 
Dentists are scientists as well as providers and their inclination is to perform within the expected mean 
for their peer grouping. Profiling reports are created on a quarterly basis with an annual summary that is 
made available to offices via MCNA's Provider Portal. 

Using Profiling for Quality Improvement 

Best practices identified through any of the above profiling assessments will be shared with all network 
providers. This will be done through multiple mechanisms including newsletters, direct correspondence 
via email, and through quarterly face-to-face network meetings facilitated by MCNA. Providers who 
demonstrate best practices will be invited to showcase their efforts in articles published on our website 
or through provider newsletters. 

It is imperative that providers working with MCNA contribute to achieving our QI Program goals. Those 
providers who fail to demonstrate improvement or continuously lag behind our performance goals will 
be referred to our Quality Improvement and Credentialing Committees for further action. These 
committees work in tandem with one another to conduct peer review as appropriate and direct 
reasonable corrective actions when necessary. MCNA will report cases involving non-compliant 
providers to the National Practitioner Data Bank and the Nebraska State Board of Dentistry as 
appropriate. 

Example of Provider Quality Profiling 

In addition to our targeted profiling efforts, MCNA also seeks to identify and recognize providers who 
engage in best practices. Participating general and pediatric dentists are considered to be primary care 
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providers for the members we serve. These providers are evaluated based on their compliance with 
best practices in the delivery of preventive care. MCNA would like to explore a quality initiative with our 
Nebraska providers after gaining some baseline experience in the state. 

The following details our quality profiling efforts in Texas as an example of an approach that could be 
used in Nebraska to identify "preferred providers. " Preferred providers are those who consistently 
demonstrate their commitment to the delivery of preventive care to our members. High scoring 
Nebraska providers would be eligible to receive non-monetary rewards such as preferred status in our 
PCD auto-assignment process. reduced prior authorization requirements , and reduced need to submit 
clinical documentation with claims for selected procedures. 

011r TeX::lS Experience 

MCNA's Stellar Treatment and Recognition Reward (STARR) 
program began in 2012 and was designed by MCNA to increase 
the provision of key preventive care services by our participating 
general and pediatric dentists and reward stellar performance. Our 
quality profiling approach was a natural evolutionary step for the 
Medicaid and CHIP dental program in Texas. It is targeted to 
substantially increase provider satisfaction with the Medicaid plan, 
ensure enhanced clinical outcomes for our members, and serve as 
an excellent indication of the state's commitment to meet and 
exceed quality and access-to-care goals. 

Targeted Provider Types and Rationale 

The provider types targeted in the STARR program are Main 
Dental Home (MOH) providers (either general dentists or pediatric 
dentists). MOH providers were selected because these are the 
providers that perform preventive care services for the Medicaid and CHIP members served by MCNA. 

Specific Quality Improvements Targeted and Rationale 

To qualify for participation in the STARR program, a provider must have treated at least 150 MCNA 
members during the state fiscal year and conducted an initial comprehensive examination on at least 
40% of MCNA members within 210 days of enrollment. 

Qualified Providers were scored from zero (0) to three (3) stars based on the level of each Targeted 
Service Category provided to MCNA members. Providers are able to achieve a maximum score of 15 
stars. If over 5% of the MCNA members treated by a provider have re-treatment (restorative services 
re-treated on the same tooth/same surface). the provider would lose two stars. Any provider with 
re-treatment in excess of 10% would lose eligibility for the STARR program. 

An example of a qualifying provider's cumulative STARR total is illustrated in the STARR Provider 
Scorecard at the end of our response to this question. 
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Describe the information the OBPM will provide to members and providers about 
the QAPI program. 

MCNA engages our members in the quality improvement process by sharing information about our 
initiatives and goals. We use our member newsletter, The Tooth Tribune, to provide general information 
about quality and the need to receive timely dental care and preventive services such as fluoride and 
sealants. Our QI Program goals and initiatives are developed based on the utilization goals addressed 
in our Ml TC approved performance improvement projects (PIPs). We outreach to members throughout 
the term of the contract by providing information about quality initiatives at health fairs and through 
targeted information campaigns. 

For example, in the Louisiana Medicaid and CHIP program, MCNA is focused on increasing the 
number of children 6-9 years of age who receive dental sealants. The measure used is the CMS 416 
sealant metric, and it is part of MCNA's Louisiana PIP. One of the interventions for calendar year 2016 
is the "Summer Sealant Slam." This initiative was focused on reminding children in the targeted age 
cohort to get dental sealants to prevent decay. Our educational materials are designed to be colorful 
and engaging. Please see below the member postcard used for this initiative. 

Do you need help finding a dentist? Please call MCNA's Member Hotline at 
1-855-702-6262 and we will help you schedule an appointment. 

You can also visi t our website at www.mcnala.net to search for a dentist wi th 
our Provider Directory. 

Toll Free (855) 702-6262 • TTY (800) 846·5277 · Web http /lwww mcnala net· Follow us on f ·€ I 
I 
I 
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Provider Communication About CNA' s I Program 

Our providers are educated about MCNA's QAPI program (QI Program) during our Provider Orientation 
training sessions, via the Provider Manual, and in our monthly provider newsletter, Dental Details. Like 
our member communications, we engage providers in targeted campaigns to improve utilization metrics 
for key services such as sealants and exams. These intervention-specific communications are 
developed based on the need to meet the QI Program goals set forth in our state-specific PIPs. For an 
example of provider communications specific to our Louisiana Summer Sealant Slam initiative, please 
see Attachment 43-1. 

The following excerpt from MCNA's Provider Manual for the Texas Medicaid and CHIP program, which 
provides an example of how we educate providers on their role in the QI Program. 

Provider Manual: Texas Medicaid and CHIP 

Your Rote in Quality 

mcnaner t ll. 
'-.._/ 

Every MCNA network provider is a participant in the Quality Improvement Program through his 

or her contractual agreement with MCNA. You may be asked to serve on any of the committees 

that are part of the Quality Improvement Program or contribute to the development of clinical 

practice guidelines, audits, member education programs, for example. Participation on a 

committee is voluntary and encouraged. 

You can help us identify any issues that may directly or indirectly impact member care by 

reporting them on an Incident Report Form located in Forms section of this manual. This can be 

submitted to MCNA via fax, email, or alternate means. 

The MCNA Dental Director might contact your office regarding your incident report. Please keep 

a copy of the completed Incident Report Form in the appropriate member dental record . 

Quality Enhancement Programs (Focus Studies) 

MCNA monitors and evaluates the quality and appropriateness of care and service delivery (or 

the failure to provide care or deliver services) to members and providers through performance 

improvement projects (PIPs), dental record audits, performance measures, surveys, and related 

activities. As a provider for Medicaid, MCNA will perform no less than two (2) state-approved 

performance improvement projects (PIPs) per year. The PIPS will focus on clinical and non

clinical areas. 
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Describe the DBPM's approach to utilization management, including: 

• Innovations and automation the DBPM will use for its UM program. 
• Accountability for developing, implementing, and monitoring compliance 

with utilization policies and procedures, and consistent application of 
criteria by individual clinical reviewers. 

• Mechanisms to detect and document over- and under- utilization of dental 
services. 

• Processes and resources used to develop and regularly review utilization 
review criteria. 

• How the DBPM will use its UM Committee to support UM activities. 

Ensuring Appropriate Services 

MCNA has proven experience in managing state 
mandated, covered dental services for nearly 
3,500,000 children and adults in the Medicaid and 
CHIP plans of Texas, Louisiana, Florida, and Iowa. 
Our Nebraska members will have access to the full 
spectrum of dental care services required in this 
RFP, including diagnostic, preventive, restorative, 
pediatric, endodontic, periodontic, prosthodontic, 
orthodontic, emergency, and ora l and maxillofacial 
surgery. 

MCNA understands and shares the desire of ML TC 
to increase access to appropriate, quality dental 
care and improve oral health outcomes for its 
Medicaid population. We have extensive 
experience delivering the quality dental care 
services required by the Ml TC for its enrollees. 

Key Facts About MCNA 

•!• MCNA employs over 40 licensed 
general and specialty care dentists 
to review all utilization management 
cases that require medical necessity 
review. 

•:• 2015 processing time for UM cases in 
Texas: 1.44 business days 

•:• 201 5 processing time for UM cases in 
Louisiana: 0.99 business days 

•:• 2015 processing time for UM cases in 
Florida: 1.26 business days 

We are committed to ensuring our dental services are accessible, appropriate, cost effective, and meet 
or exceed regulatory and contractual requirements. We accomplish this through the application of 
MCNA's Utilization Review Criteria and Guidelines by our Dental Directors and Clinical Reviewers. 
Additionally, our state-of-the-art management information system, DentalTrac ™, prevents inappropriate 
and duplicate use of dental services through customized edits that are based on benefit plan design, 
service frequency limitations, and clinical guidelines. We strive to ensure members receive the right 
care, at the right time, in the right place. MCNA ensures that the provision of dental care services is 
high quality, cost-effective and provided in the most appropriate setting consistent with 42 CFR §438. 
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Superior U;~ta an:tgement vfa Dentaflrac TM 

MCNA maintains well-defined procedures for logging, tracking and monitoring prior authorization 
requests from initial receipt through the final determination. Dental Trac TM time stamps each request 
enabling the creation of a complete audit trail to ensure compliance with all timeliness requirements. All 
cases are assigned a unique authorization number in the DentalTrac™ system in a manner that 
enables complete case detail retrieval and unparalleled reporting capability. This unique number is 
available to both participating and non-participating providers. 

Our electronic log within the DentalTrac™ system maintains all key prior authorization elements, 
including: 

• Date of request 
• Member name and ID number 
• Name of requesting provider 
• Date of determination 
• Reason for the determination (including all clinical data utilized) 
• Name of MCNA reviewer who made the determination 
• Date of member and provider determination notification 

MCNA's tracking system also supports our complaint process and has the capability to track cases 
when they are received and resolved , as well as those that are in the process of resolution, and the 
system allows the UM Department to store all documents related to the authorization request. All prior 
authorization requests are tracked to ensure prompt resolution. 

DentalTrac™'s reporting capabilities allow for the generation of customized reports, and reports 
in formats that will fully comply with all Ml TC reporting requirements. MCNA is committed to 
meeting and exceeding performance standards and reporting requirements, as outlined in this 
RFP. 
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Utilization Management Program Design 

mcnadental 
"---" 

Designed and guided by dentists, MCNA's UM program follows generally accepted dental standards of 
care and review criteria developed in conjunction with the guidelines of the American Academy of 
Pediatric Dentistry, the American Dental Association, the American Association of Oral and 
Maxillofacial Surgeons, the American Association of Endodontists, the American Academy of 
Periodontology, and the American College of Prosthodontists. The goal of the UM program is to monitor 
the appropriateness, quality and necessity of dental services provided to our members. The monitoring 
methodologies include prospective, concurrent, and retrospective review and evaluation. MCNA's UM 
Program is not structured with any incentive that would limit, deny, or discontinue medically necessary 
covered services to any member. 

Monitoring Consistent Application of Utilization Review Guidelines 
and Man~gement of Criteria 

MCNA's UM Committee is responsible for the review of our utilization management procedures and for 
ensuring that our Clinical Reviewers and support staff adhere to our qualitative clinical review 
standards. The UM Committee reports quarterly on these efforts to the QIC who then reports all results 
to the Board of Directors. MCNA's Dental Directors ensure that clinical criteria are being applied 
appropriately and consistently by our Clinical Reviewers through comprehensive inter-rater 
reliability audits on an annual basis and unscheduled random audits as needed. If any 
deficiencies are noted, corrective action is taken , such as specific clinical education and continued 
monitoring as needed. The Dental Director will assess Clinical Reviewer performance, ensure 
accuracy, verify adherence to qualifying criteria, and ensure general and specialty services are 
rendered in the amount, duration, and scope as specified by the Ml TC . 

Monitoring Overutilization and Underutilization 
MCNA's Utilization Management Department monitors overutilization and underutilization of dental 
services. Our comprehensive approach to monitoring employs dental indicators that assist us in 
flagging patterns of care. DentalTrac™ mines the information from our data warehouse to produce 
performance indicators including: 

• Provider practice profiles available from utilization management statistics 
• Preventive services (HEDIS measures) 
• Provider referral patterns 
• Member complaints, grievances, and appeals nature and frequency 
• Potential quality of care issues 
• Primary Care Dentist change request data 
• Referral and authorization data 
• Member and provider demographics 
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Through DentalTrac ™ 's Business Intelligence module, MCNA generates a wide variety of reports 
using the indicators above. They contain information regarding the dental services provided to our 
members. including approval rates and turnaround time performance. Reports are generated and 
analyzed to evaluate overall plan performance, and specific practitioner and diagnostic category 
performance. Individual practitioner profiles are analyzed and when potential overutilization and 
underutilization of dental services is identified, the reports are referred to the Quality Improvement 
Committee (QIC) for review. 

Any identified performance outlier is documented and discussed with the practitioner. Depending upon 
the severity of the performance issue, the practitioner may also be asked to comply with a corrective 
action plan and receive additional monitoring. Practitioner variances are documented and placed in the 
practitioner's file for consideration during the re-credentialing process. 

MCNA utilizes data to identify predictable patterns of care and provider behavior by analyzing the 
following components: 

• COT codes 
• Provider authorization requests 
• Frequency of claim submissions and resubmissions 
• Non-compliant required documentation submission 
• Non-compliant patient dental chart record keeping 
• Member treatment histories 

DentalTrac ™, captures and processes prior authorizations and utilization data. The DentalTrac ™ 
claims module collects this data and reports are generated routinely to determine utilization patterns 
that fall outside of the norm. 

If MCNA detects a pattern of provider underutilization of medically necessary services, such as EPSDT 
screenings, we conduct outreach and educate the provider on the appropriate clinical practice 
guidelines. Underutilization occurs when a provider is either not rendering procedures in accordance 
with the MPD/EPSDT periodicity schedule or providing a less comprehensive treatment than the 
accepted standard of care. MCNA will continue to monitor and engage the provider to encourage the 
appropriate use of Covered Benefits. Providers that consistently fail to adhere to MCNA clinical practice 
guidelines may be considered for termination from our network. 

When an overutilization pattern is identified for a provider, they are contacted for supporting 
documentation. Once the information is received, it is forwarded to our Quality Improvement 
Department for analysis by a Clinical Reviewer. All MCNA Clinical Reviewers are licensed dentists. If a 
quality of care issue is suspected, the Clinical Reviewer will examine the provider's request for services 
and utilize the supporting documentation to determine if the treatment met the qualifying criteria and 
current standards of care. If quality issues are identified, the provider will be contacted by the Dental 
Director who will review the quality issues and recommend remedial action. This could include 
additional provider education, intensive monitoring , and the implementation of a corrective action plan. 
If fraudulent activity is suspected, the information is sent to MCNA's Special Investigations Unit. 
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Utilization Review Criteria and Gu;deHnes 

Our Utilization Review Criteria and Guidelines are based on the needs of our enrolled membership, and 
state and contracted health plan requirements. The clinical guidelines address the provision of acute 
and chronic dental care services. The UM Committee oversees the development of the guidelines and 
includes participating primary care dentists and specialists in the development and review process. 

Our Nebraska Dental Director will ensure that the Utilization Review Criteria and Guidelines are 
objective, transparent, consistent and flexible enough to allow a deviation from the norm when justified 
on an individual case-by-case basis. For example, MCNA can and will exceed the standard service 
limits if an EPSDT member's individual needs indicate that the services are medically necessary. 

UM CoPlmittee 
MCNA's Board of Directors has ultimate responsibility to establish, maintain, and support the Utilization 
Management Program. The Board charters state specific Utilization Management Committees (UM) as 
sub-committees of the QIC, and appoints its members. Each UM Committee is chaired by the Dental 
Director of its state and meets on a quarterly basis. Annually, the Board receives a written summary 
and evaluation of the Utilization Management Program and proposed plan amendments from the QIC. 

Our Nebraska Dental Director, Dr. Scott Wieting, chairs the UM Committee. Dr. Wieting is the 
immediate past President of the Nebraska Dental Association (NOA). Our UM Committee also includes 
Dr. Holly Portwood, MCNA's Executive Director, who currently serves as the AAPD's Public Policy 
Advocate for Nebraska. The UM Committee conducts the following activities: 

• Monitor the medical appropriateness and necessity of dental services delivered for the quarter 
by reviewing provider quality and utilization profiling data including out of network referrals 

• Develop strategies to safeguard against inappropriate and/or unnecessary dental services 

• Monitor consistent application of medical necessity criteria and guidelines by UM staff 
• Review the effectiveness of the utilization review process and recommend changes 

• Approve policies and procedures for UM that conform to industry standards, including 
methodology and timeliness 

• Establish and analyze internal performance goals where benchmarks are not available, or when 
current performance exceeds benchmark data 

• Monitor over and underutilization of preventive and restorative services by providers 

• Assess member and provider satisfaction with the UM Program 

The activities and functions of the UM Committee are conducted in compliance with HIPAA privacy 
regulations and in a manner that protects the confidentiality of all committee proceedings and member 
information used in committee deliberations. 
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Describe the process the DBPM will have in place to determine appropriate 
practice guidelines notify providers of new practice guidelines, and monitor 
Implementation of those guidelines. 

Clinical Practice Guidelines 

Our Utilization Review Criteria and Guidelines are 
based on the needs of our enrolled membership 
and contracted state plan requirements. The 
clinical guidelines address the provision of acute 
and chronic dental care services. Our Nebraska 
Dental Director, Dr. Scott Wieting, will preside over 
a panel of participating primary and specialty care 
dentists to gather their input with respect to 
MCNA's clinical practice guidelines. As immediate 
past President of the Nebraska Dental 

MCNA's Nebraska Dental Director 

Dr. Scott Wieting 
serves as Dental 
Director for Nebraska. 
He is the immediate 
Past President of the 
Nebraska Dental 
Association, has been a 
practicing general 
dentist in the State for 
37 years, and is a 

Association, Dr. Wieting will leverage his extensive 
relationships throughout the state to recruit 
participating dentists and board-certified 
specialists. graduate of the University of Nebraska. 

Our Criteria and Guidelines are developed taking 
into account the following considerations: 

• Reasonable, sound, scientific dental and medical evidence 
• Prevalence of acute and chronic dental conditions 
• Extent of variation present in current clinical practice patterns 
• Magnitude of quality of care issues based on existing patterns of clinical practice 
• Ability to impact practice patterns 
• Feedback from participating providers 
• The needs of the members 
• The strength of the evidence to support best clinical practice management strategies 

MCNA's Dental Director ensures that the Utilization Review Criteria and Guidelines are objective, 
transparent, consistent, and flexible enough to allow a deviation from the norm when justified on an 
individual case-by-case basis. 

Our Process 
Each state's Utilization Management (UM) Committee is presided over by the Dental Director and 
includes licensed primary and specialty care dental providers. The committee is responsible for the 
development, adoption, and annual update of MCNA's Utilization Review Criteria and Guidelines. 
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MCNA develops its clinical guidelines for preventive and therapeutic services based upon guidelines for 
appropriateness of care from the American Academy of Pediatric Dentistry, American Dental 
Association, American Association of Oral and Maxillofacial Surgeons, American Association of 
Endodontists, American Academy of Periodontology, and American College of Prosthodontists. 

As President of the American Academy of Pediatric Dentistry, Dr. Philip Hunke, MCNA's Plan 
President, led the development of the Academy's clinical guidelines emphasizing the importance of oral 
health intervention and the dental home model of care. Preventive education and early intervention 
provide a foundation for a lifetime of positive dental outcomes. 

On an annual basis, our Utilization Review Criteria and Guidelines are reviewed to ensure they 
are current with industry best practice standards and comply with our contractual agreements. 
A key part of the review process involves research and consultation with UM clinical staff, participating 
general dentists and specialists, and when necessary, expert consultants engaged by MCNA. The 
research results and recommendations are presented to the UM Committee, then to the QIC for final 
consideration and approval by the Board of Directors. MCNA's Texas clinical guidelines were last 
approved by the QIC on September 27, 2016, and our Florida, Louisiana, and Iowa clinical 
guidelines were last approved by the QIC on October 19, 2016. 

MCN Utilization Revievv Criter~a and GuideHnes Distrfbution 

MCNA Utilization Review Criteria and Guidelines are made available to providers and members at their 
request. The clinical guidelines are published to our network providers in the MCNA Provider Manual 
and online in the Provider Portal. Periodic updates and notices related to the guidelines are included in 
new provider orientation materials, and published in provider newsletters and mailings. 

Provider dherence to Clinical Guidetines 
MCNA continuously uses the advanced auditing functions of DentalTrac™ to analyze our providers' 
utilization patterns for adherence to our approved criteria and clinical guidelines. We will encourage 
compliance by educating our providers via the Provider Manual, provider newsletters, postings to the 
online Provider Portal, and during site visits, orientations, and provider webinars. 

Our process will ensure that dental providers are consistently in compliance with the Utilization 
Management requirements of this RFP. Outlying providers will be administratively reviewed for 
compliance. When outliers are identified by Utilization Management Coordinators or Clinical Reviewers, 
MCNA's Quality Improvement department may perform dental record reviews on a statistically 
significant sample of the provider's dental charts. If the provider is found to be non-compliant, the 
provider will be placed on corrective action beginning with re-education efforts. If the provider shows 
continued non-compliance after a subsequent six (6) month review, he or she may be subject to 
termination from MCNA's network. Should fraud or abuse be suspected or identified during the dental 
record review process, the case will be referred to MCNA's Special Investigation Unit (SIU) for 
additional review and reporting to ML TC's Program Integrity Unit. For more information on MCNA's 
efforts to combat fraud and abuse, please refer to questions 55, 56, and 57 of this RFP response. 
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Describe the DBPM's proposed approach to prior authorization, including: 

• The data sources and processes to determine which services require prior 
authorization, and how often these requirements will be reevaluated. 
Describe what will be considered in the reevaluation of need for current 
prior authorization requirements. 

• The proposed prior authorization processes for members requiring services 
from non-participating providers and expedited prior authorization. 

• The DBPM's process for notifying providers either verbally or in writing, and 
the member in writing, of denials or decisions to authorize services in 
amount duration or scope that is less than requested. 

1onitoring Appropriateness of Services 

Our dedicated Utilization Management (UM) Department monitors internal service utilization patterns as 
well as national trends and guidelines to determine which services should require prior authorization. 
MCNA's UM Department reviews the prior authorization requirements at least annually through the UM 
Committee process. This review will take into account service authorization rates, propensity for abuse, 
clinical considerations, and industry trends. Any proposed modifications are then reported to the Quality 
Improvement Committee (QlC) for review and approval. Should a service be submitted as an addition 
to or deletion from MCNA's prior authorization list, we will submit a request to ML TC along with our 
draft member and provider communication materials for MLTC approval prior to distribution. 

MCNA will ensure that services are not arbitrarily or inappropriately denied or reduced in amount, 
duration or scope. By tailoring our UM program to meet the needs of Nebraska, MCNA ensures that the 
provision of dental care services is high quality, cost-effective, and provided in the most appropriate 
setting consistent with the principles set forth in 42 CFR §456 (Utilization Control). 

Prior Authorization Process 
All types of care are reviewed for dental necessity, appropriateness of services, level of care, location 
of care, and quality of care as well as benefit and coverage determinations. Our UM program generates 
operational data and integrates captured information into the UM and Quality Improvement processes. 
Reports generated by our Quality Improvement Department are used to continuously monitor the 
efficacy of the UM program and the appropriateness of the dental care received by our members. 

MCNA accepts prior authorization requests submitted by providers electronically, via our free, easy to 
use online Provider Portal, or on paper. Paper requests are scanned and entered into our 
DentalTrac1M system and electronic requests are received in either HIPAA compliant 837D files or real
time through our online Provider Portal submission process. MCNA's Provider Portal allows dentists to 
attach x-rays, narrative, and other supporting documentation electronically. Providers using a 
clearinghouse to submit prior authorizations electronically can use NEA FastAttach®. Members may 
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also submit a service authorization request for the provision of services either via mail or by contacting 
our Member Hotline. 

Dental Trac™ adjudicates the prior authorization request using the National Correct Coding Initiative 
edits as well as our customized edits to verify member eligibility, provider status, and plan benefit 
coverage. DentalTrac™ reviews the CDT code against the member's prior dental history to manage the 
benefit limitations of dental services according to the contractual agreement. A provider's prior 
authorization request must include any related radiographs, photos, charting, models, and narratives as 
outlined in the Provider Manual. Providers are responsible for verifying member eligibility and benefits 
before providing services to MCNA members. 

Upon receipt of an authorization request, the Utilization Management Coordinator (UMC) verifies the 
member's eligibility and benefits as well as the requesting provider's network affiliation. All prior 
authorizations requiring medical necessity determinations are routed to a Clinical Reviewer through our 
state-of-the-art management information system, DentalTrac™. 

MCNA maintains a staff of active licensed primary and specialty care dentists who serve as 
Clinical Reviewers and review all requests for authorization. Requests for services are reviewed to 
determine that the service is a medically necessary covered benefit and that the service is being 
delivered consistent with established criteria and guidelines. 

Our Clinical Reviewers examine each prior authorization and relate the existing conditions to the 
qualifying criteria to determine approval. They use criteria to evaluate information submitted by dentists 
such as X·rays, models, narratives, and chart notes to determine the medical necessity of requested 
procedures. Additional information will be sought as needed from the requesting dentist. 

Any decision to deny a service authorization request or to authorize a service in an amount, duration, or 
scope that is less than requested is made by MCNA's Dental Director. MCNA ensures that our Dental 
Director and Clinical Reviewers have no history of disciplinary action or sanctions, including loss of staff 
privileges or participation restrictions, that have been taken or are pending by any hospital, 
governmental agency or unit, or regulatory body that raise a substantial question as to the clinician's 
physical, mental, or professional or moral character. The MCNA Dental Director and all Clinical 
Reviewers are required to attest that no adverse determinations will be made regarding any dental 
procedure or service outside of the scope of their expertise. 

Continuity of Care 
MCNA has a proven track record in continuing dental services for members transitioning from fee-for· 
service to dental managed care programs in Texas, Louisiana, Florida, Kentucky, and Iowa. We are 
dedicated to ensuring that all Nebraska members will complete their treatment plans seamlessly as the 
Nebraska Medicaid dental program transitions to dental managed care. 

From a continuity of care perspective, the success of a member's dental care is entirely dependent on 
the ability of a treating dentist to complete the treatment plan. This is especially true for members 
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whose health condition has been treated by specialty care providers or whose health could be placed in 
jeopardy if medically necessary covered services are disrupted or interrupted. 

To facilitate continuity of care, every new member in active treatment transitioning into MCNA will be 
allowed to continue medically necessary covered services with an in-network or non-network provider, 
without prior authorization from MCNA for a period of 30 days, in accordance with the requirements of 
this RFP . 

Prior Authorization ExempUons 

MCNA ensures that our members have access to emergency dental care services for issues such as 
trauma or acute infection without any delay or hindrance. Our members have access to emergency 
care without the need to obtain prior authorization and can receive services through any emergency 
facility or provider, regardless of whether the facility is in or out-of-network. 

We do not require prior authorization for any medically necessary preventive services for pediatric 
patients. Our EPSDT experience ensures that children under 21 will have access to these services 
without the need for submission of a prior authorization. 

"lotify,ng Providers and embers 

MCNA providers requesting a prior authorization are notified of the UM determination via MCNA's 
online Provider Portal. The notification will include the authorization number and effective dates for all 
approvals. If a provider does not have access to the Provider Portal, a determination letter is mailed. 
The provider also receives telephonic notification of MCNA's determination for any urgent or emergent 
requests. 

We notify our members in writing of any decision to deny a service authorization request or to authorize 
a service in an amount, duration, or scope that is less than requested within the timeframes outlined by 
ML TC. Member notices are written to ensure ease of understanding and are in compliance with all 
state, federal, and ML TC requirements. MCNA fully complies with all language requirements including 
the translation of member notices into Spanish and other languages as required. MCNA will also enable 
members to see any adverse action notification in real-time via our HIPAA compliant and innovative 
Member Portal. 

Member and provider notifications explain, at a minimum, the: 

• Action MCNA has taken or intends to take 

• Reasons for the action 

• Member or provider's right to file a grievance or appeal 

In the case of expedited services authorizations, the member will be notified within 72 hours of receipt 
of the request for authorization. Notification to both the member and provider is telephonic and will be 
followed by a written notice. 
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A decision to authorize, modify, or deny a dental treatment shall be made within two (2) business days, 
but no later than 14 calendar days after receipt of the request for authorization of services for all 
standard requests unless an extension is granted. An extension may be granted for an additional 14 
calendar days if the member or the provider or authorized representative requests an extension or if 
MCNA justifies to Ml TC a need for additional information and the extension is in the member's best 
interest. In no instance must any determination of standard service authorization be made later than 
twenty-five (25) calendar days from receipt of the request. 

MCNA will make retrospective review determinations within 180 days from the date of service. All 
retrospective review determinations will be made within 30 calendar days of receipt of all needed dental 
or medical information. MCNA will not subsequently retract its authorization after services have been 
provided, or reduce payment for an item or services furnished in reliance upon a previous authorization 
approval, unless the approval was based upon a material omission or misrepresentation about the 
member's health or dental condition made by the provider. 

When appropriate, our Dental 
Director and Clinical Reviewers 
consult with a member's treating 
dentist or specialist via a peer-to
peer consultation concerning 
utilization management decisions. 
MCNA offers an informal 
reconsideration process as part of 

TX and LA Pre-Authorizations 

Total Received 

Received Electronically 

Turnaround Time in Calendar Days 

2014 2015 

105,614 146,810 

92.9% 96.7% 

1.88 1.70 

our appeal process. Within one (1) business day after we receive a request for reconsideration, the 
Grievances and Appeals Administrator arranges for a peer-to-peer consultation with the Clinical 
Reviewer that made the adverse determination or a peer designated by the Dental Director if the initial 

reviewer is not available. 

MCNA exceeded all contractually required turnaround times in 2014 and 2015 for authorization 

review services in all markets served. 

Please see Attachment 50-1 for MCNA's Prior Authorization Process Flowchart. 
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Provide a listing of services for which the DBPM will require prior authorization 
and describe how the DBPM will communicate this information, as well as the 
results of authorization decisions, to providers and members. 

Educating Providers and Mernbt~rs about Prior .t\.uthorization 

MCNA educates our providers about prior authorization requirements via the Provider Manual, provider 
newsletters, postings to the online Provider Portal, and during site visits, orientations, and provider 
webinars. Our Provider Manual is designed to clearly illustrate what services require prior authorization 
and also what documentation should be provided with each service authorization request. 

For our Texas market, MCNA developed a Pre-Authorization Requirements and Dental Guidelines 
Quick Reference Manual, which is posted on our Texas website. Please see below an excerpt: 

Pre-Authorization Requirements and Dental Guidelines 
MCNA Dental · T&X89 Medicaid and CHIP Program& 

rncnadental 
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Criteria for Excision of Bone Tissue 
Code D7471 is related to the removal of the lateral exostosls. This code is subject lo authorization and may be 
reimbursed for when submitted in conjunction with a treatment plan that includes removable prosthetics. This 
determination will be made by a licensed dentist. 

Documentation Required for Authorization of Excision of Bone Tissue 

• Appropriate radiographs and/or intraoral photographs which clearly identify the lateral exostosis must be 
submitted for authorization review; bitewings, periapical or panorex. 

• Study models identifying the lateral exostosis (es) to be removed. 

Members are educated about the prior authorization process via their MCNA Member Handbook. All 
members will receive a Member Handbook at the time of enrollment. Our Member Handbook is also 
available online via MCNA's dedicated Nebraska website and in the Member Portal. Please see a 
sample excerpt below from MCNA's Louisiana Adult Denture Program which illustrates the prior 
authorization process for denture services. 

How do I get covered denture services authorized? 
If the dentist thinks you need denture services and meet the requirements for coverage. the dentist 
will send MCNA a request (prior authorization) before you can get the service. If you believe you 
need covered denture plan services, MCNA will accept your request for care through the Member 
Hotline or in writing, and we will refer you to a dentist for evaluation. We will look at the request to 
make sure the services are medically necessary. We have rules to follow when we make decisions 
about dental services. This is called the Prior Authorization Process. This process takes 2 business 
days for regular requests. 

We will let your dentist know if we approve the request. The dentist will contact you to make an 
appointment. We will tell you and your dentist if we deny or limit the services. 

If you would like to check the status of your dentist's request, call our Member Hotline toll-free at 
1-855-702-6262. 
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Comrnunicat1ng the Results of Authorization Decisions 

The requesting provider is notified of the UM determination via MCNA's online Provider Portal. The 
notification will include the authorization number and effective dates for all approvals. If a provider does 
not have access to the Provider Portal, a determination letter is mailed. The provider also receives 
telephonic notification of MCNA's determination for any urgent or emergent request. 

MCNA notifies our members in writing of any decision to deny a service authorization request or to 
authorize a service in an amount, duration, or scope that is less than requested within the timeframes 
outlined by ML TC. Member notices are written to ensure ease of understanding and are in compliance 
with all state, federal, and ML TC requirements. We use "plain language" rather than dental terminology, 
and the member's additional review rights are included in every notice. MCNA fully complies with all 
language requirements including the translation of member notices into Spanish and other languages 
as required. 

Member and provider notifications explain, at a minimum, the: 

• Action MCNA has taken or intends to take 
• Reasons for the action 
• Member or provider's right to file a grievance or appeal 

In the case of expedited service authorizations, the member will be notified within 72 hours of receipt of 
the request for authorization. Notification to both the member and provider is telephonic and will be 
followed by a written notice. 

MCNA will also enable members to see any adverse action notification in real-time via our HIPAA 
compliant and innovative Member Portal. The posted notice will be an exact duplicate of the letter that 
is mailed to the member. We exceeded all contractually required turnaround times in 2014 and 2015 for 
authorization review services in all markets served. Our turnaround time currently exceeds all ML TC 
performance standards. 

Please see the following table for a list of services that will require prior authorization or pre-payment 
review in Nebraska. 
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Describe how the DBPM will ensure members receive written and timely notice of 
action relating to adverse actions taken by the DBPM. 

MCNA strives to process all standard prior authorization requests within two business days of receipt, 
but no later than 14 days following receipt unless an extension is granted. The notification letter is 
mailed to the member within one ( 1) business day of the determination. In the case of expedited service 
authorizations, the member will be notified within 72 hours of receipt of the request for authorization. 
Notification to both the member and provider is telephonic and will be followed by a written notice. 
MCNA will also enable members to see any adverse action notification in MCNA's Member Portal. 

M o to inn to Ensure Periormcinr! ta 

Monthly reports are generated and used by the Vice President of Dental Management and Quality 
Improvement. and the Director of Utilization Management and Case Management to identify trends and 
ensure compliance with our contractual requirements. If a deficiency occurs, they develop process 
improvement strategies to address the issue in question. Examples of process improvements include 
hiring additional staff and conducting additional training to improve performance. 
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Describe the DBPM's process for conducting retrospective reviews to examine 
trends, issues, and problems in utilization. 

Retrospective Reviews 

In general, MCNA conducts retrospective analysis of all service authorization types and monitors for 
overutilization, underutilization, potential fraud, waste, or abuse, and quality of care issues. 

Our comprehensive approach to monitoring employs 
dental indicators that assist us in flagging patterns of 
care. DentalTrac™ mines the information from our 
data warehouse to produce performance indicators 
including: 

• Provider practice profiles available from 
utilization statistics 

• Preventive services (HEDlS measures) 
• Provider referral patterns 
• Member complaints, grievances, and appeals 
• Potential quality of care issues 
• Primary Care Dentist change request data 
• Referral and authorization data 
• Member and provider demographics 

Through DentalTrac™'s Business Intelligence module, 
MCNA generates a wide variety of reports using the 
indicators above. They contain information regarding 
the dental services provided to our members, 
including approval rates and turnaround time 
performance. Reports are generated and analyzed to 
evaluate overall plan performance, provider-specific 
trends, and service category performance. Individual 
practitioner profiles are analyzed and when potential 
overutilization and underutilization of dental services is 
identified. the reports are referred to the Quality 

Utilization Management Objectives 

•:• Routinely assess the efficacy of our 
clinical criteria and guidelines, and 
service authorization practices 

•!• Evaluate the use of dental treatment 
technologies by our providers 

•!• Detect overutilization and 
underutilization of diagnostic. 
preventive, and restorative services 
with a priority on ensuring that 
EPSDT screenings and preventive 
services are provided 

•!• Compare the utilization of services 
by members and providers with 
norms for comparable individuals 
within MCNA and in other dental 
programs whose data is available 

•:• Profile providers regarding utilization 
patterns and their compliance with 
MCNA clinical guidelines, utilization 
policies, and quality improvement 
goals 

Improvement Committee for review. Any identified performance outlier is documented and discussed 
with the practitioner. Depending upon the severity of the performance issue, the practitioner may also 
be asked to comply with a corrective action plan and receive additional monitoring. Practitioner 
variances are documented and placed in the practitioner's file for consideration during the re
credentialing process. 

MCNA utilizes the reports to identify predictable patterns of care and provider behavior by analyzing the 
following components: 
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• CDT codes 
• Provider authorization requests 
• Frequency of claim submissions and resubmissions 
• Non-compliant required documentation submission 
• Non-compliant patient dental chart record keeping 
• Member treatment histories 

mcnadental 
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Our state-of-the-art management information system, DentalTrac TM, captures and processes prior 
authorizations and utilization data. The claims module of DentalTracrM collects this data, and reports 
are generated routinely to determine utilization patterns that fall outside of the norm. 

Addressing Provider OverutmzaUon and Underutilization 

Retrospective reviews allow MCNA to detect instances of over- and underutilization of services and 
outlier practice patterns. If MCNA detects a pattern of provider underutilization of medically necessary 
services, such as EPSDT screenings, we will conduct outreach and educate the provider on the 
appropriate clinical practice guidelines. Underutilization occurs when a provider is either not 
rendering procedures in accordance with the AAPD/EPSDT periodicity schedule or providing a 
less comprehensive treatment than the accepted standard of care. MCNA will continue to monitor 
and engage the provider to encourage the appropriate use of Covered Benefits. Providers that 
consistently fail to adhere to MCNA's clinical practice guidelines may be considered for termination 
from our network. The most common underutilization of dental services includes: 

• Provider failing to render a fluoride treatment at the time of a dental prophylaxis (cleaning) 
• Provider rendering a prophylaxis in lieu of a more thorough full mouth debridement or 

periodontal procedure based on the needs of the member 
• Provider failing to adhere to the EPSDT periodicity schedule 

When an overutilization pattern is identified for a provider, they are requested to submit supporting 
documentation. Common examples of provider overutilization include: 

• Performance of an unnecessary pulpotomy in conjunction with providing a crown 
• Extracting a tooth that could be restored (filling) 
• Surgical extractions of asymptomatic third molars 

Once the information is received, it is forwarded to our Quality Improvement Department for analysis by 
a Clinical Reviewer. All MCNA Clinical Reviewers are licensed dentists. If a quality of care issue is 
suspected, the Clinical Reviewer will examine the provider's request for services and utilize the 
supporting documentation to determine if the treatment met the qualifying criteria and current standards 
of care. If the treatment(s) met the qualifying criteria and no fraudulent or quality issues are identified, 
then no additional action is required. If quality issues are identified, the provider will be contacted by the 
Dental Director who will review the quality issues and recommend remedial action. If fraudulent activity 
is suspected, the information is referred to MCNA's Special Investigations Unit. 
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Describe the DBPM's methodology to assess disparities in treatment among races 
and ethnic groups and correct those disparities. 

Improving Health Literacy 
MCNA is focused on being a culturally competent organization. Our staff is drawn from the many 
cultures we serve, and they embody MCNA's strong commitment to recognizing and appreciating all 
cultures. As evidence of our commitment, we have built mechanisms into the daily business processes 
of MCNA to foster continual learning to ensure that our services are responsive to the needs of all 
members and providers. We are committed to perform according to the U.S. Department of Health and 
Human Services, Office of Minority Health, Culturally and Linguistically Appropriate Services (CLAS) 
standards, and to the elimination of disparities in dental care among diverse populations. 

Members can reach MCNA via a dedicated tolJ.free Member Hotline from 
7:00 am to 7:00 pm CST, Monday through Friday. Our call center is staffed 
with individuals who speak a variety of languages including English, 
Spanish, Haitian Creole, French Creole, Vietnamese, and French. Any languages not spoken by our 
call center staff are easily available through the use of our translation vendor, LanguageLine. A 
TTY/TDD line is also available for members who are deaf, hard of hearing, or speech impaired. 
Members who are unable to push telephone buttons are prompted to remain on the line while the call is 

routed to a Member Services Representative. 

MCNA's website enables members to access resources 24 hours a day, 7 days a week; members are 
able to send secure email messages to MCNA, download oral health and hygiene information, and 
select a dentist. We also have an interactive section of the website called "MCNA Kids Zone," which 
contains games and videos geared toward improving the oral health literacy of our members. MCNA 
utilizes social media tools such as Facebook, Twitter, and YouTube to connect with members and 
educate them about the importance of proper oral hygiene and the need to seek timely dental care. 

Reducing Health Care Disparities 
MCNA assesses health care disparities among races and ethnic groups by evaluating available 
demographic and utilization data (including claims data). Additionally, we monitor census data and 
state-specific sources of information, such as reports produced by the Nebraska Office of Health 
Disparities and Health Equity (OHDHE). MCNA looks forward to partnering with the OHDHE to 
eliminate disparities for culturally diverse populations in Nebraska. 

Population-specific, leading-edge outreach efforts are MCNA's specialty. In Texas, MCNA's Member 
Advocate Outreach Specialists (MAOS) assist with targeted population outreach efforts for underserved 
racial and ethnic groups. For example, Children of Migrant Farm Workers (CMFWs) are a special 
population identified as needing additional assistance because of unconventional living conditions, 
migratory work patterns, unhealthy working conditions, poor nutrition, and limited English proficiency. 
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MCNA recognizes the importance of ensuring that this very mobile population remains compliant with 
the EPSDT periodicity schedule. Our MAOS are integral to our approach to increase EPSDT 
adherence in the CMFW population. Our hands-on approach to care for the CMFWs is an example of 
our commitment to reducing health care disparities for members of racial or ethnic minorities. 

MCNA developed targeted member materials for the CMFW group using a popular format known as a 
fotonovela . The fotonovela is a comic book style communication format favored by the Hispanic 
community. The Texas Health and Human Services Commission commended MCNA's "out of the 
box" outreach approach. 
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In addition to designing culturally favored outreach materials, MCNA MAOS partner with other 
organizations who serve the CMFW population to increase outreach and awareness about the need for 
timely dental ca re. MCNA's unique outreach efforts yielded very positive results in our Texas program. 
In state fiscal year 2016, MCNA identified 9,960 CMFWs throughout all regions in Texas. In 2015, we 
ranked #1 in Migrant Incentive Points, a measure used by the Texas Health and Human Services 
Commission to quantify CMFW outreach efforts. 

We look forward to replicating this proven approach to reducing disparities among Nebraska's 
racial and ethnic populations. 
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Describe the DBPM's approach for meeting the Program Integrity requirements 
described in the RFP, including but not limited to a compliance plan for the 
prevention, detection, reporting, and implementation of corrective actions for 
suspected cases of FWA and erroneous payments. Include best practices the 
DBPM has utilized in other states. 

C.NA's Fraud and Abuse Program 

Combating fraud and abuse is an essential part of the business ethos of MCNA. Our CEO and Board of 
Directors oversee the Fraud, Waste, and Abuse (FWA) and Erroneous Payments Compliance Plan 
(known as the Fraud and Abuse Program) and provide the Chief Compliance Officer with the resources 
needed to execute the program. MCNA's program incorporates all program integrity requirements and 
combines prevention, vigilant monitoring, investigation, enforcement, training and communication to 
foster a culture of ethics and compliance in our provider networks. 

Our Nebraska Fraud and Abuse Program will adhere to all requirements outlined in section IV.0 of the 
RFP, and includes all required components of the plan outlined in section IV.0.8. Our Fraud and Abuse 
Program will also comply with all applicable State and federal requirements, including 42 CFR §438.1 -
§438.812, relating to FWA and erroneous payments. 

Our Special Investigations Unit (SIU) 

MCNA's Special lnvestigaUons Unit (SIU) is responsible for the day-to-day implementation of the Fraud 
and Abuse Program. The SIU is committed to detecting, investigating, and reporting suspected or 
confirmed cases of fraud and abuse by participating and non-participating providers. Our SIU is a 
dedicated team of Certified Fraud Examiners (CFEs), profiling analysts, investigators and 
clinical reviewers with over 200 years of combined experience in detecting and investigating 
fraud and abuse. 

Many of our SIU employees have prior law enforcement experience and possess certifications from 
such organizations as the Association of Certified Fraud Examiners and the Florida Department of Law 
Enforcement. The SIU staff reports to our Chief Compliance Officer who serves as MCNA's point of 
contact for all fraud related matters. Our SIU team will meet with Ml TC, the Nebraska Medicaid 
Program Integrity Unit (NMPI), and the Attorney General's Medicaid Fraud and Patient Abuse Unit 
(MFPAU) to discuss FWA and overpayment issues. 

Training for Employees and Subcontractors 
The training of employees at all levels is an essential component of an effective Fraud and Abuse 
Program. All MCNA employees receive FWA training within 30 days of initial hiring, upon adoption of 
updates to the Fraud and Abuse Program, and annually as a condition of employment. Thirty days 
before an employee's anniversary, our Human Resources Department begins the process of reminding 
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all employees of their upcoming annual training. Members of the Board of Directors also receive 
compliance training annually. All subcontractors are educated about their responsibilities regarding 
FWA and erroneous payments. Information about the Fraud and Abuse Program is part of all provider 
contracts and MCNA's Provider Manual. 

The training is web-based and employees access the content in the Learning Management module of 
DentalTrac ™. Employees are trained to be cognizant of all applicable state and federal laws and 
regulations that apply to MCNA's operations and competitive practices, as well as the day-to-day 
activities of the company and its employees. If an employee has not completed scheduled training 
within the required timeframe, the Human Resources Director notifies the employee's supervisor of his 
or her non-compliance, and the employee may be removed from his or her duties until training is 
complete. Ongoing training is provided to departments affected by a material change in policies or 
procedures, and state and federal regulations. 

Screening for Excluded or Disbarred EnUUes 

MCNA recognizes that we are prohibited from entering into or maintaining relationships with any person 
or entity who is debarred, suspended, or excluded from participation in a federal healthcare program as 
described in 42 CFR §438.610. Our Fraud and Abuse Program provides written policies and 
procedures that outline MCNA's commitment to comply with all state and federal requirements and to 
use established protocols to identify debarred individuals or excluded providers. The Credentialing and 
Human Resources departments are responsible for ensuring that MCNA does not hire, or enter into 
contracts with individuals or entities that are listed as debarred, suspended, excluded or otherwise 
ineligible for participation in state and federal health care programs including both Medicaid and 
Medicare. Upon initial employment and contracting, and monthly thereafter, the following websites are 
monitored to ensure that prospective and current employees, providers, subcontractors, and other 
individuals affiliated with MCNA are not listed: 

• The Office of the Inspector General's (OIG) List of Excluded Individuals and Entities database 
• Federal System for Award Management (SAM) sanctions and debarment reports 

• Nebraska Medicaid Excluded Providers list and Nebraska Board of Dentistry 
• Healthcare Integrity and Protection Data Bank (HIPDB) 

If MCNA discovers that any owner, employee, network provider, subcontractor, or subcontractor's 
employee has been excluded, suspended, or debarred from any state or federal healthcare program or 
any program listed in Executive Order 12549, the Chief Compliance and Privacy Officer will report such 
information to the NMPI within three (3) business days. MCNA wi11 immediately initiate efforts to 
sever the relationship with the debarred or excluded individual or entity. 

Fraud Prevention and Detection Measures 

MCNA's advantage in detecting fraud and abuse activities lies in our ability to perform sophisticated 
analysis of claims data and provider profiles. The sophistication, flexibility and modularity of MCNA's 
proprietary management information system (MIS), DentalTrac™ , allows for powerful, data-driven 
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predictive analytics. Our system generates trends and predictive models that are critical indicators 
used on a daily basis by our SIU for combating fraud and abuse. DentalTrac™'s extensive fraud 
identification and detection tactics include: 

• Proprietary database-driven technology that analyzes providers with suspect billing activity 
• Consistent data mining that flags qualified cases for investigation 
• Data-driven predictive analytics (algorithm and statistical) 
• Custom rules and alerts that drive contract-specific workflow and payment policies 
• Supplemental clinical code edits, updated in real-time 
• National Correct Coding Initiative rules and methodologies 

The diagram to the right outlines 
our comprehensive detection 
approach. II 11111111. 1111 • • l I • , • < I • 

l l o : • I . I• ' I. 

Every claim is passed through a 
series of intelligent filters in 
DentalTrac ™ for a complete 
profiling analysis. Our MIS 
applies the proven algorithms in 
real-time throughout the 
lifecycle of the claims: 

• Prior to adjudication 
• Post-adjudication but 

prior to payment 

• Post-payment 
(retrospective) 
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Describe how the OBPM currently works with other entities that investigate and 
prosecute provider and member fraud, waste, and abuse. How will the OBPM apply 
methods in Nebraska? 
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We are committed to maintaining close relationships with ML TC and other Nebraska state 
agencies. In Texas, Louisiana, and Iowa, our SIU and clinical review teams have routinely met with the 
State agencies responsible for program integrity activities to assist them with their investigation and 
recoupment efforts, and to participate in training sessions with the agencies' staff. We look forward to 
working with the NMPI and MFPAU. 

Due to MCNA's proven experience in dental managed care, we are frequently asked to provide training 
and education on fraud, waste and abuse in the managed care environment by state agencies. In the 
past, the Texas Attorney General invited MCNA's SIU Manager to train their MFCU investigators 
on our provider enrollment process, claims analysis, provider profiling techniques, case investigation, 
and case referral process. MCNA received positive feedback from the education opportunity and was 
requested to conduct another session for MFCU's audit staff. 

It is MCNA's mission to support and aid state agencies in their fight against fraud, waste, and 
abuse, and improve the integrity of their Medicaid Programs. We will cooperate and assist Ml TC 
and any state or federal agency charged with identifying, investigating, sanctioning, or prosecuting 
suspected fraud and abuse. Access to originals and copies of all records, computer files, appropriate 
staff, and other information requested will be provided, and MCNA will allow access to our premises 
and provide records to ML TC or its authorized agents, CMS, the U.S. DHHS, the FBI, and other units of 
state or federal government. We will also participate in periodic FWA and erroneous payments training 
sessions, meetings, and joint reviews of network providers or members. MCNA will also participate in 
and attend the quarterly Nebraska Health Care Fraud Task force meeting. 

MCNA commits to applying the highest ethical standards and diligence to prevent the occurrence of 
fraud and abuse of Nebraska Medicaid resources. Every dollar saved benefits those members that are 
truly in need of Medicaid program assistance. 

Response to RFP 5427 Z1: Medicaid Dental Benefit Program Page 271 of 396 
Prepared by MCNA Insurance Company for the Nebraska Department of Health and Human Services 



Part 2 - Technical Approach mcnadental 
Response to Attachment 11 - Proposal Statements and Questions 

Currently, how does the DBPM educate members and providers to prevent fraud, 
waste, abuse, and erroneous payments? How will the DBPM apply methods in 
Nebraska? 

MCNA's member materials promote responsible utilization of dental benefits to improve our members' 
oral health outcomes. Our years of experience with Medicaid and CHIP programs have taught us that 
raising our members' awareness about fraud, waste, abuse, and erroneous payments requires the use 
of multiple channels of communication. MCNA provides information on our website about what 
constitutes FWA and how to report any suspicious activity to MCNA. We let members know that card 
sharing is also a form of FWA and is prohibited. This information is included in our Member Handbook, 
along with instructions on how to report suspicious activities to MCNA and/or the State. Please see 
page 38 of Attachment 16-1 , MCNA's Draft Member Handbook, for sample content. 

Provider Educatrcn 

MCNA's education efforts with the provider community begin with coverage of FWA in our Provider 
Orientation training sessions. Our Dental Provider Agreement and Provider Manual educate providers 
about prohibited practices and affiliations. We disseminate a monthly provider newsletter, Dental 
Details, which contains frequent reminders to providers about their responsibilities regarding FWA and 
erroneous billing. MCNA's dedicated website also provides information on how to identify and report 
suspected FWA or erroneous billing activities . 

.Applying Proven Methods to Nebraska 

In addition to continuing the communication methods described above for both members and providers, 
MCNA will implement several of the techniques that have proven successful in combatting FWA and 
erroneous billing in other markets. 

Member Verification of Services Billed 

MCNA has a process in place for verifying with members whether services billed by providers were 
received in accordance with 42 CFR §455.20 (Beneficiary Verification Procedure). On a monthly basis, 
the SIU will run a random sampling and select a predetermined percentage of members. The 
verification process will be conducted by sending members a copy of their Explanation of Benefits 
(EOB) or by member phone interviews. MCNA will report all member verification activities to: 

• MCNA's FWA Committee and Compliance Committee on a quarterly basis; and 
• To Ml TC in the frequency required by the Agency. 

MCNA reserves the right to send additional verification of services letters to members and conduct 
member phone interviews in connection with targeted provider investigations, provider profiling 
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activities, and other program integrity undertakings. Excessive visits or services, questionable services, 
or recurring billing patterns may warrant contact with the member to ascertain whether the billed 
services were actually rendered. 

SIU will request dental records for discrepancies identified during the verification process. Those 
records will be evaluated and if the billed services are not listed in the record, a full investigation will be 
opened and funds will be recouped. 

Provider Profiling Analysis, Peer Outlier Reports, and Claims Authentication 

As noted in our response to Question 55, MCNA generates provider profiles based on analysis of 
claims, prior authorizations, and other available data. The most common analytics we utilize are: 

• Historical data aggregation 
• Data consolidation from various data sources 
• Fraud scoring using various statistical approaches (e.g. STDV, z-scores) 
• Ranking and prioritization of fraud using fraud scores and different detection alerts 
• Incorporation of clinical guidelines to determine outliers 
• Integration with external data sources to augment profiling patterns 

These extensive datasets are then analyzed to determine which providers are outliers with regard to 
their clinical practices and/or billing patterns. MCNA uses Peer Outlier Reports to compare provider 
statistics against industry-defined benchmarks for Medicaid and other programs. The reports compare 
treatment patterns in procedures and service types using a wide range of filters such as facility, dental 
group, service code, provider type, member age, geography, date of service, and service area. Any 
noted deviations from industry norms are reviewed for potential fraud and abuse. Examples of Peer 
Outlier Reports include: 

• Ratios of preventive procedures to periodontal care, including cleanings to gross debridement, 
and scaling and root planing services 

• Extraction analysis, including surgical extractions vs. simple extractions 
• Sedation procedure utilization by provider specialty 
• Average amount paid per member treated 
• Average number of services billed per member 
• Number of members billed per day 
• Claims volume by provider by month 
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Texas example: A large, multi-provider facility was found to be consistently billing replacement 
composite resins less than 12 months after the original date of service. MCNA's Texas Dental Director 
and Pediatric Dental clinical reviewer met with the owner/lead dentist in a peer-to-peer phone 

conference to discuss: 

• Billing guidelines and patterns 
• Documentation to support the medical necessity for replacement restorations 
• Root cause analysis to determine the reasons for performing and billing replacement fillings 
• Recommendation to review techniques and materials with associate dentists to ensure 

restorations are performed within the standard of care 

The education session yielded positive results by decreasing the facility's billing of replacement fillings . 
The facility now produces evidence of medical necessity by submitting x-rays and/or intraoral 
photographs with prior authorizations and claims. 

MCNA views our relationship with providers as a partnership. Increased provider education as a 
corrective action has greatly reduced abuse and overutilization, and strengthened the professional 

relationships we enjoy with our providers. 

Response to RFP 5427 21: Medicaid Dental Benefit Program 
Prepared by MCNA Insurance Company for the Nebraska Department of Health and Human Services 

Page 274 of 396 



Part 2 - Technical Approach mcnadental 
Response to Attachment 11 - Proposal Statements and Questions 

Describe the DBPM's method and process for capturing TPL and payment 
information from its claims system. Explain how the DBPM will use this 
information. 

Ensuring Medicaid is the Payer of Last Resort 

MCNA's coordination of benefits (COB), third party liability (TPL), and subrogation processes are 
designed to ensure that Medicaid is the payer of last resort and any other available TPL resource is 
pursued. We exercise full assignment rights, as applicable. We understand that MCNA must 
demonstrate to ML TC that reasonable effort has been made to seek, collect, and report TPL. and our 
cost avoidance and recovery efforts. Further, we acknowledge that ML TC has the sole responsibility for 
determining whether or not reasonable efforts have been demonstrated, and this determination will 
consider reasonable industry standards and practices. 

As part of our due diligence in the proper management and administration of Medicaid and CHIP 
programs, MCNA investigates every claim that may be subject to COB or the subrogation process 
using DentalTrac™'s COB and TPL module. MCNA also identifies the existence of potential TPL 
through the use of diagnosis and trauma code editing in accordance with 42 CFR §433.138(e ). The 
COBfTPL module is capable of exchanging member information with state agencies and TPL 
contractors to identify members with third-party dental insurance coverage. MCNA's claims 
management system flags claims with potential COB, TPL, or subrogation issues. These claims are 
routed to our Recovery and Subrogation Unit (RSU) for additional review and processing. DentalTrac™ 
auto-generates letters of inquiry to our members or providers regarding the possibility of other third
party liability. Our system tracks letters of inquiry that are sent but not returned in order to send a 
second request in a timely manner to complete any open claims. 

Once the correct order of benefits is determined in these COB/TPL cases, our claims management 
system automatically applies such determination when processing claims. When MCNA is the primary 
payer, it will process the claim. If the order of benefits determination shows we are other than primary, 
our business processes and system rules will prompt for the entry of the amount paid by the primary 
payer before it will calculate our liability. The system ensures Medicaid is the payer of last resort by 
enforcing third-party recovery, including alerting MCNA staff when COB situations are identified post
payment. We acknowledge that TPL amounts collected may be retained in accordance with the RFP 
provisions, and the TPL recoveries will be considered during the ML TC rate setting process. 

We acknowledge that MCNA, its subcontractors, and providers must not pursue collection from the 
member, but directly from the liable third party, except as allowed in 468 NAC Chapter 4-002 and 471 
NAC Chapter 3-004. If a TPL insurer requires the member to pay any co-payments, coinsurance, or 
deductibles, MCNA acknowledges that we are responsible for making these payments even if the 
services are provided outside of our network. 

MCNA understands that ML TC may require a ML TC-contracted TPL vendor to review paid claims that 
are over ninety (90) calendar days old and pursue TPL (excluding subrogation) for those claims that do 
not indicate recovery amounts in our encounter data. Ml TC may pursue recovery if MCNA fails to 
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recover reimbursement from a third party to the limit of legal liability 365 days from the date of service 
of the claim(s). 

Cost Avoidance 

All claims are cost-avoided if MCNA establishes the probable existence of TPL at the time the claim is 
filed. TPL is established when MCNA receives confirmation that another party is, by statute, contract, or 
agreement, legally responsible for the payment of a claim for a health care item or service delivered to 
a member. MCNA coordinates benefits in accordance with 42 CFR §433.135, et seq., and 4 71 NAC 3-
004 in order to avoid costs and recover payments from liable parties as appropriate. 

MCNA will include in our Nebraska provider agreement provisions specifying the provider's 
responsibility regarding TPL, including identifying TPL coverage (including Medicare and long-term care 
insurance as applicable), and seeking TPL payments before submitting claims to MCNA. 

Post~Payment Recovery 

In situations where the probable existence of TPL cannot be established, MCNA must adjudicate the 
claim and later pursue post-payment recovery if new information is obtained. MCNA will seek recovery 
within sixty (60) calendar days after the end of the month it learns of the existence of a liable third party 
after a claim is paid. We also pay and chase claims for which third-party liability is derived from an 
absent parent whose obligation to pay support is being enforced by the DHHS Division of Children and 
Family Services. 

MCNA has established procedures for recovering post-payments that will be submitted to ML TC for 
review and approval during the readiness review. We seek recovery from auto insurance and property 
and casualty carriers in instances where accident and trauma-related claims exceed $250.00. MCNA 
seeks subrogation amounts regardless of the amount believed to be available as required by Federal 
law. The amount of any recoveries collected by MCNA outside of the claims processing system is 
treated as an offset to medical expenses for the purposes of reporting. We understand that all 
encounters for claims that are recouped in full must be voided, and partial recoupments must be 
submitted as adjusted encounters. 

Coordination of Benefits for Dual Eligible embers 

MCNA is responsible for providing medically necessary covered services to members who are also 
eligible for Medicare if the service is not covered by Medicare. We ensure that services covered and 
provided under this contract are delivered without charge to members who are dually eligible for 
Medicare and Medicaid, and we coordinate benefits with Medicare payers, Medicare Advantage Plans, 
and Medicare providers. MCNA's claims system will identify all dual eligible members. We will then 
reach out to each member telephonically via the Care Connections Team to identify the member's plan 
in order to determine any dental coverage that might exist. 
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MCNA will sign a Coordination of Benefits Agreement and participate in the automated crossover 
process administered by Medicare. Under this crossover process, a Medicare provider, who may or 
may not be part of our network, must submit a claim to Medicare and there is an automatic crossover to 
ML TC for whatever Medicaid payment is due. 

Gapturi11r1 and Using TPL inform;:1tion 

MCNA's DentalTrac ™ system makes COB and TPL data available to all relevant business units and 
staff to increase our efficiency in cost avoidance and the recovery of overpayments. Our MIS captures 
all COB/TPL information at the member level within the member's eligibility record. By capturing this 
information in this way, it carries over to a!\ activities related to a member (e.g., multiple claims instead 
of only one claim). Sources of this information include Ml TC TPL files, enrollment data, claims data, 
and statements recorded directly from members or providers during discussions with our call center 
representatives. 

The advanced business process mapping (BPM) and rules-based engine in DentalTrac™ automatically 
flags claims where the member record indicates the presence of COB or TPL information. In cases 
where the member does not have that information documented in the member level record but a claim 
indicates its existence, DentalTrac TM automatically builds an electronic COB/TPL case file for that 
member. MCNA's claims examiners may also identify a need for COB when manually processing a 
claim. The claims examiner moves forward at that time to create a case file with the pertinent 
information for the member. In all situations, these case files are routed in real time to the Recovery 
and Subrogation Unit (RSU) staff for further review. If our RSU staff determines that TPL cannot be 
established or third party benefits are not available for the case in question, we will process the claim 
for payment to the provider in accordance with the requirements set forth in this RFP. 

TPL Reporting Requirements 

MCNA will provide any third party resource information to ML TC in the frequency and format specified 
by ML TC. We will fully cooperate with ML TC and its vendors. Any money recovered from third parties 
will be retained by MCNA and reported monthly to Ml TC. We will submit an annual report of all health 
insurance collections for our members plus copies of any Form 1099s received from insurance 
companies for that period of time. 

We will post all third-party payments to claim level detail by member. Our encounter data will include 
the collections and claims information, including any retrospective findings via encounter adjustments. 

At the request of ML TC, MCNA agrees to provide information not included in encounter data 
submissions that may be necessary for the administration of TPL activity. This information must be 
provided within thirty (30) calendar days of ML TC's request. This information may include, but is not 
limited to, individual medical records to determine liability for the services rendered. 

MCNA will report members with third party coverage to ML TC on a monthly basis, reporting additions 
and updates of TPL information in a format and medium specified by Ml TC. 
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Describe the DBPM's approach to ensuring that out of network prior authorization 
and payment issues are resolved expeditiously in instances when the DBPM is 
unable to provide necessary services to a member within its network. 

C o-ntinu ity of Care Durin~J Transition 

MCNA has extensive experience in large-scale member enrollments. Our experience in Louisiana 
illustrates our flawless process for ensuring continuity of care during the transition of 1.2 million 
members. For example, thousands of Louisiana members had existing approved prior authorizations 
for services when the fee-for-service program transitioned to MCNA as the sole DBPM on July 1, 2014. 
MCNA educated both members and providers about the MCNA continuity of care process, and enabled 
members to receive care from out-of-network providers for a period of 30 days after the go-live date. 

From a continuity of care perspective, the success of a member's dental care is entirely dependent on 
the ability of a treating dentist to complete the treatment plan. MCNA will accept all active 
authorizations from Ml TC and load them into our system to enable members to receive care during the 
transition without the need to submit a new prior authorization request. We will honor approved prior 
authorizations from out-of-network providers during the transition and will ensure that the out-of
network providers are paid timely and in accordance with the requirements of the RFP. 

During the initial 90 calendar days of the Nebraska DBPM contract, MCNA will pay out-of-network 
providers 100% percent of the Medicaid rate. Every member transitioning into MCNA is allowed to 
continue previously authorized, medically necessary covered services with an in-network or out-of
network provider, without any additional prior authorization requirements from MCNA. The member will 
be able to continue this care for a period of 30 calendar days after go-live. Ongoing authorization of 
services for continued treatment beyond 30 days will be reviewed through the standard authorization 
process. 

The MCNA Provider Relations Department seizes every opportunity to enhance our network by inviting 
our members' non-participating providers to join. Should the provider choose not to participate, MCNA's 
Member Advocate and Outreach Specialists (MAOS} will contact the dental office to assist in 
transferring the member's dental records to their newly selected in-network provider. 

Access to Emer{1ency Serv~ces 

MCNA ensures that our members have access to covered emergency dental care services without any 
delay or hindrance. Our members have access to emergency and post-stabilization care without the 
need to obtain pre-authorization and can receive services through any emergency facility or provider, 
regardless of whether the facility is in or out-of-network. We reimburse emergency service providers at 
100% of the Medicaid rate in effect on the date of service in order to com ply with Section 6085 of the 
Deficit Reduction Act of 2005. 
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Out-of-Network Care 

MCNA makes every effort to ensure that all medically necessary covered services are available through 
our robust network of general and specialty care dentists. If we are unable to provide services through 
a network provider MCNA will adequately and timely arrange for the member to receive care from an 
out-of-network dentist. We will ensure that all prior authorization and payment issues are resolved as 
quickly as possible. 

After the transition period, MCNA executes a letter of agreement (LOA) with out-of-network providers 
who provide authorized, non-emergency care to our members. The LOA sets forth the terms of 
payment and includes a provision against balance billing to ensure that the cost of care for the member 
is no greater than if the provider was in-network. MCNA collects enough detail about the out-of-network 
provider to screen for any exclusions, debarments, or licensure actions that would prevent the provider 
from being able to provide services to the member. The provider's NPI and other details are loaded into 
the DentalTrac rM system to ensure accurate payment and enable the generation of a 1099 for tax 
purposes. 

MCNA understands that for services that do not meet the definition of emergency services, we are not 
required, unless otherwise provided for in this contract, to reimburse out-of-network providers at more 
than ninety percent (90%) of the Medicaid rate in effect on the date of service to providers with whom 
we have made a minimum of three documented attempts to contract. 
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Provide a general system description that details how each component of the 
DBPM's health information system will support the major functional areas of the 
DBP. Include a systems diagram that highlights each system component, including 
subcontractor components, and the interfacing or supporting systems used to 
ensure compliance with RFP requirements. Describe how the DBPM's system will 
share information between Nebraska's systems and its own system to avoid 
duplication of effort. Identify any requirements that cannot be met without custom 
modifications or updates to the DBPM's systems. If modifications or updates or 
updates are required, describe them and the DBPM's plan for completion prior to 
program operations. 
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Provide a description of how the DBPM will comply with applicable Federal 
(including but not limited to HIPAA) standards for information exchange, and 
ensure adequate system access management and information accessibility. Affirm 
the DBPM's use of HIPAA-compliant files and transaction standards. Include the 
process for resolving discrepancies between member eligibility files and the 
DBPM's internal membership records, including differences in members' 
addresses. 
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u~e of HIPAA .. Compliant Files and Transaction Sta dards 

DentalTracrM currently complies with all 
requirements associated with HIPAA. We have 
designed and implemented a complete set of 
controls to govern the accuracy and 
completeness of our receipt and transmission of 
data. Our EDI subsystem is fully compliant to 
HIPAA ASC X12 5010 standards as well as 
other industry standards. Refer to the table to 
the right for a list of currently supported file 
format standards. 

All of our HIPAA ASC X12N transaction files 
are fully compliant to HIPAA 5010 
requirements. We support the full set of HIPAA 
5010 transaction files and the ICD-1 O code set. 

Supported File Format Standards 

HIPAA ASC X12 Health Care Eligibility Benefit Inquiry 

270/271 and Response 

HIPAA ASC X12 Health Care Claim Status Request and 

276/277 Response 

HIPAA ASC X12 Health Care Claims Acknowledgement 

277CA 

HIPAA ASC X12 Health Care Claims Status Response 

277U 

HIPAA ASC X12 Health Care Services - Request for 

278 Review and Response; Health Care 
Services Notification and 
Acknowledgment 

HIPAA ASC X12 Payroll Deducted and Other Group 

820 Premium Payment for Insurance 
Products 

HIPAA ASC X12 Benefit Enrollment and Maintenance 

834 

HIPAA ASC X12 Health Care Claim Payment/Advice 

835 

HIPAA ASC X12 Health Care Claim: Professional, 

8370 Institutional, and Dental, including 
coordination of benefits (COB) and 
subrogation claims 

HIPAA ASC X12 Functional Acknowledgement 

997 

HIPAA ASC X12 Functional Acknowledgement 

999 

NSF National Standard Format 

HL7 Health Level Seven 

XML Extensible Markup Language 

UOF User Defined File 
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Describe the DBPM's approach to monitoring system availability issues and the 
resolution process. Provide a description of the DBPM's system help desk. Include 
the DBPM's process for ensuring that recurring problems, not specific to system 
unavailability, are identified and reported to DBPM management within one 
business day of recognition and are promptly corrected. 
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Provide a description of the DB PM's eligibility and enrollment database. Include a 
description of how the DBPM will: 

• Complete updates within the timeframes specified in the contract. 
• Identify members across multiple populations and systems. 
• Monitor, track, and resolve any discrepancies between the enrollment files 

and the DBPM's system (e.g., duplication of records and information 
mismatches). 

Eligibility and Enrollment Database 
DentalTrac™ 's comprehensive eligibility and enrollment module uses a sophisticated business rules 
engine to process benefit and enrollment data transmissions and to determine eligibility and 
benefits of members. Our system accepts HIPAA·format and proprietary member enrollment files 
transmitted daily by trading partners. DentalTrac™'s sophisticated EDI subsystem also allows us to 
accept eligibility and enrollment data in virtually any data format provided. We are able to process data 
files with fixed or varying layouts, file formats, and delivery methods. · 

Currently, we receive and process eligibility and enrollment data files from twelve different trading 
partners, most using HIPAA ASC X12N 834 file format and the rest using proprietary file formats. Our 
EDI subsystem and our Automated Communications Module (ACM) are responsible for automatically 
retrieving data files from our trading partners, applying all validation and business rules applicable to 
each trading partner and program administration. Scheduling the retrieval of data files from our trading 
partners can be configured with granularity down to a one-minute interval. 

In 2015, the MCNA EDI module processed over 85 million enrollment transactions for almost 3 
million members with an average turnaround time of 19.7 hours from the time the transaction 

file was received. 

Upon processing eligibility and enrollment files, DentalTrac™ follows business rules that trigger multiple 
validation checks during the process as well as execute the necessary steps to satisfy contractual 
compliance. During the validation points, DentalTrac™ generates integrity checksums and reports that 
confirm the electronically transmitted data file was not altered in any way during processing. 

Our Enrollment Coordinator works with the Member Services Department to ensure the accuracy and 
timeliness of member enrollment information. The Coordinator can manually update plan-approved 
changes to a member's eligibility record in real-time, ensuring members always obtain the services 
to which they are entitled. DentalTrac™'s extensive logging capabilities maintain an audit trail for all 
current and retroactive changes to enrollment data, whether those changes arise from manual updates 
or from processing an electronic transmission. Our Member Services Representatives also have 
functionality available to them to capture additional information from our members, which may not 
always be available in the eligibility and enrollment files. Additionally, member address changes and 
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telephone number changes will be transmitted to ML TC within the required time frame and in the format 
required. 

DentalTrac™ leverages its uniform data dictionary to enforce referential integrity checks when loading 
and processing eligibility and enrollment files. Members are assigned a unique member number that 
persists across changes in demographics and changes in eligibility benefits and categories. Member 
eligibility is managed through non-overlapping dated eligibility spans which are linked to the member's 
record. All information in the eligibility and enrollment files provided by ML TC will be stored within 
DentalTrac™ and linked to the member's profile for referential and reporting purposes. 

DentalTrac™'s business rules and data integrity validations allow MCNA to automatically identify 
potential duplicates by comparing key identifying criteria such as name, address, date of birth, social 
security number, and Medicaid ID. When potentially duplicate records are identified, DentalTracrM uses 
advanced heuristics to determine the certainty level of duplication and will automatically merge the 
records when the certainty level exceeds business-defined thresholds. When these thresholds are not 
met, an exception report is generated and reviewed by our Enrollment Coordinators to identify the true 
nature of the duplication and to determine the need to merge the duplicate records. Once duplicate 
records are merged, all history associated with the member profiles are linked for transparency. 
Eliminating duplication allows us to administer members' benefits more efficiently and report 
information back to ML TC more accurately. 

MCNA's Enrollment Manager (EM) will work directly with Ml TC to establish an open line of 
communication regarding member file transfers. We believe that having a dedicated resource for this 
key contract component is critical to the effective management of the enrollment process. The EM will 
be responsible for: 

• Ensuring that enrollment files are processed within 24 hours from the time of receipt 
• Reconciling the enrollment data and resolving discrepancies 
• Reviewing enrollments and disenrollments to identify potential issues, and ensuring each 

member's eligibility status is accurate 
• Notifying ML TC within 6 hours of file receipt if any issues are identified during processing 

Our Eligibility and Enrollment module is completely interoperable with all other aspects of DentalTrac™. 
This allows for Medicaid and CHIP members to be identified uniquely across multiple populations 
housed in our system. Duplicate records for a single member can be identified and resolved to where 
enrollment, claims, pre-authorizations, complaints, grievances, appeals, and all other member 
interactions with our plan can be merged into a single, linked member history and record. 

Once eligibility information is processed and available in DentalTrac ™, it is then automatically available 
to providers to verify member eligibility via our toll-free hotline, automated Interactive Voice Response 
(IVR) system, or online Provider Portal. 

Please see Attachment 63·1 for a flowchart that illustrates our current enrollment and eligibility 
process for handling electronic and ad-hoc requests. The flexibility of DentalTrac™ allows us to 
incorporate changes to our business processes to meet the notification requirements of ML TC. 
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Provide a description of the DBPM's information security management functions. 
Include a description of proposed access restrictions for various hierarchical 
levels, controls for managing information integrity, audit trails, and physical 
safeguards of data processing facilities. 
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Describe the DBPM's business continuity, contingency, and recovery planning. 
Attach a copy of the DBPM's plan, or summarize how the plan addresses the 
following aspects of emergency preparedness and disaster recovery: 

• Operational and system redundancy in place to reduce the risk of down-
time. 

• System and operational back-up sites. 
• Contingency and recovery planning including resumption of operations. 
• Prioritized business functions for resumption of operations and responsible 

key personnel. 
• Employee and supplier preparedness, including a plan for training and 

communication to employees and suppliers and identified responsibilities 
of key personnel, in the event communications are unavailable. 

• Approach to provider preparedness for continuity of member care and 
assurance of payment for services rendered in good faith. 

• Testing approach and regular schedule to improve and update the plan over 
time. 

MCNA maintains a detailed plan governing all disaster recovery and continuity of operations activities 
we will undertake before, during, and after a catastrophic event. This detailed plan, named the Disaster 
Recovery and Business Continuity (DR/BC) Plan, has been audited and approved by an 
independent firm meeting the American Institute of Certified Public Accountants standards as 
presented in our Service Organization Control (SOC) 2 Type 2 Report. 
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Describe the DBPM's strategies for ensuring its claim processing Is ready at the 
time of contract implementation, to ensure timely accurate claims processing. 
Include the DBPM's strategy for identifying problem areas, and how the DBPM will 
ensure rapid response. 

MCNA's record of successful implementations has been flawless throughout our transitions for 
Medicaid and CHIP programs in Texas, Louisiana, Florida, and Iowa. Our project implementation team 
coordinates with all critical MCNA business units to ensure that project-specific key resources are 
aligned and in place for a successful implementation. Our project implementation team will apply our 
methodologies using our structured approach to success. 

MCNA's proprietary management information system, DentalTrac™, and our best-in-class technology 
infrastructure are designed for performance, inter-operability, security, and flexible business modeling. 
Our staff uses DentalTrac™'s extensive functionality to load and configure the Nebraska covered 
services and plan benefits as part of this RFP along with any additional documentation provided by 
ML TC. DentalTrac™'s built-in support for National Correct Coding Initiatives (NCCI) leveraged with our 
staff's combined experience of over 200 years administering dental insurance plans and patient care 
have resulted in advanced and accurate system edits that enforce clinically approved standards and 
benefit limitations. 

The flexibility in DentalTrac ™ and its HIPAA compliant EDI module establish the foundation required for 
effective claims processing and maximum payment accuracy. DentalTrac™'s EDI module wilt 
automatically, as well as on demand, load and process electronic claims files submitted by our 
Nebraska providers. DentalTrac™'s EDI module will perform up to Strategic National Implementation 
Process (SNIP) Level 7 edits to confirm that all business rules and data dictionary elements are in 
compliance with the requirements of MLTC. Files that do not pass the validation process and accuracy 
edits are denied back to the provider with an explanation of the reason for denial. 

Our DentalTracr11.1 system allows for the dynamic changing needs of the dental industry. MCNA's 
implementation team, led by our Chief Information Officer, Daniel Salama, has carefully reviewed the 
specifications in this RFP and developed a gap analysis of edits and business rules that are required 
for the effective processing of claims for ML TC. These edits are already implemented in a Nebraska 
dedicated environment of our management information system in preparation for the Readiness 
Review process that includes a live demonstration of our auto-adjudication logic and claims 
processing fun cti ona I ity. 

The implementation team has prepared a comprehensive and rigorous set of test scenarios as part of 
our internal Quality Assurance process to ensure all requirements for claims processing, including 
service authorizations, have been developed in accordance with the requirements of this RFP. The test 
scenarios will be presented to the ML TC for approval prior to Readiness Review. 

In anticipation of Readiness Review, we have created sample member information, eligibility and 
enrollment data, prior authorization information, and additional required data needed to verify the 
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accuracy of the test cases. During the Readiness Review, we will use the enrollment and eligibility 
information provided by ML TC and its MMIS. 

MCNA's extensive experience in Medicaid dental benefits management and our ability to implement 
managed care programs on a large scale and under short time frames is unparalleled in the industry. 
Our qualified staff, exemplary technology, business process knowledge, and claims processing 
and service authorization capability make MCNA the right choice for ML TC to ensure a smooth 
and successful implementation. Our testing encompasses all aspects and required linkages within 
the DentalTrac™ system to ensure the following components are operational and integrated into the 
claims management process: 

• Eligibility and Enrollment processes, including retro-terminations and retro-activations 
• Prior Authorizations and validation of procedures that require prior authorization and clinical 

review 

• Utilization Management and Clinical Review 

• Provider Loading including Fee Schedule/Reimbursement 

• EOB and Remittance Advice compliance 

• COB/TPL 

During the configuration and implementation phase, MCNA will assign dedicated business and 
Information Systems resources that will be involved throughout the life of the contract to guarantee the 
continuous and smooth operation of the program beyond the initial implementation phase. 

All claims staff and other critical business units participate in our training classes to ensure a thorough 
understanding of all the program benefits, claim edits, and business rules applicable to the DBPM. Our 
Provider Relations Representatives also attend training sessions in order to better communicate with 
our providers and ensure the transition to the new program does not adversely affect their existing 
payment cycles. 

Our continuous quality improvement and claims monitoring processes implement best practices to 
ensure compliance with all key performance indicators (KPls) identified during the planning and 
implementation phase. Together, the Information Systems Department and the Quality Improvement 
Department have designed custom dashboards to continuously monitor proper execution and 
performance of the program in the areas of claims processing timeliness, claims volume, distribution of 
claims volume by transmission methods, Provider Portal utilization, electronic funds transfer (EFT) 
acceptance by providers, prior authorization utilization, and enrollment metrics. 

All processes and metrics will be audited to identify problems or deficiencies. Our claims and 
implementation teams will develop corrective action plans on a continuous basis to ensure a rapid 
response to any identified problems. This commitment to quality and our thorough approach to testing 
prior to and during Readiness Review will ensure that DentalTrac™ is ready at the time of 
implementation and will meet and exceed all claims requirements including the timeliness standards 
set forth in the RFP. Please refer to Attachment 78-1 for our draft implementation plan which includes 
a high level overview of claims processing tasks. 
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Describe the DBPM's methodology for ensuring that claims payment accuracy 
standards will be achieved. At a minimum, address: 

• The process for auditing claims samples. 
• Documentation of the results of these audits. 
• The processes for implementing any necessary corrective actions resulting 

from the audit. 

MCNA's Process for uditing Ctaims 
MCNA's auditing process is focused on ensuring that Medicaid is the payer of last resort, and that all 
dollars allocated to the Medicaid and CHIP programs are used to benefit our members through 
appropriate coverage of dental care services. Our commitment to continuous process improvement 
permeates throughout our organization. Our comprehensive auditing policies and procedures address 
elements that ensure compliance with all internal key performance metrics and regulatory 
requirements. MCNA commits to ensuring compliance with all requirements of this RFP including the 
provision of written documentation of all audit results to Nebraska on a monthly basis and submission 
of the required Claims Payment Accuracy Report. 

Our Compliance Audit Team (CAT) is responsible for auditing MCNA's claims process, and reports 
directly to our Chief Compliance and Privacy Officer, Mayre Thompson. Mayre, a former Program 
Analyst for the Bureau of Managed Care at the Florida Agency for Health Care Administration, reports 
results of the claims process audits to the Compliance Committee on a quarterly basis. The 
Compliance Committee provides support for action plans to improve high-risk areas and ensure 

accountability and responsibility. 

The audit efforts implemented by the CAT staff provide a comprehensive and well-rounded evaluation 
of our claims management system and claims staff ensuring compliance with all contractual obligations 

and adherence to policies and procedures. 

Sampling Methodology 
Our MIS applies its algorithms to develop a stratified universe of claims processed during the review 
period. This universe encompasses the entire population of electronic and paper claims processed or 
paid on initial submission. A statistically-valid, random sample of all processed or paid claims on initial 
submission in each month is captured and stratified by provider and financial type. 
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Describe In detail how the DBPM will verify that services were actually provided 
including: 

• Minimum sampling criteria to ensure a representative sample. 
• How results of monitoring will be reported to the State quarterly. 

As part of our Fraud, Waste, and Abuse Program, MCNA has a process in place for verifying with 
members whether services billed by providers were received in accordance with 42 CFR §455.20 and 
§433.116(e). On a monthly basis, our Special Investigations Unit (SIU) runs a random sampling 
algorithm to select a predetermined percentage of members who have received a service for which 
MCNA recently paid a claim. The paid claims sample will be a minimum of two percent (2%) of claims 
per month. The claim payment date can be no more than 30 days prior to the sample selection date to 
ensure that the verification is conducted within 45 days of the claim paid date in accordance with the 
requirements of this RFP. The minimum sampling methodology ensures that all general and specialty 
dentists and all claim types are proportionally represented. If MCNA believes that a particular service or 
provider type could be more prone to fraud , waste, or abuse, that provider type or service may be 
oversampled . 

Survey Process 

MCNA uses the sample to verify that the services billed were actually received by the members. We 
conduct the surveys using two methods: (1) mail and (2) outbound calls. 

Each member in the mail sample group receives a notice in easily understood language that specifies: 

• The description of the service furnished. 

• The name of the provider furnishing the service. 

• The date on which the service was furnished. 

• The amount of payment made for the service. 

The notice asks the member to notify MCNA if they did not receive the services listed or if the services 
they received differ from those listed. Please see below a sample letter that MCNA uses to verify 
service delivery. 
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The remaining members of the sample are contacted telephonically to confirm service delivery and 
validate the services that were rendered. MCNA's dedicated outbound call unit, the Care Connections 
Team , makes outbound calls to the sample members and notates the responses in each member's 
profile within DentalTrac™. Likewise, the following scenarios may also warrant attempting to contact a 
member by phone to ascertain whether the billed services were rendered: 

• Excessive visits or services 
• Questionable services 
• Recurring billing patterns 

MCNA will refer any member whose response indicates that services may not have been received to 
ML TC and to the SIU team for additional review within three (3) business days. Our SIU also requests 
dental records for any discrepancies identified during the verification process. 

We track complaints received from members and resolve the complaints according to our grievance 
system process. The resolution may include referral to ML TC. MCNA will use the feedback received 
through complaints to modify or enhance the verification of services process. 

MCNA will report the total number of service verification surveys sent out to members, the total number 
of surveys completed, the total number of services requested for validation, the number of services 
validated, and an analysis of interventions related to complaints or other issues, in accordance with the 
reporting requirements outlined in Attachment 5 to the RFP. 
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Describe the DBPM's approach for ensuring encounter data is submitted 
accurately and timely to ML TC, consistent with required formats. Include in the 
response how the DBPM proposes to monitor data completeness and manage the 
non-submission of encounter data by a provider or subcontractor. 

MCNA has over a decade of experience processing Medicaid and CHIP dental claims and encounters, 
and successfully submitting encounter data to the states we serve. Complete and accurate encounter 
data begins with a comprehensive claims payment approach. Understanding claims processing and 
adjudication requires extensive knowledge of program benefits, proper standards of care, provider 
practice patterns, and member needs and behaviors. Our claims management system, an essential 
component of our fully integrated, proprietary, and enterprise-wide management information system 
(MIS), DentalTrac™, and our experienced staff ensure accurate, prompt payment of claims while 
maintaining a high degree of provider satisfaction. Our claims management system functionality is in 
production today managing all of our lines of business, including dental managed care programs in 
Texas, Louisiana, Florida, and Iowa, where we have met or exceeded the performance requirements 

specified in this RFP. 

The DentalTrac TM Claims module is designed specifically to operate public sector programs such as the 
Nebraska Medicaid Dental Benefit Program. DentalTrac™ enables us to deliver exceptional service 
levels across all of our claims capability core competencies and integrated components, including: 
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Our claims management system supports all modern claims capabilities, including electronic data 
interchanges (EDI), HIPAA transactions, and an Ml TC-compliant claims adjudication and encounter 
submission process. Our highly trained claims and EDI management team is able to operate efficiently 
and reliably against the strictest guidelines without compromising quality or performance metrics. 

Encounter processing controls initiate when a paper claim is received in our mail room or an EDI file is 
available from the clearinghouses, and continue to function until the remittance advice is issued to the 
provider. Our claims management system converts paper claims to electronic ASC X12N 8370 files 
utilizing advanced Optical Character Recognition (OCR) technologies with over 99.5% accuracy. This 
ensures that all applicable edits, business rules, and validations implemented on electronic claims files 
are also applied to all paper claims. Claims submitted by providers are a critical component of provider 
reimbursement and proper administration of program benefits, and will ultimately be reported to ML TC 
as encounter data. Every paper claim submitted is time stamped, digitized, and logged by the mail 
room upon receipt. MCNA ensures that every inbound paper claim is accounted for through regular 

productivity and auditing reports. 

Our dedicated EDI Department works with our 75 trading partners, dental providers, and other internal 
MCNA departments to ensure the seamless processing of all electronic claim and encounter 
submissions supporting our well-established, industry standard transaction files and protocols. Our EDI 
Department is available to assist our providers with any submission issues, including claims rejections 
for various reasons including invalid file formats, inability to identify the submitter, and unknown billing 
provider. EDI staff are also responsible for enforcing our encounter policies and procedures to 
guarantee that all encounter data is processed according to the specifications in this RFP. 

MCNA is fully compliant with all state and federal requirements regarding transaction standards. All 
encounters are submitted electronically in the standard HIPAA transaction format and maintain integrity 
with all reference data sources, including member and provider records. We understand that should 
HIPAA standards evolve in the future, MCNA will coordinate the timing of the transition with MLTC, and 
make any system or process changes necessary to comply. 

DentalTrac ™ complies with industry-accepted clean claim standards for all encounter data, including 
submission of complete and accurate data for all fields required on standard billing forms or electronic 
claim formats. This supports the proper adjudication of a claim, enabling Ml TC to perform 
comprehensive financial reporting and utilization analysis. In the event a provider submits a claim that 
is denied due to lack of sufficient or accurate data required for proper adjudication, MCNA will submit to 
MLTC all available data in relation to that claim without alteration or omission. 
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MCNA understands the importance of proper management of claims and encounter data. MCNA will 
transmit to Ml TC complete encounter data and change history, including line-level detail, to enable all 
services submitted in a single claim to be easily ascertained. Although MCNA does not pay providers 
on a capitated basis, we understand that should we enter into a capitated reimbursement arrangement, 
we must contractually require submission of all utilization or encounter data to the same standards of 
completeness and accuracy, including pricing information, as required for proper adjudication of FFS 
claims. MCNA will make every effort to enforce this provision in order to ensure that ML TC receives 
accurate and complete encounter data. 

We will submit encounter data no less than monthly on a date designated by ML TC. Additionally, within 
two (2) business days of the end of a payment cycle (the last cycle of the week if multiple payments are 
made within the week), MCNA will generate encounter data files for that payment cycle from our 
DentalTrac™ system. 

All incoming data including, but not limited to, eligibility/enrollment, providers, claims, service 
authorizations, grievances, complaints and appeals, financial transactions, CDT codes, health 
assessment forms, and radiograph data are logged and monitored following established procedures 
and quality control processes, allowing us to confirm the completeness and accuracy of all 
transmissions. MCNA will collect and submit to ML TC complete and accurate data on member 
characteristics, provider characteristics, and services furnished to members through an encounter data 
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system, per the State's specifications. Controls implemented at the inbound point are used to verify that 

resulting transactions are complete. 

Additionally, MCNA will reconcile all encounter data submitted to the State to control totals and to our 
MLR reports. The reconciliation will be provided to ML TC with each MLR report submission as specified 
in Attachment 5 of this RFP. MCNA submits encounter data that meets or exceeds ML TC quality 
standards, ensuring accurate, complete information for program administration. Our Texas, Louisiana, 
Florida, and Iowa encounter data submissions exceed the ML TC standard of 95%. 
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Provide an example of dashboards that the DBPM will use to track DBPM 
performance for DBPM leadership and the QAPI Committee. 

Meeting Performance Standards 
Our commitment to meet the performance standards set forth in this RFP begins with highly trained 
personnel who oversee each operational area of MCNA. Our team will be trained on all Nebraska 
program components, including eligible populations, covered services and limitations, and all service 
level goals and requirements. Our training protocols are designed to mirror Nebraska requirements and 
ensure all employees understand the goals related to their role. 

Monitoring performance is critical to ensuring that all performance standards are met. Based on our 
experience in providing high quality dental benefits to the nearly 3,500,000 members we serve, MCNA 
has developed a proven approach to success. We maintain a "dashboard" of key performance 
indicators (KP ls) for every state we serve. Relevant metrics for all operational departments are tracked 
and trended. Operational data is measured in comparison to contractual performance standards. 
Clinical performance indicator data is compared to national benchmarks reported by the National 
Committee for Quality Assurance (NCQA), the American Dental Association's Dental Quality Alliance 
(DOA), and external quality review organizations {EQROs) contracted by the state agencies we serve. 

MCNA's Quality Improvement (QI) Department continuously monitors plan operations to identify areas 
for improvement. Each of our plans has a dedicated Key Performance Indicator Dashboard that tracks 
contract performance across a spectrum of measures. 

The KPI dashboard allows for the rapid identification and escalation by our supervisory staff of any 
performance standard issues affecting our plans. Each department monitors their operational 
performance on a daily, weekly, monthly, quarterly, and annual basis. The results of operations and our 
rate of success meeting the standards are reported to MCNA's Quality Improvement Committee (QIC) 
on a quarterly basis. Feedback generated through the dashboard will be incorporated into our Quality 
Improvement Program (QI Program) which is further described in Questions 41-47 of this response. 

We will develop a KPI reporting dashboard to provide Ml TC leadership with easily accessible results 
related to access and quality of care, as well as program cost-effectiveness. The dashboard must be 
operational within six months after the contract start date, and we understand that access to this 
dashboard will be determined in consultation with Ml TC. We acknowledge that Ml TC reserves the 
right to require MCNA to participate in an alternative reporting and dashboard system at its discretion. 
The dashboards will be updated within the timelines specified by ML TC, and will include the following 
statistics: 

• Member enrollment 
• Call center statistics 
• Status of credentialing applications 
• Performance measures 
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• Care management 
• Pending grievances and appeals 
• Pending claims 
• Financial status 
• Any other issues as identified by ML TC 

MCNA understands that ML TC has the right to modify, add, or delete dashboard requirements 
throughout the contract term, and we will update our processes, policies and procedures, and the KPI 
dashboard to reflect any changes. 

Below is a dashboard developed for Nebraska using the performance standards set forth in this RFP. 
Additional statistics will be added through collaborative discussion with ML TC. 
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Provide examples of the following reports: 

• Member Grievance System 
• Performance Improvement Projects 

How will the DBPM use required reports in its day to day management and 
operations? 

Ut.Hi.zinH Required Repolis to anage and Enhance Operations 
MCNA utilizes the required reports listed in Attachment 5 of the RFP to ensure continuous quality 
improvement across all operational areas of our organization. 

Member Grievance System Reporting 

Complaint, grievance, appeal, and State fair hearing data is reviewed by departmental staff, the Quality 
Improvement Committee, the Utilization Review Committee, and the Grievances and Appeals 
Committee to track trends, identify patterns, and develop interventions, as needed. The Grievance 
Manager (GM) will be responsible for running reports on the member grievance system and will utilize 
these reports in day-to- day management of the member grievance process and the member appeals 
process. The Quality Improvement Committee (QIC) will review all inquiry, complaint, grievance, 
appeal, and state fair hearing summaries on a quarterly basis to identify issues requiring follow-up or 
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additional intervention. The GM will utilize the required Nebraska Member Grievance System Reports in 
the table below to capture and report all required data elements. 

Required Member Grievance System Reports 

Report Name Description of Report Frequency 

Grievances Summary of new grievances, resolved Monthly for the first six months 
grievances, and status of unresolved and quarterly thereafter. 
grievances. 

Appeals Summary of new appeals, completed Monthly for the first six months 
appeals, and status of each ongoing and quarterly thereafter. 
appeal. 

Expedited Appeals Summary of new expedited appeals, Monthly for the first six months 
completed expedited appeals, and status of and quarterly thereafter. 
each ongoing expedited appeal. 

State Fair Hearings Summary of new state fair hearings, Monthly for the first six months 
concluded state fair hearings, and status of and quarterly thereafter. 
each ongoing state fair hearing. 

Grievance data is categorized according to the reason for the complaint, grievance, or appeal. This 
enables MCNA to identify patterns and trends that could indicate the existence of an overall operational 
issue that must be addressed. 
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Based on any identified trends or patterns, MCNA's operational areas respond with targeted 
interventions to address the issue at the root cause of the grievances. This could be anything from 
additional member or provider education, or identifying the need to take corrective action with respect 
to a provider who has been found to have issues with the quality of care they provide to our members. 
Additional monitoring is continued until the trend declines and the issue has been fully resolved. 

Please see below an example of the Member Grievance System Reporting that MCNA provides to the 
Louisiana Department of Health on a monthly basis for the ir Medicaid and CHIP programs. 
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Grievance, Appeal and Fair Hearing Log Dental Report 

A 

1 Grievance, A al and Fair Hearin 
2 II, Review ActMIIN 

u 

ort 
C D 

3 Grievances Appeals 
4 Number of grievances received and reviewed:1--- --
) Number of grievarn::es rasofved: 1-----
6 Number of grievances in pending atatus: 1----

1 Average Length or time to complete each grievanco(Days) 
8 Number of Appeals received and reviewed: 
9 Number of Appeals withdrawn: 
10 Number of Appeals resolved: 
11 Number or appeals considered invalid: 
12 Number of Dental Plan appeals reverei;ed in member's favor. 
13 Number of plan appeals in pending status: 
14 Average Length of time to complete eech appeal 
15 Number of State Fair Hearing received : 
16 Number of State Fair Hearing level appeals withdrawn: 
17 Number of Slate Fair Hearings considered Invalid or dismissed: 
18 Number of State Fair Hearings in pending status: 
19 Average length of Uma to complete each Slate Fair Hearing: 
20 Number of overturned decisions at State Fair Hearing Level: 
21 Number of upheld decisions at Stale Fair Hearing Level : 
22 Percentage or appeals overturned at the Stale Fair Hearing level: 
23 In Dental Plan level appeals where Iha decision waa revarsed In the membar'a favor, what were th& moat common reaeona? 
24 ------------------------------------------ -----! 25 

______________________________________________ _, 
2& ln Stale Fair Hearing cues where tha declalon was overturned In the member's favor, whal waro the most common reasons? 
27 -----------------------------------------------1 l8 
29 .,.L.,..la.,..t t"""h_e..,.10-p--=5=-re- ason--a-:cth_a.,.1 w- ete- -m-os.....,..t oo_ m_m_on--,-ly""'lh.,..e- su--=b..,.jec--,-t o""'r=-g""'ri,..ev_a_n_ce_s/--=e-p-pea---=1-a:-- --- --- --- --- - - --- - --1 

30 ------------- --- --- --- -------------------------1 31 - --- --- --- ---------- --- ----- --- ----- --- --- --- --, 
32 ------------------------------------------------1 
33 --- ------- --- ----- ----- --- --- --- ---------------1 34 

15 ============================Ad==d:111:ona::1=tnfo3:nn::au: on::R:::ul=red==lor==All==n=ua: 1:Re:::r1=:s:ub:m: 1:H:1on:: ========================== 
36 Grievances Appeals State Fair Hearin s 

37 Number still pending al the end of Contracl Year _ :1---- --t----t-- --- - -1 
38 ___ _ ___ ___ ___ ____ P_e_rc_e_n_ta-=g_e_o_r a-'p-'-pe_al_s_re_v_er.._ ed_in_Co_n_tr_ect_Y_ea_r-==---: ___ _._ __ __._ _____ __. 
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Grievance Log Dental Report 

A B C 

1 Grievance Log Dental Report 
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Appeal Log Dental Report 

A 6 C 0 ( f G H 

l Appeal Log Dental Report ,,, 1,11 Pl .. , Ill "' "' Ill --... -IDol ...._. 1"""'-
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1S 
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23 
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25 
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State Fair Hearing Log Dental Report 

A 8 C D E F G H I J 

1 State Fair Hearing Log Dental Report 
tt) Ill Pl (41 ISi Ill 17) (I) .., ttll .,.. ..._., .. -.....a ,._ .. ....,... ............ .... , ........ .,.. __ _... .. O.O••-· ............... ....- ...... ~ .. 10..._ o.,llld ..... ...., 1111.-~ - O.,.la tu,llleld. .... ,. 

"-911 ................. (Be e,oclllc) MIi .. ~ ~ T......-or ~-"*181 11/MNumlllr OWll&imed) Upheld, ..-.~ C:0- ..... ~ ..... ........., ... , . °'* 2 - ~ 

3 
4 

5 

6 

7 

8 

9 

10 
11 

12 
13 

Grievance Appeal and Fair Hearing Log - Reason Summary 

A B 

1 Grievance A eal and Fair Hearin 

R1Uon 
Number 

2 Code 

3 1 
4 2 
s 3 
6 4 
7 5 
8 6 
9 7 

10 8 

11 9 

12 10 

13 11 
14 12 
15 13 
16 14 
17 15 

16 
18 

19 

Reaon 

Quali of office, buildln 
Timeliness 
Benefit Limitations/Exclusions 
Blll in and Flnanclal Issues 
Cllnlcal Criteria Not Met· 
Durable Medical E ui ment 
Clinical Criteria Not Met -
In atient Admissions 
Clinlcal Criteria Not Met • 
Medical Procedure 
Prior or Post Authorization 
Lack of Information from Provider 
Level of Care Dispute 
Pharmac 
Not a State Plan Services 
Other 
(Must provide description In narrative 
column of Summa Re orts 

TOTALS 

C D 

• Reason Summa 

Number of 
Grtwancn 

Number of 
Appeale 

20 DO NOT ADD OR CHANGE R.EASON CODES 
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Performance Improvement Project Reporting 

Performance Improvement Projects (PIPs) will be managed internally within our Quality Improvement 
(QI) Department and led by the Vice President of Dental Management and Quality Improvement. 
Results of PIPs are tracked internally on an ongoing basis, and reported to the QIC. The QI Department 
will utilize the required Nebraska Performance Improvement Project Report in the table below to 
capture and report all required data elements to ML TC about our required clinical and administrative 
P1Ps. 

Required Performance Improvement Projects Report 

Report Name Description of Report Frequency 

Performance Improvement Data summarizing annual results of each new and Annually 
Projects ongoing PIP. 

MCNA continuously monitors performance on a variety of care and service indicators for our members. 
We identify opportunities for improvement by comparing our performance with national benchmarks 
and to our own performance over time. Per the RFP requirements, MCNA will implement quality 
improvement projects in both clinical care and non-clinical services such as system or service 
initiatives. 

The QI Department continually evaluates data and feedback from members and providers to identify 
challenges and barriers. The interventions are developed to address the specific issues associated with 
each PIP goal. Improvement in PIP measures will be demonstrated through ongoing measurement and 
analysis of intervention effectiveness. 

At least quarterly, the results of PIPs will be reported to the QIC for review and discussion. The QIC 
reviews the progress of each PIP and ongoing results of each PIP measurement. The committee 
discusses these results and recommends or approves additional interventions, as needed. 
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Annually, the QI team will report on the results of PIPs as part of the annual QI Program Evaluation. 
The QI Program Evaluation is presented to the QIC and then to MCNA's Board of Directors . All 
required reporting will be provided to Ml TC in a timely manner. 

Please see below an example of the Performance Improvement Project report that MCNA provides to 
the Texas Health and Human Services Commission on an annual basis. 
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Performance Improvement Project Report [Page 1 of 4] 

:, 
MANUAL Cl1APTFR I PAGE 

HHSC UNIFORM MANAGED CARE MANUAL 10.2.9 1 of 4 * - ; CHAPTER '11llE EFFECTIVE DATC .. Performance Improvement Project Progress Report April 1, 2016 

Template Version 2.3 

Performance Improvement Project (PIP) Progress Report Template 

This is the template lo be used for submitting each PIP Progress Report. 

For each PIP Progress report, document the completion of cech step. Refer to the instructions in UMCM Chapter 10.2.8 
for detailed infonnetion on each area. 

Double click on the check boxes and select "Checked" in Ille properties dialog boK to make s selection. Enter narrative in 
the box below the activity description. 

Demographic Information 

MCO: 

Project Leader: Title: 

Telephone Number: E-mail Address: 

PIP Topic/Name: 

Date PIP Initiated: Cate PIP Progress Report Submitted: 

Program(s) Included in PIP (check all that apply) 

0CHIP 0 STAR D STAR+PLUS 0 STAR Kids 0 STAR Health 

0 CHIP Dental 0 Medicaid Dental 

Collaborative PIP 

Is this PIP a collaborative PIP? Oves 0No 

If yes, provide the MCOs or DSRIP collaborators. 

(Enter names here.) 

Requested Documentation Submitted (only required if changes have been made since the previous 
submission) 

Page 1 
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Performance Improvement Project Report [Page 2 of 4] 

MANUAL ... ,, ' 

:~ - HHSC UNIFORM MANAGED CARE MANUAL 
CHAPTER I PAGE 

10.2.9 2 of 4 
CHI\PTER TITlE EA"ECTIVE OAT[ 

Performance Improvement Project Progress Report April 1, 2016 

Template Version 2.3 

0 Revised PIP Plan with track changes (revisions should include all recommendations made by Texas· 
EQRO) 

D Revised PIP Plan clean version 

Previous PIP Evaluation Recommendation(s) 

Please address the previous PIP recommendation(s). Describe how each recommendation was incorporated 
into the PIP and actions taken to meet the recomrnendation(s). 

Previous Recommendatlon(s) Actions taken to meet recommendation(s) 

(Enter response here.) (Enter response here.) 

1. PIP Performance Measure(s)llndicator(s) 

List the quantifiable measures. Provide baseline and re-measurement rates for each measure. Add sections 
and re-measurements for additional measures as needed. Use the most current data available for all 
measures - baseline measures and re-measuren1ents. 

Quantifiable Measure # 1: (Enter measure description here.) 

Baseline numerator, N: Start: 
denominator, rate, and Rate: 
dates: D; End: 

Re-measurement 1 N: Start: 
numerator, denominator. Rate: 
rate. and dates: D: End: 

Re-measurement 2 N: Start: 
numerator, denominator, Rate: 
rate, and dates: D: End: 

Quantifiable Measure # 2: {Enter measure description here.) 

Page 2 
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Performance Improvement Project Report [Page 3 of 4] 

MANUN. CHAPTER I PAGE 

:~ 
HHSC UNIFORM MANAGED CARE MANUAL 10.2.9 3 of 4 

CH/\PTER TITLE EFFECTIVE DATE 

Performance Improvement Project Progress Report April 1, 2016 

Template Version 2.3 

Baseline numerator. N: Start 
denominator, rate, and Rate: 
dates: D: End: 

Re-measurement 1 N: Start: 
numerator, denominator, Rate: 
rate, and dates: D: End: 

Re-measurement 2 N: Start: 
numerator, denominator, Rate: 
rate, and dates: D: End: 

Quantifiable Measure # 3: (Enter measure description here.) 

Baseline numerator, 
N: Start: 

Rate: denominator, and rate: 
D: End: 

Re-measurement 1 N: Start: 
numerator, denominator, Rate: 
rate, and dates: 0 : End: 

Re-measurement 2 N: Start: 
numerator, denominator, Rate: 
rate, and dates: D: End: 

2. Major Achievements and Challenges to Date 

Use the space below to provide a brief description of the major achievements to date in meeting the 
goals of this PIP. 

(Enter response here.) 

Use the space below to provide a brief description of the challenges encountered with this PIP, how 
they were addr-essed, and any additional comments related to progress status. 

(Enter response here.) 

13- Status of Planned lnteNentlons 
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Performance Improvement Project Report [Page 4 of 4] 

·~ \ 
MANUAL r.HAPTER I PAGE 

HHSC UNIFORM MANAGED CARE MANUAL 10.2.9 4 of4 
CHAPTER TITLE EFFE:CTIVE DATE 

¥ ' Performance Improvement Project Progress Report April 1, 2016 

Template Version 2.3 

Describe the status of PIP interventions below by filling out the table provided. The interventions listed below 
are from Activity 7B in your approved PIP Plan submission (v2.2). Please indicate the type of intervention 
using the check boxes at the start of each intervention description. Add rows for additional interventions as 
needed. 

PIP Interventions 

Use intervention titles 
from 78 in your 

approved PIP Plan 
Template (Chapter 

10.2.5 of the Uniform 
Managed Care 

Manual). 

Intervention Title: 

Date of 
Implementation: 

Did the date of 
implementation 
change from original 
PIP Plan? 

0Yes 0No 

If yes. address 
change in 
"Modifications·. 

Intervention level: 
0 Member 
0 Provider 
D System 

(Include a description 
here only if the 
intervention has been 
modified.) 

Status of Interventions 

Report the intermediate 
results based on tracking 
and monitoring efforts for 

each intervention. 

Please be specific and 
report all results for all 

interventions. 

Number of Percentage 
members/ of members/ 
providers providers 

Targeted: Targeted: 

% 

Reached: Reached: 

% 

(Describe additional 
tracking and monitoring 
results here.) 

Response to RFP 5427 Z1: Medicaid Dental Benefit Program 

Modifications 

Indicate whether or not 
modifications of an 
intervention were 
necessary. If the 

intervention was modified 
describe the modifications; 
include a description of the 
barriers encountered that 
resulted in the need for a 

modification. 

Provider Engagement 

Describe how providers 
were engaged in the 

implementation of the 
interventions. Report the 
feedback received from 

providers who were 
involved in this 
intervention. If 

interventions were modified 
based on provider 

feedback, describe the 
modifications in detail. 

Were modifications made? (Enter response here.) 

0Yes 0No 

(If yes, enter response 
here.) 
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Provide a detailed description of the DBPM's approach to implementing the 
necessary functionality to support FFS claims processing. 

MCNA has been managing Medicaid and CHIP programs for over a decade. As a pioneering advocate 
for the transition of fee-for-service (FFS) dental programs to full at-risk managed care dental programs, 
we bring a proven approach and excellent track record to Nebraska Medicaid to ensure the successful 
operation and smooth transition of the FFS program. 

We understand Ml TC is in the process of replacing its Medicaid Management Information System 
(MMIS) and would like to enter into a services agreement for the processing of remaining FFS claims. 
We understand ML TC will provide the per unique claim initial rate, and payment for FFS dental claims 
management services will be paid separately from managed care capitation payments. 

We understand and agree to maintain the same functionality for FFS dental claims that is required for 
managed care claims as described in Section IV.R - Claims Management of this RFP. The extensive 
functionality of our robust management information system (MIS), DentalTrac™, allows us to handle an 
unlimited number of products and lines of business while maintaining the highest levels of program 
integrity and confidentiality. 

MCNA's claims management system and processes are supported by 
well-documented policies and procedures designed specifically to address the 
needs of our state clients. MCNA was the first dental insurance company to 
receive full claims processing accreditation from URAC. This ensures that our 
highly trained claims management team is able to operate efficiently and reliably in 
accordance with the strictest national guidelines and benchmarks without 
compromising quality or performance metrics. 

The DentalTrac™ Claims module is designed specifically to operate public sector 
programs such as the Nebraska Medicaid Dental Benefits Program. DentalTrac™ 

ACCREDITED 
CIJims l'roccssing 

I.::xpircs 10101/2017 

supports all modern claims capabilities, including electronic data interchanges (EDI), HIPAA 
transactions, and an ML TC compliant claims adjudication process. We offer Nebraska Medicaid a 
comprehensive turnkey solution to claims processing, including fee-for-service, using industry best 
practices in workflow automation, dynamic case management, business process management, and 
rules management. These modern claims capabilities result in a highly efficient environment that is 
interwoven into all aspects of our operations to deliver continuous and self-improving quality outcomes. 

Our approach to implementing the functionality necessary to support the processing of FFS claims will 
incorporate the same governance, objectives, and fiscal responsibility that we commit to the processing 
of at-risk claims for Nebraska Medicaid. DentalTrac™'s ability to handle the most complex 
implementations and demanding claims processing needs is exemplified throughout this RFP. Our 
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excellent track record in claims processing efficiency, provider management, and commitment to 
improving the oral health outcomes of our members is the result of the dedication and passion that 
permeates our organization. These characteristics have fueled MCNA's successful transitions of 
Medicaid and CHIP programs in Texas, Louisiana, Florida, and Iowa, including the seamless operation 
of FFS programs in these states. 

At MCNA, we engage our Program Management Office (PMO) for all projects in order to ensure 
flawless implementation through a dedicated team. With the knowledge that varied core strengths are 
needed in order to ensure successful implementation, the PMO is comprised of subject matter experts 
within our company. For additional information about our PMO approach, please see our response to 
question 78 of this RFP. 

Our PMO will coordinate with all critical MCNA business units and Nebraska Medicaid stakeholders to 
ensure that project-specific key resources are aligned and in place for a successful implementation. 
The PMO will apply our proven methodologies using our structured approach to success and ensuring 
alignment with the long-term operational support and objectives Nebraska Medicaid requires. 

The expertise and knowledge inherent throughout our organization ensures that MCNA operates in a 
cohesive manner without the "silo" effect you find in other organizations. Our claims management 
system is an essential component of our fully-integrated, proprietary, and enterprise-wide management 
information system (MIS}, DentalTrac™. Our experienced claims management staff ensure accurate, 
prompt payment of claims while maintaining a high degree of provider satisfaction. MCNA's team will 
approach our implementation of FFS dental claims processing utilizing each of these resources 
in the same manner as our approach for the managed care dental program. 

MCNA will coordinate with ML TC to define the project management and reporting standards that will be 
followed during the implementation of the FFS program. These standards will include the establishment 
of communication protocols for ML TC and MCNA staff, contacts with other ML TC contractors, 
schedules for key activities and milestones, a comprehensive plan for exchanging information, and the 
finalization of parameters for the project deliverables. Our PMO will be responsible for enabling smooth 
collaboration between MCNA's representatives from internal business units, business analysts, 
reporting analysts, EDI teams, and our operations team and the ML TC stakeholders responsible for this 
project during the pre-implementation and throughout its operation. 

Our PMO uses a SMART approach to project management, and our program implementaUon follows a 
clearly defined roadmap of activities that result in successful implementations: 

• Initiating 
o Determine scope 
o Compile requirement documents 
o Appoint subject matter experts 
o Identify stakeholders 
o Complete project charter 
o Obtain PMO approval 

• Planning and Design 
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o Appoint project team 
o Complete project plan 
o Complete design requirements 
o Create risk plan 
o Develop acceptance criteria 
o Complete training plan 

• Executing 
o Initiate project kickoff 
o Assign tasks to project team 
o Initiate development and configuration activities 
o Complete sprints 
o Review and adjust tasks 
o Update project status 

• Monitoring and Controlling 
o Change Management 

• Identify needs and set expectations 
• Adjust tasks to meet goals 
• Confirm objectives are met 
• Implement solution 

o Agile Risk Management 
• Identify what risks are present 
• Assess the severity 
• Take action to circumvent 
• Confirm action towards risk 

• Closing 
• Validate and test results 
• Review results with stakeholders 
• Complete user acceptance testing 
• Receive sign-off from stakeholders 
• Complete training 
• Close all plans and documents 

mcnadental 

One of the first tasks we complete is the compilation of all requirements. This process will ensure that 
all stakeholders understand the problem and agree on the scope, responsibilities, and measures of 
success for the program. Our PMO crafts requirements in a concise, clear, measurable, testable, and 
traceable form. During this phase, we will be able to identify any technology enhancements that may be 
required to meet ML TC's requirements, goals, and objectives for the FFS program. Our PMO will also 
coordinate with our operations teams to ensure proper training of program operations and full 
compliance with program requirements. 

DentalTrac™'s leading edge technology is the platform that supports our operations. Its 
comprehensive, flexible, scalable, industry-compliant, production-proven, and enterprise-wide platform 
offers a rich set of fully-integrated modules that allows MCNA to comprehensively meet the needs of 
Ml TC. DentalTrac™ supports all requirements for both the fee-for-service and managed care dental 
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programs set forth in this RFP, including but not limited to, claims processing, claims re-pricing , third
party liability, fraud analytics, capitation, network management, enrollment administration, prior 
authorization and referral management, care management, customer service, and electronic data 
interchange. 

We have extensive experience working with multiple vendors to successfully achieve our clients' goals 
and exceed their expectations. The flexibility built into the core of Denta\Trac™ allows us to easily 
interface with any number of vendors meeting any interfacing requirements "out-of-the-box", including 
configurable, program benefits design, claim edits, payment rules, claim adjudication, and electronic 
payments. We do this without the need for substantial effort to customize our MIS. DentalTrac™'s 
business intelligence module and extensive reporting capabilities provide real-time insights into 
program operations 24x7x365. These are values we will bring to ML TC to ensure the success of both 
the FFS and managed care components of the Nebraska Medicaid program. 

As the claims broker, we will make payments for all FFS dental claims to providers. We agree to submit 
to ML TC a reconciliation report of all funds expended and received with any remaining balance to be 
reimbursed for FFS payments. We understand that we may submit a funding request to ML TC on a 
weekly basis to cover the cost of FFS dental claims payments. We will submit the required report with 
each funding request to justify the request. 

~n1:ptE·vn f;ntaHon ·r,n1efrain0 
MCNA acknowledges that the anticipated implementation of the DBPM FFS claims processing 
functionality will occur during the second year of the contract. ML TC will identify the date for DBPM FFS 
claims services to begin and MCNA will coordinate with MLTC throughout years one (1) and two (2) of 
the contract. Please refer to our response to Question 77 for further information on the time that it will 
take for MCNA to be ready to pay FFS claims. 
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F unctronalrty 

MCNA has been managing claims processing and administration for Medicaid and CHIP dental 
programs for over a decade. Our proprietary management information system, OentalTrac™, is a 
robust and flexible platform designed to meet the most demanding state and federal requirements in 
the administration of public sector dental benefit programs. As a fully HI PAA-compliant system. 
DentalTrac™ has allowed MCNA to operate all aspects of dental benefits administration in both 
managed care programs and fee-for-service programs, successfully interfacing with over 75 trading 
partners. DentalTrac™ exchanges data involving encounters, enrollment updates. eligibility inquiries, 
providers, claims, and payment acknowledgments. Our systems will interoperate where needed with 
Ml TC systems and will conform to appropriate standards and specifications set by Ml TC and by the 
industry. 

MCNA will maintain the functionality necessary to process claims for services requiring unique provider 
and member reimbursement methodologies that differ from standard processing protocols. We confirm 
that our claims processing system is capable of handling retroactive member eligibility and processing 
claims accordingly, and that FFS claims will be processed even if the billing provider is not contracted 
with MCNA. Our highly capable MIS is ready to handle the needs and requirements of Ml TC and will 
accommodate all future requirements imposed by Ml TC or other state and federal entities. System and 
operational changes will be made within sixty (60) days of notification by ML TC. We understand that 
the recoupment of erroneous payments made to providers is solely our responsibility as the claims 
broker. Additionally, we understand Ml TC will not reimburse us for uncollected recoupments for claims 
paid in error. 

DentalTrac™'s unique Client Management module is designed to provide our clients and Ml TC secure 
access to our MIS. We will configure our Client Management module to allow Ml TC secure access to 
our FFS dental claims processing system in order to view claims and all information related to FFS 
claims processing. MLTC's access to DentalTrac™ will only be granted to authorized personnel and 
ML TC must provide such access requests in writing. 

Users who are granted access will be required to adhere to multi-step authentication protocols that 
further complement the security already built into the core of DentalTrac™. MCNA's end-user training 
team will provide initial training to ML TC staff who support this scope of work. Our training team is also 
responsible for preparing and maintaining training materials on the use of our MIS, including video 
tutorials, all of which will be available to ML TC staff. Additionally, should ML TC staff need further 
support after training, our dedicated help desk team will be available 24x7x365 to provide assistance 
and guided access in order to answer specific questions. 

Claims Processing 

MCNA's claims processing approach is centered around our best-in-class claims capability core 
competencies and integrated components (CCIC) model. Our CCICs include: 

• Transactional processing 

• Service delivery 
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• Quality assurance 
• Information management 

As a fully HIPAA and ICD-10 compliant claims management system, DentalTrac™ supports all HIPAA 
approved code sets and industry standard taxonomies and code sets. These include National Provider 
Identifier (NPI), place of service codes, diagnosis codes, procedure codes (CDT and others), and Claim 
Adjudication Reason Codes (CARCs). Our system accepts and correctly processes International 
Classification of Diseases, 101

h revision, (lCD-10) diagnosis codes on any claims sent in by any network 
provider in all current markets. 
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Service uthorization Procedures 

MCNA's Utilization Management Department provides comprehensive program management for the 
appropriate application of clin ical and administrative guidelines that meet the requirements of this RFP. 
We will develop and administer prior authorization procedures for services paid under the FFS program 
in accordance with Nebraska Medicaid policy and the requirements of Section IV.N - Utilization 
Management in this RFP. 

DentalTrac ™ 's Utilization Management module leverages the same flexibility and scalability as our 
Claims Administration module and is the system of record for all dental prior authorization data and 
referrals within our MIS. Our Dental Clinical Reviewers base their clinical decisions on carefully crafted 
clinical criteria that is applied to all member and authorization data before making any determination. 
We acknowledge that we will pay or deny FFS claims in accordance with FFS authorization policies set 
forth in 471 NAC Chapter 6, or as prescribed by ML TC. 

Payr.rH~nts to Providers 

DentalTrac™ 's capability to manage unlimited lines of business allows us to establish the clean 
separation of data and controls while leveraging economies of scale. This capability will allow MCNA to 
maintain a separate Line of Business (LOB) configuration for the FFS dental claims and the managed 
care dental claims. Providers will be setup and configured in each distinct LOB with unique business 
rules and requirements for participation. While providers may share demographics, FEIN, NPI, and 
other credentialing information across LOBs, DentalTrac™ 's ability to support multiple LOBs will allow 
us to define criteria, rules, and requirements unique to a specific LOB in order to accommodate the 
needs of the FFS or the managed care dental program. This includes defining requirements for provider 
participation and reimbursement fee schedules. We will process and pay FFS provider claims on 
schedule and in compliance with the fee schedule rates set by Ml TC, including supplemental payments 
for covered services rendered by the University of Nebraska Medical Center College of Dentistry. 

Rernittance Advice 

Claims that are determined to be payable are batched and paid automatically during our payment 
cycles. As part of our implementation process, transition plan, and ongoing relationships with our 
Nebraska providers and ML TC, we will promote full understanding of all programmatic operating 
procedures documented in our provider manual, and all contractual requirements through extensive 
training sessions, bulletins, newsletters, educational videos, and other reference materials to 
help our providers. Our payment cycles and all provider materials will adhere to Ml TC requirements, 
and we will obtain ML TC's approval before they are communicated to providers. 
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We ensure our providers understand the reimbursement options we make available to them. We also 
allow our providers to choose to receive a paper or electronic Remittance Advice (RA) or 
Explanation of Payments (EOP) in the form of a HIPAA ASC X12N 835 file, a paper check or Electronic 
Funds Transfer (EFT), or any combination of these options. We always encourage providers to choose 
electronic forms of payment and documentation. Providers benefit from EFTs because they receive 
payment more efficiently and securely, and the electronic format facilitates easier reconciliation for 
office staff. Upon processing claims payments, DentalTrac™ automatically generates RAs, 
Explanations of Benefits (EOBs), and notices of adverse actions to members for denied claims. Every 
aspect of the claims processing lifecycle can be customized to meet the specific needs of ML TC with 
regard to the FFS program. In Louisiana and Texas, 82.3% and 73.2% of MCNA providers, 
respectively, are paid by EFT. 

Providers have access to our Provider Portal where they can check the status of claims, prior 
authorizations, referrals, and many other features in real time. DentalTrac™ posts the RAs, EOBs, and 
other notices associated with claims payments that have been processed to our Member and Provider 
Portals, where members and providers have access to them at all times. Our RAs meet the 
requirements specified in Section lV.R - Claims Management of this RFP and reflect payments or 
denials to providers. Providers who participate with MCNA in multiple lines of business (Medicaid 
Managed Care and the FFS program) will receive a separate RA for each participating line of business. 
Each RA will clearly identify the claims processed under each line of business for ease of 
understanding. Our RAs or EOPs are well organized and contain all elements required in this RFP. 

Claims that do not meet the auto-adjudication criteria for payment or denial are automatically pended 
and intelligently routed for manual review by a claims examiner. Claims that lack the necessary 
information to complete processing are deemed "unclean" and remain pended. In such cases the 
provider is notified with detailed information, including but not limited to, the date received for the 
rejected or denied batch, the date of denial or rejection, and the reason for the rejection or denial in 
writing. This notification is sent using our HIPAA 835 Remittance Advice, via our online and paper 
Explanations of Payment (EOPs), and in real time through our web-based Provider Portal. 
Resubmission of a claim with the necessary information or documentation shall constitute a new claim 
for purposes of establishing the time frame for claims processing. 

In compliance with 42 C FR §455.18 and §455.19, the following statement will be included on each RA 
sent to providers: "/ understand that payment and satisfaction of this claim will be from federal and state 
funds, and that any false claims, statements, documents, or concealment of material fact, may be 
prosecuted under applicable federal and/or state laws." 

Third Party Liability (TPL) 
MCNA will utilize our dedicated Recovery and Subrogation Unit (RSU), staffed by skilled professionals 
experienced in cost avoidance and third party liability (TPL) programs, to ensure the Nebraska 
Medicaid Dental Benefit Program is the payer of last resort. This capture of third party resources is 
essential in keeping Medicaid dental benefits available to those who depend upon them most. Our 
recovery activities adhere to all ML TC requirements to assure that liable third parties are billed 
whenever their responsibilities for payment exist. 
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MCNA identifies the existence of alternate coverage by examining information from several sources. 
We review provider claims for evidence of alternate carriers. We also communicate with providers and 
members to determine if there is third party coverage, and obtain TPL data from state agencies such as 
Ml TC. We will develop and maintain a process to identify and capture information regarding other 
insurance sources (TPL) for FFS members. Information regarding TPL will be maintained in the 
member file and utilized during claims payment to ensure that Medicaid is the payer of last resort. 

Pay and chase scenarios may be rare when it comes to dental benefits, but MCNA's staff remains alert 
to claims payment patterns and circumstances that indicate an overpayment. MCNA's pay and chase 
activities are triggered when we identify that a member had coverage with another insurer after paying 
a provider for services rendered. We contact the liable third party insurer and initiate the Coordination 
of Benefits (COB) process, adhering to all state and federal regulations governing our pay and chase 
activities. MCNA will collect any monies due from the liable third-party insurer. MCNA maintains 
transparency in all recovery efforts. We seek to minimize the involvement of members and providers in 
our recovery efforts in order to avoid causing them unnecessary aggravation. These payment 
recoveries will be returned to the State in full immediately upon receipt. 

We will expend the same level of effort on the recovery and cost avoidance of casualty claims for FFS 
dental claims as is expended on managed care claims. We will ensure that all denials of FFS claims for 
TPL coverage will comply with ML TC policies and applicable law, and understand that Ml TC will retain 

responsibility for all estate recovery activities. 

v'leenber Services 
MCNA acknowledges and commits to providing member services call center activities to all eligible FFS 
members in the same manner as is required for managed care members, as outlined in Section IV.G -
Member Services and Education of this RFP. MCNA's Member Services Department is cross-trained to 
handle our multiple lines of business, ensuring that our staff is properly trained to handle the needs of 
the Nebraska FFS and managed care dental members. We also understand and agree to use ML TC's 

interface to verify FFS member eligibility. 

Provider Services 
MCNA offers dedicated toll-free lines to our providers and will establish a dedicated provider hotline for 
those providers who render services to FFS members, including FFS providers who are not contracted 
with MCNA. Our call centers are staffed with live agents Monday through Friday, 7:00 a.m. to 7:00 p.m. 
CST, excluding state-approved holidays. MCNA's Provider Hotline meets all the requirements specified 
in Section IV.J - Provider Services of this RFP. Our Provider Hotline staff are cross-trained to handle 
multiple lines of business and are capable of assisting providers regarding a multitude of issues, 

including: 

• Member eligibility verifications 
• Member assignments 
• Provider portal assistance 
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• Claims status and reconsiderations 
• Claims payments 
• Prior authorization and referral procedures 
• Filing complaints, grievances, and appeals 
• Covered services and fee schedule inquiries 
• Electronic Data Interchange (EDI) assistance 

mcnadental 
~ 

MCNA's Provider Hotline team coordinates EDI-specific calls with our dedicated EDI team, which is 
available to support providers with questions about EDI exchanges and the establishment of trading 
partner agreements. 

We currently make provider notifications, bulletins, newsletters, frequently asked questions, and other 
pertinent information available on our website and our Provider Portal. We will ensure that all providers 
participating in the FFS dental program receive the appropriate training to be able to easily access 
these resources. Our convenient Provider Portal is available 24x7x365 and allows providers to 
complete all of the actions available through our Provider Hotline. 

Paid Clairns SampHng 
As the claims broker, we agree to adhere to the same paid claims sampling requirements for FFS 
claims as is required for Nebraska Medicaid dental managed care claims, as outlined in Section IV.R -
Claims Management of this RFP. Refer to our response to Question 67 for further information on our 
claims sampling and audit process. 

Claims Dispute Management 
As the claims broker, we agree to adhere to the same claims dispute management requirements for 
FFS claims as required for Nebraska Medicaid dental managed care claims, as outlined in Section IV.R 
- Claims Management of this RFP. We understand FFS claims must be disputed through the Ml TC fair 
hearing process. We agree to support Ml TC in claims disputes by providing all required documentation 
and subject matter representation in the manner specified by ML TC. 

Clairns Pay1nent Accuracy 
As the claims broker, we agree to adhere to the same claims payment accuracy requirements for FFS 
claims as required for the Nebraska Medicaid dental managed care claims, as outlined in Section IV.R 
- Claims Management of this RFP. Refer to our response to Question 67 for further information on our 
claims payment accuracy methodology. 
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DentalTrac™ currently complies with all 
requirements associated with HIPAA standards 
for electronic exchange, privacy and security 
requirements (45 CFR §162 and §164), as well 
as Nebraska state laws. We have designed and 
implemented a comprehensive set of controls to 
govern the accuracy and completeness of our 
receipt and transmission of data. Our EDI 
subsystem is fully compliant with HIPAA ASC 
X12 standards as well as other industry 
standards. Please refer to the table to the right 
for a list of currently supported file format 
standards. 

Supported File Format Standards 

HIPAA ASC X12 Health Care Eligibility Benefit Inquiry 
270/271 and Response 

HIPAA ASC X12 Health Care Claim Status Request and 
276/277 Response 

HlPAA ASC X12 Health Care Claims Acknowledgement 

277CA 

HIPAA ASC X12 Health Care Claims Status Response 

277U 

HIPAA ASC X12 Health Care Services - Request for 

278 Review and Response: Health Care 
Services Notification and 
Acknowledgment 

HIPAA ASC X12 Payroll Deducted and Other Group 
820 Premium Payment for Insurance 

Products 

HIPAA ASC X12 Benefit Enrollment and Maintenance 
834 

HIPAA ASC X12 Health Care Claim Payment/Advice 

835 

HIPAA ASC X12 Health Care Claim: Professional, 

837D Institutional. and Dental, including 
coordination of benefits (COB) and 
subrogation claims 

HIPAA ASC X12 Functional Acknowledgement 

997 

HIPAA ASC X12 Functional Acknowledgement 

999 

NSF National Standard Format 

HL7 Health Level Seven 

XML Extensible Markup Language 

UDF User Defined File 

MCNA agrees to submit all FFS dental claims data (including adjustments and recoupments) a 
minimum of monthly on a date designated by ML TC. We will ensure that all claims data is identified as 
FFS and has the appropriate account code on the claim. 
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As the claims broker, we will adhere to all audit requirements for managing FFS claims as required for 
the Nebraska Medicaid dental managed care claims, as outlined in Section IV.R - Claims Management 
of this RFP. We agree to support Ml TC by providing claims payment explanations as requested. 

Describe the level of effort necessary to support Nebraska program and policy 
changes, including but not limited to new covered services, prior authorization 
requirements, or additional populations. 

MCNA knows the successful implementation and ongoing operation of the Nebraska fee-for-service 
(FFS) Dental Benefit Program requires a flexible work plan, well-defined milestones and expectations, 
robust communication, ample financial and manpower resources. and strong operational and 
leadership teams. We recognize that during the transition and operation of the FFS program there may 
be policy changes, including but not limited to, new covered services, prior authorization requirements, 
or additional populations. As such, our dedicated Program Management Office (PMO) team 
coordinates these changes with all internal and external stakeholders to facilitate the engagement of all 
documentation, risk assessments, setting and tracking of milestones, communication plans, and 
resources as appropriate to ensure MCNA's prompt and accurate response to changes in order to meet 
any required deadlines. 
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Describe how the DBPM will maintain a distinction between FFS and managed care 
processing rules, claims transactions, providers, members and prior 
authorizations within the system. 

DentalTrac™'s scalable, enterprise-grade design allows MCNA to manage an unlimited number of lines 
of business within our system and to establish a clean separation of data and controls while leveraging 
economies of scale. This capability will allow MCNA to maintain a separate Line of Business (LOB) 
configuration for the FFS dental claims and the managed care dental claims. DentalTrac™ allows us to 
configure each line of business as a completely independent entity within our MIS or as an entity with 
shared resources across other lines of business. For the Nebraska FFS program, we will configure the 
FFS LOB as a completely independent entity that will not share any data or configuration profiles with 
the Nebraska managed care dental program. The diagram below represents how unique lines of 
business lie at the core of DentalTrac™'s architecture, providing the type of extensive flexibility 
necessary to meet the needs of the most demanding program designs and requirements. 
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Provide an explanation of the DB PM's plan and approach for business operations 
to support the FFS volume vs. the risk.f>ased volume. Will the plan have separate 
or joint business operations units for some or all processes? 

MCNA's has over a decade of experience in managing multiple lines of business on our single, 
proprietary management information system (MIS), DentalTrac™. MCNA Insurance Company (the 
bidder) is licensed in 13 states and our affiliate third party administrator, Managed Care of North 
America, Inc., is licensed in 12 states. Together, we administer the dental benefits of nearly 3,500,000 
members. Our state-of-the-art MIS maintains all claim and encounter data, pre-authorization data, 
provider enrollment detail , member eligibility, and complaints, grievances, and appeals data in a fully 
integrated platform. The scalability of DentalTrac™ allows us to handle hundreds of thousands of 
transactions per second while providing exceptional service to an unlimited number of clients and 
partners. Our approach to supporting ML TC's fee-for-service (FFS) dental program includes the full 
integration of our enterprise-wide MIS and MCNA's committed and talented staff. 

MCNA will configure OentalTrac™ to handle the FFS volume and the risk-based volume of operations 
as two (2) distinct lines of businesses. Please refer to our response to Question 74 for further 
information on DentalTrac™'s ability to manage multiple lines of business. As the claims broker, we will 
treat the FFS program as if we were contracting with a client separate from the managed care dental 
program, and we will maintain streamlined channels of communication with Ml TC. 

MCNA's diverse and culturally sensitive staff is continuously cross-trained on all of our lines of 
business, creating a unique and positive experience for our clients, providers, and members, especially 
in markets where we are contracted for multiple lines of businesses. Cross-training our employees 
allows MCNA to deliver ML TC, providers, and members a superior quality of service , streamlined 
operations, and contractual compliance. 

Our approach to FFS program operation begins with the design and implementation phase. 
Coordinated by our Program Management Office (PMO), our Project Management team gathers and 
documents information about the scope of the project and all stakeholder expectations. We will design 
a customized plan to ensure all expectations are met and exceeded from day one of operations. This 
process adheres to all aspects of our implementation plan for the managed care dental program as 
described in our response to Question 78. 
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During this phase, our PMO will coordinate with all operational units within the company to develop a 
staffing plan for any additional staff necessary to handle the operation. As the claims broker, we will 
hire additional staff in all key operational areas that will be dedicated to each line of business for the 
Nebraska Medicaid Program. This dedicated staff will be supported by the rest of MCNA's staff in order 
to leverage the benefits described earlier. The primary operational areas assigned to this dedicated 
staff will be: 

• Provider registration and enrollment 
• Provider Hotline 
• Member Hotline 
• Claims processing, including adjustments and TPL/COB 
• Utilization management, including prior authorization and referrals 
• Data capture 
• Grievances and appeals 

MCNA will develop a functional operational structure for each Nebraska Medicaid line of business that 
meets the core requirements specified in this RFP, including but not limited to, claims processing, 
provider services, member services, and utilization management. Each dedicated staff member will be 
fully trained on the functional areas of the contract respective of their assigned tasks and 
responsibilities. 

Our Compliance Department will oversee the development of specific policies and procedures for each 
line of business and integrate them into MCNA's ongoing compliance monitoring process. Our Director 
of Training and Quality Assurance will oversee the development of training materials for each line of 
business that will adhere to our policies and procedures and comply with all contract requirements. All 
staff will complete a rigorous training program that incorporates the same quality training processes we 
have successfully applied during our previous implementations for Medicaid, CHIP, and Medicare 
contracts across the nation. 

MCNA houses all materials produced by the Compliance Department, the Training and Quality 
Assurance Department, and each other operational department within our corporate intranet and our 
digital learning management system. All of these materials are accessible to authorized employees on 
a 24x7x365 basis. Employees will be required to successfully complete training and obtain a certificate 
of completion before being assigned to their work areas to begin handling a new line of business. Every 
employee will also be required to complete training programs on an annual basis as well as 
immediately upon the issuance of policy changes that may affect the operation of the programs. 

Additionally, all member and provider materials produced by MCNA will be posted in our Member and 
Provider Portals, respectively, and we will adhere to ML TC's requirements for their distribution. This 
includes providing appropriate notice to our members and providers about the availability of new 
materials within the time frames required by ML TC and this RFP. 
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Provide an explanation of the significant risks associated with the implementation 
and ongoing operation of claims broker services, and provide mitigation strategies 
for those risks. 

Risk Assessment and Mitigation 

Proper risk management and mitigation is one of the cornerstones of project management at MCNA. 
The MCNA Project Management Office (PMO) consistenUy monitors for all issues and risks that may 
arise during the implementation process. The PMO uses a formal review and resolution process to 
prevent risks from being overlooked and possibly causing disruption to the project. 

With an eye toward industry standards and best practices, our PMO utilizes an agile risk management 
approach. The key facets of this approach are defined below. 

1. Identify 

• The project team must identify risks as they surface. 
• The team must become aware of the risks involved as the project is planned. 
• Daily standup meetings are held to assess status of projects and if any risks are on the horizon. 
• A review of the project with a critical eye can often expose risks which were either not foreseen 

or have surfaced recently. 
• Retrospective risk assessment is conducted based on the cause and effect of tasks identified 

for implementation . 
• The project team is encouraged to bring up all risks when made aware of the possibility of their 

existence. 

2. Assess 

The project team must review the risk for its: 

• Impact on the project and implementation. How severe is the impact and can it be 
circumvented? 

• Probability of the risk manifesting and causing disruption in the implementation. 
• Frequency with which the risk could propagate itself and cause disruption. 
• Urgency with which the risk needs to be addressed. 
• Level of threat or disruption to the project and the steps that may be taken to mitigate its impact. 

3. Respond 

In order for the team to address the risk, the following options are considered: 

• Try to avoid the risk. When avoidance is possible, MCNA applies all efforts to circumnavigate 
the threat or disruption. 

• Mitigate the risk and diminish its impact on the project. 
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• Accept "as is" if there is no viable resolution. At MCNA, this is usually the last course of action. 
Our Project Managers and Subject Matter Experts have extensive knowledge about risk 
avoidance and mitigation. 

4. Review 

MCNA utilizes a regular review of the Risk Register (described below) to keep potential risks at bay 
whenever a project is implemented. We understand that the key to risk identification and mitigation is 
communication. Therefore, we ensure that we maintain all lines of open communication with the 
stake h ciders. 

Documenting and C~ass.(tying Risk 

MCNA utilizes tools and processes to manage risks for all projects. Documenting risk in a Risk Register 
is the first step to managing it. Once the risk has been logged, its potential impact on the project and its 
likelihood of occurrence are each ranked as High, Medium, or Low. This allows the team to identify the 
mitigation plan appropriate to address the risk. The key items identified in the Risk Register are 
addressed below. 

1. Identified Risk 

This area defines the risk and all its possible causes. The risk may be identified through a multitude of 
sources at any time before or during the implementation. The MCNA PMO is well versed in the 
identification of risks by using best practices and diligent monitoring. 

2. Potential Impact Rank 

A High (H), Medium (M), or Low (L) rank is assigned to the risk based on how adversely it may affect 
the project and its delivery. 

3. Likelihood of Occurrence Rank 

Similar to the Potential Impact Rank, the Likelihood of Occurrence is ranked on a High-to•Low scale 
based on the probability that it will occur and impact the project. 

4. Mitigation Plan 

The Mitigation Plan charts a series of steps and circumvention approaches that can be undertaken to 
eliminate or minimize the risk. Although all risks are given considerable attention, M/H and H/H ratios 
are scrutinized with extra care, and a separate Mitigation Risk Plan is developed in order to deal with its 
impact. The Risk Plan consists ot: 

• Top 3 reasons for occurrence 
• Top 3 risk management approaches for mitigation, transfer, or avoidance 
• Mitigation strategy 
• Mitigation ownership 
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The sample Risk Mitigation chart below illustrates our standard approach to registering risk and 
mitigation . 

Risk Factor 1 Project Size (Duration or Effort) 

Low Medium High Mitigation Ideas 

< 4 Months 4-6 Months > 6 Months • Decomposition (Break into smaller 
< 1000 Hours 1000 to 3000 > 3000 Hours phases) 

Hours • Phased implementation 

Risk Factor 2 Project Scope 

Low Medium High Mitigation Ideas 

Defined and Not Somewhat Not Defined or • Decomposition 
Large or Defined/ Large/Complex • Add another analysis phase 
Complex large/Complex • Detailed specifications 

• Early review of functionality 

• Add more time to the project schedule 

Risk Factor 3 Project Decision-Making 

Low Medium High Mitigation Ideas 
. 

One sponsor Sponsoring/ No Clear • Specify decision-makers' role in project 
and One Decision Sponsor/ documentation 
decision- maker making Decision-maker • Add tasks to the Project Plan for 

committee involving decision-makers and 
managing relationship with them 

Risk Factor 4 Environmental State (Software/Hardware/Network) 

Low Medium High Mlttpth>nldeae 

Stable / Little Transitional with Volatile or Yet to • Additional testing, particularly stress 
Change Some Changes be Deployed testing 
Required • Training on new environment 

• Find other projects using a similar 
environment to compare notes 
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Risk Factor 5 Team's Experience (with environment/project size/scope) 

Low Medium High Mitigation Ideas 

Extensive Moderate Limited • Additional team training 
(2 or more (at least one (No similar • Cross-training 
similar projects) similar project) project • Consider hiring consultant with 

completed} additional experience for initial period 

Risk Factor 6 Impact on other Operations 

Low Medium High Mitigation Ideas 

None or Very Some Change Extensive • Additional User Training 
Little Changes • On-site assistance for cutover period 

• Phased cutover 

• Expose key stakeholders to prototype 
early 

Risk Factor 7 Project Schedule created by : 

Low Medium High Mitigation Idea• 

Project team Project team Mandate from • Supplement resources (outside 
with standard using some an external consultants, other groups) 
estimation rough guesses source • Try to reduce scope of deliverable 
methods based on limited • Is there a minimum level of functionality 

information for the mandated delivery date? 
• Add time to the schedule to allow for 

slippage 
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Risk anagement Strategy 
MCNA's risk management approach does not stop after implementation. We will incorporate the 
following processes for risk management into operational activities throughout the life of the ML TC 
contract: planning, identification, analysis, monitoring, and control. MCNA recognizes that new risks can 
be identified at any time during the contract term and our processes may need to be updated 
accordingly. Our objective is to decrease the probability and impact of developments that could 
adversely affect the project. 

MCNA has over a decade of experience managing Medicaid programs of various sizes and an 
impeccable track record of successful implementations under the most demanding time frames. Since 
2009, we have operated a regionally based claims payment team located in the State of Nebraska. This 
unit has been under the oversight and direction of our Nebraska Executive Director, Dr. Holly Portwood. 

We are confident that our proven strategies for identifying and mitigating risks will enable Ml TC 
to transition the FFS program seamlessly from the existing MMIS to MCNA. 

MCNA's implementation team will work closely with our PMO to identify potential risks before the 
contract is initiated. When a risk is identified, it will first be assessed to ascertain the probability of its 
occurrence and the degree of its impact to the schedule, scope, cost, and quality of the project. After 
this initial assessment, the risk will be prioritized. Certain risk events may impact only one project area 
while others have the potential to impact the project in multiple categories. The probability of 
occurrence, number of categories impacted, and the degree (High, Medium, or Low) to which a risk 
may impact the project will be the basis for assigning the risk priority. All identifiable risks will be 
entered into our Risk Register. As part of documenting a risk, two other important items will be 
addressed: 

• Mitigation strategies that will be implemented by MCNA to lessen the probability of the risk 
event occurring 

• A contingency plan or a series of activities that will take place either prior to or during the event 
occurrence 

Although many of the risks noted below have already been mitigated, the following are contingencies 
that MCNA may encounter during the implementation of the Nebraska Medicaid Dental Benefits 
Program: 
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Implementation Timeline 

Risk Identification Risk Mitigation and Plan Monitoring and Tracking 

Systems integration • Coordination with vendors • Document on Risk Register 

• Standardization of file exchange • Regular implementation 
formats meetings 

• Coordination of user • Review of UA T results 
acceptance testing 

Continuity of • Identify data files available for • Document on Risk Register 
operations transfer • Regular implementation 

• Identify benefits by member aid meetings 
category and provider type • Review of UAT results 

• Exchange member claims and • Monitor operation of toll free 
utilization history numbers and other support 

• Exchange participating provider channels 
registry 

• Transfer existing toll free 
numbers and support channels 

Benefit design • Coordination of user • Document on Risk Register 
acceptance testing of benefit • Regular implementation 
design and claim edits meetings 

• Coordination of user • Review of UA T results 
acceptance testing of prior 
authorization and referral edits 

Provider • Establish reimbursement fee • Document on Risk Register 
reimbursement schedules • Regular implementation 

• Define claims lifecyc1e policies meetings 

TPL/COB • Establish interfaces • Document on Risk Register 

• Identify historical patterns • Regular implementation 

• Coordinate with HMOs meetings 
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Delays in building and/or configuring and testing the information systems within your 
organization's Span of Control required to implement the FFS program 

Risk Identification Risk Mitigation and Plan Monitoring and Tracking 

Delayed delivery of • Establish relationships with • Infrastructure Team monitors 
hardware hardware vendors procurement process and 

• Maintain an abundant supply of communicates updates to PM 
hardware at corporate office • Document on Risk Register 
location to be shipped "on 
demand" 

Delayed delivery of • MCNA's proprietary software, • Infrastructure Team monitors 
applications DentalTrac™, is web based, the availability of DentalTrac TM 

which allows the flexibility to • Development Team delivers 
access anywhere there is an system enhancements timely 
Internet connection • Development Team and 

• Leverage pre-existing systems Infrastructure Team 
and software for deployment communicate updates to PM 
needs • Document on Risk Register 

Delayed delivery of • Identify root cause with ML TC • EDI Team monitors and 
data from ML TC to • Leverage existing data in updates PM 
MCNA DentalTrac™ if applicable • Nightly system update report is 

• Establish workaround generated and reviewed by EDI 

• Create and get approval of and Development teams for 

scripting for Member and inconsistencies 

Provider Hotline in the event • Document on Risk Register 
calls related to the missing data 
are received 

• Update Ml TC daily on 
mitigation activity 
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Member & Provider Transition 

Risk Identification Risk Mitigation and Plan Monitoring and Tracking 

Improper submission • Increase outreach efforts • Monitor provider complaints 
of claims (confusion} • Enhance educational strategies • Analyze claim submission 

• Distribute informational and patterns 
training materials • Monitor claim volumes 

• Promote participation in • Document on Risk Register 
Provider Portal • Monitor call center volumes 

• Enhance branding of each line • Monitor timeliness of claims 
of business submissions 

• Coordinate with clearinghouses • Monitor website visit behavior 

• Partner with ML TC on 
education and participation 

• Insert communication materials 
in remittance advices and 
notices 

Improper submission • Increase outreach efforts • Monitor provider complaints 
of grievances and • Enhance educational strategies • Evaluate provider satisfaction 
appeals (confusion) • Distribute informational and surveys 

training materials • Monitor claim resubmissions 

• Promote participation in • Monitor member com plaints 
Provider Portal • Monitor call center volumes 

• Enhance branding of each line • Document on Risk Register 
of business 

Provider registration • Enhance educational strategies • Monitor provider complaints 

• Distribute informational and • Monitor call center volumes 
training materials • Monitor claim rejections 

• Coordinate with ML TC on data • Document on Risk Register 
transfers 

Coordination of Care • Prior authorization data transfer • Monitor claim denials 

• Claim and Utilization data • Monitor provider complaints 
transfer • Monitor member complaints 

• Review members with special • Monitor call center volumes 
needs • Document on Risk Register 

• Identify members receiving 
ongoing treatments 
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Delays in Enrollment Processing During the Implementation of the FFS program 

Risk Identification Risk Mitigation and Plan Monitoring and Tracking 

Failure to load • Identify and fix root cause of • EDI team reviews daily / weekly 
enrollment files from failure / monthly logs 
ML TC in a timely • Enter member file manually • Monitor Provider and Member 
manner • Review denied claims and Complaints log 

reprocess those affected by • Document on Risk Register 
eligibility file 

• Verify eligibility using ML TC 
system 

• Update ML TC daily on 
mitigation activity 

Inability to open or • Request replacement file or • EDI team reviews daily / weekly 
process enrollment alternate file format from ML TC / monthly logs 
file • Identify and fix root cause • System processing error logs 

• Update ML TC daily on reviewed daily 
mitigation activity • Document on Risk Register 

Corrupted file • Request replacement file or • EDI team reviews daily / weel<ly 
provided alternate file format from ML TC / monthly logs 

• Identify and fix root cause • System processing error logs 

• Update MLTC daily on reviewed daily 
mitigation activity • Document on Risk Register 

SFTP server not • Review access credentials • EDI team reviews daily/ weekly 
accessible or • Attempt FTP access / monthly logs 
reachable • Check to ensure SFTP is not • System alerts monitored by 

offline NOC are escalated to 

• Check internal network and Development and EDI teams 

Internet connectivity • Document on Risk Register 

• Update ML TC daily on 
mitigation activity 

Internal network is • Alert Infrastructure team for • System alerts monitored by 
offline resolution NOC are escalated to 

• Reach out to host maintainer, if Development and EDI teams 
applicable • Document on Risk Register 

• Update ML TC daily on 
mitigation activity 
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Enrollment file not • Verify with ML TC • EDI team reviews daily/ weekly 
received • Review expected delivery date / monthly logs 

of file • System alerts monitored by 

• Check connectivity NOC are escalated to 

• Check authorization credentials Development and EDI teams 

• Document on Risk Register 
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Delays in Claims Processing During the Implementation of the FFS program 

Risk Identification Risk Mitigation and Plan Monitoring and Tracking 

Failure to load • Identify and fix root cause of • EDI team reviews daily/ weekly 
historical claims and failure / monthly logs 
utilization data file • Review denied claims and • Monitor provider and member 

reprocess those affected by complaints 
missing data file • Document on Risk Register 

• Verify history using ML TC 
system 

• Update ML TC daily on 
mitigation activity 

Inability to open or • Request replacement file or • EDI team reviews daily / weekly 
process historical alternate file format from ML TC / monthly logs 
claims and utilization • Identify and fix root cause • System processing error logs 
data file • Update ML TC daily on reviewed daily 

mitigation activity • Document on Risk Register 

Corrupted file • Request replacement file or • EDI team reviews daily / weekly 
provided alternate file format from ML TC / monthly logs 

• Identify and fix root cause • System processing error logs 

• Update ML TC daily on reviewed daily 
mitigation activity • Document on Risk Register 

SFTP server not • Review access credentials • EDI team reviews daily / weekly 
accessible or • Attempt FTP access I monthly logs 
reachable • Check to ensure SFTP is not • System alerts monitored by 

offline NOC are escalated to 

• Check internal network and Development and EDI teams 

Internet connectivity • Document on Risk Register 

• Update ML TC daily on 
mitigation activity 

Internal network is • Alert Infrastructure team for • System alerts monitored by 
offline resolution NOC are escalated to 

• Reach out to host maintainer, if Development and EDI teams 
applicable • Document on Risk Register 

• Update ML TC daily on 
mitigation activity 
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Improper claim • Review claim edits • Configuration team reviews 
denials • Review fee schedules claim edits, benefit design, and 

• Review provider load and fee schedules 

registration • System processing error logs 

• Review denied claims and reviewed daily 

reprocess those affected • Document on Risk Register 

• Update ML TC daily on 
mitigation activity 

Failure to generate • Identify and fix root cause of • Configuration team reviews 
remittance advices failure error logs 

• Notify providers of delay and • EDI team monitors translations 
provide payment information in • Mailroom monitors print jobs 
Portal • Document on Risk Register 

• Update ML TC daily on 
mitigation activity 

Failure to generate • Identify and fix root cause of • Reporting team reviews error 
weekly expense report failure logs 
and funding request • Fund weekly expenses until • Encounter team reviews 

report and request are encounter processing 
generated • Finance team reviews 

• Reconcile funds covered by operational expenses and 
MCNA and ML TC general funding 

• Update ML TC daily on • Document on Risk Register 
mitigation activity 

Failure to issue EFT or • Identify and fix root cause of • Systems team to review 
paper checks failure communication and printing 

• Issue payments using technology 
alternative methodology • ED I team to review data 

• Notify providers of delay exchange with third party 

• Update MLTC daily on printing and payment 

mitigation activity processing vendors 

• Document on Risk Register 
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Delays in the Publication of Marketing, Educational, and Related Materials and/or the Delivery 
of these Materials to Ml TC and/or its agents, Members, and Providers 

Risk Identification Risk Mitigation and Plan Monitoring and Tracking 

Delay with developing • Project Lead meets with • List all materials in Project Plan 
member or provider Communications Committee to • Daily conference calls and 
materials review materials meetings with Communications 

• Leverage existing materials if Committee 
applicable • Document on Risk Register 

• Develop materials prior to 
contract award when possible 

• Leverage additional resources 
to assist in developing materials 

Printing vendor • Identify alternate printing vendor • Setup task in Project Plan for 
behind schedule • Print in-house time delay evaluation 

• Project Lead meets with (acceptable vs. not-acceptable) 

Printing Company Liaison • Daily conference calls and 

• Pre-print materials for stock meetings with marketing team 

inventory • Document on Risk Register 

• Utilize delivery of materials 
electronically where permitted 

• Leverage online Portals for 
distribution of materials 

• Update MLTC daily on 
mitigation activity 

Distribution vendor • Identify alternate distribution • Delivery timeline assessed 
behind schedule vendor during meetings with distribution 

• Project Lead meets with vendors 
Distribution vendor liaison • Daily conference calls and 

• Post notices on websites and meetings with marketing team 
Portals • Document on Risk Register 

• Update Ml TC daily on 
mitigation activity 
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Potential Risks based on Implementation experience 

Risk Identification Risk Mitigation and Plan Monitoring and Tracking 

Project scope creep • Review documentation • Project Charter review 
including contract and charter to • Daily Project Plan review 
correct project path • Weekly/ bi-weekly checkpoint 

• Assign additional resources to calls 
make up for delayed tasks • Document on Risk Register 

• Correct expectations with 
stakeholders for deliverables 

Narrowed • Assign more resources to • Daily Project Plan review 
implementation accomplish tasks and • Weekly / bi-weekly checkpoint 
timeline deliverables calls 

• Compare work completed • Document on Risk Register 
against remaining tasks and 
adjust number of hours required 
to complete implementation 

• Update Ml TC daily on 
mitigation activity 

Call center problems • Re-route calls to Texas and • Senior Director of Call Center 
Florida call centers Operations and Director of 

• Determine root cause and Provider Relations monitor all 
resolve complaints logged into our MIS 

• Contact phone line provider/ • Senior Director of Call Center 
phone company to resolve Operations monitors call center 
technical issues KPls 

• Update ML TC daily on • Infrastructure team monitoring 
mitigation activity • Document on Risk Register 

Missed deliverables / • Review project charter, contract • Project Plan review 
tasks and SLA for clarification • Checkpoint call discussion 

• Update Ml TC daily on • PMO project status review 
mitigation activity • Document on Risk Register 

Incomplete • Assign additional resources • Checkpoint call discussion 
deliverables/ tasks • Re-schedule existing resource • PMO project status review 

hours • Project Plan review 

• Document on Risk Register 

Response to RFP 5427 Z1: Medicaid Dental Benefit Program Page 369 of 396 
Prepared by MCNA Insurance Company for the Nebraska Department of Health and Human Services 



Part 2 - Technical Approach mcnadental 
Response to Attachment 11 - Proposal Statements and Questions 

Miscommunication on • Schedule weekly checkpoint • Checkpoint call discussion 
deliverables meetings with stakeholders • Project contract and charter 

• Periodically review contract and review 
Project Charter to ensure on • Document on Risk Register 
target approach 

Natural disaster • Transfer operations to other • National weather monitoring 
causes office closure center (Florida or Texas) systems 

• Update ML TC daily on • Monitor State/ County/ City 
mitigation activity alerts 

• Document on Risk Register 

Response to RFP 5427 Z1: Medicaid Dental Benefit Program Page 370 of 396 
Prepared by MCNA Insurance Company for the Nebraska Department of Health and Human Services 



Part 2 - Technical Approach 
Response to Attachment 11 - Proposal Statements and Questions 

mcnadental 
'-/ 

Provide a timeline for implementation of claims broker functionality, including the 
number of months that it will take to pay FFS claims. 

Throughout the past decade while administering Medicaid and CHIP dental benefits. MCNA has 
successfully managed the implementation of over 60 denta l program lines of business across the 
nation exclusively through organic growth. We have provisioned each one of these dental programs as 
independent lines of business (LOBs) with unique characteristics as either fee-for-service or managed 
dental care. The vast amount of experience accumulated by MCNA's management team throughout 
these implementations inspires us to raise the bar for each new program implementation that we 
manage. 

Our leadership team, Program Management Office (PMO), and implementation and operations teams 
are comprised of highly qualified professionals with a range of complementary multi-disciplinary 
expertise. These professionals operate in unison, forming a highly resilient team focused on MCNA's 
mission to deliver value to our clients and providers by delivering access, quality, and service 
excellence that improves the oral health outcomes of our members. We can only achieve this by 
maintaining our long-standing tradition of impeccable and effective implementations and ongoing 
operations for every LOB that we manage. Please refer to the answer to Question 78 of this RFP for 
additional information about our implementation and transition approach . 

Our implementation methodologies have been tested by the most rigorous and demanding projects. We 
will demonstrate our expertise to Nebraska's Medicaid dental benefits program through our 
commitment to excellence and the delivery of a responsive, high quality implementation plan designed 
specifically for the unique transitioning of the claims broker function. 

Our proven approach is characterized by three main pillars. It begins with effective communication, 
which is crucial to meeting all goals and expectations. We ensure all stakeholders are fully aware of 
every objective, milestone, and task associated with the plan. 

We will provide a detailed and complete overview of all implementation and go-live activities, all 
aspects of which will be carefully coordinated with ML TC. MCNA's implementation team will be ready to 
meet face-to-face with Ml TC during all planning meetings, milestone review meetings, or at any time 
requested by ML TC. Additionally, regular weekly checkpoints will be established to ensure the proper 
progress reports are delivered to all stakeholders throughout the lifecycle of the implementation. 

We regard our relationship with ML TC as a true partnership, and are confident that our open and 
honest communications approach will build and maintain the highest levels of confidence between us. 
After implementation is complete, MCNA will continue to hold weekly meetings with the ML TC to 
monitor the performance of the program. MCNA may recommend, or MLTC may request, that the 
frequency of these post-implementation meetings be adjusted in order to assist all stakeholders in 
resolving concerns or proactively addressing potential issues . 
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The second pillar of our successful implementation approach is risk management and full transparency. 
The moment our PMO initiates the planning process, the details of every activity are documented along 
with the assigned resources, responsibilities, duration, expected outcomes, and other associated 
elements. This level of detailed documentation allows us to ensure that every task is properly 
accounted for and completed in a satisfactory manner. It also allows for effective identification of 
possible problem areas, which MCNA is prepared to address through our risk mitigation plan. 

Our commitment to transparency means that MCNA will communicate status updates to ML TC whether 
a task is on track, unexpected results are experienced, or dependencies on third parties impede 
progress. If a problem is identified, MCNA will communicate full details upon discovery and thr(?ughout 
the resolution process during project checkpoint meetings or upon request. Our approach to risk 
management ensures that each project is analyzed from multiple perspectives to eliminate any gap that 
could jeopardize the success of the project. Please refer to the answer to Question 76 of this RFP for 
further information about our risk management approach. 

The third pillar of our implementation approach is the delivery of anticipated results. We remain fully 
accountable for every task within the implementation of our programs, whether planned or made 
necessary by unforeseen circumstances, and will maintain that accountability throughout our 
partnership with ML TC. We will provide ML TC a complete matrix of contract deliverables. assigned 
resources, risk analyses, test cases, and results and maintain it as a live document throughout the 
implementation process. 

Our team of professionals are driven to provide value and deliver service excellence to our clients, 
providers, and members. We accomplish this through our time-tested, successful implementation 
methodologies. The project team begins with a thorough review of all requirements and expectations to 
achieve the level of understanding necessary to develop an implementation plan. We accomplish this 
by stress testing every aspect of our systems, configuration settings, interfaces. processes, and staff 
until complete satisfaction with our abilities is achieved. 

At the end of each successful implementation, our team conducts a retrospective analysis of our 
performance and notes any areas of opportunity to support of our continuous quality improvement and 
process refinement goals. All such testing will be carefully coordinated with ML TC and any other 
external vendor or system required to transition from the current MMIS to a FFS dental program 
operated by MCNA. 

Please see the high-level overview of MCNA's anticipated timeline for the transition and implementation 
of the claims broker functionality. Our start and end date timeframes assume maximum length of time 
for all tasks. We welcome the opportunity to work with ML TC for the successful implementation of this 
program and to demonstrate our ability to provide unparalleled FFS dental program operations. Once 
ML TC determines the operational start date of the FFS dental program, MCNA will determine and 
coordinate all necessary resources and provide a more detailed timeline of the project. 
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Provide a preliminary implementation plan that describes the DBPM's plan to 
comply with all the major areas of the contract including: 

• Member services 
• Network development and management 
• Provider education 
• Quality management, including credentialing 
• Utilization management 
• Transition and care coordination 
• Information systems management 
• Claims management 
• Grievances and appeals 
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MCNA recognizes the success of any dental managed care program is dependent on the development 
of a comprehensive network of providers in addition to understanding the specific needs of the state. 
Our vast experience building networks in multiple states demonstrates our commitment to ensure our 
members can quickly and easily access the care they need. 

F-t~ad~rJf'r·s RcviP-vV Approach 

The cornerstone to MCNA's readiness approach is the development and adherence to a detailed 
implementation plan. Our plan for Nebraska will include a task list, staff responsibilities, timelines, and 
processes that we will use to ensure services begin on the contract effective date. If awarded a 
contract, we are committed to implement the program in the time frames described in the plan. 

Project V\f o rk Pian 
Flawless implementations are critical to ensuring client success. The work plan submitted with this RFP 
outlines the key activities necessary to successfully assume DBPM operations. It includes the 
establishment of MCNA's Nebraska Project Implementation Team and the identification of the project 
office toolset to be utilized to manage the DBPM implementation project. Our team utilizes our PMO to 
enable continuous information flow and monitoring of del iverables. 

MCNA's project plan includes key milestones and activities needed in order to be ready to assume plan 
operations on July 1, 2017. All timeframes including those for network development are included along 
with an estimate of person hours for the identified tasks. Finally, the plan takes into account 
dependencies and ML TC related components. Please refer to Attachment 78·1 for MCNA's 
preliminary implementation plan for the Nebraska DBPM. 
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MCNA's Project Management Methodology 

MCNA knows a successful implementation of the Nebraska Dental Benefit Program requires a flexible 
work plan, well-defined milestones and expectations, robust communication, ample financial and 
manpower resources, and a strong leadership team. Our initial Transition and Implementation Plan 
(TIP) for Nebraska has been developed based on our experience with similar transitions in Texas, 
Louisiana, Florida, Kentucky, and Iowa. 

MCNA recognizes that the transition phase will include all activities that must be completed 
successfully prior to MCNA's operational start date, including all Readiness Review activities. and that 
MLTC will conduct Readiness Reviews to determine whether MCNA has implemented all systems and 
processes necessary to begin serving Nebraska enrollees. In compliance with CMS requirements 
regarding a readiness review which must be completed within 90 days of go-live, MCNA agrees to 
satisfy all requirements, including any remediation measures. by June 1, 2017, thirty (30) days prior to 
go-live. 

During the Contract Start-Up and Planning phase, MCNA will work with Ml TC to define the project 
management and reporting standards to be followed . These standards will include the establishment of 
communication protocols for ML TC and MCNA staff, contacts with other ML TC contractors, schedules 
for key activities and milestones, a comprehensive plan for exchanging information, and the finalization 
of parameters for the contract deliverables. 

MCNA believes setting sound goals is critical to the success of this project. MCNA uses the SMART 
strategy to establish goals, measure progress, and ensure requirements and resources are in line with 
the RFP objectives. 

The SMART approach ensures the 
following are outlined in the project 
plan: 

• Goals 

• Scope 

• Deliverables 

• Resources 

• Metrics (including timeliness) 

• Staffing 

• Communication protocols 

Our transition planning process is 
comprehensive and involves the 
leadership of every major operational 
unit of MCNA. Weekly internal team 
meetings, documentation of requirements, continuous risk management, dedicated resources and 
support, and continuous communication with ML TC throughout the process, including post 
implementation, are the hallmarks of MCNA's turnkey approach to DBPM operations. Ml TC will be 
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reassured of our System and Operational Readiness by the level of planning and execution our 
highly skilled and dedicated staff will bring to the TIP. All activities necessary for a successful 
commencement of operations including provider network development, MIS and administrative system 
testing, care coordination planning, and other activities needed to ensure the requirements described in 
the RFP are carried out to the satisfaction of ML TC, are outlined in the plan. 

All member and provider educational materials such as Member Handbooks, Provider Directories, and 
Provider Manuals will be submitted to Ml TC for approval prior to distribution. Our provider orientation 
and training sessions, seminars, and webinars will follow a ML TC approved schedule. Finally, we will 
work with ML TC, providers, and any other parties to identify and promptly resolve any problems arising 
after the operational start date, communicating to all parties the remedial steps taken by MCNA. 

Program anagPment Office (P 0) 

In anticipation of the RFP award announcement, MCNA has organized our program management office 
(PMO) under the leadership and direction of MCNA's Chief Information and Security Officer, Daniel 
Salama, in order to be fully prepared for our pre- and post-contract work plan development activities 
with ML TC. Our PMO enables collaboration among business units, business analysts, reporting 
analysts, enrollment and EDI teams, and MCNA's DentalTrac™ development team. MCNA uses a 
variety of technology-based tools to manage large scale implementations. 

At MCNA, the PMO is engaged for all projects in order 
to ensure flawless implementation through a dedicated 
team. With the knowledge that versatile and varied core 
strengths are needed in order to ensure successful 
implementation, the PMO is comprised of: 

• Project Managers (PMs) 
• Subject Matter Experts (SMEs) 
• Domain Experts (DEs) 

Dedicated Program Management 

Office with Certified PMs, SMEs, 

and DEs assigned to the DBPM. 

Each PMO team member is certified in his or her specialty through the Project Management Institute 
(PMI) as Project Management Professionals (PMP) or International Institute of Business Analysis (IIBA) 
as Certified Business Analysis Professionals (CBAP). Our dynamic team utilizes highly efficient 
processes and methodologies in order to ensure flawless implementation and smooth transitions. Their 
proven project management skills are complemented by a combined healthcare implementation 
experience level in excess of 100 years. 

The following diagram shows a summary of the activities flow and administration within our PMO. 
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MCNA strives to be a lean company and constantly improves the efficiency of its processes and 
methodologies. Our processes are based on best practices, proven effective strategies and global PMI 
Community of Practice recommendations. As such, our project team is quickly able to start the process 
of implementation using the following management techniques: 

• Assignment of the right balance of SM Es. PMs and DEs as part of the overall project team 
• Allocation of Operational Process Assets (OPA's) and contract to project team 
• Kickoff meeting for contract and Service Level Agreement (SLA) review 
• Development of Project Plan through Microsoft Project® with critical milestones 
• Weekly implementation meetings with ML TC staff and MCNA project team 
• Development of Project Charter, Action Log and Risk Register 
• Formal communication of plan and project update sharing with ML TC staff 
• Identification of reporting needs and development efforts 
• Complete tra ining plan and internal and external training rollout 
• Internal readiness reviews and pre go-live testing 
• Post go-live support structure placement 
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The collective knowledge and ability of our team ensures a well-managed project. We work diligently to 
ensure that all aspects of the project are well understood, well documented and shared with all 
resources. Understanding that the knowledge-sharing component is key to the success of the project, 
we schedule regular checkpoint calls including all stakeholders to give periodic updates and review 

the status. 

MCNA utilizes the skillset of its SM Es for each project in the arena of IT and health care. Additionally, 
the skillset of the DEs are utilized for any technological requirements needed to implement solutions or 
approaches to the project. Both SMEs and DEs work in collaboration with the Project Managers at 
MCNA to ensure all deliverables are identified, scrutinized and presented on time. This team is involved 
from the concept to the delivery stage, and contributes to analyzing and responding to RFPs and their 
implementations. The PMO's involvement from the start ensures a consistent and dedicated approach 
allowing each project to be successfully concluded. 

The PMO is directly involved during all implementation phases by reviewing the project status on a 
bi-weekly basis. The PMs provide an updated Project Plan, Action Plan and Risk Register for review by 
the implementation team, which may include Ml TC personnel. During these reviews, SMEs and DEs 
are required to give a business and technical status report in relation to our progress. 

MCNA utilizes the proven Project Life Cycle approach to all implementations. 
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Agile Risk Management 

Although the implementation is based on strict standards, each one is handled with a tailored approach: 
Issue Identification, Assessment, Alternative Analysis and Resolution. 

MCNA's project team follows a strict standard of quality control of the ongoing project to identify and 
resolve any issues that may arise during the implementation. Both change management and risk 
management activities are conducted on a regular basis to proactively identify and resolve such issues. 
The activities undertaken by the project team and the PMO are outlined below. 

1. A Project Charter is authored collaboratively between the PM and the SMEs in order to describe 
every aspect of the implementation. MCNA's experience has been that a Charter allows the 
identification of issues, both prospective and current, which can be discussed well in advance 
for a thorough and vetted resolution. 

2. The project is continuously monitored to identify risks. These risks are logged in a Risk Register 
with an impact scale and mitigation plan. The Risk Register is part of MCNA's OPA repository 
on our secure document management system and exists as a Microsoft Excel® spreadsheet. 
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3. Issues may be identified during review of documentation provided as part of the project path. 
Such issues are brought to the attention of the stakeholders at the earliest possible time and a 

resolution is discussed and vetted. 

4. Issues may be brought up during the weekly checkpoint call between the stakeholders and the 
project team. These are documented in the Risk Register and a mitigation plan is discussed 

with the PMO. 

5. Issues may arise from lack of documentation or incomplete documentation related to the 
project. This usually tends to be more common during the initiation phase of a project. MCNA's 
PMO goes through newly initiated projects to vet their requirements to ensure documentation is 

completed prior to approving the project. 

6. Potential issues may arise in completing a task based on resource availability. In the event that 
a project task remains unassigned, or an assigned owner is unable to take proper ownership, 
MCNA has several seasoned team members who are part of the project management team and 
are able to take charge of tasks and drive them through to completion. 

7. To ensure "scope creep" does not occur when new or additional project demands are made 
known, MCNA continuously monitors project parameters. Scope creep has the potential of 
causing several issues since it can delay full comprehension of project requirements, may 
cause a shift in the implementation timeline, or may require more resources than are currently 

allocated to the implementation effort. 

~ssue identification 
Implementation issues can be identified in a multitude of ways during the project cycle. MCNA's project 
team is well versed in the mitigation strategies and processes that can be used to circumvent 
escalation. During the course of the implementation, the project team holds weekly checkpoint calls 
with the stakeholders and bi-weekly project reviews with the PMO. These meetings combine to provide 
the opportunity for extensive analysis of the issue and the best course of action for its resolution. All 
issues are continually tracked and monitored as part of the Risk Register until resolved. Once resolved, 
they are moved to a closed status, but are kept as part of the Register for the lifetime of the project. The 
reason for documenting the resolved issue is to ensure the corrective actions can be reviewed should 
there be any concerns regarding the course of action taken. 

The bi-weekly PMO reviews not only focus on the project path, but also the effectiveness of the project 
team at keeping the implementation activities on track. Any additional resource allocation. key decision 
resolution, change management activities, fiscal requirements and project adjustments are also 
decided upon during these meetings. The meetings also serve to prepare an internal readiness review 
timeline and ensure all necessary activities are completed in time. 
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Resource AUocationi Project Manager~ and R.esou.rc.e Deployment 

We understand the importance of maintaining an open channel of communication with Ml TC staff 
assigned to monitor our transition. To this end, we have designated our Chief Information Officer, 
Daniel Salama. to serve as the project lead and Implementation Champion. Daniel's experience with 
large-scale transitions and implementations coupled with his extensive knowledge of information 
technologies makes him the best and most logical choice to lead the PMO as the Project Champion. 

In addition to the importance of a dedicated project management team whose knowledge and skillset 
can enhance the implementation process, MCNA will assign a minimum of two dedicated PMs and six 
SMEs to liaise with ML TC. These team members will be solely dedicated to the furtherance of the 
project and will complement the large team of executives and SM Es from all business units of the 
company. This team will coordinate and drive the project from the RFP stage to post-implementation. 
All PMs and SMEs have first-hand experience in the rollout and transition of Medicaid, CHIP, and other 

social service programs across our service areas. 

A rollout strategy is utilized for the deployment of any implementation by MCNA. The strategy adheres 
to the processes and methodologies already put in place by the PMO and follows the below stages. 
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Premtmplernentation Planning Process 

Resource Allocation 

mcnadental 

At the advent of any project, the PMO assigns a minimum of one (1) PM and two (2) SMEs to 
determine the scope and breadth of the same. These PM and SM Es provide a report of the project 
requirements and preliminary findings to the project PMO to assess its resource allocation needs for 
the project. Once the PMO is able to ascertain the needs, a set of team members is assigned to the 
project. These team members are brought in at various phases of the project in order to contribute their 

expertise and skills. 

The phases include pre-implementation, implementation and post-implementation each of which 
require both a static team and a dynamic team. 

• Static Project T earn 
o Is assigned from the inception of the project 
o Remains with the project throughout its life cycle 
o Remains in place after the project has concluded to provide training and support 

• Dynamic Project Team 
o Is brought in during the project kickoff 
o Remains with the project throughout its lifecycle 
o Are released from the project at its conclusion 

Requirements Gathering 

The PMO assigns a PM and SME during the RFP process to assist in the response phase. These 
same team members are responsible for gathering any and all information pertinent to the 
implementation efforts in order to conduct a kickoff and share the knowledge with the remaining project 
team members. All documents are gathered and stored as part of a project document repository in the 
secure document management system available through the PMO to the team members. 

The SMEs are responsible for analyzing the data contained within the Contract, service level 
agreement (SLA) and any appendices, addendums or supporting documents. This is to ensure that all 
deliverables are extracted from said documents in order to chart them in the Project Plan and assign 

them to the project team members. 

Kickoff 

A kickoff meeting musters all project team members together for a comprehensive briefing on the 
particulars of the project. Prior to the kickoff meeting, the SM Es have gone through the Contract, 
Service Level Agreement and any additional supporting documentation provided to ascertain an 
in-depth knowledge of the implementation. This information is shared with all team members during the 
meeting. Questions, concerns and any clarifications are compiled during the kickoff event for further 
review and resolution. The team also charts out the schedule for the weekly internal checkpoints and 
the bi-weekly PMO project review meetings at this time. 
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All tools which will be utilized by the team are confirmed and Operational Process Assets {OPAs) are 
shared by all. Expectations of documentation requirements and timelines are also set. 

Blueprinting 

The blueprinting session is conducted by the PM and the SMEs in order to understand the full scope of 
the project. This assists with compiling the Project Charter to log all deliverables necessary at the 
conclusion of the implementation. During the blueprinting session, any deficiencies in information 
provided are identified and listed within the Action Log for further clarification. Issues found are logged 
within the Risk Register and assigned a Mitigation Plan. Both the log and the register are assigned a 
primary owner who ensures their continuous monitoring and status adjustments. The log and register 
are also made available to all team members in order to review items assigned to their ownership. 

~roject Charter 

The Project Charter is a comprehensive document outlining all deliverables that must be met by the 
project team at the conclusion of the implementation. This document serves as a guideline in addition 
to the contract, SLA and supporting documents, and is a compilation of all activities pertaining to the 

implementation. 

The development of the Project Charter is a Risk Management strategy that reduces the need for 
Change Management. Unexpected challenges are inevitable with any project, but MCNA's experience 
has taught us that a robust Charter allows both the stakeholder and the project team to understand the 
project requirements thoroughly, and vet solutions prior to issues arising as the project reaches an 

advanced stage. 

Project Planning 

The foundation of any well managed project lies in its planning. Even though all aspects of the 
implementation requirements may be understood, if a plan is not well developed, there is a greater 
chance of both Project Scope Creep and risks that would jeopardize its success. In order to have 
preventative measures against both, MCNA utilizes Microsoft Project®, PivotalTracker™ and 
Smartsheet for planning, tracking and collaboration respectively. 

The plan is a detailed outline of all tasks and deliverables that need to be addressed by the project 
team. Some of the key attributes MCNA project plans track are: 

• Baseline 

• Key Tasks 

• Milestones 

• Resource Pool 

• Resource Allocation 

• Deliverable Dates 

• Task Status 

• Task Progress 

• Time-per-task Allotment 

Response to RFP 5427 Z1: Medicaid Dental Benefit Program 
Prepared by MCNA Insurance Company for the Nebraska Department of Health and Human Services 

Page 386 of 396 



Part 2 - Technical Approach mcnadental 
Response to Attachment 11 - Proposal Statements and Questions 

• Fiscal Status 
• Scope Creep 
• Timeline 
• Work Breakdown Structure (WBS) 

The plan is meticulously maintained and all team members update the plan on a daily basis to ensure 
there is no impact to the planned timeline. MCNA maintains several distinct tasks within its project 
plans. Sub-plans may be developed for each department or stakeholder in order to expedite delivery 
and prevent confusion or mistakes. 

hnp!ementation Process 

Checkpoint Meetings 

A schedule of checkpoint calls is developed by the MCNA project team during the initiation of the 
implementation. These calls are both internal and external. The following sets of calls are scheduled. 

• Stakeholder Checkpoint Call 
o The meeting is held weekly 
o Both ML TC stakeholders and MCNA project teams attend 
o Project update is provided 
o Discussion on deliverables is held 
o Updates are provided on any issues or risks uncovered 
o Status of deliverables is provided 
o Documentation is shared (where required) 

• internal Checkpoint Meeting 
o The meeting is held weekly prior to the Stakeholder Checkpoint 
o Project plan updates are reviewed 
o Risk Register, Action Log and Change Requests are reviewed 
o Status of deliverables is confirmed 

• Project Status Checkpoint 
o Meeting is held bi-weekly between PM, SMEs and PMO 
o Project Plan, Risk Register, Action Log and Change Requests are reviewed 
o Project Plan is reviewed and updated 
o Resource allocation and adequacy is assessed 
o Milestones and critical task status are assessed 

Risk Assessment 

MCNA maintains strict oversight of its Risk Assessment and Mitigation. With the knowledge that a blind 
eye to risk poses a serious threat to the integrity of the project, the PMO consistently monitors all issues 
and risks that could surface during the implementation. Each risk is assigned a mitigation plan that is 
vetted by both executives and SM Es. Best practices are applied and adhered to in order to ensure a 
meticulously executed resolution. 
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Acceptance Criteria 

In order for the implementation to be successful, an Acceptance Criteria definition is drafted and 
confirmed for all stakeholders. These criteria address all deliverables that must be met including their 
standards. With the knowledge that the implementation must meet the needs and demands of the 
stakeholders, MCNA solicits advice from all stakeholders on their testing and acceptance requirements, 
and plans the implementation stages accordingly. 

Action Log 

In addition to the project plan, MCNA maintains an Action Log for items requiring attention from 
everyone involved in the project. These items can be as simple as scheduling a one-on-one call to 
completing documentation approval. The purpose of the Action Log is to prevent the project plan from 
being overloaded with tasks that are not critical for the implementation, yet must be maintained along 
with a log of all activities required for the project to succeed. The log outlines the activity in detail, 
assigns ownership to a team member and allocates a due date by which it must be completed. The log 
is maintained in a Microsoft Excel® format and is housed in our secure document management system 
for accessibility and collaboration amongst the project team. 

Project Status Review 

The PMO convenes on a bi-weekly basis to assess the status of the project. During this meeting, a 
critical look is given to the Project Plan, Risk Register, Change Requests and Action Log. The meeting 
is held between the executives, PMs, SMEs, and DEs. Any necessary communication which must be 
conducted with stakeholders is assessed and completed based on the discussion and review of the 
project status. Given that the PMO manages all changes, resource allocations, and project 
adjustments, the bi-weekly meetings are critical to the healthy life cycle of the project. In addition, it 
ensures open communication, inclusion of all project team members and knowledge sharing. This also 
prevents any confusion during the project execution as the PMO can make executive decisions during 
the status review. 

Training Plan 

Both an internal and external training plan are vital to a successful implementation. To ensure 
consistency, a training plan is developed in conjunction with department SMEs. A timetable is 
established and resources are assigned for training purposes. Although our staff is well trained and 
knowledgeable, training reinforces their knowledge and sets expectations within the timeline required 
for the successful implementation of the project. 

Testing 

Prior to the conclusion of the project, MCNA ensures that all acceptance criteria have been met by 
conducting testing. A test plan is developed during the acceptance criteria drafting phase to ensure 
stakeholders can confirm each deliverable has been adequately met as part of the implementation 

effort. 
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Readiness Review 

To showcase our efforts applied during the implementation, MCNA plans and prepares for a readiness 
review by ensuring all of the deliverables have been met and project tasks achieved prior to the go-live 
date. MCNA's project plan includes key milestones and activities needed to be ready to assume plan 
operations on July 1, 2017. All timeframes including those for network development are included along 
with an estimate of person hours for the identified tasks. 

Postw~rnplernentation Process 

Claims Processing 

Utilizing the information provided in the RFP, MCNA will ensure proper claims processing by doing its 
due diligence in configuring all claim edits and criteria within its proprietary management information 
system (MIS). 

Reporting 

MCNA has a dedicated team of Reporting Analysts who develop and maintain over 500 complex 
reports which are utilized internally and provided to the plans we serve. 

Provider Network I Encounter I Enrollment File Transfer 

A dedicated EDI team is part of the MCNA project team and serves to ensure timely and accurate 
electronic data exchange between ML TC and MCNA. Our team members are able to generate and 
receive files in a multitude of formats, including customized formats requested or utilized by ML TC. This 
flexibility puts us ahead of our competition and we are able to work with ML TC to exceed their 
requirements while adhering to state compliance needs. 

Post-Implementation Support 

The static project team continues to monitor and provide assistance in all capacities once the 
implementation project has drawn to a conclusion. This may include ensuring all necessary documents 
are closed and final copies shared with stakeholders, continuing training efforts where needed, 
providing project requirements to new staff or team members that are brought on post-implementation, 
and monitoring performance of the implemented solution by reviewing key performance indicators 
(KPls). 

Reporting of Status and Communications with ML TC 
If issues are identified during the TIP, checkpoint calls, or PMO review sessions, MCNA will assess the 
situation and determine the impact to the plan. We will utilize open lines of communication with MLTC 
to ensure prompt resolution of any identified issues that could result in project plan changes. All issues 
with a potential impact will be documented individually into our project-tracking module. MCNA's project 
implementation team will update ML TC twice per week, or more frequently if needed, about the status 
of the project. Each status report will contain updates on: 
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• Completed and pending deliverables 
• Key milestones 
• Upcoming activities 
• Any items submitted for review and approval since the prior report 
• Identified risks to scheduled deliverables that could impact the project 

Responsible parties will be identified and any issues that could impact the project or critical timelines 
will be handled as follows: 

• Response to general questions pertaining to activities will be directed to appropriate team 
members 

• Resolution timeframe for issues is 24 hours or less 
• Issues remaining unresolved after 24 hours must be escalated directly to the Implementation 

Manager 
• Should the Implementation Manager be unable to resolve the issue within 24 hours, a risk 

mitigation plan is developed and submitted to MCNA Senior Management for review and 
approval 

Automated Tools and Software 

MCNA prides itself in being an early adopter of technological solutions and utilizing the tools necessary 
for success in both business and project needs. The project team utilizes several tools in order to keep 
the project on track and on time. Some of these are described below. 

• Microsoft Project ® 
The project team uses this tool to develop extensive project plans. The 
plan keeps track of the baseline, all unique tasks associated with the 
implementation, the resources which are dedicated to it, the unique 
milestones which need to be achieved, the timeline allocated, task 
progress, fiscal status, scope creep and Work Breakdown Structure. 

• PivotalTracker™ 
MCNA utilizes PivotalTracker™ for ticketing and development monitoring 
purposes. As project needs are made available, an "epic" is created in 
the system in order to track the various stories associated with the 
development effort. 

• DentalTrac™ 

[] ~ Microsoft Office 

:: .Project 

@ PivotalTracker 

Our own in-house Management Information System (MIS) excels at meeting all our 
business needs by providing a centralized repository where we can track, monitor, 
enter, maintain and export all our data needs. 
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• Smartsheet 
This collaboration tool allows MCNA to share information and collaborate across 
multiple platforms and geographical areas. smart sheet 
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mcnadental 
./ 

Deliverables as Listed in Attachment 12 - Policies, Procedures, 
and Plans 

Submit provider contract template as described in Section IV.I - Provider Network. 

MCNA is pleased to submit our Provider Contract Template as described in Section IV.I - Provider 
Network as Attachment 24-1. 
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Network Development Plan 

Submit plan for developing an adequate provider network within the timeframe described in 
Section IV.I - Provider Network. 

MCNA is pleased to submit our plan for developing an adequate provider network within the timeframe 
described in Section IV.I - Provider Network as Attachment 24·2. 
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Key Staff Resumes 

As possible, submit resumes of proposed key staff as described in Section IV.V. Transition 
and Implementation. 

MCNA is pleased to submit our Key Staff Resumes as described in Section IV.V - Transition and 
Implementation as Attachment 1-1. 
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Preliminary Implementation Plan 

Submit preliminary implementation plan as described in Section JV.V. Transition and 
Implementation. 

MCNA is pleased to submit our Preliminary Implementation Plan as described in Section IV.V -
Transition and Implementation as Attachment 78-1 . 
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Draft Member Handbook 

Submit a draft copy of the member handbook as described in Section IV.G - Member 
Services and Education. 

MCNA is pleased to submit a draft copy of our member handbook as described in Section IV.G -
Member Services and Education as Attachment 16·1 . 
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Ad ministratlveServices 

Pete Ricketts, Governor 

Date: 

To: 

From: 

RE: 

5. 

6. 

ADDENDUM ONE 
REVISED SCHEDULE OF EVENTS 

October 17, 2016 

All Bidders 

Michelle Thompson/Teresa Fleming, Buyers 
AS Materiel State Purchasing Bureau 

Addendum for Request for Proposal Number 542721 
to be opened October 25, 2016 at 2:00 p.m. Central Time 

ACTIVITY 
State responds to written questions through Request for 
Proposal "Addendum" and/or "Amendment" to be posted to 
the Internet at: 

htto://das.nebraska.aov/materiel/ourchasina.html 
Proposal opening 
Location: State Purchasing Bureau 

1526 K Street, Suite 130 
Lincoln, NE 68508 

Byron L. Diamond 
Director 

DATE/TIME 

October 17, 2016 

TBD 

October 25, 2016 

2:00 PM 

Central Time 
7. Review for conformance of mandatory requirements October 26 - 28, 2016 
8 . Evaluation period October 31 -

November 15, 2016 
9. "Oral Interviews/Presentations and/or Demonstrations" (if TBD 

required} 
10. Post "Letter of Intent to Contract" to Internet at: November 21, 2016 

htto://das.nebraska.aov/materiel/ourchasina.html 
11 . Contract finalization period November 22, 2016 -

January 3, 2017 
12. Contract award January 3, 2017 
13. Contractor start date Julv 1, 2017 

This addendum will become part of the proposal and should be acknowledged with the Request for 
Proposal. 

Materiel Division • Bo Botelho, Administrator 

Administrative Services • 1526 K Street, Suite 130 •Lincoln.Nebraska 68506 • Phone: 402-471-6500 • Fax: 402-471-2089 



Admi nistr ativeServices 
Byron L. Diamond 

Director 

Pete Ricketts, Governor 

Date: 

To: 

From: 

RE: 

5. 

6. 

7. 

8. 

9. 

10. 

ADDENDUM 'TWO 
REVISED SCHEDULE OF EVENTS 

October 19, 2016 

All Bidders 

Michelle ThompsonfTeresa Fleming, Buyers 
AS Materiel State Purchasing Bureau 

Addendum for Request for Proposal Number 542721 
to be opened October 25, 2016 October 31, 2016 at 2:00 p.m. Central Time 

ACTIVITY DATE/TIME 
State responds to written questions through Request for October 17, 2016 
Proposal "Addendum" and/or "Amendment" to be posted to 
the Internet at: TBD 

htto ://das. nebraska. aov/materiel/ourchasina. html 
Proposal opening October 25, 2016 
Location: State Purchasing Bureau 

1526 K Street, Suite 130 October 31, 2016 
Lincoln, NE 68508 2:00 PM 

Central Time 
Review for conformance of mandatory requirements October 26 28,2016 

November 1 - 3, 2016 
Evaluation period October 31 

November 15, 2016 

November 4 - 18, 2016 
"Oral Interviews/Presentations and/or Demonstrations" (if TBD 
reauired) 
Post "Letter of Intent to Contract" to Internet at: November 21, 2016 
htt12://das.nebraska.gov/materiel/12urchasing.html 

November 23. 2016 

Administrative Services • 1526 K Street. Suite 130 • Lincoln, Nebraska 68508 • Phone: 402-471-6500 • Fax: 402-471-2089 



AdministrativeServices 

Pete Ricketts, Governor 

ACTIVITY 
11 . Contract finalization period 

12. Contract award 

13. Contractor start date 

Byron L. Diamond 
Director 

DATE/TIME 

November 22, 2016 

January 3, 2017 

November 28, 2016 -
Januarv 3, 2017 

Januarv 3, 2017 

Julv 1, 2017 

This addendum will become part of the proposal and should be acknowledged with the Request for 
Proposal. 
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AdministrativeServices Byron L. Diamond 
Director 

Pete Ricketts, Governor 

ADDENDUM THREE 
QUESTIONS and ANSWERS 

Date: October 21, 2016 

All Bidders To: 

From: Michelle Thompson/Teresa Fleming, Buyers 
AS Materiel State Purchasing Bureau 

RE: Addendum for Request for Proposal Number 5427 21 
to be opened October 31, 2016 at 2:00 p.m. Central Time 

Questions and Answers 

Following are the questions submitted and answers provided for the above mentioned Request for 
Proposal. The questions and answers are to be considered as part of the Request for Proposal. It is 
the Bidder's responsibility to check the State Purchasing Bureau website for all addenda or 
amendments. 

Materiel Division • Bo Botelho, Materiel Administrator 

Administrative Services • 1526 K Street. Suite 130 • Lincoln, Nebraska 68508 • Phone: 402-471-6500 • Fax: 402·471-2089 



Question RFP RFP Question State Response 
Number Section Page Number 

Reference 
1. Glossary of xiii Appears to be a very broad definition of 

A subcontractor is any organization or 
Terms subcontractors, covering any entity that does 

person who provides a function or service 

any work related to the contract, example, a 
outside the scope of a provider agreement. 

company that simply assembles creditialing 
information for DentaQuest to review to 
make creditialing decisions. Is that the 
intent? 

2. Project Page 140 j- There are several detailed requirements, 
The intent is for the bidder to provide i -iv for 

Desctition and Subcontracto such as page 140 tracking hours, in which any and all subcontractors. If "not 
Scope of Work rs we do not do for most of our 

applicable" is the appropriate response, 

subcontractorsln the cases it does not apply, 
provide as such. 

is it okay to put "not applicable" in these 
circumstances? 

3. Attachment 7, Attachment Will you be providing a narrative that Please review the PowerPoint presented 
8 and 14 7, 8 and 14 identifies the specific data assumptions and during the Pre-Proposal Conference for 

methodologies behind the specific payment the specific assumptions within the rate 
rates for each age band? development. ML TC will provide a data 

book when the rates are updated in the 
Spring of 2017. 
The PowerPoint can be found at the 
following website: 
htt12://das.nebraska.gov/materiel/12urchasi 
ng/5427 /5427 .html. 
And the direct link to the PowerPoint is: 
htto://das.nebraska.aov/materiel/ourchasinc 
/5427 /0otumas%20Dental%20Rate%20PrE 
sentation.notx 

4. Attachment 7 Attachment 7 What Fee Schedules were used during the The underlying reimbursement for the rate 

experience period as well as any fee 
development is Medicaid FFS. The only fee 

schedule changes during the experience 
schedule change was for the repricing of 

period and expected during contract year? 
the UNMC provider services at the average 
of the top 5 Commercial Dental Providers in 
Nebraska. 



5. 

6. 

7. 

8. 

9. 

Attachment 7 
and 14 

Attachment 7, 
8 and 14 

Attachment 7, 
8 and 14 

Attachment 7 
and 14 

Attachment 7, 
8 and 14 

Attachment 7 
and 14 

Attachment 
7, 8 and 14 

Attachment 
7, 8 and 14 

Will you be providing membership growth or 
decline as well as providing monthly 
membership in relation to FY 2014, FY 2015 
and future expectations? 

Will you be providing the member access 
rates (Current) and Expected? 

What assumptions were used for Trending? 

Attachment 7 I Will you be providing Claim Lag data for the 
and 14 FY 2014 and FY 2015? 

Attachment 
7, 8 and 14 

Will you be providing the assumptions for 
Coordinated care savings or Managed care 
savings? 

F '3 

Due to the fluctuation in the monthly 
membership, the annual membership 
provided in Attachment 7 is a more accurate 
data point to use in your own calculation of 
risk as it relates to the capitation rates 
offered in the RFP. The projected 
membership has not been fully defined as it 
related to the upcoming biennium budget. 
The access rate assumed within the rate 
development is consistent with the access 
rate that was present within FFS during the 
base data time period of FY14-FY15. The 
State's actuaries will not be providing any 
additional information surrounding expected 
access. 
Please see Slide 9 and 10 of the FY18 
Rates PowerPoint that was presented 
during the Pre-Proposal Conference for 
the trend assumptions. The PowerPoint 
can be found at the following website: 
http://das.nebraska.gov/materiel/purchasi 
ng/5427 /5427 .html. 
And the direct link to the PowerPoint is: 
http://das.nebraska.gov/materiel/purchasinc 
/5427 /0ptumas%20Dental%20Rate%20Pre 
sentatiQn.pp_~ 
Since the IBNR adjustment shown on Slide 
7 of the Optumas Dental Rate Presentation 
(please find link in the response to Question 
7) is "de rninimis" no further information will 
be provided. 
There are no assumptions for coordinated 
care savings or managed care savings. 
Those savings are dependent upon how the 
DBPM manages the prooram. The State 



does not anticipate savings, but requires 
the DBPM to manage a more efficient and 
sustainable program. 

10. Attachment 7 Attachment 7 Will you be providing DCode level Yes, please see Attachment 16. 
experience/utilization? 

11. Attachment 7, Attachment Will you be providing any program changes All adjustments, including policy 

8 and 14 7, 8 and 14 assumed in the rating? 
adjustments was shared during the Pre-
proposal Conference (please find link in the 
response to Question 7). 

12. Attachment 7, Attachment Confirmation that "Net Medical Rate" only Confirmed. 

8 and 14 7, 8 and 14 includes claim cost. 
13. Attachment 7, Attachment Confirmation that "Loaded Rate" excludes 

Since the program is new during FY18, the 

8 and 14 7, 8 and 14 ACA/HIPF Taxes. 
ACA/HIPF tax does not apply during the 
first contract vear. 

14. Page viii 
"Auto assignment" states that an enrollee, The DBPM will develop an algorithm that 
who does not select a dental home within a Ml TC must approve. The algorithm may 
predetermined length of time during account for previous member-provider 

enrollment activities is automatically relations, familial relations, provider 

assigned to a dental home." How does location, etc. 

automatic assignment work? 

15. Can dentists through the DBM get This will not be required of the DBPM. The 
assistance with reasonably priced language DBPM could propose this as a value-add 
interpretation so they are in compliance with service. 
OCR 1557 Rule? Language line is 
approximately $4.95/minute. Can this be 
added to the contract? 

16. What is the total cost of the contract? We The total cost of the contract is dependent 
couldn't find it listed. If you do the math, it on the final capitation rates and the 
appears to be in the range of $55 million. membership mix for each month of the 
Why is not just stated? contract. 

17. Can you require that the dentist portal The bidder should provide a response that 
include the ability to access the amount of meets the requirements of the RFP. 

p i 



18. Page 38 

19. Page 40 

20. 
Page 48 

21 . 8(e)(ii) Page 8 

the $1,000 cap that has been spent for an 
adult patient? Otherwise, the dentist has no 
way of knowing what was spent in another 
clinic and could go over the cap. 

"Providers may not bill members any amount 
greater than would be owed if the DBPM 
provided the services directly (i.e., no 
balance billing by providers is permitted)." 
With a $1,000 cap on adult benefit, how will 
non-covered services be handled? How will 
covered services once the member reaches 
the annual maximum be handled? Are these 
determinations beino left to the DBPM? 
"The Dental Director must be currently 
licensed as a Doctor of Dentistry ("dentist'J 
with no restrictions or other licensure 
limitations." - The Dental Director should be 
licensed in the state of Nebraska. 
Value added services: Minimizing the 
occurrences of missed appointments through 
member incentives, technology-based 
appointment reminders, member education, 
or other mechanisms identified by the 
DBPM. Consider that case management 
services also be included specifically in this 
sentence. 
discusses minimizing the occurrences of 
missed appointments through member 
incentives, technology-based appointment 
reminders, member education, or other 
mechanisms identified by the DBPM. Is 
there a mechanism that requires the DBM to 
track missed/late cancelled appointments to 
help the Provider? 

p ) 

The DBPM may provide value-added 
services above what Medicaid currently 
covers. There are no planned changes to 
the policy related to Non-covered services. 

Please see Addendum Four, #3. 

Case management is not precluded as a 
proposed value-added service. 

No. ML TC identified that as a priority for 
potential value-added services, but the 
DBPM will have the discretion to decide 
which value-added services it would like to 
propose. Please see Section IV.E.8.d. 



22. Page 57 Notice to Members of Provider Termination Please see Addendum Four, #4. 
mentions "When timely notice from the 
provider is received, the notice to the 
member must be provided within fifteen (15) 
calendar days of the receipt of the 
termination notice from the provider." Timely 
notice is not defined. Include standard 
protocol that a dentist may to discontinue 
seeing a patient as long as patient is 
provided 30 days of emergency care while in 
transition of finding a new dental home. 

23. Can ML TC require the dentist portal to Please see response to Question 17. 
include what dental services the patient has 
received in the last 12 months to avoid 
duplicating services and billing? For 
example, dentist #1 could place a sealant, 
but in 6 months it falls off. Dentist #2, not 
knowing that the sealant was placed, billed, 
and lost, places another sealant and bills for 
it. Now dentist #2 is in violation of the rule 
that sealants can only be billed out every 2 
years. 

24. Page 64/65 For the first year of the contract period, the The DBPM and provider will negotiate 
DBPM must accept into its network any reimbursement through the contracting 
dental provider participating in the Medicaid process but are required to reimburse no 
program provided the dental provider is less than the published Medicaid fee-for-
licensed and in enrolled with DHHS and service rate in effect on July 1, 2016 for the 
accepts the terms and conditions of the first year of the contract. 
contract offered to them by the DBPM. This 
provision also does not interfere with 
measures established by the DBPM to 
control costs and quality consistent with its 
responsibilities under this contract nor does 
it preclude the DBPM from using different 
reimbursement amounts for different 

F S 



25. 
Page 68 

26. 
Page 74 

27. 
Page 77 

specialties or for different practitioners in the 
same specialty [42 CFR §438.12(b)(1)]. Note 
this opens the door to the DBPM negotiating 
rates with individual providers just like the 
commercial sector. Some dentists may 
experience lowering reimbursement rates 
especially after the first year. It sounds like 
the DBPM can pay a differentiated rates for 
dentists in network for good reason (under 
provider incentives). Good reason might be 
one dentist in the whole community/county 
being in network or a lac!< of specialists and 
one specialist is seeing a disproportionate 
amount of patients/members. Are we 
understanding this correctly? 
Credentialing and Re-credentialing of 
Providers and Clinical Staff - The contract 
does not appear to stipulate how quickly 
credentialing should be accomplished. This 
is a problem in some states that takes up to 
6 months to credential a new provider and 
this becomes an issue. 30 days is preferred. 
The DBPM must develop, establish, and 
maintain a provider advisory committee to 
create network development and 
management strategies and procedures. 
Include the requirement that the DBPM 
should share the Reporting Dashboard 
(page 125) with the advisory committee. 
QAPI Committee: The RFP asks the DBPM 
to describe how they will get provider input 
into any QAPI plan. Include a representative 
from the NDA on the QAPI Committee. 

F 7 

Please see Addendum Four, #8. 

The Reporting Dashboard is an internal tool 
to ensure accountability. While ML TC or the 
DBPM may share the dashboard with 
external stakeholders, ML TC will not include 
that requirement in the RFP. 

Per Section IV.M.2.a.i-iii of the RFP 
establishes the minimum QAPI Committee 
membership. 

The bidder should provide a response that 
meets the requirements of the RFP. 



28. 
Page 82 

29. Page 99 

30. 

The DBPM must submit an electronic copy 
of the UM policies and procedures to ML TC 
for written approval within thirty (30) calendar 
days from the date of award, annually 
thereafter, and prior to any revisions. The 
NOA requests that state to share this for 
input or request the state include a 
requirement in the contract that the DBPM 
needs tq__§~ek_1D2ut on these from the NOA. 
For the first year of the contract, the DBPM 
rate of reimbursement must be no less than 
the published Medicaid fee-for-service rate in 
effect on July 1, 2016, unless ML TC has 
granted an exception for a provider-initiated 
alternative payment arrangement." Can 
ML TC stipulate that the FFS fee schedule is 
the floor always rather than just the first 
year? 
Will the provider manual be available to 
dentists before they are asked to sign the 
provider contract? 

p '3 

The bidder must meet all of the 
requirements of this RFP. 

The bidder should provide a response that 
meets the requirements of the RFP. 

No, the DBPM and the providers should 
negotiate and contract alternative payment 
methods rather than only rely upon the fee 
schedule. 

ML TC will require the DBPM to submit for 
approval to Ml TC its provider manual 
within thirty (30) days after contract award. 
Providers are free to contract with the 
DBPM before or after receiving the 
Provider Manual. 



31. 
Page 111 

32. 

ML TC reserves the right to review any claim 
paid by the DBPM or its designee. The 
DBPM has the right to collect or recoup any 
overpayments identified by the DBPM from 
providers of service in accordance with 
existing laws or regulations. However, if an 
overpayment is identified by the State or its 
designee one year or later from the date of 
payment, the DBPM wm collect and remit the 
overpayment to ML TC. In the event the 
DBPM does not collect mispayments from 
the provider within 30 calendar days of 
notification of the overpayment, the DBPM 
must refund the overpayment to ML TC. 
Failure by the DBPM to collect an 
overpayment from a provider does not 
relieve the DBPM from remitting the 
identified overpayment to ML TC." Nowhere 
in the contract does it say how far back the 
DBPM can go to claim overpayments. 
Neb.Rev.Stat.§ 68-974 states that all 
recovery audit contractors retained by the 
department when conducting a recovery 
audit shall review claims within two years 
from the date of the payment. Does this two 
year lookback period apply to the DBPM? If 
not, include a two year lookback limitation. 

Would you mind clarifying Form A Bidder 
Contact Sheet? Do you have a specific 
order or location you would like this included 
in the response? 

p l 

The bidder must meet all of the 
requirements of this RFP. 

ML TC cannot limit the timeframe associated 
with any audit the Medicaid program is 
subject to. 

Bidders should complete Form A, Bidder 
Contact Sheet and include with their 
proposal response. 

The State does not have a specific order or 



33. 

34. 

35. 

36. 

Section IV.C.2 

Section 11. P 

Section D 

Staffing 
Requirements 

2.c 

Section D 

Staffing 
Requirements 

Page 35 

Page 6 

Page 38 

Page 42 

Will a certificate of authority to conduct the 
business of accident and health insurance 
issued by the Nebraska Department of 
Insurance to a foreign (Texas) insurer satisfy 
the licensure requirements of this RFP? 

According to the Nebraska Secretary of 
State's Office, and Chapter 21 Section 
20, 168 ( 4) The Requirements of the 
Business Corporation Act shall not be 
applicable to foreign or alien insurers, which 
are subject to the requirements of Chapter 
44. Please confirm that a foreign insurer 
authorized to transact the business of 
accident and health insurance by the 
Nebraska Department of Insurance will not 
be required to submit a Secretary of State 
certification with their bid, pursuant to 
Section 11. P of the RFP. 

Is the replacement of key staff approved by 
state prior to job offer? Is this also required 
for initial hires? 

What will Dental QA and Government 
Quality be doing, separation of 
responsibilities? 

P: 0 

location. The sections of the proposal 
response should be separated by an 
identified tab. 

No, the contractor will be required to obtain 
a certificate of authority from the State of 
Nebraska before go live. 

The State is looking into this and will 
provide a response at a later date. 

ML TC must approve initial and 
replacement hires of key staff prior to the 
key staff starting. 

ML TC requires the DBPM to employ a 
staff member dedicated to the daily 
business of quality management and 
improvement. ML TC's role in quality 
assurance is to review and audit the 
DBPM's quality measures and initiatives. 



37. 
Section E Page 45 How often are the state benefit grid (from The program reviews the yearly release of 

Core Medicaid website) updated with CDT codes? any new code updates from the ADA 

Dental Benefits 
around November or December for the 
following year. ML TC implements or 
makes needed additions or revisions to 
the codes and fee schedule for a January 
1 release. Ml TC also reviews and adds or 
revises the fee schedule during our fiscal 
year with a release date of each July 1. 

38. Section E Page45 Will we have access to the incumbent's This is a new program and there is no 

Core Medicaid current clinical guidelines? incumbent. Nebraska Medicaid's clinical 

Dental Benefits 
guidelines can be found in the Medicaid & 
Lonq-Term Care Rules and Regulations. 

39 Section H Page 59 Is there a time period when a member The DBPM must establish their grievance 

Grievance and 
cannot file a grievance, i.e. 180 days after system that meets all relevant Federal and 

Appeals date of service or occurrence? State regulatory requirements. 

40. Section H Page 61 Requirement of only 1 level of appeal-does it Per 42 CFR 438.402, the DBPM may 

Grievance and 
then required to go to a Fair Hearing? have only one level of appeal for 

Appeals enrollees. 

4.d.ii 
41 . Section H Page 63 Are all Fair Hearings telephonic? Are there Fair hearings are held in the DHHS 

Grievance and any requirements to present in person? Hearing Office in the State Office Building 

Appeals in Lincoln. The parties are permitted to 
appear in person or by telephone. 

7.a 
42. 

Section H Page 65 Will we be provided the number of The Fair Hearing Office opens appeals as 

Grievance and grievances, appeals, Fair Hearings directed by the Divisions. They opened 2 

Appeals historically? Medical Assistance Dental appeals in 
2016 and 10 in 2015. In addition, they 

7.a opened 99 Recovery Audit Contractor 
appeals in 2015, all of which appear to 

P, 1 



involve dental providers. It is estimated 
that a number of appeals opened as 
Medical Assistance Payment appeals 
involved dental providers, but they do not 
track those aooeals by provider type. 

43. 
Section I Page 64 Will the State consider Letters of Intent or Letters of Intent and Letters of Agreement 

Provider 
Letters of Agreements as acceptable for the are not required as part of the proposal. 

Network 
necessary network coverage requirements? MLTC will determine network adequacy by 

Requirements 
the provider enrollment file, as well as 
data and analysis attesting to the 
sufficiencv of the DBPM's network. 

44. Section I Page 65 Can the Plan terminate providers "without No, except when the provider does not act 

Provider 
cause" on re-validation. In this case, the plan may 

Network 
terminate. 

Requirements 

1.f 
45. 

Section I Page 65 Is the methodology of the access surveys Yes, but the DBPM must submit the 

Provider 
determined by the dental plan? survey for ML TC's approval. 

Network 
Requirements 

1.h.v 
46. 

Section I Page 66 We do not currently contract and list No. Contracts are not required but the 

Provider 
prosthodontists, will this be required for NB? services must be available. 

Network 
Requirements 

5.c 

P, 2 



47. Section I Page 67 Is the dental plan able to interpret this The DBPM will submit their proposed 

Provider requirement, and have a mechanism to process for Ml TC approval during 

Network 
require some requirements for specialty contract finalization. 

Requirements referrals, or are all specialty referrals to be 
"self-directed"? 

5.e 
48. Section V Page 138 Where would the State prefer the Scope of The State does not have a specific order. 

Proposal Work response to be included within the The sections of the proposal response 

Instructions Technical Proposal? should be separated by an identified tab. 

A 
49. Attachment 4 Will the State be providing a census? Yes, please see Attachment 17. This is a 

Dental Access 
census based on CFS service areas, 

Standards 
which can be found here: 
http://dhhs.ne.gov/children family: service 
s/Documents/SvcAreaMao-NEW .odf 

50. Attachment 14 Page 3 There is an UNMC % adjustment applied to The State provided their actuary with the 
- COA-level the base data. Can you please provide UNMC provider IDs. The State's actuary 
Rate additional detail on what this adjustment used that information to identify the UNMC 
Development accounts for and how it was calculated? claims inherent in the FFS data, and 

repriced the claims to an enhanced fee 
schedule provided by the State. This 
enhanced fee schedule reflects the 
average reimbursement of the top 5 
Commercial Dental Providers in 
Nebraska. 

51 . Attachment 1 Are there any limitations on the levels of The definition for activities that improve 
Incentive Bonuses or Activities that improve quality is consistent with the Medicaid 
health care quality that can be included as Managed Care Final Rule released by 
Net Qualified Medical Expense? CMS. As such, there is no predefined 

maximum associated with these types of 
services. 

P: ·3 



52. Attachment 1 Please define what is considered to be Related-party medical margin is any 
"related-party medical margin" margin built into sub-capitation 

arrangements between a parent and 
subsidiary company, to the extent they 
exist. 

53. Attachment 1 Is the 2% Hold Back included in the The MLR calculation will include the 
calculation of "revenue earned" described in portion of the hold back that is ultimately 
Section 3 of the MLR Calculation earned by the DBPM. 
description? If so, is an adjustment allowed 
in the event a porion of the holdback is not 
ultimately "earned" by the DBPM? 

54. Attachment 7 Please describe what, if any, adjustments No dental claims were excluded. 
have been made to the base experience All claims are reimbursed at a 100% 
data presented in the data book. Were any dental fee schedule so claims were not 
claims excluded and, if yes. why? Was there repriced. 
any repricing of historical claims to reflect 
payment at 100% of the dental fee 
schedule? 

55. Attachment 7 Can the state provide the mapping used to Please see Attachment 18. 
align dental service codes with the Cos 
descriptions contained in the data book? 

56. Attachment 7 Please describe the methodology used to The rating cohorts are based on the 
categorize members in specific age cells. Is member's age at the time the claim was 
cell determined based on age at a point in incurred within the rate development. 
time or does a member change cells within a Operationally, a member's age cohort will 
SFY on their birthdate? be determined on a monthly basis when 

capitation payments are made. 
57. Attachment 7 Does the state anticipate any significant ML TC does not anticipate shifts in the 

shifts in the projected population distribution population distribution relative to the base 
relative to what was seen in the base data. 
experience period(s)? If yes, please 
describe. 

Pc 4 



58. Attachment 7 Please confirm that the Units column reflects Confirmed. 
the sum of actual service units submitted for 
each claims and does not represent visits or 
encounters. 

59. Attachment 8 Please confirm that there are no planned The rates will be updated in the Spring of 
adjustments to the capitation rates shown in 2017 to incorporate more recent base 
this exhibit. It is assumed rates will be paid data and any new policy changes that may 
as shown with no adjustments for risk, be in effect during the FY18 contract 
region, gender differences in a particular period. 
DCO's membership distribution. 

60. Attachment 13 Please provide a file containing projected Due to counties having populations small 
membership by each county within the state enough to potentially identify individuals 

enrolled in Medicaid, ML TC cannot 
provide that information. However, please 
see the response to Question 49. 

61 . Attachment 14 Please provided further detail around the Please see response to Question 50. 
UNMC Repricing factors applied in the rate There was no estimated adjustments 
development. What is the purpose of this because Ml TC had actual data. 
adjustment? How were the SFY14 and 
SFY15 Adiustments estimated? 

62. Attachment 14 What is the rationale for the 50/50 blending During the rate development process the 
of SFY14 and 15 claims experience? I would FY14 data is trended forward one year to 
expect greater weight would be assigned to FY15 in order to place both years of data 
the more recent data. on the same basis prior to blending. There 

were no significant reasons that led ML TC 
to believe the FY15 base data more 
accurately represents the expected 
experience for the FY18 contract period, 
thus an equal blend of FY14 and FY15 
was used when developing the final rates. 

p; '5 



63. 
Attachment 14 Please describe the process for determining ML TC reviewed historical FFS data to 

the 2.0% Utilization Trend assumed in the help inform the aggregate PMPM trend 
rate development. Any detailed analysis across all services. This aggregate PMPM 
supporting this estimate would be trend was uniformly distributed between 
appreciated. the utilization and unit cost components of 

the trend assumption. These trend 
assumptions will be refined at the more 
detailed category of service level when the 
FY18 rates are updated in the Spring of 
2017. 

64. 
Attachment 14 Please describe the process for determining See the response to Question 63. 

the Unit Cost Trend assumed in the rate 
development. Are there any known changes 
to the state fee schedule included in this 
estimate? Any detailed analysis supporting 
this estimate would be appreciated. 

65. 
Attachment 14 Please confirm that the rate development Confirmed. The FY14 base data was 

assumes the annual trends shown in this trended for 12 months in order to place 
exhibit will be compounded annually across both years of data on the same basis prior 
a 36 month period. Additionally, please to blending. The two years were then 
confirm that the annualized trends are blended together and trended from the 
EXACTLY as they appear in the exhibit (i.e. midpoint of the FY15 time period 
rounded to the nearest tenth of a percent) (12/30/2014) to the midpoint of the FY18 
and that the 36 month compounding is NOT time period (12/30/2017). The trends 
rounded in the calculation. shown during the Pre-proposal 

Conference are the exact trends used in 
the rate development. However, please 
note that trends are applied at the COA 
and COS level of detail. As such, the 
trends shown on the "COA Rate 
Development" exhibit will be the effective 
COA trends across all services. 
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66. 
RFP 97 Can the state provide the certification Ml TC will provide a databook when the 
Document document referenced in P.2.k on page 97? rates are updated in the Spring of 2017. 
P.2.k The rate development has been provided in 

Attachment 14 but the accompanying 
narrative would be helpful in better 
understanding the specific components of 
the development. 

67. RFP 101 Please provide further detail around the The UNMC supplemental payment is a 
Document P.7. supplemental payments DBPM's are per member per month amount that is 

required to "pass through" to UNMC calculated based on utilization of service 
providers. Is it the intention of this program to provided by the UNMC providers. The 
be revenue neutral to the DBPM or does intention is to be revenue neutral. The 
over/under utlization risk exist? Additionally, UNMC supplemental payment is 
what is meant by the statement "these calculated quarterly and does not impact 
payments are calculated into the captiation capitation rates. 
rate on a quarterly basis"? This would imply 
the capitation rates shown in Attachment 8 
will be modified multiole times oer vear??? 

68. RFP 112 Has the states actuary assumed a certain The dollars underlying the rate 
Document level of expected Third Party Liability development are the Medicaid paid 
R.12.a payments in their rate development and, if amounts inherent in the FFS data. As 

so, what is the projected amount? This such, Ml TC is assuming that the TPL 
question is meant to include COB dollars as recovered in the contract period will 
well. resemble the level of TPL inherent in the 

base data. 
69. 

Section IV.C.3 35 Section IV.C.3, page 35, requires that the ML TC will accept URAC for accreditation. 
Accreditation DBPM obtain Health Plan Accreditation 

through NCQA. Per our understanding of 
NCQA accreditation requirements, the 
DBPM would not qualify to apply for Health 
Plan Accreditation through NCQA. The 
DBPM could apply for NCQA Certification for 
the functions of Utilization Manaaement 
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and/or Credentialing. Additionally URAC 
offers a comprehensive Dental Benefit Plan 
Accreditation. 

Can the State please clarify the requirement 
around NCQA? Is the requirement meant to 
reference NCQA Certification in Utilization 
Management and/or Credentialing? 
Additionally, would the State consider URAC 
accreditation in lieu of NCQA certification as 
the URAC accreditation is more 
comorehensive than NCQA certification. 

70. IV.G Member 51 Describe proposed member education Ml TC confirms that requested examples 
Services and content and materials and "attach examples" are not included in the page limit. 
Education used with Medicaid or CHIP populations in 

other states. Describe innovative methods 
the DBPM has used for member education. 
Describe how the DBPM will provide 
equitable member education throughout the 
State. "Provide examples" and descriptions 
of how member education will be used to 
improve service coordination including: 

- The use of technological tools, including 
social media and mobile technology. 

p Partnership with community-based 
organizations for education and outreach. 

Please confirm requested examples are 
not included in the page limit. 

71 . RFP Dental 4 Would the state please confirm that all This formatting is acceptable to the State. 
Management attachments can be placed behind a tab for 
Document attachments behind the technical narrative? 
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72. 
RFP Dental 4 Will the State please confirm that Calibri This formatting is acceptable to the State. 
Management 11 pt. Font with 1 inch margins on all sides is 
Document acceptable for all required responses? 

73. 
RFP Dental 4 Please confirm that a 1 Opt. font is acceptable This formatting is acceptable to the State. 
Management for all tables and figures. 
Document 

74. 
Attachment 11 9 "Describe how the DBPM will assist ML TC requires the DBPM to direct 
- Proposal members to identify and gain access to members to community resources that 
Statements community resources that provide services broadly help improve health outcomes. 
and the Medicaid program does not cover." Is the 
IV.L Care State solely referring to the identification and 
Coordination access to dental resources the Medicaid 
Question 40 prooram does not cover? 

75. 
SPB RFP 41 Can the State please clarify that question #1 . Please see Addendum Four, #9. 
Revised: should be "dental health services" and not 
01/29/2016 "physical and behavioral health services"? 
page 41 Tribal Network Liaison* The Tribal Network 

Liaison is responsible for: 
1. Planning and working with Provider 
Services staff to expand and enhance 
physical and behavioral health services for 
American Indian members. 
2. Serving as the single point of contact with 
tribal entities and all DBPM staff on 
American Indian issues and concerns. 
3. Advocating for American Indian members 
with case management and member 
services staff. 

76. R. Claims 107 Does the State require the provision of EOBs ML TC does not require this but the DBPM 
Management, for all Medicaid recipients? must have a method to verify services. 
6. Paid Claims 
Samplinq, a. 
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77. R. Claims 107 Regarding the language,"The service The DBPM will submit for ML TC's 
Management, verification surveys may be conducted at any approval their proposed surveys. While 
6. Paid Claims point after a claim has been paid, but no this process may be used for credentialing 
Sampling, c. more than 45 calendar days after the date of or utilization management, the primary 

payment. This sampling may be performed purpose is to ensure the DBPM and 
by ML TC comply with Federal law regarding 
mail, telephonically, or in person (e.g., during claims payment. processing, and 
case management on-site visits)." Please verification that beneficiaries received 
provide additional detail regarding billed for services. 
expectations for conducting service 
verification surveys, i.e., what should these 
surveys contain? and is the expectation that The bidder should provide a response that 
this process is conducted as part of meets the requirements of the RFP. 
credentialina and/or UM? 

78. R. Claims 107 Regarding the language," Concurrent review Yes. 
Management, will be allowed when tied back to a 
6. Paid Claims successfully adjudicated claim." Is the 
Sampling, c. State's expecation that the plan conducts 

concurrent reviews for dental services? 
79. Attachment 11 p.2, Q18 Question 18 requests "an overview of the Please see Addendum Four. 

proposed member website, including how it 
will satisfy requirements in this RFP." The 
Scope does not mention a member website; 
will the state please provide additional detail 
regarding the requirements for a "member 
website" and "member oortal." 

80. Attachment 11 p.2, Q17 Question 17 requests written material and The DBPM must write all member 
references the "appropriate reading level" for materials in a style and reading level that 
all member materials. Please provide the will accommodate the reading skill of the 
appropriate grade reading level for the state members. In general, the writing should 
of Nebraska. be at no higher than a 6.9 grade level, as 

determined by the Flesch-Kincaid 
Readability Test. 
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81 . Attachment 12 p.1 Will the state provide additional detail Yes. Please see Addendum Four, #5. 
regarding requirements for the draft copy of 
a Member Handbook? Section IV.G; is the 
Member Handbook also called Member 
Orientation as referenced in IV.G.4.a? 

82. Covered 43 Is transportation the responsibility of the No 
Benefits member's health plan? 

83. Covered 43 Is the facility component of an emergency Yes, the DBPM will not be responsible for 
Benefits room visit the the responsibility of the outpatient or inpatient hospital claims. 

member's health plan? 

84. Covered 43 Is the facility component of dental services Yes, please see the response to Question 
Benefits performed in a hospital setting (in patient or 83. 

outpatient) the responsibility of the member's 
health plan? 

85. Provider 64 Can the state provide a file of their existing Please see Attachment 19. The 
Network provider network, including name, address spreadsheet provides the following: 
Requirements and phone numbers? Provider Number, Business Name, Title 

Code, Provider Type Code, Practice Type 
Code, Address, City, Pay to Name, Pay to 
Name Address, Pay to Name City. 

ML TC looked at paid dental claims on 
ML TC's claims history database, and 
found there were two Provider Types who 
bill on dental claims: 

• Dentists (DDS) - Provider Type 40 

• Tribal 638 Clinic - Provider Type 26 

ML TC also found two different provider 
types usually listed as the rendering 
provider: 

• Dentists (DDS) - Provider Type 40 

• Licensed Dental Hve:ienist - Provider 
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Type 42 

Furthermore, there were a small number 
of claims where the rendering provider 
was a personal care aid (Provide Type 33) 
or MD (Provider Type 01} or DO (Provider 
Type 02). ML TC did not consider them for 
this listing. 

The attached spreadsheet lists all active 
providers with a Provider Type of 40, 42, 
or26 

There can be multiple entries for the same 
provider/person if: 

• The provider has multiple Medicaid 
Provider IDs (nonnally to bill with 
multiple locations) 

• The provider has multiple NPls attached 
to a single Medicaid Provider ID 

• The provider has multiple Taxonomy 
codes attached to a single Medicaid 
Provider JD 

86. 111.F.3 10 The RFP contains a requirement for Abuse Provide all exceptions to Section Ill. 
"Insurance & Molestation Insurance as part of the Terms and Conditions under 
Coverage Commercial General Liability Insurance the "NOTES/COMMENTS" in the applicable 
Amounts bidder is to maintain. Would the State of table. 
Required" Nebraska waive this requirement? 

87. 111. F .3 10 The RFP contains a limit of $7,000,000 for See the response to Question 86. 
"Insurance Commercial Crime Coverage. Would the 
Coverage State of Nebraska accept $2,000,000? 
Amounts 
Required" 
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88. 111.F.3 10 The RFP contains a limit of $15,000,000 for See the response to Question 86. 
"Insurance Cyber Liability Coverage. Would the State of 
Coverage Nebraska accept $10,000,000? 
Amounts 
Required" 

89. 111.F .4 11 Several of the coverage limits contained in The Certificate of Insurance is not a 
"Evidence of 111.F.3 would require an adjustment to the mandatory requirement of the RFP. 
Coverage" bidder's current insurance limits which would Bidders may provide a Certificate of 

come at a cost to the bidder. Insurance in their proposal response. 

The RFP states in 111.F.4: 'The Contractor The awarded bidder must provide a 
should furnish the State, with their proposal certificate of insurance coverage after the 
response, a certificate of insurance coverage intent to award. 
complying with the above requirements " 

Is this a mandatory requirement? May the 
bidder provide a certificate of insurance 
coverage evidencing required coverage after 
the intent to award decision? 

90. IV.1.1 64 (78) Is Bidder expected to build a network of No. 
"Provider Providers on a contracted Provider 
Network Agreement or Letter of Intent basis before ML TC requires the DBPM to provide a 
Requirements" we submit our bid? description of how the bidder will build 

Or will we show in the RFP how we will build their Medicaid network if awarded. 
the Medicaid network if awarded? 

91 . Attachment 8 - Attachment 8 Is the Total Loaded Rate ($19.94} the full- These rates are only applicable for the 
Dental Rates risk price for all 5-years until December 31, SFY18 contract period. 

2022? Or is it only for Fiscal-Year 2018? 
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fY2018 Rate-Swnttiary 

All.eBand FYlSMMs Net Medical Rate NI\IL Loaded Rate 

0-l 295.534 s 1.63 9.0% s 1.80 
2-5 467,090 s 16.71 9..(1% s 18..36 

£>-1.8 l.191.822 $ 25.61 !HJ% $ 28.H 

19-24 123,094 s H.20 9.0% s 14.Sl 
25-54 494.494 $ 16.75 9.1)% s 18.40 
55-64 123,876 s 15.45 9.0% s 16..S7 

GS• 218,284 s 10.40 9.0% $ Jl,.43 

!Total 2,914,194 s 18.15 9.0% s 19.94 

92. IV.4.2 39-40 (53- May we contact the current Nebraska Dental No, that would be a violation of the RFP; 
"Key Staff 54) Director, Dr. Charles Craft? Section II. D. Communication with 
Positions" State Staff and Evaluators. 

93. IV.4.2 39-40 (53- Is Bidder expected to hire a Dental Director ML TC does not expect the DBPM to hire a 
"Key Staff 54) before the RFP is awarded? Or can we Dental Director before ML TC awards the 
Positions" identify a candidate, and upon award of the contract. Please see Section IV.D.2 of the 

contract, hire that person before go-live? RFP to find ML TC's requirements 
reoarding the hirina kev staff. 

94. IV.4.2 39-40 (53- What specifically is/was Dr. Craft's job Dr. Craft is employed by the DHHS, 
"Key Staff 54) description? Division of Public Health. He is not a 
Positions" 

Do his responsibilities require him to be 
member of ML TC's staff. 

ML TC does not have that information. present in the office M-F, 9a-5p? 

95. 11.P "Secretary 6 (20} Bidder is registered with the Secretary of The Secretary of State and the Tax 
of State/ Tax State. We cannot find anything about Commissioner do not have separate 
Commissioner" registering with the Tax Commissioner. requirements. 

What are the requirements here? 
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96. Att. 11 13, of Question 58 refers to RFP Section IV.O, Yes, ML TC confirms. 
#58 Attachment however the body of the question 
Section IV.O 11 "Describe the DBPM's method and process Please see Addendum Four, #14. 

for capturing TPL and payment information 
from its claims system. Explain how the 
DBPM will use this information". 

Seems to be referring to Section IV.R of the 
main document. Can you confirm? 

97. Att. 15 BAA Does the Business Associate Agreement The State will require the awarded 
which is contained in Attachment 15 need to contractor to sign a Business Associate 
be signed by the offerer and included in the Agreement (BAA). The bidder is not 
proposal or whether the State and the required to submit the signed BAA as part 
successful bidder sign the BAA during the of the proposal response. 
contract finalization period. 

98. Att. 11 Att. 11, p.1 Question No. 3 states: "Describe the Bidders should describe their general 
"Proposal approach the DBPM will take to ensure approach to compliance regarding the 
Statements compliance with all relevant provisions of cited regulations; however, the State did 
and Questions" Part 438 of Chapter 42 of the CFR, Title 471, not put a limitation on the depth of detail 
#3 477 and 482 NAC." There is no page limit to the bidder may provide. ' . 

the bidder's response. 
The bidder should provide a response that 

There are several hundred pages of meets the requirements of the RFP. 
regulations contained within the above cited 
sections. Bidder respectfully requests that 
the State explain if bidders are to address in 
general terms their compliance "approach" 
and how, in general, they will ensure 
compliance with Part 438 of Chapter 42 of 
the CFR, Title 471,477, and 482 NAC or 
whether the State requests a detailed 
explanation of how the bidder will "ensure 
compliance with all relevant provisions" of 
these sections. 
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99. a. Will any extensions be considered or a. See Addendum Two Revised I. Scope of the Page 1 granted to the bid deadline of Schedule of Events. Request for October 25, 2016? b. The State anticipates to go-live with this Proposal, A. b. Will any alternative effective dates program on July 1st. . Schedule of (other than July 1, 2017) be c. The contract finalization period 1s the Events considered? time allowed to negotiate terms and 
C. What activities will be completed in conditions, process a compliant Certificate 

the contract finalization period? of Insurance, Performance Bond, and 
i. What process will be used for Certificate of Good Standing .. 

this activity? i. this process will be facilitated by the 
State PurchasinQ Bureau. 

100. II Procurement Page2 a. Will any other forms of contract be No. 
Procedures, B. considered besides a fixed price 
General contract? 
Information. 

101 . II Procurement Page2 a. With respect to development of Section II, C. Customer Service on page 2 
Procedures, C. enhancements, please define what refers to Customer as the State of 
Customer the State envisions as the needed Nebraska. This requirement is an 
Service. enhancements? overarching requirement of the Contractor 

I. How will success be in relation to the State. 
defined? 

ii. How will success be 
measured? 

b. What are the customer service 
industry's best practices and 
processes? 
i. How are these determined? 

II. What measurable criteria is 
the State considerina? 

102. Ill. Terms and Page 7 a. Does the following sentence mean The State will not substitute the 
Conditions. that if the Bidder requires a contract contractor's contract for the State's 

deviation that the bidder will not be contract. The State will negotiate terms, 
considered? but not to the point that our contract does 

"The State of Nebraska will not 
not exist. 
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consider proposals that or terms for a. "The State of Nebraska will not 
those of the State of Nebraska's." consider proposals that propose the 

b. It appears that the Terms and substitution of the bidder's 

Conditions section indicates the contract, agreements, or terms for 

Bidder must accept the Terms and those of the State of Nebraska's." 

Conditions as written with no The State will not replace its terms and 
modifications. The State may then conditions for the bidder's contract, 
consider additional elements from the agreements or terms. 
Bidder but only if the Bidder agrees to 
the Terms and Conditions as stated 
first. Is this a correct interpretation? b. "Bidders are expected to closely read 

the Terms and Conditions and 
provide a binding signature of intent 
to comply with the Terms and 
Conditions; provided, however, a 
bidder may indicate any exceptions to 
the Terms and Conditions by (1) 
clearly identifying the term or 
condition by subsection, and (2) 
including an explanation for the 
bidder's inability to comply with such 
term or condition which includes a 
statement recommending terms and 
conditions the bidder would find 
acceptable." 

The bidder may either "Accept", 
"Reject" or "Reject & Provide 
Alternative within RFP Response". 
The State will negotiate Terms and 
Conditions with the awarded bidder 
during the contract finalization period. 
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103. Ill. Terms and Page 7 a. Please define and/or direct us to the 
Case law statutes 

Conditions. A. rules of contract interpretation as 
General. established in the State of Nebraska? 

104. F. Insurance Page 9 
a. What is the State turnaround time for 

Once a compliant Certificate of Insurance 
Requirements. approval? is received by the awarded bidder; the 

approval will be determined in a couple of 
business davs. 

105. L. State of 
Page 13 

a. Are there any circumstances under See the response to Question 86. 
Nebraska which this prohibition could be 
Personnel altered? For example, the expertise 
Recruitment of State employees currently 
Prohibition. engaged in delivering the Medicaid 

Dental services could be of value to 
the plan members and in the best 
interests of the members to continue 
to engage rather than lose due to the 
transition. 

106. Z. Early 
Page 17 a. Is the correct interpretation that the See the response to Question 86. 

Termination. Contractor may not terminate the 
plan before 12/31/22? For any 
reason? 

107. 8. Merger, 
Page 36 

a. Does this requirement apply to just This requirement only applies to the 
Reorganization the Contractor, or does it also apply Contractor, although ML TC expects the 
, and Change to any Subcontractors? Contractor to notify ML TC of any material 
of Ownership change that would affect members or 

providers. 
108. 2. Key Staff Page 39 

a. Does the State have existing job ML TC only provides the minimum duties 
positions descriptions for each position? and requires that hired staff are qualified. 

b. Will the State furnish those ML TC requires the DBPM to produce the 
descriptions to the Bidders? job descriptions. 
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109. Page 43 a. What are considered the prevailing Prevailing dental community standards E1a. General dental community standards? are determined by Medicaid's Rules and Provisions i. How are these determined? Regulations and the measurable cr!teria 
II. What measurable criteria is Ml TC is considering can be found 1n 

the State considering? Attachment 6 of the RFP. 
110. F. Fee-For- Page 48 

i. Is this an additional service ML TC will not make any additional 
Service (FFS}. the Contractor is to provide considerations regarding the additional 
1. DBPM FFS without regard to incremental service of paying fee-for-service claims. 
Claim additional costs to the Section IV.F.1 DBPM FFS Claim Services 
Services. Contractor? of the RFP prescribes payment. 

ii. Is there any amount included 
in the administration fee for 
the Contractor's general or 
other administrative 
expenses? 

iii. Is there any amount included 
in the administration fee for 
Contractor profit margin? 

111. I. Provider Page 64 
a. Will the state provide a list of all a. Please see Question 85. 

Network providers (including TIN, location. 
b. There are only two exceptions to the Requirements. claim volume, etc.) currently 

contracted with the State for this fee schedule. The UNMC supplemental 
Medicaid Dental program. payment, which calculated in accordance 
i. If so, when will this list be with the following link: 

provided? http://dhhs.ne.gov/medicaid/Documents/4. 
b. Are there any exception or non- 19bitem1 O.pdf 

standard payments, or fee schedules, The other exception is the encounter rate 
to providers for access or other paid to IHS facilities as determined by 
reasons? Medicare. 
i. If so, how are these amounts 

determined? 
ii. If so, under what 

circumstances are these 
exceptions allowed? 

Ill. If so, how do these amounts 
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differ from the standard fee 
schedule set by the ML TC? 

112. I. Provider Page 64 a. Will the State make any allowances a. ML TC will not make any allowances for 
Network in the Geographic Standards for 
Requirements. current gaps between the existing 

network adequacy gaps. 

4. Geographic State provider network and the b. ML TC requires the DBPM to develop a 
Standards. Geographic Standards? provider network availability plan to 

b. How does the State envision the identify such gaps and describe the 
Contractor resolving gaps between remedial action(s) that the DBPM will take 
access and Geographic Standards to address those gaps. 
when no provider exists in an area c. MLTC requires the DBPM to have an 
that meets the Geographic adequate network, as stated in the RFP, 
Standards? at the contractor start date. 

C. What is the timeframe in which a 
Contractor must meet the 
Geographic Standards when a new 
member residence is identified that is 
not within the Geographic 
Standards? 

113. I. Provider Page 68 
a. Does this requirement only apply to a. Yes, this requirement only applies to 

Network the provider network the Contractor providers who wish to provide Nebraska 
Requirements. develops for this Medicaid Dental Medicaid dental benefits. 
10. Provider program? 
Enrollment in b. When a Contractor maintains b. No provider is required to become a 
Medicaid. multiple commercial provider Nebraska Medicaid provider. However, 

networks, does this requirement the DBPM must contract with all providers 
mean the Contractor must require the DBPM intends to reimburse for 
providers in those commercial providing Medicaid dental services. 
networks to become providers to NE 
Medicaid Dental? 
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114. P.DBPM 
Page 96 

a. If there are any exception or non-
There were no adjustments related 

Reimbursemen standard payments, or fee schedules 
a. 

t. to providers for access or other 
to reimbursement other than the UNMC 

reasons, are these amounts included 
adjustment described in the response to 

in the determination of the capitation 
Question 50. 

rate? b. The Contractor should evaluate 
b. Is the intent for the Contractor to the proposed capitation rate and the 

agree to any method of determination associated actuarial assumptions and 
and/or any assumptions used in the determine if the proposed rates are 
determination of the capitation rate? feasible for the Contractor's business 

c . How often during the life of the model. 
contract will capitation rates be 

C. Capitation rates will be updated on 
updated? Annually? Semi-Annually? an annual basis and will be submitted to 
i. On what date? CMS no later than April 1st of the 
ii. How far in advance of their 

effective date/application? 
preceding contract period (i.e. the SFY19 
rates will be submitted to CMS by April 

d . If the method and/or assumptions for 1st, 2018). 
determining the capitation rate 
changes from time to time, does the d. ML TC will provide substantiation 
Contractor have the ability to approve and documentation of all aspects of the 
of these changes? Or is this element rate development methodology, however, 
"take it or leave it"? the State will look to CMS/OACT for 

approval. The Contractor should evaluate 
e. If the fee schedule for providers is the proposed capitation rate and the 

changed by the State (for any associated actuarial assumptions and 
reason), will the capitation rate be determine if the proposed rates are 
changed prior to the implementation feasible for the Contractor's business 
of the fee schedule changes? model. 

f . Have the implications of the e. Significant changes in fee 
requirements of the RFP been schedules will prompt a review of existing 
factored into the determination of the rates. To the extent that the impact is 
future capitation rates? greater than +/- 1.5%, ML TC will update 
i. In other words, if the RFP the rates prior to implementation. 

includes changes, 
enhancements, f. ML TC has developed the rates 

consistent with State oolicv. As such, 
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improvements. system utilization is assumed to only increase by 
changes and other the secular utilization trend. To the extent 
requirements that increase ML TC knows ahead of time of the rate 
utilization and/or cost implications, Ml TC does include them. 
compared to current practices 
and outcomes, have these 
components been factored 
into the determination of the 
future capitation rate? 

ii. Will such prospective 
implications be included in the 
determination? Or will the 
capitation rate always be 
"after the fact"? 

g. Is there any allowance for the 
The capitation rates do not include Contractor's costs of initial g. 

implementation included in the any additional funds for implementation 
capitation rate? costs. 

h. Is there any allowance for the h. ML TC intends to use the DBPM's 
Contractor's costs of on-going encounter data for prospective contract 
changes, enhancements, system periods. As such, any enhancements or 
changes, future implementations, system changes that are reflected in the 
etc. included in the capitation rate? encounter data will be considered in future 

rate development cvcles. 
115. U. Contract 

Page 126 
a. Is there a maximum limit to the 

a. No. 
Monitoring. amount of monetary actions, 

damages, sanctions, penalties, etc. b. No. 
that may be applied under the i. No, the 1.5% (please see 
Contract for any one item? Addendum Four) holdback constitutes the 

b. Is there an aggregate annual maximum amount available to the OBPM 
maximum on the amount of monetary to earn via the quality performance 
actions, damages, sanctions, program. 
penalties, etc. that may be applied 
under the Contract? ii. There is no maximum to liquated 
i. If so, is it limited to the 2% damages, sanctions, penalties, etc. 
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hold back? iii. That is the correct interpretation. 
ii. If not limited to the 2% 

holdback, what is the 
maximum? 

iii. If no maximum, please 
confirm that the correct 
interpretation is that there is 
no limit to the amount of 
these items that may be 
levied on the Contractor. 

116. I wanted to email you and ask about the See response to Question 69. 
NCQA Certification that is required in the 
dental RFP. Dental plans aren't eligible for 
HPA through NCQA and wanted to point that 
out. We have noticed this is a requirement in 
the RFP? I am not sure if this was just 
carried over by mistake from the Heritage 
plan reuuirements with the health plans? 

117 Quality Attachment 9 Does the performance guarantee Average ML TC does not expect the DBPM call 
Performance 
Program Speed to Answer: Calls to center to answer 100% of the calls within 

Measures- Member/Provider lines must be answered 30 seconds. ML TC does require the 

CY1 on average within 30 seconds imply the average time for the call center to answer 
call center will answer 100% of the calls a call to be within 30 seconds. ML TC 
within 30 seconds? predicates this metric on average call 

wait-times and it is not negotiable. 

Can this be negotiated to fall in-line with 
standards of 80% of calls answered in 30 
seconds? 

118 Section 111, 00 23 We would like clarification on how the Yes, it would be acceptable for the bidder 
- Proprietary State wishes for Proprietary Information to to redact the proprietary information on 
Information be marked on Original Proposal? the original RFP and provide a document 

Would it be acceptable to redact the with the applicable information. Package 

proorietarv information on the orioinal RFP, proprietary information according to 

Pa l 



then, on a separate document named Section Ill. 00 Proprietary. 
PROPRIETARY, include the information 
redacted from the original RFP, along with 
the page number and paragraph where the 
information would be included? 

119 
Section IV, F, 48 How many FFS members will there be under Remaining fee-for-service members are 
-Fee-For- the FFS arrangement? yet to be determined. 
Service (FFS) 

How will the State identify FFS members? ML TC will identify the FFS members by 
Dental Claims 
Management 

their eligibility category. 

and 
Processino 

120. 
Section IV.F Attachment Please elaborate on what is meant by See Section IV.F .1: 
FFS-Claims 11, page 16 claim brokering. What is the state 

The State is currently in the 
Management looking for specifically with Question 76 process of replacing its aged Medicaid 
and and 77? 
Processing 

Management Information System (MMIS). 
Is the state referring to claim As part of this transition, the State is 

negotiating and financial settlement with moving toward a model of contracting with 
providers? risk-bearing entities for the provision of 

services for nearly all Medicaid members 
and services. As this transition continues, 
the State will be responsible for 
processing fewer FFS claims for fewer 
members. Rather than procure a 
standalone claims processing system for 
these remaining needs, the State intends 
to enter into a services agreement with the 
DBPM for the management and 
processing of remaining FFS dental 
claims. 

In addition to the DBPM 
responsibilities outlined in this RFP, Ml TC 
will pay the DBPM an administrative 
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121 . 
Terms and 
Conditions, F 4 
Evidence of 
Coverage 

Under the Terms and Conditions, F 4 
Evidence of Coverage, it asks we provide 
a certificate of insurance, but not sure if 
we are to fax it or include in our response 
or both. If we do need to fax the form, can 
you confirm we need fax by the opening 
date of 10/25? 
F. 4. EVIDENCE OF COVERAGE 

The Contractor should furnish the 
State, with their proposal 
response, a certificate of 
insurance coverage complying 
with the above requirements to 
the attention of the Buyer at 402-
471-2089 (fax) 

Administrative Services 
State Purchasing Bureau 
1526 K Street, Suite 130 
Lincoln, NE 68508 

These certificates or the cover 
sheet must reference the RFP 
number, and the certificates must 
include the name of the 
company, policy numbers, 
effective dates, dates of 
expiration, and amounts and 

P, '5 

processing fee for each unique 
adjudicated FFS claim or adjustment on a 
monthly basis. ML TC will provide the per 
unique claim initial rate. Payment for FFS 
dental claims management services will 
be paid separately from managed care 
capitation payments. 

See the response to Question 89. 

The Certificate of Insurance does not 
need to be faxed before the opening date. 



122. Ill.FF 

"Performance 
Bond" 

19.20 

types of coverage afforded. If the 
State is damaged by the failure of 
the Contractor to maintain such 
insurance, then the Contractor 
shall be responsible for all 
reasonable costs properly 
attributable thereto. 

Notice of cancellation of any 
required insurance policy must be 
submitted to Administrative 
Services State Purchasing 
Bureau when issued and a new 
coverage binder must be 
submitted immediately to ensure 
no break in coverage. 

The RFP states: 'The Contractor will be 
required to supply a bond executed by a 
corporation authorized to contract surety in 
the State of Nebraska, payable to the State 
of Nebraska, which shall be valid for the 
life of the contract to include any renewal 
and/or extension periods." 

The contract term is 5 years and there are 
two potential 1 year extensions after the 
initial term for a potential 7 year contract. 
Bidder is unable to obtain a 5 to 7 year bond 
term but is able to obtain the bond for the 
first year which will be extended via a 
continuation certificate/annual bond form 
every year thereafter, including extensions. 

Can the State of the Nebraska please advise 
if it will accept a one year, continuous 
renewal bond? 

P; 6 

Yes, the State of Nebraska will accept a 
one year, continuous renewable bond. 



123. I refer to RFP 5427 Z1 (Medicaid Dental The recitation of the question will not 
Benefit Program). The RFP provides for contribute towards the page limitations. 
page limitations for responses. As a courtesy 
to the reader, our format includes a copy of 
the question before each of our responses. 
While some questions may be one or two 
sentences long, other questions are more 
extensive in length. We would like to confirm 
that a recitation of the question would not 
contribute towards our paoe limitations. 

This addendum will become part of the proposal and should be acknowledged with the Request for Proposal. 

P, 7 



RFP 5427 21 
Addendum Four - Additional Revisions to RFP 

# Document Section Change From: Change to: 

1 RFP IV.A.e.iii.a Two (2) DBPM Two (2) MCO networks in Cass, 
networks in Cass, Dodge, Douglas, Gage, 
Dodge, Douglas, Gage, Lancaster, Otoe, Sarpy, 
Lancaster, Otoe, Sarpy, Saunders, Seward, and 
Saunders, Seward, and Washington counties. 
Washington counties. 

2 RFP IV.A.e.iii.b Two (2) DBPM Two (2) MCO networks in Adams, 
networks in Adams, Antelope, Arthur, Banner, Blaine, 
Antelope, Arthur, Boone, Box Butte, Boyd, Brown, 
Banner, Blaine, Boone, Buffalo, Burt, Butler, Cedar, 
Box Butte, Boyd, Chase, Cherry, Cheyenne, Clay. 
Brown, Buffalo, Burt, Colfax, Cuming, Custer, Dakota, 
Butler, Cedar, Chase, Dawes, Dawson, Deuel, Dixon. 
Cherry, Cheyenne, Dundy, Fillmore, Franklin, 
Clay, Colfax. Cuming, Frontier, Furnas, Garden. 
Custer, Dakota, Dawes, Garfield, Gosper, Grant, Greeley, 
Dawson, Deuel, Dixon, Hall, Hamilton, Harlan. Hayes, 
Dundy, Fillmore, Hitchcock, Holt, Hooker, Howard, 
Franklin, Frontier, Jefferson, Johnson, Kearney, 
Furnas, Garden, Keith, Keya Paha. Kimball, Knox, 
Garfield. Gosper, Lincoln. Logan. Loup, Madison, 
Grant, Greeley, Hall, McPherson, Merrick, Morrill, 
Hamilton, Harlan, Nance, Nemaha, Nuckolls, 
Hayes. Hitchcock, Holt. Pawnee, Perkins, Phelps, Pierce, 
Hooker, Howard. Platte. Polk, Red Willow, 
Jefferson, Johnson, Richardson, Rock, Saline, Scotts 
Kearney, Keith, Keya Bluff, Sheridan, Sherman, Sioux, 
Paha, Kimball, Knox, Stanton, Thayer, Thomas, 
Lincoln, Logan, Loup, Thurston, Valley, Wayne, 
Madison, McPherson, Webster, Wheeler, and York 
Merrick, Morrill, Nance, counties. 
Nemaha, Nuckolls, 
Pawnee, Perkins, 
Phelps, Pierce, Platte, 
Polk, Red Willow, 
Richardson, Rock, 
Saline, Scotts Bluff. 
Sheridan, Sherman. 
Sioux, Stanton. Thayer. 
Thomas. Thurston, 
Valley. Wayne. 
Webster. Wheeler, and 
York counties. 

3 RFP IV.D.2; Add new section The Dental Director must be 
Table 1 licensed to practice in the State of 

Nebraska. 

4 RFP IV.G.12.c Add new section The provider may discontinue 
seeing their members as long as 
they provide their members thirty 
(30) days of emergency care 
while in transition of finding a new 
dental home. 
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5 RFP IV.G Add new section 14. Member Handbook 

a. The DBPM must develop, 
maintain, and post to the member 
portal of its website a member 
handbook in both English and 
Spanish. In addition to the 
requirements described in this 
RFP, the handbook must comply 
with the requirements in 42 CFR 
438.10. 
b. The draft member 
handbook must be submitted to 
ML TC for review and approval a 
minimum of thirty (30) calendar 
days after date of award. 
C. The DBPM must publish 
the member handbook on its 
website in the member portal. It 
must also have hard copies 
available and inform members 
how to obtain a hard copy 
member handbook if they want it. 
d. At a minimum, the DBPM 
must review and update the 
member handbook annually. The 
DBPM must submit the updated 
handbook to ML TC for review and 
approval a minimum of 45 
calendar days before it is to be 
implemented. If the DBPM wishes 
to make changes to the handbook 
more frequently than annually, the 
revised language must still be 
submitted to Ml TC a minimum of 
45 calendar days prior to 
proposed implementation. 
e. The DBPM's updated 
member handbook must be made 
available to all members on an 
annual basis, through its website. 
When there is a significant 
change in the Member Handbook, 
the DBPM must provide members 
written notice of the change a 
minimum of 30 calendar days 
before the effective date of the 
change, that they may receive a 
new hard copy if they want it, and 
the process for requesting it. 
f. At a minimum, the 
member handbook must include: 
i. A table of contents. 
ii. A general description of 
basic features of how the DBPM 
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operates and information about 
the DBPM in particular. 
iii. A description of the 
Member Services department, 
what services it can provide, and 
how member services 
representatives (MSRs) may be 
reached for assistance. The 
member handbook shall provide 
the toll-free telephone number, fax 
number, email address, and 
mailing address of the Member 
Services department as well as its 
hours of operation. 
iv. A section that stresses 
the importance of a member 
notifying Medicaid Eligibility of any 
change to its family size, mailing 
address, living arrangement, 
income, other health insurance. 
assets, or other situation that 
might affect ongoing eligibility. 
v. Member rights/protections 
and responsibilities, as specified 
in 42 CFR 438.100 and this RFP. 
vi. Appropriate and 
inappropriate behavior when 
seeing a DBPM provider. This 
section must include a statement 
that the member is responsible for 
protecting his/her ID cards and 
that misuse of the card, including 
loaning, selling. or giving it to 
another person, could result in 
loss of the member's Medicaid 
eligibility and/or legal action. 
vii. Instructions on how to 
request no-cost multi-lingual 
interpretation and translation 
services. This information must be 
included in all versions of the 
member handbook. 
viii. A description of the dental 
home selection process and the 
dental home's role as coordinator 
of services. 
ix. The member's right to 
select a different dental home 
within the DBPM network. 
x. Any restrictions on the 
member's freedom of choice of 
DBPM providers. 
xi. A description of the 
purpose of the Medicaid and 
OBPM ID cards, why both are 
necessary. and how to use them. 
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xii. The amount, duration and 
scope of benefits available to the 
member under the contract 
between the DBPM and Ml TC in 
sufficient detail to ensure that 
members understand the benefits 
for which they are eligible. 
xiii. Procedures for obtaining 
benefits, including authorization 
requirements. 
xiv. The extent to which, and 
how, members may obtain 
benefits. including from out-of
network providers. 
xv. Information about health 
education and promotion 
programs, including chronic care 
management. 
xvi. Appropriate utilization of 
services including not using the 
ED for non-emergent conditions. 
xvii. How to make, change, 
and cancel dental appointments 
and the importance of cancelling 
or rescheduling an appointment, 
rather than being a "no show·. 
xviii. Information about a 
member's right to a free second 
opinion per 42 CFR 438.206(b)(3) 
and how to obtain it. 
xix. The extent to which, and 
how, after-hours and emergency 
coverage are provided, including: 
a) What constitutes an 
emergency medical condition, 
emergency services, and post
stabilization services, as defined 
in 42 CFR 438.114(a) and 42 
CFR 422.113(c}. 
b) That prior authorization is 
not required for emergency 
services. 
c) The process and 
procedures for obtaining 
emergency services, including 
use of the 911-telephone system. 
d) That, subject to provisions 
of 42 CFR Part 438, the member 
has a right to use any hospital or 
other setting for emergency care. 
xx. The policy about referrals 
for specialty care and for other 
benefits not furnished by the 
member's dental home. 
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xxi. How to obtain emergency 
and non-emergency medical 
transportation. 
xxii. Information about the 
EPSDT program and the 
importance of children obtaining 
these services. 
xxiii. Information about 
member copayments. The 
charging of a copayment is at the 
discretion of the DBPM. If the 
DBPM chooses to ask its 
providers to charge copayments, 
this cost-sharing must be in 
compliance with 42 CFR 447.50 
through 447.57, and cannot 
exceed the amounts specified at 
471 NAC 3-008. 
xxiv. The importance of 
notifying the DBPM immediately if 
the member files a workers' 
compensation claim, has a 
pending personal injury or medical 
malpractice lawsuit. or has been 
involved in an accident of any 
kind. 
xxv. How and where to access 
any benefits that are available 
under the Medicaid State Plan 
that are not covered under the 
OBPM's contract with ML TC, 
either because the service is 
carved out or the DBPM will not 
provide the service because of a 
moral or religious objection. 
xxvi. That the member has the 
right to refuse to undergo any 
medical service, diagnosis, or 
treatment or to accept any health 
service provided by the DBPM if 
the member objects (or in the 
case of a child, if the parent or 
guardian objects) on religious 
grounds. 
xxvii. Member grievance, 
appeal, and state fair hearing 
procedures and timeframes, as 
described in 42 CFR 438.400-424 
and this RFP, as follows: 

a) For grievances and 
appeals: 
1 ). Definitions of a grievance 
and an appeal. 
2). The right to file a 
grievance or appeal. 
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3}. The requirements and 
timeframes for filing a grievance 
or appeal. 
4}. The availability of 
assistance in the filing process. 
5}. The toll-free number(s) 
the member can use to file a 
grievance or an appeal by 
telephone. 
6). The fact that, when 
requested by a member, benefits 
can continue if the member files 
an appeal within the timeframes 
specified for filing at 477 NAC 10-
001. Pursuant to the same 
regulation, the member should 
also be notified that the member 
may be required to pay the cost of 
services furnished while the 
appeal is pending, if the final 
decision is adverse to the 
member. 

b} For state fair hearing: 
1 }. Definition of a state fair 
hearing. 
2). The right to request a 
hearing. 
3). The requirements and 
timeframes for requesting a 
hearing. 
4). The availability of 
assistance to request a fair 
hearing. 
5). The rules on 
representation at a hearing. 
6). The fact that, when 
requested by a member, benefits 
can continue if the member files a 
request for a state fair hearing 
within the timeframes specified for 
filing at 4 77 NAC 10-001. 
Pursuant to the same regulation, 
the member should also be 
notified that the member may be 
required to pay the cost of 
services furnished while the 
appeal is pending, if the final 
decision is adverse to the 
member. 

xxviii. How a member may 
report suspected provider fraud 
and abuse, including but not 
limited to, the DBPM's and 
ML TC's toll-free telephone 
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number and website links created 
for this purpose. 
xxix. Any additional information 
that is available upon request, 
including but not limited to: 
a) The structure and 
operation of the DBPM. 
b) The DBPM physician 
incentive plan (42 CFR 438.6). 
c) The DBPM service 
utilization policies. 
d) How to report alleged 
marketing violations to ML TC. 
e) Reports of transactions 
between the DBPM and parties in 
interest (as defined in section 
1318{b) of the Public Health 
Service Act) provided to the State. 

xxx. A minimum of once a 
year. the DBPM must notify 
members of the option to receive 
the Member Handbook and the 
provider directory in either 
electronic or paper format. 
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6 RFP IV.G Add new section 15. Member Website 

a. The DBPM must maintain 
a website that includes a member 
portal. The member portal must 
be interactive and accessible 
using mobile devices, and have 
the capability for bi-directional 
communications (i.e., members 
can submit questions and 
comments to the DBPM and 
receive responses). 
b. The DBPM website must 
include general and up-to-date 
information about the Nebraska 
Medicaid program and the DBPM. 
All material to be included on the 
website must be submitted and 
approved by ML TC in advance of 
its intended posting. Ml TC will 
review and approve or request 
changes as quickly as practical 
but within 30 calendar days of 
receipt. 
C. The DBPM must remain 
compliant with applicable privacy 
and security requirements 
(including but not limited to 
HIPAA) when providing member 
eligibility or member identification 
information on its website. 
d. The DBPM website 
should, at a minimum, be in 
compliance with Section 508 of 
the Americans with Disabilities 
Act, and meet all standards the 
Act sets for people with visual 
impairments and disabilities that 
make usability a concern. 
e. The DBPM website must 
follow all written marketing 
guidelines included in Section IV 
G - Member Services and 
Education. 
f. Use of proprietary items 
that would require use of a 
specific browser or other interface 
is not allowed. 
g. The DBPM must provide 
the following information on its 
website, and such information 
must be easy to find, navigate 
among, and be reasonably 
understandable to all members: 

Addendum Four -Additional Revisions to RFP, pg. 8 



RFP 5427 Z1 
Addendum Four - Additional Revisions to RFP 

i. The most recent version 
of the member handbook in both 
English and Spanish. 
ii. Telephone contact 
information for the DBPM, 
including the toll free customer 
service number prominently 
displayed and a 
telecommunications device for the 
deaf (TDD) number. 
iii. A searchable list of 
network providers, with a 
designation of open or closed 
panels. This directory must be 
updated in real time, for changes 
to the DBPM network. 
iv. A link to the enrollment 
broker's website and the 
enrollment broker's toll free 
number for questions about 
enrollment. 
v. A link to the Medicaid 
Eligibility website 
(http://accessnebraska.ne.gov) for 
questions about Medicaid 
eligibility. 
vi. Information about how to 
file grievances and appeals. 
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7 RFP IV.G Add new section 16. Requirements for Member 
Materials 

a. The DBPM must comply 
with the following requirements for 
all written member materials, 
regardless of the means of 
distribution (for example, printed, 
web, advertising, and direct mail). 
b. The DBPM must write all 
member materials in a style and 
reading level that will 
accommodate the reading skill of 
DBPM members. In general, the 
writing should be at no higher 
than a 6.9 grade level, as 
determined by the Flesch-Kincaid 
Readability Test. 
c. ML TC reserves the right 
to require the DBPM to submit 
evidence that written member 
materials were tested against the 
6.9 grade reading-level standard. 
d. The DBPM must 
distribute member materials to 
each new member within 30 
calendar days of enrollment. One 
of these documents must describe 
the DBPM's website, the materials 
that the members can find on the 
website and how to obtain written 
materials if the member does not 
have access to the website. 
e. Written material must be 
available in alternative formats, 
communication modes, and in an 
appropriate manner that considers 
the special needs of those who, 
for example, have a visual, 
speech, or hearing impairment; 
physical or developmental 
disability; or, limited reading 
proficiency. 
f. All members and 
Medicaid enrollees must be 
informed that information is 
available in alternative formats 
and communication modes, and 
how to access them. These 
alternatives must be provided at 
no expense to each member. 
g. The DBPM must make its 
written information available in the 
prevalent non-English languages 
in the State. Currently, the 
prevalent non-English language in 
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the State is Spanish. The DBPM 
must make its written information 
available in any additional non
English languages identified by 
ML TC during the duration of the 
contract. 
h. All written materials must 
be clearly legible with a minimum 
font size of twelve-point, with the 
exception of member identification 
(ID) cards, or as otherwise 
approved by ML TC. 
i. The quality of materials 
used for printed materials must 
be, at a minimum, equal to the 
materials used for printed 
materials for the DBPM's 
commercial plans, if applicable. 
j. The DBPM's name. 
mailing address, (physical 
location, if different), and toll-free 
telephone number must be 
prominently displayed on all 
marketing materials, including the 
cover of all multi-page materials. 
k. All multi-page written 
member materials must notify the 
member that real-time oral 
interpretation is available for any 
language at no expense to them, 
and how to access those services. 
I. All written materials 
related to DBPM enrollment and 
dental home selection must 
advise members to verify with 
their usual providers that they are 
participating providers in the 
selected DBPM and are available 
to see the member. 
m. Marketing materials must 
be made available by the DBPM 
across the State. Materials may 
be customized for particular 
locations or populations within the 
State. 
n. All marketing activities 
must provide for equitable 
distribution of materials without 
bias toward or against any group. 
o. Marketing materials must 
accurately reflect information that 
is applicable to an average 
member of the DBPM. 
p. In all member materials, 
the DBPM must include the date 
of issue or revision. 
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q. Copies of all member 
mailings/materials (print and 
multimedia) must be provided. 

8 RFP IV.1.9 Add new section g. The DBPM must 
completely process credentialing 
applications from the provider 
within thirty (30) calendar days of 
receipt of a completed 
credentialing application. A 
completed application includes all 
necessary documentation and 
attach men ts. 

h. "Completely process" 
means that the DBPM must: 

i. Review. approve, and 
load approved providers to its 
provider files in its system and 
submit the information in the 
weekly electronic provider file to 
ML TC or ML TC's designee, or 
ii. Deny the application and 
ensure that the provider is not 
used by the DBPM. A provider 
whose application is denied must 
receive written notification of the 
decision, with a description of 
his/her/its appeal rights. 

9 RFP IV.D.2, 1. Planning and 1. Planning and working with 
Table 1 working with Provider Provider Services staff to expand 

Services staff to and enhance dental services for 
expand and enhance American Indian members. 
physical and behavioral 
health services for 
American Indian 
members. 

10 RFP IV.P.5.b b. Pursuant to b. Pursuant to Neb. Rev. 
Neb. Rev. Stat. §71- Stat. §71-831, the DBPM must 
831, the DBPM must hold back 1.5% of the aggregate 
hold back 2% of the of all income and revenue earned 
aggregate of all income by the DBPM and related parties 
and revenue earned by under the contract in a separate 
the DBPM and related account. The hold-back 
parties under the constitutes the maximum amount 
contract in a separate available to the DBPM to earn via 
account. The hold-back the quality performance program. 
constitutes the 
maximum amount 
available to the DBPM 
to earn via the quality 
performance program. 
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11 RFP IV.V.4 The DBPM must have a The DBPM must have a 
contracted provider contracted provider network in 
network in place, place, sufficient in size and 
sufficient in size and composition, to meet ML TC's 
composition, to meet access standards and the 
ML TC's access requirements of the covered 
standards and the population thirty (30) calendar 
requirements of the days prior to the contract's start 
covered population date. The DBPM should submit to 
ninety (90) calendar ML TC a network development 
days prior to the plan with its proposal. This plan 
contract's start date. must be updated upon contract 
The DBPM should award and bi-weekly until the 
submit to MLTC a contract start date. The plan must 
network development detail the DBPM's network. 
plan with its proposal. including GeoAccess reports. and 
This plan must be describe any provider network 
updated upon contract gaps and the DBPM's remediation 
award and bi-weekly plans. Additional requirements 
until the contract start regarding network adequacy are 
date. The plan must included in Section IV.I - Provider 
detail the DBPM's Network Requirements of this 
network, including RFP. 
GeoAccess reports. 
and describe any 
provider network gaps 
and the DBPM's 
remediation plans. 
Additional requirements 
regarding network 
adequacy are included 
in Section IV. I -
Provider Network 
Requirements of this 
RFP. 
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12 RFP IV.U.4.iv iv. Network iv. Network Performance 
Performance Requirement 
Requirement 

Between the date of award and 
Between the date of the contract start date, the DBPM 
award and the contract must have a contracted provider 
start date, the DBPM network in place, sufficient in size 
must have a contracted and composition to meet the 
provider network in service requirements of its 
place, sufficient in size members on the contract start 
and composition to date. The required attestation of 
meet the service network sufficiency must be 
requirements of its submitted to ML TC a minimum of 
members on the thirty (30} calendar days prior to 
contract start date. The the contract start date. ML TC may 
required attestation of assess a penalty of $1,000.00, 
network sufficiency per calendar day, for each day 
must be submitted to that the provider network is not 
ML TC a minimum of adequate to meet the service 
ninety (90) calendar needs of its members. 
days prior to the 
contract start date. 
ML TC may assess a 
penalty of $1,000.00, 
per calendar day, for 
each day that the 
provider network is not 
adequate to meet the 
service needs of its 
members. 

13 Attachment Provider Description: Description: 
12 Network List Submit list of all Submit list of all network providers 

network providers via via the 
the provider enrollment file as 
provider enrollment file described in Section 
as described in Section IV.I - Provider Network. 
IV.I - Provider Network. Due Date: 
Due Date: 30 days prior to contract start 
90 days prior to date. 
contract start date. 

14 Attachment #58 Section IV.0- Program Section IV.R - Claims 
11 Integrity Management 
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ADDENDUM FIVE 
#34 QUESTION and ANSWER 

Date: October 25, 2016 

All Bidders To: 

From: Michelle Thompson/Teresa Fleming, Buyers 
AS Materiel State Purchasing Bureau 

RE: Addendum for Request for Proposal Number 5427 Z1 
to be opened October 31, 2016 at 2:00 p.m. Central Time 

Questions and Answers 

Following are the questions submitted and answers provided for the above mentioned Request for 
Proposal. The questions and answers are to be considered as part of the Request for Proposal. It is 
the Bidder's responsibility to check the State Purchasing Bureau website for all addenda or 
amendments. 

Question RFP RFP Question State Response 
Number Section Page 

34. 
Reference Number 

Section Page6 According to the Nebraska Confirmed, though effective January 

11.P 
Secretary of State's Office, and 1, 2017, Neb. Rev. Stat. 21-20,168(4) 
Chapter 21 Section 20,168 (4) The is replaced by a materially identical 
Requirements of the Business provision found at section 202 (MBCA 
Corporation Act shall not be 14.40) of LB749 (2014). However, 
applicable to foreign or alien the contractor may be required to 
insurers, which are subject to the provide a Certificate of Authority or a 
requirements of Chapter 44. Certificate of Good Standing from the 
Please confirm that a foreign Department of Insurance. 
insurer authorized to transact the 
business of accident and health 
insurance by the Nebraska 
Department of Insurance will not be 
required to submit a Secretary of 
State certification with their bid, 
pursuant to Section 11.P of the RFP. 

This addend um will become part of the proposal and shou Id be acknowledged with the Request for 
Proposal. 

Administrative Services • 1526 K Street, Suite 130 • Lincoln, Nebraska 68508 • Phone: 402-471-6500 • Fax: 402-471-2089 
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Attachment 1-1 
Resumes of MCNA Leadership and Key Personnel for Nebraska 

Jeffrey P. Feingold, DDS, MSD 
Founder and Chief Executive Officer 

Dr. Feingold established MCNA in 1992 to address a lack of access to 
quality dental health care and services that affects many low-income 
children and adults. Under his expert guidance, the company grew from 
providing discounted dental benefit plans for individuals and groups to 
administering dental benefits for Medicaid and CHIP programs across the 
nation. Dr. Feingold continues to lead the company with his inspiring vision 
of service to those most in need of quality dental care and overseeing its 
expansion into new markets. His personal and professional experiences 
are the basis for MCNA's successful member-first philosophy, which has 
made the company into an industry leading dental benefits administrator. 

Experience 

mcnadental 
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President, Chief Executive Officer, and Chairman of the Board (1992 - Present) 
MCNA Dental Plans 

Provides leadership and oversight for all organizational units, generating a road map for organizational 
growth and continuing prosperity. Ensures all units fulfill responsibilities in providing levels of service 
that exceed the expectations of MCNA's contractual partners. 

• Responsible for the company's total program management. 
• Serves on the Board of Directors as its chair, and works with board members and other 

stakeholders to develop and implement a strategic vision. 
• Directs company's public relations activities according to strategic vision. 
• Coordinates with COO to engage in meetings with partner organizations and state and federal 

regulatory agencies. 

President, Chief Executive Officer, and Chairman of the Board (1975 - 2015) 
The Dentaland Organization 

Founded The Dentaland Organization, which owns and operates a multispecialty group of practices 
that offers general dentistry services with an emphasis on specialty care. 

• Oversaw growth of original practice to seven locations throughout Florida. 
• Managed day-to-day operations, brought on key staff members at the appropriate times, and 

provided comprehensive training so they could assume organizational leadership positions. 
• Instilled high level of work ethic within each practice location to ensure patient care met highest 

standards of quality. 
• Initiated progressive adoption of modernizing dental technology across organization to enable 

practices to increase patient comfort and satisfaction over time. 
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Resumes of MCNA Leadership and Key Personnel for Nebraska 
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Faculty Appointments and Board Memberships 

• Florida Atlantic University 
o Board of Trustees Member 
o Former Vice Chair of the Community and Governmental Relations Committee 
o Former Vice Chairman of Strategic Planning and Development Committee 

• Florida Atlantic University Foundation, Inc. 
o Former Ex-Officio Member, Foundation Board of Trustees 

• Tulane University Associates 
o Former Board and Executive Board Member 

• Columbia University Parents Council 
o Former Vice Chair 

• New York University Stern School of Business 
o Former Member, Steering Committee 

• New York University School of Dentistry 
o Former Member, Dean's Advisory Board 

• Dade County Dental Research Center 
o Former Co-Chair of Departments of Periodontology and Periodontal Prosthesis 

Education 

• Fairleigh Dickinson University Dental School, Master of Science in Dentistry in 
Periodontology 

• Fairleigh Dickinson University Dental School, Certificate in Periodontology 
• Eastman Institute for Oral Health, Internship 
• New York University College of Dentistry, Doctor of Dental Surgery 
• Tulane University, Bachelor of Arts 

Professional Licenses and Associations 

• Licensed Dentist by the State of Florida 
• Diplomate, American Board of Periodontology 
• Member, American Dental Association 
• Member, Florida Dental Association 
• Member, American Academy of Periodontology 

References 
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Resumes of MCNA Leadership and Key Personnel for Nebraska 
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Glen S. Feingold 
Executive Vice President and Chief Operating Officer 

Glen serves as the Chief Operating Officer, utilizing his extensive 
knowledge of all MCNA processes and procedures garnered during his time 
fulfilling the responsibilities of many key leadership roles within the 
company. His base of knowledge allows him to oversee all operational 
aspects of the company while at the same time effectively interfacing with 
state and federal regulators to steer MCNA's activities in order to meet 
external requirements. Glen drives MCNA forward by continually identifying 
opportunities for growth within both existing and new markets. He provides 
the motivation to MCNA's leaders to achieve goals in pursuit of that growth. 

Experience 

Executive Vice President and Chief Operating Officer (2009 - Present) 
MCNA Dental Plans 

Provides daily guidance to operational units in carrying out all aspects of business processes while 
ensuring all services to members and providers are contractually compliant and delivered in a timely 
manner. Sets organizational goals for growth. 

• Member of Executive Management Team. 
• Oversees all operational aspects of the company and provides executive approval of 

operational changes and innovations. 
• Serves as a member of the Board of Directors. 
• Represents MCNA's interests at meetings with state regulatory agencies and other state 

organizations involved in the management of Medicaid, CHIP, and Medicare dental health 
benefits. 

• Utilizes his intricate knowledge of the dental industry to lead others in support of MCNA's 
corporate mission, maintaining a commitment to provide Medicaid and CHIP populations with 
service excellence. 

• Provides Board of Directors input into MCNA's Quality Improvement Committee activities and 
discussions. 

• Responsible for MCNA's growth and development strategy, including new market expansion 
analysis. 

Director of Operations (2005 - 2008) 
MCNA Dental Plans 

Provided daily direction and management for non-clinical company operational activities. 

• Member of Quality Improvement Committee. 
• Provided oversight of the development of MCNA's enhanced auto-adjudication and claims 

processing methodology. 
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Operations Manager {2003 - 2005) 
MCNA Dental Plans 
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Worked directly with departmental leaders to develop and maintain internal policies and procedures 
guiding the non-clinical operational activities. Provided guidance to departments for process 
improvement. Provided direct oversight to the following departments: 

• Provider Relations 

• Network Development 

• Claims Management 

• Credentialing 

• Customer Service 

• Human Resources 

Education 

• University of Miami School of Business, Bachelor of Arts in Finance 

References 
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Philip H. Hunke, DDS, MSD 
Plan President 

Former President of the American Academy of Pediatric Dentistry 
{AAPD) and the Texas Academy of Pediatric Dentistry (TAPD), 
Dr. Philip Hunke, was selected by MCNA to serve as Plan President of 
MCNA Insurance Company. Dr. Hunke is a graduate of Baylor College of 
Dentistry and has unparalleled clinical experience serving the children of 
Medicaid and CHIP programs for over 37 years. He is responsible for the 
overall development and management of our Louisiana and Texas plans. 

Career Highlights 
Dr. Hunke served as the President and long-term board member of the 
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American Academy of Pediatric Dentistry, Texas Academy of Pediatric Dentistry, and the Southwestern 
Society of Pediatric Dentistry. He has been a delegate to the American Dental Association House of 
Delegates. He served as the Chief of Staff of the Dental Department at the McAllen Medical Center and 
on the Board of Directors of the Doctors Hospital at Renaissance. Dr. Hunke also serves as MCNA's 
member representative on the American Dental Association's Dental Quality Alliance. 

Experience 

Plan President (2010 - Present) 
MCNA Insurance Company - Texas and Louisiana 

Responsible for overall development and management of MCNA Insurance Company. 

• Implements the strategic goals and objectives of the organization. 
• Takes the lead for all external initiatives and stakeholder communications. 
• Oversees general business operations for the Louisiana, Texas, Iowa, and Idaho plans. 
• Serves as a corporate liaison with MCNA Dental Plans. 
• Oversees Louisiana Provider Network Recruitment and Management. 
• Develops and oversees the MCNA Dental Advisory Committee. 

Private Practice (197 4 - 2011) 
Philip H. Hunke, D.D.S, M.S.D. 

Responsible for providing quality care to patients and the daily operations of his practice. Dedicated 
volunteer time to professional dental organizations. 

• Licensed Dentist by the State of Texas. 
• Dedicated time to developing important practice guidelines such as the dental home initiative. 
• Provided oversight of the business operations of all offices including budgeting, staffing and 

equipping offices. 
• Provided oversight of office staff including paraprofessionals. 
• Provided care, treatment, and education to patients. 
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Original Partner 
Doctors Hospital at Renaissance 

Original partner and former member of various committees. Served on the Board of Governors, the 
governing committee, for the 525-bed facility with 18 operating rooms. 

• Board of Governors: 2010 - 2012 
• Capital Expenditures Committee: 2009 - 2012 
• Finance Committee: 2009 - 2012 
• Medical Executive Committee, Chief of the Dental State: 2007 - 2008 

Chief of Staff for the Dental Department ( 1975 - 2000) 
McAllen Medical Center 

Responsible for service on various hospital committees, including the medical executive committee. 
Retained hospital privileges. Held the office of Chief of Staff for several terms. 

• Provided oversight of dental provider credentialing. 
• Provided oversight of appropriate staff appointments. 

Education 

• Baylor College of Dentistry, Master of Science in Dentistry 
• Baylor College of Dentistry, Doctor of Dental Surgery 
• Southern Methodist University, Bachelor of Arts 

Key Contributions to the Dental Field 
American Academy of Pediatric Dentistry (AAPD) Clinical Guidelines 
Served as President of the American Academy of Pediatric Dentistry providing project leadership and 
contributing content for the accepted and published clinical guidelines of the AAPD. Clinical guidelines 
are science- and evidence-based recommendations designed to assist the dental provider in making 
decisions concerning direct patient care. Adherence to the guidelines increases the probability of a 
favorable practice outcome and decreases the likelihood of an unfavorable practice outcome. 

Centers for Medicare and Medicaid Services (CMS) "Children's Dental Guide" 
Served as a content contributor for "Guide to Children's Dental Care in Medicaid" published by CMS in 
2004. The guide was developed in conjunction with the American Academy of Pediatric Dentistry. The 
information in this Guide is based wherever possible on scientific evidence with appropriate citations 
provided, and on expert opinion where scientific evidence is inconclusive or not available. The Guide is 
intended to complement, supplement, and expand on policy information contained in CMS' State 
Medicaid Manual (SMM). 
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Scott Wieting, DDS 
Nebraska Dental Director 

ML TC Key Personnel Role: Dental Director 

Dr. Scott Wieting, past-President of the Nebraska Dental Association, has 
been selected to serve as MCNA's Nebraska Dental Director. He is 
currently the Nebraska Delegate to the American Dental Association, and is 
a key member of the Nebraska Dental Association Legislative Committee. 
Dr. Wieting will provide expert oversight of the administrative and utilization 
management functions of the plan and will be responsible for the oversight 
and management of MCNA's Clinical Reviewers for the State of Nebraska. 

Carec1r Hlghtights 
Dr. Wieting has been an active member of the American Dental Association and the Nebraska Dental 
Association since graduating from dental school in 1979. His commitment to leadership within the 
dental community culminated with his service as President of the Nebraska Dental Association in 2013. 
He takes an active interest in the health of his community through his service as Board Dentist for the 
Four Corners Board of Health. He is also heavily involved in service with other community 
organizations, including past service as Board Member and President of the York School Board. 

Experience 

Nebraska Dental Director (2016 - Present) 
MCNA Insurance Company 

Provides oversight and management of MCNA Insurance Company's Clinical Reviewers for the State 
of Nebraska. 

• Co-chairs MCNA's Quality Improvement Committee. 
• At a minimum, provides utilization review decisions Monday- Friday, 8 am to 5 pm. 
• Represents MCNA regarding clinical issues, utilization review, and quality of care issues. 
• Oversees compliance with applicable federal and state statutes and regulations. 
• Guides the dental service authorization process for Medicaid members. 
• Responsible for maintaining current Nebraska utilization review guidelines and criteria. 
• Assists with Nebraska provider network recruitment and management. 
• Facilitates peer-to-peer discussions between participating providers and MCNA's Clinical 

Reviewers. 

Private Practice/Owner (1979- Present) 
York Dental Arts 

Provided oversight and management of a private dental practice. 
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• Provided comprehensive dental care and preventive services for children and adolescents, 
including children with special health care needs. 

• Conducted oral health exams, which included caries risk assessments. 

• Treated patients for dental injuries. 
• Presented treatment options and informed consent with patient guardians and caregivers. 

• Provided oral health education to patients and parents. 
• Developed and implemented office policies and procedures. 
• Recruited, hired, and trained office staff. 
• Monitored patient satisfaction. 
• Practiced and enforced patient safety standards and infection control. 
• Ensured patient records were documented appropriately. 
• Monitored compliance with HIPAA guidelines and OSHA requirements. 

Education 
• University of Nebraska Medical Center College of Dentistry, Doctor of Dental Surgery 

Professional Licenses and AssociaUons 

• Licensed Dentist. Nebraska State Board of Dentistry 
• Member, Nebraska Dental Association 

o Past-President 
o Member of Legislative Committee 
o Former Vice President 

• Member, American Dental Association 
o Nebraska Delegate to ADA 

• Member, Nebraska Forensic Identification Team 
• Member, ADA Council on Member Insurance and Retirement Programs 
• Former Member, Central District Dental Society 

o Past-President 
o Former Delegate 
o Former Trustee 

References 
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Holly Portwood, DDS, MS 
Nebraska Executive Director 

ML TC Key Personnel Role: Executive Director 

Dr. Holly Portwood, a Diplomate of the American Board of Pediatric 
Dentistry, has been selected to serve as our Nebraska Executive Director. 
Dr. Portwood earned her Doctor of Dental Surgery degree from the 
University of Nebraska Medical Center College of Dentistry where she 
currently serves as an adjunct faculty member. As MCNA's Executive 
Director, Dr. Portwood will serve as our liaison with ML TC and is 
responsible for ensuring MCNA's compliance with all contract terms, 
including securing and coordinating resources necessary to meet 
contractual goals. 

Career Hi,gh!rghts 
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After earning her DDS, Dr. Portwood pursued her Master of Science degree and Certificate of Pediatric 
Dentistry from Ohio State University in partnership with Nationwide Children's Hospital. She is the 
President of the Adams County Dental Society and currently serves as Public Policy Advocate of 
Nebraska for the American Academy of Pediatric Dentistry. She is a member of the Legislative Council 
Committee for the Nebraska Dental Association and serves on the boards for Hastings Surgical Center 
and PAC2 Daycare Facility in Hastings, Nebraska. 

Experience 

Nebraska Executive Director (2016 - Present) 
MCNA Insurance Company 

Represents MCNA regarding all matters pertaining to the Contract. 

• Serves as member of MCNA's Quality Improvement Committee. 
• Ensures compliance with the terms of the Contract, including securing and coordinating the 

resources necessary for such compliance. 
• Receives and responds to all inquiries and requests made by MLTC related to the contract, in 

the time frames and formats specified by ML TC. 
• Attends regular meetings and participates in conference calls with ML TC. 
• Promptly resolves any issues related to the contract that are identified by MCNA or ML TC. 
• Attends meetings with ML TC representative(s) on a periodic or ad hoc basis to review MCNA's 

performance and resolve issues. 
• Meets with ML TC at the time and place requested by ML TC, if MLTC determines that the MCNA 

is not in compliance with the requirements of the Contract. 
• Attends Nebraska Medicaid Program Integrity meetings with MCNA's Program Integrity Officer 

and the Nebraska Dental Director to review and discuss investigations, compliance, prevention, 
and other program integrity-related activities. 
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• Participates in, and ensures other key staff members participate in, business reviews as 
requested by ML TC and ensures MCNA is prepared to participate pursuant to an ML TC
developed agenda and/or presentation template. 

Pediatric Dentist (2010 - Present) 
Pediatric Dental Specialists of Greater Nebraska 

Provided comprehensive dental care and preventive services for children and adolescents, including 
children with special health care needs. 

• Conducted oral health exams, which included caries risk assessments. 
• Treated patients for dental injuries. 
• Presented treatment options and informed consent with patient guardians and caregivers. 
• Provided oral health education to patients and parents. 
• Practiced and enforced patient safety standards and infection control. 
• Ensured patient records were documented appropriately. 

Education 

• Ohio State University College of Dentistry in partnership with Nationwide Children's 
Hospital, Master of Science in Dentistry and Certificate of Pediatric Dentistry 

• University of Nebraska Medical Center College of Dentistry, Doctor of Dental Surgery 
• Hastings College, Bachelor of Arts 

Professional Licenses and Associations 

• Licensed Dentist, Nebraska State Board of Dentistry 
• Diplomate, American Board of Pediatric Dentistry 
• Member American Dental Association 
• Member, Nebraska Dental Association 
• Member and Public Policy Advocate of Nebraska, American Academy of Pediatric Dentistry 
• Member and Legislative Council Committee, Nebraska Dental Association 
• President, Adams County Dental Society 
• Member, Hall County Dental Society 
• Member, American Academy of Pediatric Dentistry 
• Member, American Orthodontic Society 

References 
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Gary Lehn, DDS 
Nebraska Associate Dental Director 

Dr. Gary Lehn, President of the Nebraska Society of Pediatric Dentistry and 
Diplomata of the American Board of Pediatric Dentistry, has been selected 
to serve as MCNA's Associate Dental Director. Dr. Lehn will provide clinical 
oversight for MCNA's review of claims, pre-authorizations, and referrals for 
the State of Nebraska in compliance with applicable federal and state 
statutes and regulations. 

Career Highlights 
Dr. Lehn attended the University of Nebraska at Omaha and completed his 
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Doctor of Dental Surgery degree at the University of Nebraska Medical Center (UNMC) College of 
Dentistry, where he graduated with distinction. Following graduation, Dr. Lehn completed his pediatric 
dental residency at the UNMC College of Dentistry, where he was appointed chief resident and 
currently serves as an adjunct faculty member. As a member of the UNMC Quality Council, Dr. Lehn 
helped plan, implement, and monitor a Total Quality Management Program encompassing educational, 
service, research, and administrative activities in the College of Dentistry. 

Expe,rienc(~ 

Nebraska Associate Dental Director (2016 - Present) 
MCNA Insurance Company 

Responsible for clinical oversight of the review of claims, pre-authorizations, and referrals for the State 
of Nebraska in compliance with applicable federal and state statutes and regulations. 

• Applies Nebraska utilization review guidelines and criteria. 
• Participates in peer-to-peer discussions between participating providers. 
• Assists with Nebraska provider network recruitment and management. 

Pediatric Dentist (2012 - Present) 
Pediatric Dental Specialists of Greater Nebraska 

Responsible for providing comprehensive dental care and preventive services for children and 
adolescents, including children with special health care needs. 

• Conducts oral health exams, which included caries risk assessments. 

• Treats patients for dental injuries. 
• Presents treatment options and informed consent with patient guardians and caregivers. 
• Provides oral health education to patients and parents. 
• Monitors patient satisfaction. 
• Practices and enforces patient safety standards and infection control. 
• Ensures patient records were documented appropriately. 
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Education 
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• University of Nebraska Medical Center College of Dentistry, Doctor of Dental Surgery 
• University of Nebraska at Omaha, Bachelor of Science 

Professional Licenses and Associations 

• Licensed Dentist, Nebraska State Board of Dentistry 
• Diplomate, American Board of Pediatric Dentistry 
• President, Nebraska Society of Pediatric Dentistry 
• Member, American Academy of Pediatric Dentistry 
• Member, International Association of Dental Traumatology 
• Member, American Dental Association 

• Member, Nebraska Dental Association 
• Adjunct Faculty Member, Pediatric Dentistry at the University of Nebraska Medical Center 

College of Dentistry 
• Medical Team, Hastings Surgery Center 
• Medical Team, Mary Lanning Memorial HealthCare 

References 
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Carlos A. Lacasa 
Senior Vice President and General Counsel 

Carlos Lacasa is a skillful executive whose wide-ranging experience in 
business administration, corporate law, and the legislature has prepared 
him well for the challenge of managing MCNA's rapidly expanding 
operational infrastructure. In 1994, he was elected to the Florida House of 
Representatives and served as Chair of the House Appropriations 
Committee, effectively leading the state's budgeting process from 2000 to 
2002. He has 25 years of insurance and health care law experience and is 
a former Chairman of the Board of Citizens Property Insurance 
Corporation of Florida. As Senior Vice President and General Counsel of 
MCNA, Carlos is primarily responsible for corporate administration and 
legal and regulatory affairs. He currently serves as the day-to-day contact 
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for ML TC for the RFP process and once awarded, will proactively work to address ML TC's needs. 

Experience 

Senior Vice President and General Counsel (2009 - Present) 
MCNA Dental Plans 

Responsible for operations oversight for all national managed care dental plans including regulatory 
compliance, budget development, government relations, legal affairs, and Medicaid and CHIP contract 
management. 

• Member of Executive Management Team and Board of Directors. 
• Monitors and manages legal affairs of the corporation. 
• Monitors and manages agreements with state agencies. 
• Member of Quality Improvement Committee. 
• Develops and manages budgets for all operating departments. 
• Senior lead on all project implementations. 
• Provides leadership for Quality Improvement Initiatives and Cultural Diversity objectives across 

all operating departments. 

Vice President and General Counsel (2008) 
MD Medicare Choice, Inc. 

Responsible for corporate legal representation. 

• Negotiated and executed provider network and general administrative contracts. 
• Tracked and monitored state and federal compliance with Medicare-related insurance and 

health care regulations. 
• Oversaw compliance with company's reorganization plan. 
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Of Counsel (1997 - 2008) 
Ruden, McC/osky, Smith, Schuster & Russell 

Member of corporate, health care, and governmental relations practice groups. 
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• Focused on corporate finance, health care and insurance regulation, public bond finance, and 
transaction and regulatory law. 

• Performed debt restructure, real estate acquisitions and leases, and contracts. 
• Drafted employee agreements. 
• Served major banking and health care clients in multiple legal venues. 

Partner (1991 - 1997) 
Armando E. Lacasa, P.A. 

Practiced commercial litigation, corporate, and real estate law. 

Education 

• Nova Southeastern University, Juris Doctor 
• University of Miami, Bachelor of Arts in Political Science and Economics 

Achievements 

• State of Florida House of Representatives (1994 • 2002) 
o Chair - House Appropriations Committee (2000 - 2002) 

• Citizens Property Insurance Corporation 
o Chairman - Board of Governors (2011 - 2013) 
o Member - Board of Governors (2006 - 2011) 

• Florida Taxation and Budget Reform Commission (2007 - 2008} 
o Miami-Dade Expressway Authority Board (2005 - 2010) 
o Treasurer and Finance Committee Chair (2007 - 2010) 

• University of Florida, Government Relations Advisory Committee (2006 - Present) 
o Chair (2007 - 2011) 
o Audubon of Florida (2006 - 201 O) 
o Board of Governors 

References 
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Edward A. Strongin, CPA 
Chief Financial Officer 

Ml TC Key Personnel Role: Finance Manager 

Ed Strongin has more than 40 years of diversified financial 
experience. As a Florida licensed Certified Public Accountant, he served 
as MCNA's outside auditor and financial consultant for almost 20 years. 
When the opportunity came to join the MCNA organization six years ago, 
the decision and transition to full-time CFO was an easy one. During his 
tenure, Ed guided MCNA through its Texas Department of Insurance 
licensure related to capital and premium-writing requirements and 
contributed expert analysis in connection with agency capitation rate 
setting. Mr. Strong in will serve as the Finance Manager for Nebraska. He is 
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responsible for overseeing all financial related supervision of activities implemented by MCNA, 
including all audit activities, accounting systems, financial reporting, and budgeting. 

Experience 

Chief Financial Officer (2010 - Present) 
MCNA Dental Plans 

Responsible for day-to-day planning, implementing, managing and controlling company finance-related 
activities, including: direct responsibility for all accounting, financial reporting (GAAP and statutory), 
budgeting and forecasting, strategic planning, taxation, investment management, insurance coverage, 
asset control/management, participation in deal analysis, structure and negotiations, banking 
relationships, and institutional financing. 

• Member of Executive Management Team. 
• Works in tandem with the management team to ensure successful daily operations and develop 

company's ongoing strategic and financial plans. 
• Supervises Accounting, Finance, and Human Resources departments. 
• Interfaces regularly with outside auditors, actuaries, bankers, consultants, insurance agents, 

investment managers, regulators, and reinsurers. 

Managing/Administrative Shareholder (1986 - 2010) 
Pinchasik, Strongin, Muskat, Stein & Company, P.A., Certified Public Accountants 

Responsible for managing daily operations and guiding strategic growth for this South Florida "Top 25" 
firm. Co-leader of the firm's auditing practice and quality control program, offering clients a full range of 
financial reporting services, including specific dental healthcare experience serving as principal 
independent auditor / account supervisor / financial consultant for MCNA Dental, its subsidiaries and 
affiliated dental provider businesses for a twenty-year period. Oversaw preparation and issuance of 
certified audit reports for the State of Florida Office of Insurance Regulation. 
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• Auditing and Financial Accounting Services 
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o In-depth industry experience with construction contractors, health care and professional 
service organizations, real estate and retail establishments, and exempt organizations. 

• Forensic Accounting 

o Calculated and testified to damages, consulted with attorneys about financial accounting 
and tax matters, assisted attorneys in case preparation, reconstructed income, prepared 
exhibits to demonstrate various accounting and financial matters. 

• Tax and Business Planning 

o Assisted clients on sound tax and business strategies to increase cash flow and profits, 
advised non-U.S. residents and entities on tax issues, tax return preparation, and 
financing matters. 

Education and Certifications 

• University of Miami, Bachelor of Business Administration 
• Certified Public Accountant, Florida 

Achievements and Memberships 

• Florida Institute of Certified Public Accountants 
• American Institute of Certified Public Accountants 
• University of Miami 

o Former Member - UM Board of Trustees 
o Former President- UM International Alumni Association 
o Former Member- UM Citizens Board 

• University of Miami Iron Arrow Honor Society 
o Member 

• University of Miami Sports Hall of Fame 
o Past Treasurer / Executive Board Member 

• South Florida Business Journal 
o Named "Outstanding CPA in Litigation Support" 

• Miami-Dade County Health Facilities Authority 
o Current Chairman 

• The Florida Bar 
o Former Member - Citizens Forum 
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Daniel Salama, BSE 
Chief Information Officer 

MLTC Key Personnel Role: Business Continuity Planning and 
Emergency Coordinator, and Information Management and Systems 
Director 

Daniel Salama led his dedicated team of software engineers in creating 
MCNA's proprietary DentalTrac TM system. He has worked on multiple 
large-scale projects and will ensure that MCNA delivers a flawless 
implementation with outstanding results for MLTC. Daniel designed the 
Internet Service Provider infrastructure and software for 13 countries in 
Latin America while serving as the Chief Technology Officer of the publicly 
traded company, IFX Corporation. He has built telephone networks and 
Internet delivery systems around the world, and designed a software system that saved the Currency 
Exchange Commission of Venezuela billions of dollars that were being lost due to a flawed verification 
process and a lack of system controls. Daniel oversees all information systems functions at MCNA. He 
is responsible for establishing and maintaining connectivity with ML TC information systems and 
providing necessary and timely data and reports as required. Daniel is also responsible for managing 
and overseeing our Disaster Recovery and Business Continuity Plan for Nebraska, and will ensure it is 
maintained and activated appropriately during a disaster situation. 

Experience 

Chief Information Officer (2004 - Present) 
MCNA Dental Plans 

Responsible for aligning IT initiatives with business priorities. 

• Member of Executive Management Team. 
• Led migration to current centralized Information Technology (IT) architecture. 
• Develops Information System (IS) plans and programs to improve organization effectiveness. 
• Ensures ongoing integration of Information Security with business strategies. 
• Enforces mandated HIPAA directives and contract obligations. 
• Designs and carries out strategic direction of DentalTrac™, MCNA's proprietary management 

information system. 

Chief Technology Officer (1998 - 2003) 
IFX Corporation 

Responsible for a $5 million information technology budget and a staff of 40. 

• Designed and implemented a $25+ million communications network extending across Latin 
America. 

• Responsible for leading strategic technological planning to achieve business goals. 
• Developed and communicated business/technology requirements and alignment plans. 
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• Worked with executive team, staff, partners, customers, and stakeholders. 

Vice President of Information Technology (1995 - 1998) 
International Network Corporation of America 
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Responsible for providing vision and leadership in the implementation of information technology 
initiatives and development of strategic alliances with multi-national companies in order to deliver 
customer solutions. 

Director of Information Technology (1993 -1995) 
Cardiofoam Corporation 

Responsible for overseeing the streamlined operation of the IT and IS department in order to improve 
operational efficiencies by promoting labor automation. 

Robotics Engineer and Project Manager (1993) 
IBM Corporation 

Responsible for leading a six-person team developing software to run on micro-controlled mechanical 
arms to be used in the medical industry. 

Education 

• Florida Atlantic University, Bachelor of Science in Computer Engineering 
• Florida Atlantic University, Bachelor of Science in Chemical Engineering 

Certifi cations 

• CCNP, Cisco Certified Network Professional 
• CCDP, Cisco Certified Design Professional 
• CCSP, Cisco Certified Security Professional 
• 1SC2 CISSP, 1SC2 Certified Information Systems Security Professional 
• Oracle Enterprise Linux Certified Administrator 
• IAPPM CPD, IAPPM Certified Project Director 

References 
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Mayre Thompson, MHA 
Chief Compliance and Privacy Officer 

As a Program Analyst for the Bureau of Managed Care at the Florida 
Agency for Health Care Administration, Mayre Thompson monitored 
managed care plans for contract compliance and participated in 
NCQA, URAC, and AAAHC accreditation surveys. She takes a 
proactive approach to identifying potential compliance issues and is a 
member of the Health Care Compliance Association. Mayre currently 
oversees all of MCNA's regulatory compliance efforts and utilizes her 
results-oriented approach to ensure that all of ML TC's requirements are 
met. Mayre also oversees MCNA's URAC Claims Processing and Dental 
Plan Accreditation processes. 

Experience 

Chief Compliance and Privacy Officer (2009 - Present) 
MCNA Dental Plans 

Responsible for all state and federal regulatory compliance, and Medicaid and CHIP contract 
compliance. 

• Member of Executive Management Team. 
• Oversees and monitors MCNA's Compliance Program. 
• Coordinates and oversees new and ongoing audits, surveys, and reviews. 
• Objectively and independently investigates and acts on compliance issues. 
• Designs and directs internal investigations and any subsequent corrective measures with all 

departments, independent contractors, agents, and providers of health and administrative 
services to MCNA. 

• Oversees and monitors all aspects of MCNA's Fraud, Waste, and Abuse Program. 
• Responsible for reporting fraud and abuse to external regulatory agencies. 
• Establishes methods to improve MCNA's efficiency and quality of services. 
• Coordinates internal compliance review and monitoring activities. 
• Oversees MCNA's HIPAA Compliance Program. 
• Oversees MCNA's grievances and appeals functions. 

Chief Compliance Officer (2007 - 2008) 
MD MedicareChoice 

Responsible for the development and implementation of the Annual Compliance Plan. 

• Monitored and audited compliance with all applicable laws, statutes, regulations, and internal 
policies. 

• Developed a functional Compliance department. 
• Conducted compliance review of policies and procedures. 
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• Conducted training on compliance and HIPAA requirements. 
• Directed and conducted investigations into compliance issues. 
• Reported potential concerns of fraud, waste and abuse. 

Program Analyst (2006 - 2007) 
Bureau of Managed Health Care - Florida Agency for Health Care Administration 

Responsible for compliance contract monitoring. 

• Evaluated commercial and Medicaid managed care organizations for contract compliance. 
• Functioned as team leader for on-site monitoring when assigned. 
• Assisted managed care organizations with desk review and on-site contract compliance issues. 
• Conducted risk management, expansion, and renewal surveys. 
• Participated in URAC, NCQA, and AAAHC accreditation surveys. 
• Reviewed MCO's corrective action plans, policies and procedures, provider contracts, and 

credentialing. 
• Provided professional and technical assistance to the Bureau, the Agency, industry, and 

regulatory bodies. 

OPS Human Service Analyst (2005 - 2006) 
Bureau of Contract Management - Florida Agency for Health Care Administration 

Responsible for recipient Medicare Buy-In program accounts. 

• Determined recipient's eligibility for Medicare Buy-In program. 
• Conducted research to determine discrepancies between Medicare and Medicaid records. 
• Managed monthly Medicare error reports. 
• Maintained knowledge of Title 42 of the Code of Federal Regulations (CFR). 

Regulatory Specialist (2000 - 2001) 
Florida Department of Health - Division of Medical Quality 

Responsible for the Department of Health's licensure renewals. 

• Utilized problem-solving skills to resolve licensure renewal issues. 
• Researched and maintained state regulations, fees, and continuing education licensure 

requirements. 
• Conducted research regarding license renewal problems. 

Education 

• Florida A&M University, Master of Science in Health Services Administration 
• Florida A&M University, Bachelor of Science in Health Care Management 
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Shannon Boggs-Turner, JD 
Vice President of Operations 

Ml TC Key Personnel Role: Operations Manager 

Shannon is a proven executive with superb analytical skills and a wealth of 
experience in the management of both commercial and government sector 
health plans. As Medicaid Commissioner for the Commonwealth of 
Kentucky, she received CMS approval for the first Deficit Reduction Act 
Medicaid Reform Plan in the nation. Her skills in the analysis and 
implementation of state and federal regulations help to ensure that 
MCNA's operational focus in Nebraska is compliant with all ML TC 
requirements. 

Experience 

Vice President of Operations (2012 - Present) 
MCNA Insurance Company 
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Provides overall direction and guidance to the non-clinical operational activities of the company, with 
the objective of optimizing business processes, integrating all operational departments, and ensuring 
client service level agreements are met. 

• Member of Executive Management Team. 
• Provides daily oversight of non-clinical operational functions including claims processing, quality 

improvement, utilization management, provider relations, network development, case 
management, call center operations, and credentialing. 

• Represents MCNA with state regulatory agencies and organizations such as the Texas Dental 
Association, Texas Academy of Pediatric Dentistry, and Texas Academy of General Dentists. 

• Decreased Medicaid dental program costs by approximately 25% for the State of Texas through 
the implementation of managed care using evidence-based utilization management criteria. 

• Created the first comprehensive dental pay-for-quality model known as the Stellar Treatment 
and Recognition Reward (STARR) Program. 

Managing Partner (2010 - 2012) 
Consulting Strategies Team, LLC 

As a founding partner of the firm, delivered consulting services to clients in both public and private 
sector health care programs. 

• Provided full service health care consulting services including grant writing, RFP response 
preparation, client strategy development, revenue cycle management, contract negotiations, 
and project management. 

• Facilitated client understanding of the impact of the Patient Protection and Affordable Care Act. 
• Responsible for generating over $750 million in new revenue for dental services client based on 

successful RFP responses in 2011. 
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Executive Vice President (2006 - 2011) 
University Health Care, Inc., d/bla Passport Health Plan 

Provided oversight for plan operations and reported directly to the CEO and Board of Directors. 

• Oversaw all aspects of daily operations for the Medicaid and Medicare Advantage lines of 
business for the plan with annual revenues of $1 billion. 

• Implemented quality initiatives that led to the consistent national ranking of Passport as one of 
America's Top 25 Medicaid Managed Care plans by the National Committee for Quality 
Assurance (NCQA). 

• Increased the health plan reserves by nearly $50 million. 

Associate Vice President for Health Affairs (2007 - 2010) 
University of Louisville 

Provided leadership for the operation of health care services for the university and advisory assistance 
to other associated university health care facilities. 

• Helped lead the university's initiative to lower employee health care costs through the 
implementation of disease state management programs. 

• Served as health care policy advisor to the University President. 

Medicaid Commissioner (2004 - 2006) 
Commonwealth of Kentucky 

Oversaw a nearly $5 billion program with direct management of over 150 employees. 

• Received approval for the nation's first Deficit Reduction Act based Medicaid Transformation. 
• Brought in the state's first pharmacy benefits administrator, procured a new MMIS system, and 

contracted a Medicaid Administrative Agent to provide disease and case management services. 

Compliance Officer and Director of Governmental Relations and Appeals (2001 -
2004) 
Bluegrass Family Health 

Oversaw compliance program and corporate relationships with governmental regulatory agencies. 

• Responsible for all plan compliance with applicable state and federal laws and regulations. 
• Implemented all aspects of HIPAA including privacy, security, and transaction code sets. 

Education 

• University of Kentucky College of Law, Juris Doctor 
• Georgetown College, Bachelor of Arts in Political Science/Psychology 
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DeDe Davis 
Vice President of Dental Management and Quality Improvement 

DeDe is a proven executive with a diverse background in clinical and non
clinical health care operations across Medicaid, Medicare, and commercial 
lines of business. Her impressive track record demonstrates her abilities in 
designing and leading programs that result in statistically significant 
improvement in both clinical and operational outcomes within managed care 
plans. DeDe will oversee all quality assurance plan activities and ensure 
ML TC's program goals are met. 

Experience 
Vice President of Dental Management and Quality Improvement (2015 - Present) 
MCNA Dental Plans 

Operates in partnership with the Chief Dental Officer to implement and oversee MCNA's Utilization 
Management and Quality Improvement Programs. 

• Member of Executive Management Team. 
• Provides daily oversight of operational functions within the utilization management, case 

management, and quality improvement teams. 
• Represents MCNA with state external quality review organizations related to MCNA's 

performance improvement plans. 
• Enhanced MCNA's comprehensive profiling tool with a means to provide practice results against 

like specialty peer groups, monitor improvement following intervention and share best practices 
from top performers. 

• Successfully led intervention strategies for MCNA's plan in Louisiana resulting in a 3-percentage 
point increase preventive care. 

Vice President of Clinical and Medicare Operations (2011 - 2015) 
ikaSystems 

Initially lead the development of a comprehensive suite of medical and risk management cloud based 
technology products. Responsibilities expanded in the first year to include development and 
implementation of a base Medicare claims product and managing client operations and the relationship 
for one of ikaSystems' largest accounts, Blue Cross and Blue Shield of Michigan (BCBSM). 

• Led multiple development teams to build an "off the shelf" Medicare claims product, 
preconfigured to process claims exactly like fee for service Medicare. Product includes 
Medicare pricing, benefits and clinical editing rules. BCBSM went live with this product January 
1, 2012, for three pilot groups and subsequently with full membership of 260,000 lives January 
1, 2013. Key results for this implementation: 

o 94% Auto Adjudication Rate 
o 97% Financial and Procedural Accuracy 
o Achieved every Financial Goal established for ikaSystems within contract 
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• Successfully designed and drove development of robust case and disease management 
products, compliant with NCQA, URAC and CMS requirements. The products were designed to 
be best in class across the country and are fully integrated with all other ikaSystems technology. 

• Led design teams for prospective HEDIS tools and pay for performance technology that lead to 
improved Medicare STAR rating measures and a top 10 national ranking for the Medicaid 
business of ikaSystem's clients. 

Vice President of Health Plan Operations, Vice President of Provider Contracting 
and Operations, Associate Vice President of Quality Improvement and 
Operations, Director of Quality Improvement, and Manager Quality Improvement 
(1998-2011) 
AmeriHealth Mercy Family of Companies 

Successfully led Passport Health Plan, a Medicaid Managed Care Organization under contract with the 
Commonwealth of Kentucky, and Passport Advantage, a Medicare Special Needs Plan under contract 
with the Centers for Medicare and Medicaid. The plans had 170,000 lives and 9,600 lives respectively 
and accounted for a total of $850 million in revenue under management. 

• Achieved six consecutive annual Plan rankings as one of the top 25 Medicaid Health Plans in 
the Nation based upon Quality, Satisfaction and Accreditation Results. 

• Developed and implemented a robust pay for performance program resulting in statistically 
significant improvement in women and children's health outcomes. Results were recognized at 
the Gartner's 2009 Healthcare IT Summit as Best Case Study, Insurer. 

Project Management and Claims Operations (1990 - 1998) 
Anthem Blue Cross and Blue Shield 

Accountable for implementing efficiencies in all clinical and operations departments across three lines 
of business. Led Alternative Health, Inc. from a one-year to a three-year NCQA accreditation. 

Yeoman First Class ( 1986 - 1997) 
United States Navy 

Accountable for administration of the Executive Offices Naval Air Station in Corpus Christi, Texas, 
Naval Reserve Intelligence Area Twelve in Columbus, Ohio, and Combined Air Operations Command 
in Vicenza, Italy. 

Education 

• Six Sigma Green Belt 
• Indiana University Southeast, Business Administration 
• United States Naval Leadership 
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Martha Bailey 
Associate Vice President of Administration and Operations 

Martha Bailey is a goal driven, versatile, and service-focused professional, 
with extensive experience in call center operations, provider relations, and 
project management. She is known for spearheading innovative policies, 
best practices, and technologies to increase productivity and profitability. 
Martha is knowledgeable about all facets of performance management, 
technology integration, service level improvements, contract compliance, 
staff training, and process improvement. She is equipped with strong 
communication, organizational, multitasking, and interpersonal skills. 
Martha oversees all aspects of call center operations and provider 
relations at MCNA. She understands that the functions of these areas are 
the soul of our member and provider relationships. 

Experience 
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Associate Vice President of Administration and Operations (2014 - Present) 
MCNA Insurance Company 

Oversees the Administration and Operations functions of Call Center Operations. Provider Services, 
Project Management/Process Improvement, and Training and Quality Management functions as they 
relate to the operations teams for MCNA. 

• Develops and implements strategies to maximize company growth, customer satisfaction, and 
client retention. 

• Implements corporate training and leadership development protocols to continuously improve 
the quality of the MCNA leadership staff. 

• Drives collaboration with cross-functional teams to ensure timely delivery of key business 
objectives. 

• Ensures all required reports for all markets related to Provider Services and Call Center 
Operations are completed timely and accurately. 

• Develops and maintains operational teams capable of exceeding customer needs. 
• Assures contract compliance by delivering quality services and meeting all contractual, legal, 

and regulatory requirements. 
• Ensures quality performance/quality improvement indicators are established, measured and 

reported on for all assigned operations. 
• Assists in the initiation and development of new systems and strategies to streamline and 

standardize business operations. 
• Thoroughly analyzes production and quality performance, evaluating current processes, making 

necessary workflow improvements, and facilitating change. 
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Senior Director of Call Center Operations (2011 - 2014) 
MCNA Insurance Company 
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Responsible for all aspects of call center management and initiatives that impacted health plan member 
and provider operations. 

• Managed service levels and identified service opportunities, new business implementations, and 
product expansions specific to service delivery. 

• Developed, implemented, and managed programs centered on member satisfaction, training, 
and quality. 

• Initiated, designed, and implemented process improvement initiatives and analysis, department 
business development, and annual satisfaction initiatives. 

• Coordinated with business partners to diagnose and resolve issues and meet end user 
requirements. 

• Developed and monitored service level reports to ensure compliance with company metrics and 
standards. 

• Worked collaboratively with technical support to manage operational systems and ensure 
reporting and metrics were viable. 

Director of Call Center Operations (2007 - 2011) 
Health Help, LLC 

Lead management team in all aspects of contact center operations for 200+ employees spanning two 
locations handling 1.1M inbound/outbound calls and 125K faxes annually. 

• Attained 97% SLA fulfillment rate on contracts with Humana and other core accounts with key 
performance indicators for service levels as stringent as 95% within 30 seconds and 90% within 
15 seconds. 

• Guided deployment of NICE workforce optimization platform to drive key productivity gains, 
including 5% payroll and $0.30/call cost reduction. 

• Initiated and managed relationship with BPO provider to increase productivity. 

Senior Contact Center Operations Manager {2006 - 2007) 
Chase Com, L.P. 

Directed activities of inbound call center with more than 300 seats supporting Accenture contract with 
AT&T. 

Education 

• North Texas State University/Lamar University, Liberal Arts 

• Certified HIPAA Professional (CHP) 
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Oteasa Townsend-Hardy, BHSA, RN 
Director of Quality Improvement and Risk Management 

Oteasa Townsend-Hardy serves as MCNA's Director of Quality 
Improvement and Risk Management. She is responsible for the 
development and monitoring of the internal and external Quality 
Improvement {QI) programs and identifying areas for intervention. Working 
closely with the EQROs for Florida, Kentucky, and Texas, Oteasa has 
developed a strong Quality Assurance and Performance Improvement 
(QAPI) program for MCNA. 

Experience 

Director of Quality Improvement and Risk Management 
(2010 - Present) 
MCNA Dental Plans 

Responsible for the day-to-day activities of the Quality Improvement Program. 

• Assures quality compliance oversight with regulatory agencies. 
• Prepares quarterly QI reports. 
• Evaluates annual external and internal QI program. 
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• Identifies, plans, evaluates, and monitors member care and service outcomes. 
• Oversees all community outreach efforts. 
• Designs clinical and non-clinical outcome studies. 
• Participates in Quality Improvement Committee and subcommittees. 
• Recommends improvement strategies as needed. 
• Oversees MCNA's Risk Management Program. 
• Provides risk management training to all MCNA employees. 

Corporate Compliance Manager (2009 - 2010) 
HealthSpring 

Responsible for the overall operational auditing functions for the Medicare and Medicaid Managed Care 
organization. 

• Prepared departments for external audit readiness for CMS regulations, Florida Agency for 
Health Care Administration (AHCA), and Sarbanes-Oxley controls. 

• Prepared AHCA Risk Management on-site survey documentation. 
• Developed and executed OIG compliance training for new hires. 
• Maintained and reported on audit findings through the Compliance and Quality Improvement 

Committees. 

Response to RFP 5427 Z1: Medicaid Dental Benefit Program Page 33 of 60 
Prepared by MCNA Insurance Company for the Nebraska Department of Health and Human Services 



Attachment 1-1 mcnadental 
Resumes of MCNA Leadership and Key Personnel for Nebraska 

Manager of Quality Improvement, Compliance, Grievance and Appeals (2007 -
2009) 
Leon Medical Centers Health Plans by HealthSpring 

Responsible for the organization's overall operational auditing functions. 

• Conducted and presented HEDIS, CAHPS, and NCQA benchmarked quality improvement 
studies. 

• Developed and implemented quality improvement activities (data analysis and document 
fulfillment). 

• Designed and conducted plan achievement surveys and provided feedback to Quality 
Improvement Committee. 

Compliance Coordinator (2006 - 2007) 
Leon Medical Centers Health Plans 

Responsible for conducting internal audits of each operational area to test adherence to CMS 
regulations. 

• Prepared audit deficiency and compliance summaries for Quality Improvement Committee. 
• Assisted the Vice President of Health Services with quality improvement studies and initiatives. 
• Developed preliminary incident reports. 

Compliance Analyst and Administrator of Licensure (2005 - 2006) 
NationsHealth 

Responsible for external audit requests by fulfilling requests from Medicare regions. 

• Assisted Medicare Part D Compliance Manager in maintaining compliance with Medicare Part D 
Program Integrity Guidelines. 

• Attended Open Door Forums for extended knowledge of Medicare and Medicaid. 
• Maintained technical knowledge of legislation, rules and regulations governing the insurance 

industry. 

Education 

• Florida ,nternational University, Bachelor Degree in Health Services Administration 
• Agency for Health Care Administration (AHCA), Licensed Health Care Risk Manager 
• Miami-Dade College, Registered Nursing Program 
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Meghan Henkel, LPN 
Director of Utilization Management and Case Management 

Meghan has a diverse background in utilization management and case 
management, through which she has developed an innate understanding 
of the balance between meeting the dental health care needs of our 
members and the responsible utilization of services. She is a skilled 
administrator with many years of staff supervision experience and 
excellence in operational improvement. Meghan leads the Utilization 
Management and Case Management Department with dedication to 
ensuring the best possible care for our Nebraska Medicaid members. 

Experience 

Director of Utilization Management and Case Management 
(2014 - Present) 
MCNA Dental Plans 

Responsible for ensuring the delivery of high quality and cost effective medically necessary dental 
services to all members. 

• Provides oversight of MCNA's Utilization Management and Case Management programs under 
the direction of the Vice President of Dental Management and Quality Improvement. 

• Develops and implements work flow processes and monitors outcomes to ensure business 
goals are met and the department remains in compliance with all contracts. 

• Evaluates utilization of services data on a regular basis to identify trends in patterns of usage 
and monitors for over- and underutilization of services. 

• Ensures members identified as high-risk or as having special health care needs receive 
appropriate oral health assessments and dental services. 

• Assists in the education of providers and in the development of collaborative relationships with 
them. 

• Prepares and presents quarterly departmental reports for submission to individual plans, state 
programs, and internal Utilization Management and Quality Improvement committees. 

• Identifies areas of opportunity in departmental processes and works with staff to develop and 
implement performance improvement projects. 

• Conducts periodic performance measurement evaluations for all non-clinical departmental staff 
and assists with all Inter-rater Reliability audits required for clinical review staff. 

Senior Manager of Case Management (2010 - 2014) 
MCNA Dental Plans 

• Ensured compliance with policies and procedures and state and federal regulations. 
• Coordinated care for foster children and members with special health care needs. 
• Assisted members with locating providers and scheduling dental appointments. 
• Conducted follow-up with members and dental offices. 
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• Located non-profit agencies, governmental agencies, medical insurance companies, and dental 
associations to obtain care for members for non-covered services. 

• Managed pre-authorizations, referrals, and claims for all members in the case management 
program. 

Credentialing Coordinator (2009 - 201 O} 
MCNA Dental Plans 

• Credentialed individual dentists interested in joining MCNA's networks in Florida and Kentucky. 
• Managed application process for Kentucky providers applying for Medicaid numbers. 
• Managed credentialing for large dental groups in Florida. 

Billing Specialist (2007 - 2008) 
Eye Physicians of Central Florida 

• Liaison between front desk staff, billing department, and upper management. 
• Entered daily charges into data system and billed insurance companies. 

Assistant Office Manager (2003 - 2006) 
Medchoice Medical Center 

• Directed, coordinated, and managed the day-to-day operations of the medical practice. 
• Ensured that services were provided within the context of the member benefit coverage. 
• Functioned as a benefit interpretation resource for questions related to insurance coverage. 

Provider Relations Representative (2002} 
Health Care Solutions, Inc. 

• Responsible for orientation of new providers. 
• Conducted site surveys of health providers for manage care plans. 

Education 

• Miami-Dade College, Licensed Practical Nurse program 
• Miami-Dade College, Associates in Business 
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Carol Raspa 
Director of Claims Management 

Carol Raspa has an extensive background in claims processing, payment, 
and administration. She has a proven track record implementing solutions 
to improve processes and increase the accuracy and timeliness of claims 
payment. As Regional Director of Program Integrity for the Amerigroup 
Corporation, she oversaw the increase in recovery capture by 37% year 
over year. She has a wealth of experience in Medicare and Medicaid 
claims processing and uses her skills to ensure her team operates at the 
highest level of efficiency possible. 

Experience 

Director of Claims Management (2013 - Present) 
MCNA Dental Plans 
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Responsible for all aspects of claims processing while working to identify process gaps to ensure 
accurate and timely service delivery. 

• Develops quality and production standards for all classes of claims examiners to ensure 
consistent delivery of quality service. 

• Provides oversight of audit program of claims examiners and auto-adjudication processes. 
• Develops and maintains controls to ensure all claims are processed in chronological order and 

according to appropriate staff level of expertise. 
• Provides oversight for all aspects of data entry scanning and electronic imaging of paper claims. 
• Manages the reconsideration process for claims that have been previously denied. 
• Ensures efficient and appropriate controls in place to manage overpayment recovery. 
• Provides oversight of all audit activities designed to ensure the accuracy of Explanation of 

Benefits prior to posting. 

Regional Director, Program Integrity (2011 - 2013) 
Amerigroup Corporation 

Provided leadership in the identification, analysis, and recovery of overpayments for major initiatives 
and other project management activities. 

• Identified process gaps to improve overall quality of claims service delivery. 
• Reported on the results and status of major initiatives to client health plans senior leadership, 

focusing on the achievement of financial targets. 
• Increased recovery capture 37% year over year. 
• Designed and published new manual for operational processes. 
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Led staff in identifying and recovering claims overpayments for clients while maintaining high level of 
accountability for all recovery operations with senior leadership. 

• Identified claims overpayments and ensured recovery activities carried out to completion. 
• Prepared and presented recovery packages to clients to gain approval for further action. 
• Determined the recovery methodology for all approved recovery packages and set targets. 
• Reconciled refunds and reported results and variances throughout recovery process. 

Director of Claims (2002 - 2006) 
UCare Minnesota 

Held primary accountability for ensuring accurate and timely Medicare and Medicaid claims processing 
with overall responsibility for five functional areas. 

• Participated in Medicare Part D Steering and Part D Implementation committees. 
• Reduced claims processing turnaround time from 41 % over 30 days to less than 1 % over 30 

days with resultant reduction in interest payments. 
• Established production and quality standards for all functional areas. 

Director of Claims Analysis & Recovery (2000 - 2002) 
Medica Health Plans 

Led oversight of all claims analysis, overpayment identification, funds recovery, and articulation of 
process gaps back to organization to achieve resolution. 

• Designed and implemented claims analysis and recovery function four months ahead of 
schedule including infrastructure, process flows, tracking, and reporting functionality. 

• Recovered $4.5 million in the first 10 months of operation with a staff of six individuals. 

Director of Client Implementations, Operations (1993 - 1999) 
Medco Health Solutions 

Identified and documented requirements that ensured appropriate solutions to technical aspects of 
managed care, Third Party Administrator, and carrier client implementations. 

• Primary responsibility for Document Control, Claims Data Entry, and Claims Processing. 
• Participated in sale and implementation of 21 new managed care and commercial partners. 

Education 

• University of Pennsylvania, Bachelor of Arts in Psychology 
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Diana Davis 
Director of Grievances and Appeals 

Diana Davis has a wealth of experience assisting Medicaid, CHIP, 
Medicare, and commercial health insurance members with grievances and 
appeals. Her knowledge of industry regulations and URAC requirements 
makes her a valuable resource for MCNA's members. She has firsthand 
experience in preparing cases for State Fair Hearings. Diana was 
instrumental in the continued growth of the Grievance and Appeals 
Department at MCNA, and is responsible for its Florida, Kentucky, Texas, 
Louisiana, Iowa, and Idaho Medicaid grievances and appeals systems. 

Exp&rie·nce 

Director of Grievances and Appeals (2009 - Present) 
MCNA Dental Plans 

Responsible for the oversight of all grievances and appeals for all lines of business. 

• Accountable for all responsibilities pertaining to Medicaid, Medicare, and commercial grievances 
and appeals processes. 

• Responsible for implementation and supervision of grievances and appeals training materials 
and programs. 

• Responsible for daily, weekly, and monthly reports of staff productivity and overall quality in 
resolution of grievances and appeals to the Chief Dental Officer. 

• Responsible for quarterly reports to the Quality Improvement Committee. 
• Works closely with management and Compliance Department on case review results. 
• Investigates and provides verbal and written responses to Medicaid, Medicare, and commercial 

grievances and appeals, as required and in a timely manner. 
• Provides research assistance to the plan's general counsel as necessary. 

Grievances and Appeals Supervisor (2007 - 2009) 
Vista Health Plans, Inc. 

• Ensured that department activities were consistent with the established Medicaid policies and 
procedures. 

• Reviewed all cases submitted for resolution for accuracy and appropriate case handling. 
• Responsible for identification of departmental operational issues. 
• Responsible for daily, weekly, and monthly reports of staff productivity and overall quality in 

resolution of grievances and appeals to the department supervisor. 
• Investigated and responded verbally and in writing to grievances and appeals. 
• Provided research assistance to the plan's corporate legal department as necessary. 
• Developed and maintained cooperative work relationships with members, providers, regulators, 

associates, management, and other departments within the organization. 
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Grievance and Appeals Supervisor (2006 - 2007) 
Leon Medical Centers Health Plans 

• Supervised all aspects of the grievances and appeals department. 
• Responsible for implementation and supervision of training materials and programs. 

Grievance and Appeals Administrator II (1997 - 2006) 
Neighborhood Health Partnership 

• Communicated with the Department of Insurance, Agency for Health Care Administration 
(AHCA), and Health Care Financing Administration with respect to Medicaid member 
complaints, grievances, and appeals. 

• Prepared cases presented to the Florida Subscriber Assistance Panel and Administrative Law 
Judge. 

• Investigated and responded to members within regulatory time frames. 
• Assisted the Director of Compliance with grievances and appeals quality improvement 

initiatives. 
• Prepared, scheduled, and conducted grievance committee hearings. 

Collections Manager (1996 - 1997) 
Navix Radiology 

• Oversaw the daily operations of the collections department, including supervision of a staff of six 
employees and interview of candidates for planned departmental growth. 

• Prepared weekly reports regarding payment information and accounts receivable totals. 
• Worked directly with the National Reimbursement Director to ensure maximum collections. 

• Reviewed and summarized HMO, PPO, and POS contracts for CFO approval. 

Office Manager (1995 - 1996) 
South Florida Center for Digestive Diseases 

• Oversaw the daily operations of a three-office medical practice containing 12 physicians. 
• Responsible for all personnel matters including hiring and terminations, benefits, payroll and 

employee relations. 
• Served as a liaison between patients, physicians, administrators, and clients. 
• Created client presentations for introduction to physicians and management. 

References 
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Rene Canales 
Director of Network Development 

Rene Canales is an accomplished professional in all areas of Medicaid, 
CHIP, and Medicare Advantage contracting including provider relations, 
claims processing, and customer service. He uses regular, concise 
communication to connect with co.workers at all levels of the organization in 
order to ensure his network management activities align with current 
development goals. Rene demonstrates the customer service know·how to 
engage providers and keep them invested in MCNA's strategy for meeting 
the dental health care needs of Medicaid and CHIP members. 

E:.xpt~rience 

Director of Network Development (2015 - Present) 
MCNA Dental Plans 
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Guides and oversees the development and implementation of national Medicaid dental networks. 

• Responsible for the establishment and maintenance of provider networks that include general 
and pediatric dentists, as well as specialty providers, meeting the time and distance access 
requirements as set forth by Medicaid and CHIP programs. 

• Conducts market analysis for new and existing business. 
• Conducts analysis of the adequacy of current operating networks and for new business. 
• Develops and maintains strong working relationships with internal team, state regulators, and 

network dental providers. 
• Recruits non·Medicaid providers into the Medicaid Program. 
• Trains network providers with presentations about Medicaid dental policy updates and MCNA's 

policies, procedures, and operations, including cultural competency and cultural diversity 
concerns. 

Smile Brands, Inc. (2013 - 2014) 
Business Development Manager 

• Increased dental plan revenue by 10% by negotiating contracts and compensation in a seven
market territory in Texas and Oklahoma within nine months. 

• Served as single point of contact with key national accounts and regional dental carriers. 

• Coordinated SBI dental office training to maximize DHMO and PPO Plan participation, 
implement new products/fee schedules, and resolve regulatory compliance matters. 

Premier Access Insurance Co. (2011 - 2013) 
Compliance Officer 

• Responsible for all compliance activities, including mandatory regulatory filings, reports 
development, and facilitation of onsite audits resulting from regulatory changes. 
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• Developed and reviewed all internal policies to ensure compliance with applicable state and 
federal laws related to the operation of commercial and government programs {Medicaid and 
CHIP). 

• Responsible for the oversight of the quality improvement program. 

Metlife (2008 - 2010) 
Manager of Network Development 

• Managed team of provider relations representatives responsible for the network maintenance 
and growth to support sales expansion in the central region of the country. 

• Established network recruitment growth goals for 14 states. 

Safeguard Health Plans (2002 - 2008) 
Director of Business Development and Director of Provider Relations 

• Forged new relationships with large school districts, municipalities, and counties. 
• Developed marketing and sales plan for expansion in major urban areas. 
• Provided regulatory compliance oversight for Texas market. 
• Managed network team to identify specific recruiting needs to support sales growth. 

Texas Universities Health Plan (2000 - 2002) 
Director of Product Development and Compliance 

Texas Healthy Kids (1998 - 2000) 
Director of THKC and CHIP Health Plan Contracts 

Firstcare (1996 - 1998) 
Director of Regulatory Compliance 

PCA Health Plans of Texas (1994 - 1996) 
Director of Regulatory Compliance 

Texas Department of Insurance (1987 - 1994) 
Insurance Specialist 

Education 

• Southwest Texas State University, Bachelor of Science in Business Administration 
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Aldwin Gomez 
Director of Call Center Operations 

Aldwin Gomez is a dynamic, results-driven professional with widespread 
experience in Call Center Operations. He is highly skilled at developing and 
executing targeted business initiatives that enhance the member and 
provider experience and exceed performance objectives. Aldwin is a highly 
effective communicator with a proven ability to build long-term relationships 
with internal and external customers by establishing a high level of 
confidence and trust. 

Experience 

Director of Call Center Operations (2012 - Present) 
MCNA Dental Plans 
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Responsible for all aspects of call center management and initiatives that impact health plan member 
and provider operations. 

• Manages service levels and identifies service opportunities, new business implementations, and 
product expansions specific to service delivery. 

• Develops, implements, and manages programs centered on member satisfaction, training and 
quality. 

• Initiates, designs, and implements process improvement initiatives and analysis, department 
business development, and annual satisfaction initiatives. 

• Implements new business initiatives including system design, implementation, and performance 
management. 

• Coordinates with business partners to diagnose and resolve issues that will meet end user 
requirements. 

• Develops and monitors service level reports to ensure compliance with company metrics goals 
and standards. 

• Works collaboratively with technical support to manage operational systems and ensure 
reporting and metrics are viable. 

• Monitors overall employee and company performance to provide successful results. 
• Provides management and leadership to staff. 
• Motivates call center agents to achieve high performance. 
• Handles escalated concerns that fall outside the purview of floor supervisors. 
• Reviews and analyzes call stats and complaint reports to identify trends and problems that need 

addressing. 

Outreach and Recertification Manager (2006 - 2012) 
Altegra Health 

Responsible for all aspects of outbound call center initiatives for contracted health plans to deliver 
improvements in revenue cycle management. 
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• Created targeted outbound campaigns designed to educate members residing within all 50 
states on benefits and improve utilization of services 

• Led teams of supervisors, team leads, case managers, case reviewers and eligibility 
counselors. 

• Managed all aspects of the member outreach and recertification process, specifically the 
application process for Medicare Advantage Plan members to qualify them for Medicare 
Savings Programs. 

• Exceeded production and performance goals while maintaining high levels of service, quality 
control and HIPAA compliance. 

• Earned repeated commendations for production results/leadership throughout 5+ year tenure 
with Allegra Health 

Executive Cruise Consultant (2002 - 2006) 
National Leisure Group 

Inside sales position within a call center environment. 

• Harnessed strengths in relationship building, opportunity identification, goal-setting and self
motivation to exceed sales expectations. 

Customer Care Advocate ( 1999 - 2001 ) 
Ancicare PPO 

National provider of workers' compensation solutions for employers. Combined claims management 
technologies with medical cost containment services to meet the diverse needs of customers. 

• Performed outreach within a call center to patients receiving workers' compensation benefits in 
order to schedule appointments for medically needed testing. 

Education 

• Grand Canyon University, Bachelor of Science in Business Management 

References 
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Sophia Wallen 
Director of Credentialing 

Sophia Wallen is a highly motivated, results-oriented credentialing expert 
with over 20 years of leadership experience and over 15 years of 
experience working in managed care. Her vast knowledge of healthcare 
regulations and standards directly contributed to MCNA's accreditation with 
NCQA for Credentialing and Re-credentialing. She is a respected member 
of MCNA's leadership team with a proven track record for achieving 
business objectives and implementing approaches supporting operational 
excellence and high quality standards. Ms. Wallen has excelled at 
credentialing statewide networks within short implementation timeframes. 

Expedence 
Director of Credentialing (2007 - Present) 
MCNA Dental Plans 

Responsible for all provider credentialing functions for MCNA. 
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• Develops policies and procedures for credentialing dental providers, ensuring that credentialing 
policies meet regulatory guidelines. 

• Develops and maintains systems to ensure compliance with laws, rules, regulations, and 
accreditation requirements, and maintains oversight of credentialing database. 

• Provides initial and ongoing training to all credentialing staff. 
• Develops and maintains reporting systems to provide timely information to health plans and/or 

state agencies regarding compliance status with guidelines, rules/regulations and internal 
policies and procedures. Works through staff so that a systematic process for monitoring and 
reporting is timely and appropriate. 

• Maintains a working knowledge of accreditation requirements (NCQA). 
• Assures successful site visits, inclusive of mandatory requirements to protect the safety of 

MCNA members at over 40,000 access points across all lines of business. 

• Achieved a perfect score on the Plan's NCQA certification review. 
• Established peer review processes to oversee and evaluate clinical quality concerns brought 

forward to the Credentialing Committee. 
• Facilitates a multi-disciplinary workgroup, consisting of members from provider relations, 

provider contracting, and quality improvement to reduce the volume of re-credentialing 
applications not returned in a timely manner to avoid interruption in participation. 

Corporate Director of Credentialing (2006 - 2007) 
PartnerCare Health Plan, Inc. 

Responsible for the development and implementation of the Credentialing Department for a new health 
plan. 
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• Established organizational and structural measures for the department including policies and 
procedures and key performance indicators. 

• Ensured activities met state, federal, and accreditation requirements and standards. 
• Developed internal audit processes and tools to ensure compliance and accuracy of data 

included in the provider directories. 
• Partnered with Dental Director to implement and coordinate Credentialing Committee meetings. 
• Coordinated resolution of provider, contracting, and claims issues, including escalating 

providers with adverse issues to higher committees. 
• Assisted with the development of credentialing database. 
• Trained, supervised, and mentored staff. 

Director of Credentialing (2004 - 2006) 
DoctorCare, Inc. 

Responsible for the development and implementation of the Credentialing Department for a new health 
plan. 

• Established the credentialing program including the development of policies and procedures, 
credentialing application and verification processes, and development of credentialing 
committees. 

• Ensured activities met state, federal, and URAC accreditation requirements and standards. 
• Developed delegated audit processes and tools providing oversight of all delegated activities. 
• Provided reports, audits, site reviews, and data as required for committees and regulations. 
• Implemented and co-chaired the Credentialing Committee with the Chief Medical Officer. 

Prepared agendas, minutes, files, and documentation. 

Consultant (2001 - 2004) 
Total Managed Care Services, Inc. 

Provided managed care consulting services to organizations across various segments within the 
industry including provider networks, dental networks, and other managed care organizations. 
Consultation services in utilization management, program descriptions, policies and procedures, and 
operations management. 

Education 

• Miami-Dade Community College, Psychology and Computer Science 

References 
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Cynthia L. Johnson 
Senior Claims Examiner 

ML TC Key Personnel Role: Grievance System Manager 

Cynthia Johnson has worked in the Nebraska dental industry for 24 years. 
She has held a variety of positions throughout her career, ranging from 
entry level to senior staff member. Cynthia's experience dealing directly with 
patients and providers and her in-depth knowledge of MCNA processes and 
procedures has prepared her well for the role of Grievance System 
Manager in Nebraska. In this role, Cynthia will be responsible for managing 
and adjudicating member grievances, appeals, and requests for fair 
hearings. She will also manage and adjudicate provider grievances and 
appeals. 

Expe.rrencH 

Senior Claims Examiner (2013 - Present) 
Claims Examiner (2009 - 2013) 
MCNA Insurance Company 
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Responsible for examining and adjudicating claims. Assists junior claims examiners with process and 
procedural questions. 

• Audits all paper and electronic claims for accuracy. 

• Verifies member eligibility with appropriate resources as necessary. 
• Assists call center with inquiries on the status of claims. 

• Maintains thorough documentation and confidentiality. 
• Fosters positive interactions and relationships with all internal departments and cultivates 

positive working relationships with external contacts. 

• Performs other assigned duties and completes special projects on an ad hoc basis. 
• Works with the Dental Director to handle issues and ensure proper payment of claims. 

• Assists with timely review of claims payment and audits. 

Hygiene Coordinator and Patient Administrator (1992 - 2009) 
Private Dental Practice 

Held several key positions at private dental practices. 

• Scheduled and confirmed patient appointments. 
• Handled patient complaints related to customer service, billing disputes, and dissatisfaction with 

quality of care or service. 

• Organized/filed patient dental records. 
• Completed routine recall activities using Eaglesoft software. 

• Assisted patients with establishment of billing and financial arrangements. 
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• Billed insurance carriers for services rendered. 
• Completed collections activities using Dentrix software. 
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• Sterilized instruments according to health and safety guidelines and regulations. 
• Completed exam room setup and cleanup. 

Medical Receptionist and Scheduling Coordinator (1988 - 1992) 
Park Health Center 

Responsible for coordinating the patient experience. 

• Scheduled and confirmed appointments. 
• Greeted patients and gathered information required for patient records. 
• Verified patient eligibility with appropriate health plan. 
• Served as first point of contact for patient issues. Escalated complex issues to office manager. 
• Conducted recall activities. 

Medical Cfaim Processor (1985 - 1986) 
Physicians Health Plan (PHP) 

Processed PHP/Share pharmacy claims within contract, state and federal guidelines. 

Education 

• University of Minnesota, Dental Hygiene 
• Mankato State University, Nursing 

References 
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Sherri O'Brien 
Claims/Explanation of Benefits Supervisor 
MLTC Key Personnel Role: Provider Services Manager and Member 
Services Manager 

Sherri O'Brien brings over 17 years of management and Nebraska dental 
experience to her roles of Provider Services Manager and Member Services 
Manager. As the Provider Services Manager, Sherri oversees the Provider 
Relations Department in Nebraska and is responsible for the development 
and implementation of the policies, procedures, processes, and staff 
activities that allow MCNA to meet its state and federal requirements and 
plan accreditation standards. As the Member Services Manager, she is 
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responsible for coordinating communications between MCNA and Nebraska Medicaid members. Sherri 
ensures that there is a sufficient number of Member Services Representatives able to offer culturally 
and linguistically appropriate services, enabling members to receive prompt resolution for their 
problems or questions and receive appropriate education about participation in the Nebraska Medicaid 
Dental Benefits Program. 

Experience 

Explanation of Benefits (EOB) Supervisor (2013 - Present) 
Claims Examiner - Team Lead (2012 - 2013) 
Claims Examiner (2009 - 2012) 
MCNA Insurance Company 

Responsible for the supervision of the Claims Department Explanation of Benefits (EOB) staff. 

• Ensures staff is fully maximized and level loaded across all plans and associated E0Bs. 
• Monitors and drives claims analysis and recovery processes to achieve financial goals and 

objectives. 
• Monitors staff performance against production and quality goals, provides coaching as 

necessary. 
• Provides notification and feedback about systems issues requiring remediation to the Director of 

Claims. 
• Identifies trends and escalates issues to appropriate level of management to ensure resolution. 
• Develops strategies to alleviate all identified production barriers, as appropriate. 

Office Manager ( 1999 - 2009) 
Private Dental Practice 

Responsible for all aspects of operations for multiple private dental practices. 

• Managed staff, including hiring, supervision, employee development, and discipline. 
• Created a positive and productive work environment to attract and retain the best staff. 

Response to RFP 5427 21: Medicaid Dental Benefit Program Page 53 of 60 
Prepared by MCNA Insurance Company for the Nebraska Department of Health and Human Services 



Attachment 1-1 
Resumes of MCNA Leadership and Key Personnel for Nebraska 

• Provided excellent service to patients. 
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• Reviewed the operation, researching processes, recommending, and implementing 
improvements based upon approval. 

• Assured practice compliance with federal and state regulations. 
• Worked in partnership with the ownership to assure the efficiency of the practice. 
• Assured that appropriate coverage is maintained. 

Customer Service Representative (1998 - 1999) 
Ameritas Life Insurance 

Customer service representative supporting providers, members, and employers calling with questions 
about their benefits. 

• Processed dental claims. 
• Performed second review of claims before payment, as necessary. 
• Assisted members with claim submission and claim status retrieval using the Ameritas web 

application. 
• Completed provider search for members requesting assistance. 
• Updated dental and vision benefits, as necessary. 

Education 

• Central Community College, Accounting 

References 
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Vonnie Schaeffer 
Claims Manager 

MLTC Key Personnel Role: Claims Administrator 

Vonnie Schaeffer has over 20 years of experience in all aspects of health 
plan operations. As MCNA's Claims Administrator in Nebraska, Vonnie is 
responsible for developing, implementing, and administering a 
comprehensive Medicaid Managed Care claims processing system for the 
Nebraska plan. She is responsible for hiring, developing, and training 
Claims Department team members and allocating appropriate resources to 
ensure claims are processed in compliance with contract, state, and federal 
requirements. She ensures all Claims Department team members are fully 
maximized to meet processing timelines, productivity, and quality standards. She works closely with the 
Director of Claims to develop cost avoidance processes, minimize claims recoupments and meet ML TC 
encounter reporting requirements. Vonnie's solid background in operations allowed her to help shape 
the evolution of MCNA's claims processing automation. Her understanding of MCNA's total claims 
management system, as well as her lifelong knowledge of the Nebraska geography and culture, 
positions her well to assist with our Nebraska implementation. 

Experience. 

Claims Manager (2012 - Present) 
MCNA Insurance Company 

Responsible for managing all aspects of the Claims Department. Develops and executes strategies to 
improve productivity, quality, and customer service. 

• Manages departmental staffing levels to sustain service and quality objectives. 
• Monitors team performance and attendance, and initiates progressive disciplinary actions and 

performance improvement plans when appropriate. 
• Identifies trends, handles escalated and complex issues, and ensures resolution and follow up. 
• Maintains knowledge of current plans and effectively applies this knowledge in the payment of 

claims and in providing assistance. 
• Alerts senior management when inventory levels are increasing or when timeliness is lagging. 
• Provides recommendations for workflow and inventory reduction. 
• Works on projects and new processes as requested by senior management. 
• Fosters an environment that values courtesy and respect for all team members. 
• Adheres to all contract, corporate, and departmental policies and procedures. 
• Prepares and presents detailed performance reports to senior leadership. 
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Recruited as Claims Examiner and promoted to Supervisor within one year. Responsible for coaching, 
counseling, and training a staff of claims examiners and support staff in accordance with company 
policies, state and federal guidelines, and applicable labor laws. 

• Performed internal quality audits. 
• Developed and maintained department training materials. 
• Facilitated departmental training. 
• Performed pre-payment claims review and post-payment claims audits. 
• Assured compliance with contractual, state, and federal requirements and regulations. 
• Assisted claims staff with questions and escalated issues. 
• Shared best practices to improve team productivity and quality. 

Transcriptionist Report Auditor (2007 - 2009) 
Private Secretary, Inc. 

Reviewed, audited, and corrected medical transcripts for VA Hospitals. 

• Transferred all completed documents to the appropriate hospitals and physicians. 
• Revised reports and resent medical records as needed. 
• Served as a subject matter expert for troubleshooting issues. 
• Provided exceptional customer service. 
• Managed multiple priorities and consistently met deadlines. 

Medical Stop-Loss Underwriter (1997 - 2001) 
American Insurance Managers, Inc. 

Used actuarial information submitted from the company to determine proper medical, dental, and 
prescription drug insurance rates for company employees. 

• Provided detailed knowledge of hospital charges, transplant costs, and the latest procedures in 
the industry. 

• Trained client users, installed software, built interfaces, and converted data. 
• Supported decision-making process for areas of operations associated with installation of new 

software. 
• Served as liaison for internal and external stakeholders. 

Presentation Specialist ( 1995 - 1997) 
The TPA 

Served as a client file preparation specialist for a Third-Party Administrator. 
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• Acquired census, medical history, and other information from employers who were looking for 
insurance coverage for their employees. 

• Prepared benefit package details for prospective Medical Stop-Loss Underwriters to bid on TPA 
contracts. 

• Collected bid responses and prepared a final procurement package for presentation to the 
client. 

Senior Dental Claims Examiner ( 1986 - 1991 ) 
Ameritas Insurance Company 

Processed claims, investigated third-party liability, and ensured proper coordination of benefits. 

• Processed patient dental claims based on company dental plan and schedule of benefits. 
• Worked directly with in-house dental clinicians to review medical necessity issues. 

Education 
• Waverly High School, Waverly, Nebraska, High School Diploma 

References 
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Jeanette Logan 
Client Services Senior Manager 

ML TC Key Personnel Role: Encounter Data Quality Coordinator 

Jeanette Logan has over 14 years of experience working as an IT Business 
Analyst. She is an astute business leader and problem solver with a diverse 
background in healthcare service delivery, information technology, project 
management, and customer service in highly competitive industries. 
Jeanette uses creativity and innovation to attain strategic results while 
maintaining the integrity of corporate policies and procedures. In her role as 
the Encounter Data Quality Coordinator for Nebraska, she is responsible for 
organizing and coordinating services and communication between MCNA's 
administration and ML TC for the purpose of identifying, monitoring, and resolving encounter data 
validation and management issues. 

Expnrience: 

Client Services Senior Manager (2016 - Present) 
Lead IT Business Analyst (2013 - 2016) 
MCNA Dental Plans 

Responsible for oversight of multiple business units within MCNA's Client Services/IT Department 
including Business Analysts, Reporting Analysts, EDI Specialists, and Enrollment Specialists. 

• Recruits, hires, and trains business units within Client Services/IT Department. 
• Develops and implements processes and procedures to ensure business units are efficient and 

producing desired results. 
• Monitors performance of business units and provides coaching, counseling, and disciplinary 

action as needed. 

• Conducts monthly one-on-one meetings and annual performance reviews. 
• Identifies processes that are inefficient and creates/changes processes that will lead to 

measurable gains in data quality and report processing time. 
• Coordinates special reporting projects as required. 
• Works with department heads to develop reports required by State partners and for internal 

monitoring. 
• Develops and supports Electronic Data Interchange (EDI) processes and utilities, including 

testing, implementing and maintaining EDI transactions. 

• Handles communications with State partners for EDI transaction set-up and ongoing 
maintenance and support. 

• Oversees enrollment processes to ensure member data is accurate and works with State 
partners to correct eligibility discrepancies. 
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Global Application Development/IT Functional Business Analyst (2009 - 2013) 
Global Application Support/IT Business Analyst (2007 - 2009) 
IT Project Manager/Business Requirements Analyst (2004- 2007) 
Region Supervisor (2001 - 2004) 
Kinetic Concepts, INC. (KC/) 

Served in multiple roles with progressive responsibility. Provided functional support for KCI Global 
document management system and application support for KCI Custom applications, as well as Oracle 
11iand R12. 

• Assessed, defined, and developed business needs, business process flows and diagrams. 
Gathered and prioritized user functional requirements and documented system processes to 
ensure all gaps were appropriately mitigated and resolved. 

• Served as the change management focal point. Identified tasks and interrelationships needed to 
evaluate cross-functional requirements. Develop and document test plans and developed and 
implemented Training Departments on new system changes. 

• Researched, benchmarked and supported business application-related initiatives and provided 
ongoing guidance to clients to ensure ease of transition and use. 

• Traveled to all geographically located end users within the United States, Budapest, Hungary, 
and others as needed. 

• Ensured all operational and training materials for new and emerging systems and technologies 
were developed, designed, tested and taught to end users. 

• Managed frequently asked questions, changes and transitions to the newly designed or updated 
software and systems related to customer applications used for placement and billing of durable 
medical equipment. 

• Worked closely with other teams and individuals to identify gaps, develop the appropriate fix, 
and to communicate and implement change as needed. 

• Identified business requirements for systems enhancements for Patient Financial Services 
Department. 

Office Manager ( 1998 - 2002) 
Comprehensive Benefits Service 

Benefits Coordinator (1997 -1999) 
E.G. Hendrix Company 

Customer Service Representative (1996 - 1997) 
Prudential Health Care 
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United States Navy 
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Completed service with an Honorable Discharge and served in positions that included Police Officer. 
Shift Supervisor, Team Leader, and Radio Equipment Operator. 

Education 

• Concordia University, Master in Business Administration 
• Concordia University, Bachelor of Business Administration 

References 
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plJrac 
Certificate of Full Accreditation 

i.< awa1·ded to 

MCNA Insurance Company 
4400 N.W. Loop 410, Suite 250 

San Antonio, TX 78229 

fol' compliance wil/1 

Dental Plan Accreditation Program 

pw·.<uant to the 

Dental Plan, Version 7.2 

Efjeclivef>'Otll ihe /1,fonday "'of Decemlnir ,~f 2011 I llnrngl, I he Friday m c~/ DP.c:1m,h1,,· 

o.f 20l7 

William Vandervennct 

Chief Operating Officer 
Susan De.Marino 

Vice President of Accreditation Services 

Certificate N111nber: DPL003879 - 3666 

ACCREDITED 
T!UA(: <11:r:ri,1lit11tion is 11,,iy,wcl to the orga11i;,:(l/ir1>1 arid 

odclrP.S, 11n11retl i11 11,i.~ c:ert(fia,te mid is 11011,·0114e1·al,/e 10 

s11hcoic1rnc:1m·s 111· ol/wr qf.liliat«d e11/ilies 1101 acc,·cdiled hy 

URA(:. 

UUAC <wG1·r.,r/it<1ticm i, ,ubjr.,r:/ fo t/1e re1n·esrmlcil ioic.~ 

c:1J11/11i1wtl i11 I h1, rn·ym1i;,:u/ i<m 's <.1pz.,liea1 ioufm· accredilalio11. 

URAC nwM he cu/i.oised ofa11y c/11111ges made qffe,· the 

grn,11 i11g o.f accredit al io,1. Fcdlun1. lo ,·epo,·t cliange.< ca,1 

a/Teet cccc,-editat io11 stcclus. 

Thi.~ ce,·t(f'icccle i.~ !he />>'Ope,·ty of URAC and slrn/1 hr 1·c1w·1wd 

upon 1·eque.<I. 



-;l)rac 
Certificate of Full Accreditation 

is CIW(ll'ded to 

Managed Care of North America, Inc. d/b/a MCNA Dental 
Plans, Inc. 

200 W. Cypress Creek Road, Suite 500 

Fort Lauderdale, FL 33309 

for c:omp/iwree with 

Dental Plan Accreditation Program 

/llll'olHllll II.I I l,e 

Dental Plan, Version 7.2 

Effective from the .'Hondc1y "1 of December of 2014 through the Frie/Cly'·" qf})1!c:<m1b1<1· 

uf20,7 

Willian, Va1,de1·ve1111el 

Chief Operating Officer 
Susan De:Vlarino 

Vice President of Accreditation Service~ 

Ccrlificalc Kurnl>e,r: llPl.003880 • :.\648 

ACCREDITED 
UR.1C acc:r·eclitation is Clssiyned tu the orym1iwtim1 w,d 

C1<idrcss nwnecl in this certificute anti i~ 111.11 1n111s/r.ral,le to 
subcontrncturs or other uffiliotecl ('ntities ,ui/ ni:cr,.!ditr.d /i.tJ 

URAC. 

URAC uccrec/itntion is s11bject to tlrn r1,p1·esP.11/al ions 

containecl in the org(lniwticm's <1pp/ir:ali011.fill· acc,·cditation. 
URAC 11111st be aclvisi,c/ <!fwiy dw11y1!.~ 111ade afk,· the 
yronti11y ti/ 11c:creclilcl/io11. Failrll'P. lo 1·ep01·t changes ca11 

qf.fi,<:t <1r:cn!dito1 iu11 .~lat 11s. 

1his certific:me i:; tlw prope1·1 yo/ URAC cmd shall be ,·ell1n1cd 

11p<J1• re.quest. 
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-;.~rac 
Certificate of Full Accreditation 

is awc11·ded to 

Managed Care of North America, Inc. d/b/a MCNA Dental 
Plans, Inc. 

200 W. Cypress Creek Road, Suite 500 

Fort Lauderdale, FL 33309 

.f<H· coH1plia11ce wit It 

Claims Processing Accreditation Program 

pw·s1w11t to the 

Claims Processing, Version 3.0 

Ji,ffectivefrom the Wed11esc/oy .r.<r ofOctobe,· of 2014 thro11gh the Stm<loy '·'' 1~f'Or.111he1r 
11(2017 

William Vandervennet 
Chief Operating Officer 

~usan DeMarino 
Vice President of Accrt-ditation Scr"iccs 

ACCREDITED 
URAC accreditation is assig11ed to the ol'ganiwtion on<i 

add,·ess nwned in this cert(ficatC' ancl is nut tl'c111sferoli/e to 

.subcontractors or other cif.filiatecl e11tities not 1,c:cr1,dited hy 

URAC. 

URAC c1cc1·ediwtio11 is subject to the l'eprese11trrtio11s 
conwined in the orgc111izario11's opp/iwthm.fi.11· <H:ae1rlitatio11. 

URAC must be odvised cifany dHmge, 111r11/e 11j/1ir lhe 

granting o/oc'.c1·1,c/itr1ticm. Failure to rc11ort d1tmq11s cc111 
C1jlc,1:t occn:ditcrtiun ,;10111,;. 

1'/iis certificate i, the property of U~AC w11/ slra/1 he ,.e1w·,1ed 
upon re<111est. 
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NCQA 
eosuring quality. 

Improving health core. 

National Committee for Quality Assurance 
has awarded 

Managed Care of North America, Inc. dlb/a MCNA 
Dental Plans, Inc. 

CHAIR, BOARD OF DIRECTORS 

NCQA Certification in 

Credentialing and 
Recredentialing 

'.1°~ . ·231/13·( $.. /#U.5~ ! " 6;!1804·~ &~ 

in the area of Credentialing and Recredentialing. 

CHAIR, REVIEW OVERSIGHT COMMITTEE 

Au~ust 5. 2015 August 5, 2017 

DATE GRANTED EXPIRATION DATE 
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Job Descriptions for Key Staff Positions in Nebraska 

Business Continuity Planning and Emergency Coordinator 

Purpose of Position 
The Business Continuity Planning and Emergency Coordinator develops, maintains, and implements business 
continuity and disaster recovery strategies and solutions, including risk assessments, business impact analyses, 
strategy selection, and documentation of business continuity and disaster recovery procedures for MCNA's 
operations in Nebraska. Plans, conducts, and debriefs regular mock-disaster exercises to test the adequacy of 
existing plans and strategies. Updates procedures and plans regularly. Acts as a coordinator for continuity efforts 
after a disruption event. 

Reports To 
This position reports directly to the Chief Executive Officer. 

Work Performed 
• Manages and oversees MCNA's emergency management plan in coordination with MCNA's Chief 

Information Officer. 
• Ensures continuity of benefits and services for members who may experience evacuation to other areas 

of the state or out of state during disasters. 
• Tests documented disaster recovery strategies and plans. 
• Reports a summary of testing activities to the Board of Directors. 
• Conducts and oversees contingency plan integration and operations. 
• Analyzes data to identify trends, patterns, or warnings that indicate threats to the security of people, 

assets, information, or infrastructure. 
o Assesses risks to business operations. 
o Analyzes business or financial data. 

• Establishes, maintains, and tests "call trees" to ensure appropriate communication during disaster. 
• Ensures all MCNA staff and subcontractors are trained on MCNA's Disaster Recovery and Business 

Continuity Plan. 

Minimum Qualifications 
• Bachelor's degree required, MBA preferred. 
• Five or more years of experience building and executing disaster recovery and business continuity plans. 
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Claims Administrator 

Purpose of Position 
In coordination with MCNA's Claims Director, the Claims Administrator is responsible for developing, 
implementing, and administering a comprehensive Nebraska Medicaid Managed Care claims processing system 
capable of paying claims in accordance with state and federal requirements and the terms of the contract. 
Responsible for handling escalated claims and issues. 

Reports To 
This position reports directly to the Nebraska Operations Manager. 

Responsibilities 
• Develops cost avoidance processes. 
• Meets claims processing timelines. 
• Ensures minimization of claims recoupments. 
• Meets ML TC encounter reporting requirements. 
• Processes highly complex claims. 
• Handles escalated claims and issues. 
• Alerts senior management when inventory levels are increasing or when timeliness is lagging. 
• Provides recommendations for workflow and inventory reduction. 
• Assists examiners by responding to questions and providing explanation of claims policies. 
• Works on projects and new processes as requested by senior management. 
• Fosters an environment that values courtesy and respect for all team members. 
• Adheres to all corporate and departmental policies and procedures. 
• Other duties as assigned. 

Minimum Qualifications 
• High School Diploma or equivalent required. 
• Associates degree preferred. 
• Dental Coding experience, knowledge of CDT codes preferred. 
• A minimum of two years of dental claims processing experience preferred. 
• Experience in a managed care or dental organization preferred. 

Knowledge and Skills 
• Ability to read, analyze, and interpret state and federal laws, rules, and regulations. 
• Ability to work well both independently and with others. 
• Strong interpersonal skills. 
• Excellent written and oral communication. 
• Ability to maintain confidentiality. 
• Ability to operate standard office equipment including, but not limited to, computers. fax machines, and 

copiers. 
• Superior organizational, analytical, and problem-solving skills required. 
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In coordination with MCNA's Chief Compliance Officer, the Contract Compliance Coordinator is responsible for 
planning, directing, and coordinating activities to ensure MCNA remains compliant with the Nebraska contract. 

Reports To 
This position reports to the Chief Compliance Officer and the Nebraska Executive Director. 

Work Performed 
• Coordinates the preparation and execution of contract requirements. 

• Coordinates the tracking and submission of all contract deliverables. 
• Answers inquiries from Ml TC. 
• Coordinates and performs random and periodic audits and ad hoc visits. 
• Maintains documentation of compliance activities, such as complaints received or investigation outcomes. 

• Conducts or directs the internal investigation of compliance issues. 
• Identifies compliance issues that require follow up or investigation. 
• Provides employee training on compliance-related topics, policies, or procedures. 
• Verifies that all company and regulatory policies and procedures have been documented, implemented, 

and communicated. 

Minimum Qualifications 
• Bachelor's degree or equivalent work experience required. 
• Five or more years of experience in healthcare contract management preferred. 
• Experience conducting audits, preparing reports, and participating in committees preferred. 
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The Nebraska Dental Director is a State of Nebraska licensed dentist. This position is appointed by the Board of 
Directors and is responsible for providing oversight and direction to the Quality Improvement Committee and the 
Utilization Management Program and Committee, as well as other MCNA committees and programs as deemed 
necessary for the operation of the plan, including the Grievances and Appeals and the Credentialing committees. 
The Nebraska Dental Director is available Monday - Friday, between 8 am and 5 pm, CST, for Utilization Review 
decisions. Authorized and empowered to represent MCNA regarding clinical issues, utilization review, and quality 
of care inquiries. Responsible for the oversight and management of MCNA's Clinical Reviewers for the State of 
Nebraska. as well as the implementation of policies and procedures and monitoring the dental care delivery 
system. 

Reports To 
This position reports to MCNA's Chief Dental Officer and the Nebraska Plan President. 

Responsibilities 
• Responsible for the development, implementation, maintenance, and ongoing monitoring of the Quality 

Improvement Program, policies, procedures, and committee. Participates in the Quality Improvement 
Committee (QIC} and all clinically focused Performance Improvement Projects. Serves as co-chairman of 
the QIC. 

• Responsible for the clinical oversight of the Utilization Management Program, policies, procedures, and 
committee. Performs annual review and approval of the Medical Necessity Criteria and staff clinical 
decision tools. 

• Oversees and performs periodic evaluations of all Dental Clinical Reviewers as directed by corporate 
policies and procedures to ensure appropriate clinical decision making. 

• Maintains a working knowledge of applicable federal and state regulations. 
• Ensures all dental management activities are performed in accordance with applicable licensing, 

regulatory, and accreditation standards and requirements. 
• Responsible for making the final decision to deny any service authorization requests or to authorize a 

service in an amount, duration, or scope that is less than requested. 
• Participates in Nebraska Medicaid Program Integrity meetings to review and discuss investigations, 

compliance, prevention, and other program integrity-related activities. 
• Other required duties and responsibilities as deemed necessary and appropriate for the plan. 

Minimum Qualifications 
• A current, unrestricted Nebraska dental license required. 
• Ten or more years of clinical practice required. 
• Five or more years of dental management responsibility preferred. 
• Extensive knowledge of managed care companies and healthcare regulations required . 
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The Encounter Data Quality Coordinator is responsible for organizing and coordinating services and 
communication between MCNA administration and ML TC for the purpose of identifying, monitoring, and resolving 
encounter data validation and management issues. · 

Reports To 
This position reports directly to the Chief Information Officer. 

Work Performed 
• Serves as MCNA's encounter expert to answer questions, provide recommendations, and participate in 

problem solving and decision making related to encounter data processing and submissions. 
• Analyzes activities related to the processing of encounter data and data validation studies to enhance 

accuracy and output. 
• Supports interfaces between business systems. 
• Acts as a technical contact for external trading partners on encounter-related issues, questions, and 

activities. 
• Identifies problems with encounter processes and works with other technical and/or business resources 

as necessary to troubleshoot application problems. 
• Oversees day-to-day encounter processes to identify and address problems as they arise and to track 

levels of activity in order to compile and track metrics for senior management. 
• Works with business analysts and other IT team members to define requirements for applications 

supporting MCNA. 
• Provides technical support to less experienced staff as needed. 

Minimum Qualifications 
• Bachelor's degree in Computer Science, Management Information Systems, or related field preferred. 
• In lieu of a degree, an equivalent combination of education or equivalent work experience required. 
• A minimum of three years of experience with EDI and data translation tools required. 
• Experience with SOL and relational databases, or experience with multi-tiered client-server and web

based applications preferred. 
• Knowledge of HIPM transactions. 
• Demonstrated ability to accurately interpret computer-issued error messages and take appropriate action. 
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Executive Director 

Purpose of Position 
The Executive Director of the Nebraska plan provides leadership for the development and alignment of all MCNA 
activities in the Nebraska market. The Executive Director is a key member of the MCNA executive management 
team. Authorized and empowered to represent MCNA regarding all matters pertaining to the Nebraska contract. 
Acts as the liaison between MCNA and MLTC. 

Reports To 
This position reports directly to the Nebraska Plan President. 

Responsibilities 
• Ensures compliance with the terms of the contract, including securing and coordinating the resources 

necessary for such compliance. 
• Receives and responds to all inquiries and requests made by MLTC related to the contract, in the time 

frames and formats specified by MLTC. 
• Attends regular meetings and participates in conference calls with ML TC. 
• Promptly resolves any issues related to the contract that are identified by MCNA or ML TC. 
• Attends meetings with MLTC representatives on a periodic or ad hoc basis to review MCNA's 

pertormance and resolve issues. 
• Meets with Ml TC at the time and place requested, if Ml TC determines that MCNA is not in compliance 

with the requirements of the contract. 
• Attends Nebraska Medicaid Program Integrity meetings with MCNA's Program Integrity Officer and the 

Nebraska Dental Director to review and discuss investigations, compliance, prevention, and other 
program integrity-related activities. 

• Participates in, and ensures other key staff members participate in, business reviews as requested by 
MLTC, and ensures MCNA is prepared to participate pursuant to an ML TC-developed agenda and/or 
presentation template. 

Minimum Qualifications 
• Bachelor's Degree required. 
• In lieu of degree, six or more years of relevant experience required. 
• Extensive experience and expertise working with the populations served by the Medicaid Program 

required. 
• Outstanding presentation and communication skills. 
• Strong commitment to the professional development of staff with a successful track record of recruiting 

and retaining a diverse team. 
• Knowledge of leadership and management principles as they relate to managed care. 
• Knowledge of current community challenges and opportunities relating to the mission of the Nebraska 

Medicaid Dental Benefits Program. 
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Finance Manager 

Purpose of Position 
The Finance Manager will have direct responsibility for oversight of all financial related activities, including audit 
activities, accounting systems, financial reporting, and budgeting for the company's Nebraska plan. 

Reports To 
This position reports directly to the Chief Financial Officer and the Chief Executive Officer. 

Responsibilities 
• Oversees all of MCNA's financial-related activities, including audit activities, accounting systems, financial 

reporting, and budgeting. 
• Provides leadership in the development of short and long-term strategic financial objectives. 
• Evaluates and advises on the impact of long range planning, introduction of new programs/ strategies and 

regulatory action. 
• Provides executive management with advice on the financial implications of business activities. 
• Provides the Management Team with an accurate operating budget. Works with the team to ensure 

budget success through cost analysis support. 
• Works with the Management Team on the strategic vision including fostering and cultivating stakeholder 

relationships. 
• Trains the Accounting Department and other staff on raising awareness and knowledge of financial 

management matters. 

Minimum Qualifications 
• A Bachelor's degree in Accounting or Finance required, preferably accompanied by Certified Public 

Accountant license. 
• A minimum of 3 years of experience in an accounting managerial capacity required. 
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Grievance System Manager 

Purpose of Position 
The Grievance System Manager oversees the system for managing and resolving member grievances, appeals, 
and requests for a fair hearing, and provider grievances and appeals for the State of Nebraska. Ensures that 
these issues are resolved in compliance with mandatory guidelines as established by state and federal regulatory 
agencies and accrediting organizations standards, and in accordance with the policies and procedures of MCNA's 
Grievances and Appeals Department. 

Reports To 
This position reports to the Director of Grievances and Appeals and the Nebraska Provider and Member Services 
Manager. 

Responsibilities 
• Researches and resolves member complaints, grievances, and appeals, as well as provider appeals 

involving provision of service and benefit coverage issues, ensuring compliance with the policies and 
procedures of MCNA's Grievances and Appeals Department. 

• Contacts members and providers to gather information, communicates disposition of case, and 
documents interactions. 

• Maintains grievances and appeals case files within the Grievance and Appeals module. 
• Communicates with members, providers, and contracted health plans verbally or in writing. 
• Prepares written summaries and resolution letters using clear and grammatically correct language for 

members and providers, which include a summary of member grievance or appeal and steps taken to 
resolve the issue. 

• Prepares files for appeals to regulatory agencies. 
• Communicates with ML TC to ensure a requested Medicaid Fair Hearing occurs according to contract 

requirements. 
• Maintains current knowledge about all regulatory requirements as they apply to grievance and appeal 

processes. 
• Maintains the confidentiality of all sensitive documents, records, discussions, and other information 

generated in connection with any grievance or appeal, and makes no disclosures of such information 
except to persons authorized to receive it in the conduct of business 

• Participates in quality improvement activities. 
• Participates in grievances and appeals orientation for new employees. 
• Collaborates with internal departments such as Member Services, Provider Relations, and Utilization 

Management during the grievance and appeal processes. 
• Oversees the maintenance of grievance and appeal logs and files. 
• Other duties as assigned. 

Minimum Qualifications 
• High School Diploma or equivalent required. 
• Bachelor's degree or equivalent combination of college credits and work experience preferred. 
• Three to five years of related experience that includes customer service in a managed care environment, 

medical office, or health insurance organization desired. 

Response to RFP 5427 Z1: Medicaid Dental Benefit Program 
Prepared by MCNA Insurance Company for the Nebraska Department of Health and Human Services 

Page 8 of 15 



Attachment 11-1 
Job Descriptions for Key Staff Positions in Nebraska 

mcnadental 
'-/ 

Information Management and Systems Director 

Purpose of Position 
The Information Management and Systems Director is responsible for technological direction within MCNA as it 
relates to the contract with ML TC. Responsible for proposing budgets for programs and projects, overseeing the 
purchase and upgrade of software and hardware, supervising the Information Technology {IT) Department, and 
presiding over all IT-related projects. Serves as a member of the senior management team for MCNA. 
participates in all strategic planning processes, and shares responsibility for providing leadership in the 
achievement of its established goals. 

Reports To 
This position reports directly to the Chief Executive Officer. 

Responsibilities 
• Establishes and maintains connectivity with ML TC information systems. 
• Provides all necessary data reports to ML TC in a timely manner. 
• Supervises information system and communications network. 
• Designs, establishes, and maintains a network infrastructure for local and wide area connectivity and 

remote access. 
• Consults with administration, department managers, and external representatives to exchange 

information, present new approaches, and to discuss equipment/system changes. 
• Participates as key decision maker in vendor contract negotiations for all new computer equipment and 

software purchased for MCNA. 
• Manages the day-to-day operations of the IT Department including the direction of staff that support 

administrative computing, networking, user services, telecommunications, and other IT functions. 
• Assesses and anticipates technology projects and recommends the appropriate action to be taken and 

resources to be utilized. 
• Establishes and directs strategic and tactical goats, policies, and procedures for the IT Department. 
• Proposes hardware and software solutions to accomplish MCNA's business objectives. 
• Identifies user needs and resolves problems. 

Minimum Qualifications 
• Bachelor's degree in Engineering, Computer Science, or other related field of study required. 
• Seven or more years of experience in information systems, data processing, and data reporting required . 
• Seven or more years of experience as Chief Information/Technology Officer in large organizations, with 

related accomplishments in oversight of information systems, data processing, and data reporting 
preferred. 
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The Member Services Manager is responsible for coordinating communications between MCNA and Nebraska 
Medicaid members. Manages the Member Services staff and ensures a sufficient number of Member Services 
Representatives are available. including sufficient culturally and linguistically appropriate services, to enable 
members to receive prompt resolution for problems or questions and appropriate education about participation in 
the Nebraska Medicaid Dental Benefits Program. Provides leadership and guidance to Member Services staff by 
promoting teamwork. professionalism, and outstanding service. 

Reports To 
This position reports directly to the Nebraska Operations Manager. 

Work Performed 
• Responsible for departmental results, identifying performance trends, and managing performance to 

ensure optimal quality and achievement of performance targets. 
• Provides guidance in the hiring, training, and coaching of employees to deliver efficient. quality responses 

to members. 
• Develops. coaches, and motivates Member Services staff to maximize performance, embrace change, 

and recommend improvement opportunities. 
• Provides efficient and effective service by working with call center managers to staff the appropriate 

number of employees for business hours, operational activities, call volumes, and new business. 
• Builds and maintains effective relationships, ensures call center representatives are fully informed of all 

new information related to procedures and client needs, and serves as the escalation point with clients 
when necessary. 

• Works with call center Quality Assurance team to identify needs and arrange regular training and skill 
enhancement programs. 

• Works with senior management to develop business objectives for the call center. 
• Monitors calls, appraises performance, resolves departmental issues. maintains policies and procedures, 

and prepares and approves all necessary reports 
• Other duties as assigned. 

Minimum Qualifications 
• High School Diploma or equivalent required. 
• Associates Degree or equivalent work experience preferred. 
• Minimum of five years of Call Center/Contact Center management experience required . 
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Operations Manager 

Purpose of Position 
The Nebraska Operations Manager is responsible for managing the day-to-day operations of all MCNA 
departments, staff, and functions to ensure that performance measures and ML TC and federal requirements are 
met. Serves as the primary point of contact with ML TC for all operational issues. 

Reports To 
This position reports directly to the Nebraska Plan President. 

Work Performed 
• Oversees daily operations of all MCNA functional areas. 
• Responsible for overseeing the recruiting, hiring, training, and supervision of all staff. 
• Monitors and evaluates staff performance based on quality and productivity measures. 
• Establishes performance standards, identifies areas for improved quality and efficiency, and implements 

and manages change. 
• Coordinates resources to establish effective processes for triage, routing, and escalation of issues 

between various MCNA departments including Claims, Grievances and Appeals, Provider Relations, 
Utilization Management. Special Investigations Unit, and Case Management. 

• Ensures successful tracking and resolution of escalated issues, complicated customer issues, and 
grievances and appeals received through various channels. 

• Oversees all reporting functions and analyzes departmental reports to ensure the successful function of 
all operational areas. 

• Manages disaster recovery and contingency plans for all departments, including emergency 
preparedness for extreme events, as well as loss of operations at all corporate and regional locations. 

• Other duties as assigned. 

Minimum Qualifications 
• Bachelor's degree or equivalent work experience required. 
• Ten or more years of experience in management of day-to-day operations required . 
• Dental managed care experience required. 
• Experience working with Medicaid and CHIP programs preferred. 
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Performance and Quality Improvement Coordinator 

Purpose of Position 
The Performance and Quality Improvement Coordinator is responsible for managing clinical improvement 
initiatives for MCNA members in Nebraska. Ensures regulatory compliance and promotes improved health care 
outcomes. 

Reports To 
This position reports to the Vice President of Dental Management and Quality Improvement and the Nebraska 
Operations Manager. 

Responsi bi I ities 
• Serves as ML TC's primary contact for quality performance measures. 
• Focuses organizational efforts on the improvement of clinical quality performance measures. 
• Utilizes data to develop intervention strategies designed to improve outcomes. 
• Develops and implements Performance Improvement Projects. 
• Reports quality improvement and performance outcomes to ML TC. 
• Participates in the ongoing development of a clinical data repository and dashboard reporting. 
• Participates in quarterly Quality Improvement Committee meetings and performs requested follow-up 

duties. 

Minimum Qualifications 
• Bachelor's degree or equivalent work experience required. 
• Minimum of 10 years of overall professional experience required. 
• CPHQ or CHCQM certification or comparable experience and education in data and outcomes 

measurement as described in 42 CFR 438.200 - 438.242 required. 
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Program Integrity Officer 

Purpose of Position 
The Nebraska Program Integrity Officer coordinates with company-wide program integrity personnel to oversee 
new and ongoing audits, surveys, and reviews. Monitors and investigates program integrity issues regarding the 
Medicaid Program. Ensures compliance with program integrity legislation, and all regulatory and policy 
requirements binding upon MCNA. Provides policy direction and recommendations concerning Medicaid Program 
Integrity requirements that affect business practices and operations. 

Reports To 
This position reports MCNA's Chief Compliance officer and the Nebraska Executive Director. 

Work Performed 
• Oversees all activities required by state and federal rules and regulations related to the monitoring and 

enforcement of the fraud, waste, and abuse (FWA) and erroneous payment compliance program. 
• Develops and oversees methods to prevent and detect potential FWA and erroneous payments. 
• Develops policies and procedures, investigates unusual incidents, and designs and implements corrective 

actions plans as necessary. 
• Reviews records and refers suspected member FWA to ML TC and other duly authorized enforcement 

agencies. 
• Manages the Special Investigations Unit to communicate as appropriate with Nebraska's Medicaid Fraud 

Control Unit. 

Minimum Qualifications 
• Bachelor's degree or equivalent work experience required. 
• Experience in a managed care environment or related medical field in such areas as Quality 

Improvement, Risk Management. Enrollment and Disenrollment, Member Services, Grievance and 
Appeals, and Credentialing preferred. 

• Minimum of three to five years of management experience preferred. 
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The Provider Services Manager oversees MCNA's Provider Relations Department in Nebraska. Responsible for 
the development and implementation of the policies, procedures, processes, and staff activities that allow MCNA 
to meet its state and federal requirements and plan accreditation standards. 

Reports To 
This position reports directly to the Nebraska Operations Manager. 

Work Performed 
• Manages provider contracting and credentialing services. 
• Coordinates communication between MCNA and its subcontracted providers. 
• Manages the Provider Relations staff. 
• Works collaboratively with ML TC to establish methodologies for processing and responding to provider 

concerns. 
• Develops provider training tools in response to identified needs or changes in protocols, processes. and 

forms. 
• Notifies ML TC of correspondence sent to providers for informational and training purposes. 
• Establishes and implements the Provider Relations Department processes, staffing needs. education and 

training manuals, and overall network functions. 
• Serves as the day-to-day liaison between providers and the plan. 
• Develops and enhances ongoing methods of and strategies for communication with providers about 

changes, revisions, issue resolution, and general notices from the plan. 
• Establishes network development strategies to ensure compliance with member access and availability 

requirements, and ongoing member needs. 
• Develops reports and ensures all updates, revisions, and analysis is submitted to appropriate internal 

staff and the Dental Management Committee. 
• Develops training and educational manuals and processes, documentation, and reviews. 
• Represents MCNA at the Medicaid Fair Hearings. 

Minimum Qualifications 
• High School Diploma or equivalent required. 
• Associates Degree preferred. 
• Five or more years of experience in healthcare provider relations as a supervisor or manager preferred. 
• Experience in healthcare-related fields, including physician networks, health insurance, governmental 

regulation of health care companies. 
• Experience conducting audits, preparing reports, committee participation. 
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The Tribal Network Liaison is responsible for planning and working with Provider Relations staff to expand and 
enhance dental services for American Indian members in the State of Nebraska. 

Reports To 
This position reports directly to the Nebraska Member Services Manager and Provider Services Manager. 

Work Performed 
• Serves as the single point of contact with tribal entities and MCNA staff on American Indian issues and 

concerns. 
• Advocates for American Indian members with case management and member services staff. 
• Informs MCNA members of their rights and responsibilities with the plan. 
• Assists members in writing and filing grievances and appeals, and monitors progress throughout the 

grievance and appeal processes. 
• Informs members about how to access care and assists them with the referral process. 
• Assists members in understanding available community resources and refers them as necessary to help 

meet their needs. 
• Attends health fairs, and enrollment and other community events. 
• Conducts member educational meetings regarding benefits, medically necessary covered dental 

services, and preventive services related to Medicaid and CHIP. 
• Provides input to senior management based on interaction with members about actions necessary to 

improve the quality of dental care provided or the way in which dental care is delivered. 

Minimum Qualifications 
• Associates degree or equivalent work experience preferred. 
• Dental managed care experience required. 
• Experience working with communities and American Indian populations preferred. 

Knowledge and Skills Required 
• Excellent oral, written, networking, and presentation skills. 
• Ability to travel and represent MCNA at health fairs, and enrollment and other community events. 
• Ability to work on multiple projects under tight deadlines. 
• Knowledge of state and federal regulations concerning the use, disclosure, and confidentiality of all 

patient records. 
• Knowledge of Microsoft Office programs. 
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If you have questions, please call Member Services at 1-844-351-6262 (Toll Free}. 



Out~ Co,-r1t1-1itrr1ent to You 

At MCNA, we are committed to improving your 

overall health. We make sure you get great 

dental care and service you can trust. 

It is important to us that our members 

know the steps to maintain good 

dental habits. 

We are here to help you. If you have any 

questions, please call our Member Services 

Hotline (foll Free) at: 1-844-351-6262. 

\ 
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Welcome to MCNA 

Welcome to MCNA Dental (known as "MCNA"). We are a proud provider for the Nebraska Medicaid 

dental benefits program. MCNA works with the Nebraska Department of Health and Human Services 

(DHHS) to provide dental services to people enrolled in the Medicaid program. 

We are happy to be your dental plan! We have a network of general dentists and specialists to treat 

you. Our dentists will serve as Primary Care Dentists (PCDs) for all eligible Nebraska Medicaid 

Dental Benefit Program members. 

This handbook has the information you need to access these dental services. Please read it to 

understand your benefits. The handbook is available in audio, larger print, Braille, and other 

languages. Call our Member Hotline toll-free at 1-844-351-6262 or email us at 

MemberHotlineNE@mcna.net if you would like another member handbook. If you are deaf or 

hearing impaired, call the TTY line toll-free at 1-800-833-7352 for help. 

Please call MCNA's Member Hotline for help with choosing your child's Primary Care Dentist for 

regular dental checkups. After you choose your Primary Care Dentist, call their office to schedule 

your first dental visit. This will help you keep good dental habits. 

You can also call the Member Hotline if you would like to change your Primary Care Dentist or need 

assistance in scheduling an appointment. 

Good dental health is imponant to us. We hope you and your child use the dental benefits provided 

by MCNA. We look forward to serving you! 
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MCNA's Member Services 

Our Member Hotline is available during normal business hours Monday to Friday, 7 a.m. to 7 p.m., 

CST (excluding state-approved holidays). MCNA has staff that speaks English and Spanish. We can 

also help you in other languages. 

You can contact our Member Hotline toll-free at 1-844-351-6262 to speak with a Member Services 

Representative. For the deaf or hearing impaired, please call the TTY line toll-free at 1-800-833-7352. 

If you call after our regular business hours, you can leave a message on our secure voice mailbox. 

We will return your call the next business day. 

Our Member Services Representatives will answer any questions you may have and give you 

information on: 

• MCNA policies and procedures 

• Prior authorizations 

• How to access information 

• MCNA's covered services and limitations 

• Choosing a dentist/dental home 

• Changing to another dentist/dental home 

• Referrals to participating specialists 

• Resolution of problems with dental services and how they are delivered 

• Scheduling appointments 

• Filing a grievance or appeal 

• Getting help in a dental emergency 

MCNA has Member Advocates that can help you file grievances and appeals. They will also help you 

during the grievances and appeals process. You can speak with a Member Advocate by calling our 

Member Hotline. 

Health Education and Promotion 

Our Member Services Representatives can also give you information that will teach you about: 

• The correct way to brush and floss your teeth 

• Why it is important to go lo the dentist 

• How often you should go to the dentist 

• Healthy eating 

• Health fairs and education classes 
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MCNA's Member Services 

MCNA has many oral health educational materials that promote good oral health and hygiene. We 

attend many health fairs and community events where we hand out these flyers. You can get these 

flyers by calling our Member Hotline. You can also download them from MCNA's main website 

(www.mcna.net). Garnes, puzzles, and videos about oral health are available in MCNA's Kids Zone 

on the website. 

MCNA makes and gives out educational materials at least twice a year. Many are included in your 

Member Welcome Packet. They help our members learn about dental care, oral health promotion, or 

other related topics. 

You can request an MCNA Member Welcome Packet at least once per year. We will let you know of 

any changes to important information at least 30 calendars days before the changes take place. 
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Important Resources 

MCNA Member Services 

• Hours of Operation: Monday - Friday, 7 a.m. - 7 p.m .• CST 

(Excluding state-approved holidays) 

• Toll-Free Member Hotline: 1-844-351-6262 

• Hearing Impaired (TTY): 1-800-833-7352 

• MCNA Fraud Hotline: 1-855-392-6262 

• Website: www.mcnane.net 
• Mailing Address: 200 West Cypress Creek Road, Suite 500, Fort Lauderdale, Florida 

33309 

Nebraska Medicaid Customer Service Center 

• Toll-Free Phone Number: 1-855-632-7633 

• Lincoln Local Calls: 1-402·473-7000 

• Omaha Local Calls: 1-402-595-1178 

• Hearing Impaired (TTY): 1-402-471-7256 

• Website: http://www.dhhs.ne.gov 

Office of Inspector General (OIG) 

• Toll-Free Fraud Hotline: 1-855-460-6784 

Other Useful Numbers 

• To find assistance with non-covered dental services in your area: 2-1-1 

(Financial help, low-cost services) 

• For emergency services: 9-1-1 

• Nebraska Relay Service: 7-1-1 

(Call if you have lost your hearing or if it is hard for you to hear) 
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Eligibility 

The Nebraska Department of Health and Human Services (DHHS) will give you information on: 

• Medicaid Eligibility 

• Enrollment 

• Disenrollment 

• Other State Programs 

• Federal Health Insurance Portability and Accountability Act of 1996 (HIPAA) 

Can I be taken out of the Medicaid Dental Benefits Program? 

You may be taken out of the Medicaid Dental Benefits Program if you lose Medicaid eligibility. You 

may be unable to get Medicaid for one of the following reasons: 

• You permanently move out of the state 

• You or your authorized representative requests (in writing) to leave the program (voluntary 

disenrollment) 

• You become an inmate in a public institution 

• You intentionally submit fraudulent information 

• You allow someone else to use your member ID card 

• A hearing officer makes a decision about you in response to an appeal or as ordered by a 

court of law 

• In the event of your death 

If you have a major change in your life. please visit your local eligibility office or call the Medicaid 

Customer Service Center within 10 days of the change at 1 ·855-632-7633. You can also call our 

Member Hotline at 1-844-351-6262. 

Some examples of changes are: 

• A change in your name 

• A move to a different address 

• A change in the size of your family 

• A change in your job 

• A change in ability/disability 

• A move out of stale 

If you have questions about your Medicaid dental benefits, please call our Member Hotline at 1-844-

351-6262. For questions about eligibility, please call the Medicaid Customer Service Center toll-free 

at 1-855-632-7633. 

Page6 



Member Handbook for the Nebraska Medicaid Dental Benefits Program 

Eligibility 

The Department of Health and Human Services will also help you: 

• Understand your rights and covered services 

• Advocate for you 

• Resolve problems, including access to care 

What if I am no longer eligible for Medicaid? 

You will be disenrolled from MCNA if you are no longer eligible for Medicaid. If you lose eligibility but 

become eligible again within 6 months or less, you will be automatically re-enrolled. You will be 

assigned to the same Primary Care Dentist as you had before. To find out more, call our Member 

Hotline toll-free at 1·844-351-6262. 
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Member ID Cards 

When you become eligible for Medicaid, MCNA will provide you with a member ID card. This is the 

card you will use to access your dental benefits. Remember to bring the ID card to all of your dental 

appointments. 
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This card has important information about your dental benefits: 

• Only you can use your member 1D card for dental services. 

• No one else can use your member ID card to get services. If so, that person will be charged 

for the services he or she receives. 

• MCNA may not be able to keep you in the plan if someone else uses your member ID card. 

How to Use Your Card 

To use your member ID card 

• Have your ID card ready when calling the Member Hotline. 

• Take your ID card with you when you go to the dentist. 

• Show your ID card when you see the dentist. The dentist needs your ID card to check 

eligibility and benefits. 

How to Replace Your Card if Lost 

If you lose your member ID card. call MCNA toll-free to get a new one: 

• Member Hotline: 1-844-351-6262 

• Hearing Impaired: 1-800-833-7352 
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Member ID Cards 

Who to Call in an Emergency 

If you have an emergency and you feel your life is in danger, call 911. If you do not feel that your life 

is in danger but need help with a dental emergency, please call your Primary Care Dentist during 

normal business hours. Your dentist will tell you how to get emergency dental services. If you need 

emergency dental services after the Primary Care Dentist's office has closed, do one of the following: 

• Call your Primary Care Dentist. The office answering service will instruct you on how to 

get in touch with your dentist. 

• Call 911. You can also go to the closest hospital or urgent care center. 
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Benefits 

What are my dental benefits with Medicaid? 

Your benefits are listed below. These services must be medically necessary. They must also be: 

• Carried out or handled by an MCNA dentist, or 

• Carried out or handled by Indian Health Services/Tribal 638/Urban Indian Health (lfT/U) 

providers 

Preventive Services 

• Prophylaxis 

• Topical Fluoride 

• Sealants 

• Space maintainers (passive appliances) 

• Recementation of space maintainers 

Diagnostic Services 

• Oral evaluations 

• Radiographs 

• Diagnostic casts 

Restorative Services 

• Amalgam or resin fillings 

• Crowns - resin 

• Crowns - porcelain 

• Recement inlay 

• Recernent crown 

• Prefabricated stainless steel crowns 

• Prefabricated stainless steel crowns with resin window 

• Sedative fillings 

• Core buildup - including pins 

• Pin retention 

• Prefabricated post and core in addition to crown 

• Temporary crown 

• Crown repair 

• Therapeutic pulpotomy and pulpal therapy 

• Root canal therapy and re-treatment of previous root canals 

• Apicoectomy 

• Emergency treatment to relieve endodontic pain 

• Unspecified restorative procedures 
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Benefits 

Periodontic Services 

• Gingivectomy or Gingivoplasty per tooth or per quadrant 

• Periodontal scaling and root planing 

• Full mouth debridement 

• Periodontal maintenance procedures 

Prosthodontic Services 

• Complete dentures (maxillary and mandibular) 

• Immediate dentures (maxillary and mandibular) 

• Maxillary partial resin base 

• Mandibular partial resin base 

• Maxillary partial cast metal base 

• Mandibular partial cast metal base 

• Adjustments - dentures and partials 

• Repairs to dentures and partials 

• Rebase of dentures and partials 

• Reline of dentures and partials 

• Interim dentures (maxillary and mandibular) 

• Flipper Partial Dentures (maxillary and mandibular) 

• Tissue conditioning 

• Recernent fixed partial denture 

Oral and Maxillofacial Surgery 

• Extractions-routine and surgical 

• Tooth reimplantation and/or stabilization of an accidentally evulsed or displaced tooth 

and/or alveolus 

• Surgical exposure of impacted or unerupted tooth for orthodontic reasons 

• Biopsy of oral tissue (hard or soft) 

• Alveoplasty 

• Excisions 

• Occlusal orthotic device 

Orthodontic Services 

• Orthodontic treatment 

• Removable and fixed appliance therapy (thumb sucking and tongue thrust) 

• Repair of orthodontic appliances 

• Orthodontic retainers (replacement) 

• Repair of bracket and standard fixed orthodontic appliances 
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Benefits 

Adjunctive General Services 

• Palliative treatment 

• General anesthesia 

• Analgesia, anxiotysis, inhalation of nitrous oxide 

• Intravenous sedation/analgesia 

• Non-intravenous conscious sedation 

• House call (nursing facility call), hospital call, ambulatory surgical center (ASC) call 

• Office visit - after regularly scheduled hours 

• Occlusal Guard 

Cosmetic dental procedures are not covered as a benefit and/or service. 

Some services may require prior approval. Your dentist will contact MCNA when prior 

approval is required. 
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Benefits 

How do I get these services? 

Your Primary Care Dentist (PCD) can give you these services or arrange for you to get the dental 

care you need. After choosing a Primary Care Dentist you should: 

• Call your PCD to schedule an appointment. 

• Tell the PCD you are covered by Nebraska Medicaid. 

• Make sure the dentist is an MCNA network dentist for the Nebraska Medicaid Dental 

Benefits Program. 

• Visit your PCD regularly for checkups. 

• Follow your PCD's instructions for brushing and flossing. 

What services are not covered? 

The following services are not covered for members under the Nebraska Medicaid Dental Benefits 

Program: 

• Services that are not medically necessary 

• Dental care for cosmetic reasons 

• Experimental procedures, unless approved by DHHS 

• Plaque control 

• Certain types of x-rays 

• Routine post-operative services - these services are covered as part of the fee for initial 

treatment provided. 

• Treatment of incipient or non-carious lesions (other than fluoride) 

• Dental expenses related to any dental services: 

o Started after the member's coverage ended 

o Received before the member became eligible for these services 

• Prescriptions or drugs 

• Administration of in-office pre-medication 

How much do I have to pay for dental care? 

Members under age 21 do not have to pay for Medicaid medically necessary covered dental services. 

You will have to pay for the following services: 

• Non-covered or optional services you choose to have done 

• Services provided by an out-of-network dentist 

• Services received before dental coverage with the Nebraska Medicaid Dental Benefits 

Program starts 

Dental coverage is limited to $1,000 per fiscal year for individuals aged 21 and older. 
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What if I have other insurance coverage? 

If you have other insurance coverage, that insurance is considered primary. Please tell MCNA about 

your other insurance coverage by calling our Member Hotline at 1-844-351-6262. 

Your dentist must file your claim with the primary insurance first. Then your dentist will file your claim 

with MCNA as secondary. MCNA will pay up to MCNA's allowed fee after your primary insurance has 

paid their portion. 

If you have coverage through Indian Health Services or a Tribal plan. your dentist should always file 

your claim with MCNA first. In this instance. MCNA is your primary insurance. 

How do I get drugs the dentist has ordered for me (prescriptions)? 

Prescriptions are not covered under this program. You may want to contact the DHHS or your health 

plan to see if they can help you by covering prescriptions. 
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Dental Providers 

What do I need to bring when I go to the dentist? 

You must take your member ID carcl. You will need to show them your ID card each time you go to 

the dentist. If you have other dental coverage, bring that information to show your dentist. 

What is a Dental Home? 

A Dental Home is a dentist assigned to each member by MCNA. This dentist is called your Primary 

Care Dentist (PCD). A PCD can be a general dentist of pediatric dentist. You can choose a PCD from 

our network of dentists. If you do not choose one, MCNA will assign one for you. This dentist will 

provide regular dental care that prevents problems with teeth and gums. You should see your PCD 

every 6 months. 

What is a Primary Care Dentist? 

A Primary Care Dentist can be a general dentist or a dentist who only treats children. This is the 

dentist who gives you services that prevent problems with your teeth. If you already have a problem 

with your teeth, this dentist can treat it in most cases. Your PCD can send you to a specialist for 

problems that are harder to fix. A member with special health care needs can choose a specialist as 

their PCD. 

How can I find a dentist? 

Look in your MCNA Provider Directory to find a list of dentists in your area. You can choose any 

dentist listed in the directory. This directory will also give you information about each dentist such as: 

• Office telephone number 

• Office address 

• Dentist practice name 

• Type of practice 

If you need help finding a dentist, you may call our toll-free Member Hotline at 1-844-351-6262. You 

may also go to our website at http://www.mcnane.net to find a dentist using our online Provider 

Directory. You can view dentist information such as: 

• Dentist or office name 

• The language that the dentist or office speaks 

• The ages that the dentist treats 

• Dentists that are accepting new patients 

• Office address 

• Office telephone number 

• Office hours 
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Dentat Providers 

Please call our toll-free Member Hotline at 1·844-351-6262 for a complete listing of all dentists in your 

area. You may also ask for a printed copy of the entire MCNA Provider Directory and we will send ii 

to you by regular mail. 

At what age can an MCNA member start seeing a Primary Care Dentist? 

An MCNA member can start seeing a Primary Care Dentist as early as 6 months of age. 

What are in-network and out-of-network dentists? 

In-network dentists have agreed to join MCNA's network of dentists to treat our members. Out-of

network dentists have not joined our network. 

Can a Rural Health Clinic/Federally Qualified Health Center be my Primary 
Care Dentist? 

Yes. Rural Health Clinics/Federally Qualified Health Centers (RHCs/FQHCs) can be your Primary 

Care Dentist. 

How can I change my Primary Care Dentist? 

You can change your Primary Care Dentist at any time by calling us toll-free at 1 ·844-351-6262. You 

can also write to us: 

MCNADental 
200 West Cypress Creek Road, Suite 500 

Fort Lauderdale, Florida 33309 

How many times can I change my Primary Care Dentist? 

You can change your Primary Care Dentist as many times as you like. Look in your MCNA Provider 

Directory to find a new dentist or call our Member Hotline toll-free at 1-844-351-6262. 

If I change my Primary Care Dentist, when can I start getting services from 
that dentist? 

You can start getting services from your new Primary Care Dentist immediately. Once the change has 

been made, call your new Primary Care Dentist to schedule an appointment. 
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Dental Providers 

Is there any reason I might be denied if I ask to change my Primary Care 
Dentist? 

We might turn down your request for one of the reasons listed below: 

• The Primary Care Dentist you want to change to is not accepting new patients. 

• The Primary Care Dentist you want to change to does not provide the types of dental 

services you need. 

Can a Primary Care Dentist ask to move me to another Primary Care 
Dentist? 

You can be moved from one Primary Care Dentist to anotherfor one of the reasons listed below: 

• If you do not follow the dentist's advice 

• If you are repeatedly loud or disruptive while in the dentist's waiting room or treatment area 

• If you are a "no show· for more than 1 dental appointment 

• If your relationship with your Primary Care Dentist is not working for either you or the 

dentist 

Can I go to another dentist who is not my Primary Care Dentist? 

No. your Primary Care Dentist will provide you with preventive care and will refer you to a specialist 

as needed. You will need a referral from your Primary Care Dentist to see a specialist. 

What if my Primary Care Dentist is not in MCNA's network? 

MCNA's plan begins in Nebraska on July 1, 2017. You will be able to continue to see your current 

Primary Care Dentist for up to 90 days after that. After 90 days has passed you must see a Primary 

Care Dentist enrolled in MCNA"s network. If you have special health care needs, you may be able to 

continue to see your current Primary Care Dentist for longer than 90 days. 

Please call our toll-free Member Hotline at 1·844-351-6262 for more information. We will tell you 

about continuing care with your current Primary Care Dentist and give you information about MCNA's 

Member Advocates. You may also choose a new Primary Care Dentist by calling the hotline. 
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What if my Primary Care Dentist leaves MCNA's network? 

We will send you a letter if your Primary Care Dentist is no longer part of our network. We will send 

the letter within 15 calendar days of when your dentist tells us they are leaving. If that happens, 

MCNA will assign you to a new Primary Care Dentist. In some cases, we may allow your old dentist 

to keep treating you for up to 30 days after they leave our network, or until you care is done. We may 

do this if you are being treated for a serious dental problem. 

Please call our toll-free Member Hotline at 1-844-351-6262 if you want to change the Primary Care 

Dentist we assign for you. You can choose any dentist in the MCNA network as long as the dentist is 

accepting new patients. Please visit our online Provider Directory or call our Member Hotline for help 

finding a new dentist. Do you have a favorite dentist that is not an MCNA network dentist? Please tell 

us. We can ask them to join the plan. 

We encourage you to ask your previous dentist to forward your dental records to your new Primary 

Care Dentist so they know about the care you have received. 

What if I choose to go to a dentist that is out of MCNA's network? 

If MCNA does not have a dentist in your area to treat you, you will be allowed to receive Medicaid 

covered dental services from an out-of-network dentist at no cost to you. Please call our toll-free 

Member Hotline at 1-844-351-6262 for help finding a dentist near you. If we cannot find an in-network 

dentist to treat your covered dental condition, we will help you find an out-of-network dentist. 

If MCNA has an in-network dentist in your area but you choose to go to an out-of-network dentist. you 

will have to pay for services not authorized by MCNA, except for emergency care. 
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Dental Providers 

What if I choose to go to a dentist that does not accept MCNA members? 

You will have to pay for any dental services that you receive from a dentist that does not accept 

MCNA members. 

How do I make, change, or cancel a dental appointment? 

You can call your Primary Care Dentist's office and tell them that you would like to make, change, or 

cancel an appointment. 

You can also call MCNA's toll-free Member Hotline at 1-844-351-6262 and a Member Services 

Representative can help you make, change, or cancel an appointment. 

Do I need to cancel my appointment if I cannot make it to the dentist at the 
scheduled time? 

II is very important that you call your Primary Care Dentist's office to cancel if you cannot make it to a 

scheduled appointment. If you do not cancel the appointment you will be considered a "no show." 

If you repeatedly fail to cancel appointments and become a chronic "no show" patient, your Primary 

Care Dentist may request that you select another dental provider. 

How do I get dental care after the dentist's office is closed? 

If you need of dental care after the office is closed and ii is not an emergency, you can call the 

dentist's office and leave a message with the answering service. The dentist's staff will call you back 

when the office reopens. You can also contact our Member Hotline toll-free at 1·844-351·6262 for 

information about providers in your area that may have evening or more convenient office hours. 
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What is routine dental care? 

Routine dental care includes: 

• Diagnostic and preventive visits 

• Therapeutic services such as fillings, crowns, root canals, and extractions 

What is preventive dental care? 

Preventive dental care helps you maintain good oral health. It prevents or reduces future problems 

with teeth and gums. Preventive dental care includes: 

• Regular dental exams 

• Routine cleanings 

• Fluoride therapy 

• Dental sealants 

• X-rays 

• Patient education 

• Good dental care habits at home 

What is fluoride therapy? 

Fluoride therapy is when the dentist puts fluoride on teeth. Fluoride protects teeth against cavities and 

keeps them strong. 

What does "medically necessary" mean? 

Medically necessary is the standard for deciding whether the Medicaid Dental Program will cover a 

dental service for you. Services must be: 

• Necessary to meet your basic health needs. 

• Rendered in the most cost-efficient manner and type of setting appropriate for the delivery 

of the covered service. 

• Consistent in type, frequency, and duration of treatment with scientifically based guidelines 

of national medical, research, or health care coverage organizations or governmental 

agencies. 

• Consistent with the diagnosis of the condition. 

• Required for means other than convenience for you or your provider (dentist). 

• No more intrusive or restrictive than necessary to provide a proper balance of safety, 

effectiveness. and efficiency. 

• Of demonstrated value. 

• No more intensive level of service than can be safely provided. 
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Dental Care and Services 

How often should I see my dentist for routine checkups? How soon can I 
expect to be seen? 

You should see the dentist for a routine checkup every 6 months. When you call the office to ask to 

see the dentist, you should be scheduled for appointments to be seen: 

• Within 24 hours for urgent care 

• Within 6 weeks (42 days) for routine, non-urgent, or preventive care 

What is EPSDT? 

The Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) program helps children and 

young adults under the age of 21 receive regular health care services. These services keep children 

and teens healthy. 

It is important for children to start getting health care at an early age. Children can receive dental and 

medical care, and vision and hearing testing through EPSDT. Immunizations are also a part of the 

program. If you have any questions about EPSDT dental services, call our Member Hotline at 1·844· 

351-6262. Please contact Medicaid Customer Service at 1-855-632-7633 for questions about all 

other EPSDT services. 

What if I need routine dental care or emergency dental services when I am 
out of town or out of Nebraska? 

If you need routine dental care when traveling, call us loll-free at 1-844-351-6262 and we will help you 

find a dentist. 

If you need emergency dental services while traveling, go to a nearby hospital or urgent care clinic. 

What if I need dental services when I am out of the country? 

The Medicaid Dental Program does not cover dental services performed out of the country. 

What do I have to do if I move? 

As soon as you have your new address. contact the Medicaid Customer Service Center at 1-855-632-

7633 to let them know. 

You can also call MCNA's Member Hotline toll-free at 1-844-351-6262. 
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What if I get a bill from my dentist? 

Who do I call? 

Your dentist cannot bill you for covered and approved dental services. You do not have to pay bills 

that MCNA should pay for. Call our Member Hotline for help at 1-844-351-6262. 

What information will they need? 

Please have your member ID card and the bill you received from your dentist ready when you call. 

You will need to tell us who sent you the bill, the date of service. the amount of the bill, and the 

dentist's address and phone number. 

What is a second opinion? 

You can get a second opinion if you are unhappy with your dentist, or disagree with their opinion 

about your treatment plan. You can get a second opinion at no cost from another MCNA dentist or an 

out-of-network dentist for any reason including: 

• You are not sure if the treatment is reasonable and necessary 

• Your dentist cannot diagnose the problem 

• You have questions about the work your dentist wants to do 

• You think that the suggested treatment may harm you 

• The treatment you are currently getting is not helping 

Call our Member Hotline toll-free at 1-844-351-6262 if you need help getting a second opinion. 

How do I get covered services approved? 

If the dentist thinks you need services that require approval and you meet the requirements for 

coverage, the dentist will send MCNA a request (prior authorization) before you can get the service. 

MCNA will accept your request for care through the Member Hotline or in writing, and we will refer 

you to a dentist for evaluation. We will look at the request to make sure the services are medically 

necessary. We have rules to follow when we make decisions about dental services. This process 

takes 14 calendar days for regular requests, and less than 72 hours for an expedited request. 

We will let your dentist know if we approve the request. The dentist will contact you to make an 

appointment. We will tell you and your dentist if we deny or limit the services. 

If you would like to check the status of your dentist's request, call our Member Hotline toll-free at 

1-844-351-6262. 
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How do I get urgent dental care and who do I call? 

You can see any dentist in MCNA's network for urgent care. Your dentist will tell you how to get 

urgent care, including how to call and reach an MCNA network dentist 24 hours a day, 7 days a 

week. You should receive urgent care within 24 hours after you call. 

If you do not have a dentist. you can call MCNA's Member Hotline at 1-844-351-6262 or visit 

http://www.mcnane.net/flnd-dentist to find a dentist and location where urgent dental care is 

provided. 

What kinds of things may need urgent care? 

You may need to get urgent care if you have pain, if there is infection, or if there is something that you 

think the dentist needs to see or look at right away. 

What if I need urgent care and I can't find a dentist? 

Call MCNA's Member Hotline. If you can't find an in-network dentist and you need urgent care we will 

find an out-of-network dentist to treat you. 

What is an emergency dental condition? 

An emergency dental condition is a dental or oral condition that requires immediate treatment for 

relief of symptoms and stabilization of the condition. Some examples are: 

• Severe pain 

• Hemorrhage (severe bleeding) 

• Acute infection 

• Traumatic injury to the teeth or gums 

• Unusual swelling of the face or gums 

What if I have a dental emergency? 

If you have a dental emergency, you can receive care at any hospital emergency room or urgent care 

clinic. The hospital or clinic does not need to be in our network. Please call your Primary Care 

Dentist's office first. If you cannot reach your dentist after hours, call 911 or go to any hospital or 

urgent care clinic. You can also call MCNA for help. You do not need approval for a dental 

emergency. 

You may need dental care after the emergency. This care does not need approval. These services 

will be covered by MCNA. You can call our Member Hotline at 1-844-351-6262 and we will help you 

to get the care that you need.If you had an emergency, call MCNA to let us know. We will need to pay 

the dentist who treated you. 
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When should I go to the emergency room or call 911? 

You should try to see your Primary Care Dentist first. If they cannot see you, go to the emergency 

room if you have hurt your mouth or jaw. You should also go if you have severe pain. 

Other reasons to go to the emergency room are listed below: 

• Bleeding in the mouth that will not stop 

• Swelling under or on the tongue 

• Swelling of the face with pain 

• Pain in the jaw after a hit to the jaw 

• Pain when the jaw is opened or closed 

Call your Primary Care Dentist if you have questions about going to the hospital. You should always 

try to see your Primary Care Dentist first before going to a hOspital for a dental emergency. You can 

also call MCNA's Member Hotline at 1·844-351-6262 for help. 

Who can see a special dentist (specialist)? 

All Medicaid Dental Program members can see a specialist. 

What if I need to see a special dentist (specialist)? 

Your Primary Care Dentist will give you a referral so you can go to a specialist. 

MCNA has dental specialists in all areas of Nebraska. If your Primary Care Dentist thinks specialty 

care is needed. you will be sent to an MCNA specialist in your area. 

How do I get specialty services approved? 

If you need special dental care, the specialist will send MCNA a request (prior authorization) before 

you get the service. We will look at the request to make sure the services are medically necessary. 

We have rules to follow when we make decisions about dental services. This is called the Prior 

Authorization Process. This process takes 14 calendar days for regular requests, and less than 72 

hours for an expedited request. 

We will let your Primary Care Dentist know if we approve the request. The dentist will contact you to 

make an appointment. We will tell you and your dentist if we deny or limit the services. 

If you would like to check the status of your dentist's request. call our Member Hotline toll-free at 

1-844-351-6262. 
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What dental services do not need a referral? 

Any services done by your Primary Care Dentist do not need a referral. 

What if I am getting treatment for a dental condition from a specialist when 
I am enrolled? 

You may be getting treatment from a specialist for a dental condition that was approved by the 

Nebraska Department of Health and Human Services or your previous dental plan. To make sure 

your care does not slop, we will allow you to keep seeing your specialist for medically necessary 

covered services: 

• For 30 days after you become an MCNA member, or 

• Until you see your new MCNA dentist. 

Call our Member Hotline toll-free at 1 ·844-351~262 for help. 
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Can someone interpret for me when I talk with my dentist? 

Yes. You may talk with your dentist in the language you prefer. Call MCNA's Member Hotline toll-free 

at 1-844-351-6262 to let us arrange oral interpretation services for you. 

Who do I call for an interpreter? 

If you need an interpreter when you go to the dentist. call our Member Hotline toll-free at 1-844-351-

6262. MCNA will provide oral interpretation services for you free of charge. 
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Member Rights 

• You have the right to be treated with respect and with due consideration for your dignity 

and privacy. 

• You have the right to participate in decisions regarding your healthcare, including the right 

to refuse treatment and the right to express preferences about future treatment decisions. 

• You have the right to be free from any form of restraint or seclusion used as a means of 

coercion, discipline, convenience, or retaliation. as specified in federal regulations. 

• You have the right to be able to request a copy of your medical records ( one copy free of 

charge) and request that they be amended or corrected. 

• You have the right to receive healthcare services that are easy to access. These services 

should be comparable in amount, duration, and scope to those provided under Medicaid 

Fee-for-Service. They should be sufficient in amount, duration, and scope to reasonable be 

expected to achieve their purpose. 

• You have the right to receive services that are appropriate and are not denied or reduced 

because of diagnosis, type of illness, or dental condition. 

• You have the right to receive all information. like enrollment notices, informational 

materials, instructional materials. and available treatment options and alternatives in a way 

that is easy to understand. 

• You have the right to receive assistance from the Nebraska Department of Health and 

Human Services in understanding the requirements and benefits of MCNA. 

• You have the right to receive oral interpretation services for free and in all non-English 

languages. not just those that are the most common. 

• You have the right to be notified that interpretation services are available and how to 

access those services. 

• You have the right to receive information on MCNA's services, to include, but not be limited 

to: 

o Benefits covered 

o The way to use benefits, including any authorization requirements 

o Service area 

o Names, locations. telephone numbers of, and non-English language spoken by 

current network providers, like Primary Care Dentists, specialists, Federally 

Qualified Health Centers, Rural Health Clinics. and hospitals. 

o Any restrictions on your freedom of choice among network providers 

o Providers who are not accepting new patients 

o Benefits not offered by MCNA that are available to you and how to obtain them. 

including transportation 

• You have the right to receive a complete description of disenrollment rights at least once a 

year. 

• You have the right to receive notice of any major changes in core benefits and services at 

least 30 days before the intended effective date of the change. 
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• You have the right to receive information on grievance. appeal. and State Fair Hearing 

procedures. 

• You have the right to receive detailed information on emergency and after-hours coverage, 

to include, but not be limited to: 

o What constitutes an emergency medical condition and emergency services. and 

post-stabilization services. 

o Thal emergency services do not require prior authorization. 

o The process and procedures for getting emergency services. 

o The locations of any emergency rooms and other places where MCNA has 

contracted to furnish emergency dental services and post-stabilization services. 

o The right to use any hospital or other setting for emergency care. 

u The rules about post-stabilization services after emergency care. 

• You have the right to receive MCNA's policy on referrals for specialty care and other 

benefits not provided by your Primary Care Dentist. 

• You have the right to have your privacy protected according to legal privacy requirements. 

• You have the right to exercise your rights without being treated differently by MCNA, our 

network providers, or the Nebraska Department of Health and Human Services. 

Member Responsibilities 

You and MCNA both have an interest in seeing your dental health improve. You can help by 

assuming these responsibilities these responsibilities: 

• Present your MCNA member ID card when getting services from your dentist. 

• Be familiar with MCNA's procedures to the best of your ability. 

• Call or contact MCNA to obtain information and have questions answered. 

• Let the dentist know any reasons your treatment cannot be followed as soon as possible. 

• Live a healthy lifestyle and avoid behavior that can hurt your health. 

• Follow the grievance process that MCNA provides for you if you have a disagreement with 

a dentist. 

• Use the preventive dental services that are a part of your benefits. 

• Be respectful of the dentist and their staff. 

• Be respectful of the rights of other patients. 

• Follow the dentist's rules and regulations about patient care and conduct while at the dental 

office. 

• Provide the dentist and their office staff with true and complete information so they can give 

you proper care. 

• Obtain services from only in-network Primary Care Dentists or specialists, except if you 

have a dental emergency. 

• Ask the dentist questions about his or her instructions. 

• Ask the dentist about the care you receive. 
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• Understand your dental problems and work with your dentist to decide treatment goals. 

• Make good decisions about your dental health and avoid things that can damage it. 

• Follow the plan of treatment for dental care agreed upon by you and your dentist and/or 

their staff. 

• Make sure that payments for non-covered dental services are fulfilled as soon as possible. 

• Report unexpected changes in your dental condition to your dentist. 

• Keep all appointments and arrive on lime. If you are unable to do so for any reason, call 

your dentist's office as soon as you can. 

If you think you have been treated unfairly or discriminated against, please call MCNA's Member 

Hotline at 1-844-351-6262. You can also file your complaint via email at 

MemberHot1ineNE@mcna.net. 
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How can I get help with a problem or a complaint? 

If you need help with a problem. we want to help. If you have a complaint, please call us toll-free at 1-

844-351-6262. MCNA's Member SeNices staff can fix most issues you report. If we cannot find a way 

to help you within 24 hours. we will send your complaint to our Grievances and Appeals Department. 

What is a grievance? 

A grievance is when you are not happy with issues other than a denial for seNices. An example could 

be when you are unhappy with your dentist or the care you received. MCNA will not treat you any 

differently if you file a grievance. 

Can someone from MCNA help me file a grievance? 

Yes, an MCNA Member Advocate can help you file a grievance. Please call our Member Hotline toll

free at 1·844-351-6262 for help. Tell us that you want a Member Advocate to help you file a 

grievance. You can also get information and grievance forms on our website at www.mcnane.net. 

Can someone else file a grievance for me? 

Your dentist, your legal counsel, or someone you name to act for you may file a grievance with 

MCNA. We will send you a one-page form that you must sign and return to us. This form will tell us 

that you give permission to the person you name to represent you during the grievance process. 

You can also get information and complaint forms on our website at www.mcnane.net. 
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How long will the process take? 

You can tell us about a grievance verbally or in writing. We will send you a letter within 10 days. This 

letter lets you know that we have received your grievance. 

We will look al your grievance and make a decision. We will notify you what happened and what we 

decided. MCNA will take no more than 90 days to make a decision about your grievance. 

Call our Member Hotline at 1-844·351·6262 to file a grievance verbally. 

To file a written grievance you can send a letter to: 

MCNADental 
Attn: Grievances and Appeals Department 

200 West Cypress Creek Road, Suite 500 

Fort Lauderdale, Florida 33309 

You can give us more information about your grievance at any time during the process. This can be 

done in person or in writing. You can also ask to add up to 14 calendar days to the process. You can 

ask for this extra time by writing or calling us. 

We can also take an extra 14 calendar days if we need more lime to get more information that will 

help us make a decision in your favor. We will send you a letter if we need extra time. The letter will 

tell you why we need more time. 

You have the right to look at your case file and any other documents involved in the process. To ask 

to see your case file or to ask for extra time, please call our Member Hotline at 1 ·844·351-6262. 

If I don't like what happens with my complaint or grievance, who else can I 
call? 

If you are not happy with our answer to your complaint, you can call the Medicaid Customer Service 

Center toll free at 1-8S5-632-7633. 
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What is an informal reconsideration? 

An informal reconsideration is when you ask MCNA to review a request that was made on your behalf 

for dental services. This request is called a service authorization. 

If you are unhappy because MCNA did not approve a service authorization request or approved a 

reduced amount of the services requested, you have the right to ask for an informal reconsideration. 

We will take no more than 1 business day from the date we receive your request for an informal 

reconsideration to make a decision about it. 

How can I ask for an informal reconsideration? 

You can request an informal reconsideration by calling our Member Hotline toll-free at 1-844-351· 

6262. You can also send a letter to: 

MCNADental 
Attn: Grievances and Appeals Department 

200 West Cypress Creek Road, Suite 500 

Fort Lauderdale, Florida 33309 

There is a deadline for submitting an informal reconsideration request to MCNA. You have 30 
calendar days after the date on our letter about your denial (Notice of Action) to make your request. 

Our dentist who made the original decision will meet with you or your dentist within 1 business day 

after we receive your informal reconsideration request. You or your dentist can tell us why you 

disagree with our determination. 

We will give you a response at the end of our meeting. Then we will send you a letter within 30 days 

of when you first requested the informal reconsideration. The letter will tell you what we decided and 

why. 

You have the right to look at your case file and any other documents involved in the process. Call an 

MCNA Member Advocate toll-free at 1-844-351-6262 if you would like to look at your file. 
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Can someone else request an informal reconsideration for me? 

Your dentist or someone you name to act for you may request an informal reconsideration with 

MCNA if they have your permission in writing. We will send you a form that you can sign and return to 

us. You can also get this form from your dentist or from our website at www.mcnane.net. This form 

tells us that you give permission to the person you name to represent you during the informal 

reconsideration process. 

If I don't like what happens with my request for an informal 
reconsideration, who else can I call? 

If you are not happy with our answer to your request for an informal reconsideration, you may still be 

able to file an appeal. You have the option to request an appeal for denial of payment for services in 

whole or in part. lf you are not happy with our decision to deny or limit requested services, call our 

Member Hotline at 1-844-351·6262 within 60 days from when you get our Notice of Action. Please 

see the Appeals Process section of this handbook for more information on how to appeal. 
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Appeals Process 

What can I do if MCNA denies or limits a service that my dentist has asked 
for? 

If you are not happy with MCNA's decision to deny or limit services requested by your dentist, you 

can call our Member Hotline toll-free at 1-844-351-6262 and ask for an appeal. Your dentist can send 

us more information to show why you do not agree with our decision. You may send a written appeal 

to MCNA at this address: 

MCNADental 
Attn: Grievances and Appeals Department 

200 West Cypress Creek Road, Suite 500 

Fort Lauderdale, Florida 33309 

How will I find out if services are denied? 

MCNA will send you and your dentist a letter (Notice of Action) letting you know if a covered service 

requested by your dentist is denied or limited. The letter will list the reason why we denied it. The 

letter will also tell you about how to file an appeal and your right to ask for a State Fair Hearing. 

What are the time frames for the appeal process? 

After we receive your appeal in writing, we will send you a letter within 10 calendar days letting you 

know we got your request. We will look at your appeal and send you a letter with our answer within 30 

days from the day we get your appeal. 

MCNA has the option to extend up to 14 calendar days if you ask for an extension. We can also 

extend the deadline if we need more information and the delay is in your best interest. If MCNA needs 

to extend, we will call you to let you know the reason for the delay. You will also receive written notice 

of the reason for delay within 2 calendar days. 

Before and during the appeal you, or your representative, have the right to look al your case file. You 

can also look at your dental records and any other documents related to the appeal. Call an MCNA 

Medicaid Member Advocate toll-free at 1-844-351-6262 if you would like to look at your file. 
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Appeals Process 

When can I ask for an appeal? 

If you are not happy with our decision to deny or limit requested services. call our Member Hotline at 

1-844-351-6262 within 60 days from when you get our Notice of Action. 

You have the option to request an appeal for denial of payment for services or authorized services. 

You also have the right to continue your benefits while your appeal is pending. In order to make sure 

you continue to receive your current benefits. you must request continued services on or before the 

later of 1 O days following MCNA's mailing of the notice of the action or the intended effective date of 

the proposed action. 

How long will I receive current authorized services? 

You will continue to receive current authorized services until one of the following occurs: 

• You withdraw the appeal: 

• Ten (10) calendar days pass after MCNA mails the Notice of Action providing the resolution 

of the appeal unless you request a State Fair Hearing with continuation of benefits until a 

State Fair Hearing decision is reached; 

• A Stale Fair Hearing Officer issues a hearing decision against you; or 

• The time period or service limits of a previously authorized service has been met. 

You may have to pay for the continued services if the final decision is that MCNA does not have to 

cover them. 

Can someone from MCNA help me file an appeal? 

Yes. an MCNA Member Advocate can help you file an appeal. Please call the Member Hotline toll

free at 1-844-351-6262 for help. Tell us that you want to file an appeal. You can also get information 

and appeal forms on our website at www.mcnane.net. 

Can someone else file an appeal for me? 

Your dentist, your legal counsel, or someone you name to act for you may file an appeal with MCNA. 

We will send you a one-page form that you must sign and return to us stating that you give 

permission to the person you name to represent you during the appeal process. 

What else can I do if I'm still not happy? 

You can request a State Fair Hearing within 120 days after the completion of MCNA's appeals 

process. Please see the State Fair Hearing section of this handbook for more information. 
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Expedited Appeals 

What is an expedited appeal? 

Ask for an expedited appeal when you don't have time to wait for a standard appeal or when your life 

or health is in danger. When you ask for an expedited appeal, MCNA has to make a decision quickly 

based on the condition of your health. 

How do I ask for an expedited appeal? 

The expedited appeal can be made either verbally or in writing. Call MCNA's Member Hotline toll-free 

at 1-844-351-6262 for help. You or your dentist can send us more information to show why you do not 

agree with our decision. 

How long does an expedited appeal take? 

If you have an expedited appeal, we will call you and your dentist with our decision within 72 hours 

from when we get your appeal. We will also send you a letter telling you our decision. The letter will 

tell you that you can ask for an expedited State Fair Hearing with the Nebraska Department of Health 

and Human Services. You will only be able to begin the State Fair Hearing process after you have 

exhausted MCNA's internal appeal process. 

What happens if MCNA says it won't do an expedited appeal? 

If MCNA determines that your request does not qualify for an expedited appeal, the appeal will be 

processed through the normal appeal process. It will be resolved within 30 days. 

Who can help me file an expedited appeal? 

Please call MCNA's Member Hotline toll-free at 1-844-351-6262 and tell us that you want to file an 

expedited appeal. A Member Advocate will help you file. You can also get information and appeal 

forms on our website www.mcnaar.net. 
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State Fair Hearing 

Can I ask for a State Fair Hearing? 

If you disagree with MCNA's decision, you have the right to ask for a State Fair Hearing. You may 

name someone to represent you by writing a letter to MCNA telling us the name of that person. A 
doctor or other medical provider may be your representative. 

If you want to challenge a decision made by MCNA, you or your representative must ask for the fair 

hearing within 120 days of the date on MCNA's Notice of Appeal Resolution. If you do not ask for the 

fair hearing within 120 days, you may lose your right to a fair hearing. To ask for a fair hearing, you or 

your representative should call or write a letter to us that includes a completed Department of Health 

and Human Services Request for State Fair Hearing Form (located on the next page): 

MCNADental 

Attn: Grievances and Appeals Department 

200 West Cypress Creek Road, Suite 500 

Fort Lauderdale, Florida 33309 

You can also ask for a hearing by calling us toll-free at 1-844-351-6262. 

To request a State Fair Hearing directly from the state, send a letter to: 

Nebraska Department of Health and Human Services 

Division of Legal and Regulatory Services 

Legal Services - Hearing Section 

P.O. Box 98914 

Lincoln, Nebraska 68509-8914 

For additional information you can go to the Department of Health and Human Services website at 

www.dhhs.ne.gov. You can also call 1·855-632-7633. 

Your benefits will not end during the State Fair Hearing unless your Medicaid coverage ends. You 

may have to pay for the services if the final decision is that MCNA does not have to cover them. 
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Reporting Fraud and Abuse 

What is Waste, Abuse, and Fraud? 

Let us know if you think a doctor, dentist, pharmacist at a drug store, other healthcare provider, or a 

person getting benefits is doing something wrong. Doing something wrong could be waste, abuse, or 

fraud, which is against the law. For example, tell us if you think someone is: 

• Getting paid for Medicaid services that weren't given or necessary 

• Not telling the truth about a medical condition to get medical treatment 

• Letting someone else use a MCNA member ID card 

• Using someone else's member ID card 

• Not telling the truth about the amount of money or resources he or she has to get benefits 

How do I report Waste, Abuse, or Fraud? 

To report waste, abuse, or fraud, choose one of the following: 

• Call the Nebraska Medicaid Fraud Hotline toll-free at 1-800-727-6432 

• Complete a Medicaid Fraud and Abuse Complaint Form, which is available online at 

hltps://ago.nebraska.gov 

• Report directly to MCNA: 

MCNA Dental 

Attn: Special Investigations Unit 

200 West Cypress Creek Road, Suite 500 

Fort Lauderdale, Florida 33309 

MCNA's toll-free Fraud Hotline: 1·855-392-6262 
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Reporting Fraud and Abuse 

How do I report a dentist I think is misusing or cheating the system? 

To report waste, abuse, or fraud, gather as much information as possible. 

When reporting about a provider (a doctor, dentist, counselor, etc.), include: 

• Name, address, and phone number of provider 

• Name and address of the facility (hospital, nursing home, home health agency, etc.) 

• Medicaid number of the provider and facility, if you have ii 

• Type of provider (doctor, dentist, therapist, pharmacist, etc.) 

• Names and phone numbers of other witnesses who can help in the investigation. 

• Dates of events 

• Summary of what happened 

When reporting about someone who gets benefits, include: 

• The person's name 

• The person's date of birth, Social Security Number, or case number if you have it 

• The city where the person lives 

• Specific details about the waste, abuse, or fraud 
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Protecting Your Privacy 

MCNA is committed to protecting the privacy of our members. We want you to know that we have 

policies and procedures in place to protect your privacy. We are responsible for protecting the 

security of your personal health information. 

By law we have to: 

• Keep your personal health information private 

• Tell you about your rights regarding the health information we keep about you 

• Tell you how your health information may be used and disclosed 

• Tell you how to get access to your information and make changes 

• Tell you about a breach of unsecure personal information that affects you 

• Give you information about our Privacy Practices 

You have the right to ask for a copy of our Notice of Privacy Practices. You can also go to our website 

at http://www.mcna.net/en/hipaa to see it. 

Questions or Complaints 

You can call MCNA's Member Hotline toll-free at 1-844-351-6262 if you have questions or want to 

know more about our privacy practices. You can also contact us if you feel your privacy rights were 

violated. 

You can also send us a letter, fax, or email: 

• Mailing Address: 200 Wesl Cypress Creek Road, Suite 500, Fort Lauderdale, FL 33309 
• Fax: 1-208-298-3850 

• Email: info@mcna.net 

You may also send a written complaint to the U.S. Department of Health and Human Services. You 

can call our Member Hotline and we will give you the mailing address. If you need help filing a 

complaint with the U.S. Department of Health and Human Services, you can send an email to the 

Office of Civil Rights at OCRMail@hhs.gov or call 1-800-368-1019. 
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l\'IASTER DENTAL PROVIDER AGREEMENT 

THIS DENT AL PROVIDER AGREEMENT ("Agreement") is made and entered into this _ 
day of , 20_ (the "Effective Date"), by and between 
________________ (the "Provider") and Managed Care of North 
America, Inc., d/b/a/ MCNA Dental Plans ("MCNA "). 

WHEREAS, Provider is actively engaged in the practice of dentistry as a primary care or 
specialty Provider, and is duly licensed and practicing in accordance with the laws of the State; 

WHEREAS, MCNA is a duly licensed dental benefits administrator which contracts with 
MCNA's Affiliate, MCNA Insurance Company, various state agencies and private health insurance 
plans, to arrange for the provision of covered dental services to children and adults enrolled in 
commercial health insurance, Medicare, Medicaid and Children's Health Insurance (CHIP) 
programs; 

WHEREAS, MCNA wishes to contract with Provider to provide certain Covered Services to 
Covered Persons. 

WHEREAS, Provider desires to provide the Covered Services specified in this Agreement to 
Covered Persons for the consideration, and under the tenns and conditions, set forth in this 
Agreement; 

NOW, THEREFORE, in consideration of the premises and mutual promises herein stated, the 
parties hereby agree as follows: 

ARTICLE I 
DEFINITIONS 

In addition to the defined terms highlighted and in bold herein, each of the following terms 
used in this Agreement and its Attaclunents, (and the plural thereof, when appropriate) shall have 
the meaning set forth herein: 

"Affiliate(s)" means MCNA Insurance Company, a Texas accident and health insurance company, 
and any other person or entity controlling, controlled by, or under common control with MCNA. 

"Attachment(s)" means the attachment(s) to this Agreement, including product attachments, 
addenda, and exhibits incorporated herein by reference. Attaclunents are state specific or product 
specific, amend or supplement the te1ms and conditions of this Agreement, and are incorporated 
herein. 

"Clean Claim., has, as to each particular product, the meaning set forth in the Attachment pertaining 
to each such product. If there is no definition for a particular product, "Clean Claim" shall have the 
meaning set forth in the Provider Manual. 

"Covered Person" means a person eligible for, and enrolled in, MCNA or an Affiliate to receive 
Covered Services. Covered Person(s) shall include the patient, parent(s), guardian, spouse or any 
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other legally or potentially legally, responsible person of the Covered person being served. 

"Covered Services" means those Medically Necessary dental care services covered W1der the terms 
of the applicable Payor Contract and rendered in accordance with the Provider Manual. 

"Emergency or Emergency Care" has, as to each particular product, the meaning set fo1th in the 
Attaclunent pertaining to each such product. If there is no definition for a particular product, 
Emergency Care shall mean inpatient and outpatient Covered Services furnished by a qualified 
provider that are needed to evaluate or stabilize an Emergency Medical Condition. 

"Emergency Medical Condition" means a medical condition manifesting itself by acute symptoms 
of sufficient severity (including severe pain) that a prudent layperson, who possesses an average 
knowledge of health and medicine, could reasonably expect the absence of immediate medical 
attention to result in the following: (i) placing the health of the individual ( or, with respect to a 
pregnant woman, the health of the woman or her unborn child) in serious jeopardy; (ii) serious 
impairment to bodily functions; or (iii) serious dysfunction of any bodily organ or part. 

"Dental Director" means a duly licensed General Dentist or Specialist designated by MCNA to 
monitor and evaluate the appropriate utilization of Covered Services by Covered Persons. 

"Medically Necessary" means, unless otherwise defined in the applicable Attachment, any dental 
care services determined by MCNA's Dental Director or Dental Director's designee to be required 
to preserve and maintain a Covered Person's oral health, provided in the most appropriate setting 
and in a manner consistent with the most appropriate type, level, and length of service, which can be 
effectively and safely provided to the Covered Person, as detennined by acceptable standards of 
medical practice and not solely for the convenience of the Covered Person, Covered Person's 
Provider, Provider or other health care provider. 

"Pal'ticipating Dental Cal'e Provider" means Provider, or any other dental care provider listed on 
the group roster attached hereto as Appendix A, that has contracted directly or indirectly with 
MCN A to provide Covered Services to Covered Persons and is credentialed in accordance with the 
MCNA's credentialing criteria. 

"Payee" means a Participating Dental Care Provider. 

"Payor'' means MCNA Insurance Company, or any other entity identified in an Attachment to this 
Agreement that contracts with MCNA for the provision of dental benefits administrative services. 

"Payor Contract'' means MCNA or MCNA Insurance Company's contract with any Payor that 
governs the provision of Covered Services to Covered Persons. 

"Provider Manual° means the MCNA manual of policies, procedures, and requirements to be 
followed by Participating Dental Care Providers. The Provider Manual includes, but is not limited 
to, utilization management, quality management, grievances and appeals, and Payor- specific 
program requirements, and may be changed from time to time by MCNA. 

"State"means the state set fo11h in the Attachment(s) attached hereto. 
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"State Contract" means a contract to provide Covered Benefits between MCNA and a State. 

ARTICLE Tl 
MCNA 'S OBLIGATIONS 

1. Administration. MCNA shall be responsible for the administrative activities necessary or 
required for the commercially reasonable operation of a dental benefits administrative services 
organization. Such activities shall include, without limitation, provider network development, 
quality improvement, uti)ization management, grievances and appeals, claims processing, and 
maintenance of provider directories and records. 

2. Provider Manual. MCNA shall make the Provider Manual available to Provider via MCNA's 
website and upon Provider's request. MCNA shall post changes lo the Provider Manual on MCNA's 
website and provide Provider with prior written notice of material changes to the Provider Manual. 
The Provider Manual is specifically incorporated herein and made a part of this Agreement. 
Provider and MCNA intend for, and shall be bound by this Agreement, any Attachments, and the 
Provider Manual, as one integrated contract. 

3. Identification Cards. If applicable, MCNA shall issue to Covered Persons an identification 
card that shall bear the name of the Covered Person and a unique identification number. 

4. Benefits and Eligibility Verification. MCNA or, as determined by the Payor or State 
Contract, shall be responsible for all eligibility and benefit detenninations regarding Covered 
Services and all communications to Covered Persons regarding final benefit determinations, 
eligibility, bills, and other matters relating to their status as Covered Persons. 

5. MCNA's Dental Director. MCNA shall provide a Dental Director to be responsible for the 
professional and clinical operations ofMCNA. 

ARTICLE III 
PROVIDER'S OBLIGATIONS 

1. Covered Services. Provider shall provide to Covered Persons those Covered Services 
described in the applicable Attachment(s) in accordance with the Provider Manual and according to 
the generally accepted standards of dental practice in the Provider's community, the scope of 
Provider's license and the terms and conditions of this. Unless otherwise specified in an Attachment 
hereto, Provider shall make necessary and appropriate arrangements to assure the availability of 
Covered Services to Covered Persons (i) on a twenty-four (24) hour per day, seven (7) day per week 
basis, (ii) urgent care services, including urgent specialty care, shall be provided within twenty four 
(24) hours of a Covered Person's request, and (iii) therapeutic and diagnostic care shall be provided 
within fourteen ( 14) days of a Covered Person's request. Provider will make arrangements to ensure 
coverage of Covered Persons after-hours or when Provider is otherwise absent. Provider agrees that 
such arrangements will be with a Provider that is a Participating Dental Care Provider. All 
Participating Dental Care Providers, including those po1table, mobile, or non-otlice based Providers, 
are required to provide comprehensive care to all Covered Persons within the time and distance 
requirements set forth in this Agreement. Participating Dental Care Providers cannot limit their 
practices to diagnostic and preventive services only. 
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2. Provider Qualifications. Provider shall be licensed to practice dentistry in the State, maintain 
good professional standing at all times, and maintain throughout the term of this Agreement all 
necessary licenses, certifications, registrations and permits as are required to provide the Covered 
Services. Evidence of such licensw·e shall be submitted to MCNA upon request. 

3. Compliance with MCNA Policies and Procedures. Provider shall at all times cooperate and 
comply with the policies and procedures of MCNA as set fotth in this Agreement, the Provider 
Manual, and any Provider Manual updates contained in periodic provider bulletins and other written 
notices intended for that purpose. 

4. Determination of Covered Person Eligibility. Provider shall verify, in accordance with the 
Provider Manual, whether an individual seeking Covered Services is a Covered Person. Jf MCNA 
determines that such individual was not eligible for Covered Services at the time the services were 
rendered, such services shall not be eligible for payment under this Agreement, and Provider may 
bill the individual or other responsible entity for such services. 

5. Emergency Care. Provider shall provide Emergency Care in accordance with applicable 
federal and state laws and the State Contract. MCNA shall not require a prior authorization of any 
kind for Emergency Care. Provider shall notify MCNA within twenty-four (24) hours or by the next 
business day of rendering or learning of the rendering of Emergency Care to a Covered Person. 

6. Acceptance of New Patients. To the extent that Provider is accepting new patients, Provider 
must also accept new patients who are Covered Persons. Provider shall provide MCNA forty-five 
(45) days prior written notice of Provider's decision to no longer accept new Covered Persons. In no 
event shall any established patient of Provider who becomes a Covered Person be considered a new 
patient. 

7. Referrals. If Provider is a specialist, Provider shall deliver Covered Services to Covered 
Persons upon referral from a MCNA primary dental care provider ("PDP') or MCNA. Provider 
shall arrange for any appropriate referrals of Covered Persons as needed in accordance with the 
requirements of the Provider Manual. 

8. Coordination of Care; Reporting to Primary Care Providers. Provider shall, within a 
reasonable time following consultation with, or testing of, a Covered Person (not to exceed one (1) 
week), make a complete written rep01t to the Covered Person's PDP. However, with respect to 
findings which indicate a need for immediate or w·gent follow-up treatment or testing, or which 
indicate a need for further or follow-up care outside the scope of the referral authorization or the 
scope of Provider's area of expertise, Provider shall make an immediate oral report to the Covered 
Person's PDP (if applicable), not to exceed twenty-four (24) hours from the time of Provider's 
consultation or receipt of the report of the testing, as applicable. 

9. Treatment Decisions. MCNA shall not be liable for, nor will it exercise control over, the 
manner or method by which Provider provides or arranges for Covered Services. Provider may not 
refuse to provide medically necessary or Covered Services to Covered Persons specified in the State 
Contract for non-medical reasons, except those services allowable under federal law for religious 
and moral objections. However, the Provider is not required to accept or continue treatment of a 
patient with whom the Provider determines a professional relationship cannot be 
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maintained/established. The Provider understands that MCNA's determinations, if any, to deny 
payments for services which MCNA does not deem to constitute Covered Services or which were 
not provided in accordance with the requirements of this Agreement, the Attachments or the 
Provider Manual, are administrative decisions only. Such a denial does not absolve Provider of 
Provider's responsibility to exercise independent judgment in Covered Person treatment decisions. 
Nothing in this Agreement is intended to interfere with Provider's provider-patient relationship with 
Covered Person( s ). 

10. Covered Person Communication. Provider shall obtain MCNA's approval for Covered 
Person communication as required by the Payor or State Contract and applicable State and federal 
law. Nothing in this Agreement shall be construed as limiting Provider's ability to communicate 
with Covered Persons with regard to quality of dental care or treatment decisions or alternatives 
regardless of Covered Service limitations W1der the Payor Contract. 

11. Dental Office Space. Provider agrees that the dental office space at which Covered Services 
are provided hereunder shall be maintained in accordance with applicable federal and State laws and 
the standards contained in the Provider Manual. 

12. Disparagement Prohibition. Provider agrees not to disparage Payor or MCNA in any manner 
during the term of this Agreement or in connection with any expiration, tennination or non•renewal 
of this Agreement. Provider shall not interfere with MCNA 's contractual relationships including, but 
not limited to, those with other Participating Dental Care Providers. Nothing in this provision, 
however, shall be construed as limiting Provider's ability to inform patients that this Agreement has 
been terminated or otherwise expired, or to promote Provider to the general public or to post 
infonnation regarding other health plans consistent with Provider's usual procedures, provided that 
no such promotion or advertisement is directed at any specific Covered Person or group of Covered 
Persons. 

13. Nondiscrimination. Provider will provide services to Covered Persons without discrimination 
on account of race, sex, sexual orientation, age, color, religion, national origin, place of residence, 
health status, type of payor, source of payment, physical or mental disability or veteran status, and 
will ensure that its facilities are accessible as required by Title III of the Americans With Disabilities 
Act of 1991 (the "ADA"). Provider recognizes that as a goverrunental contractor, MCNA is subject 
to various federal laws, executive orders and regulations regarding equal opportunity and 
affirmative action, which also may be applicable to subcontractors. 

14. Notification of Adverse Action. Provider shall give written notice to MCNA of: (i) any 
action involving Provider's hospital privileges or conditions relating to Provider's ability to admit 
patients to any hospital or inpatient facility; (ii) any situation which develops regarding Provider, 
when notice of that situation has been given to the State agency that licenses Provider, or any other 
licensing agency or board, or any situation involving an investigation or complaint filed by the State 
agency that licenses Provider, or any other licensing agency or board, regarding a complaint against 
Provider's license; (iii) when a change in Provider's license to practice dentistry is affected or any 
form of reportable discipline is taken against such license; (iv) suspension or exclusion under a 
federal health care program, including but not limited to, Medicaid; (v) any goverrunent agency 
request for access to records; or (vi) any lawsuit or claim or transaction filed or asserted against 
Provider alleging professional malpractice, regardless of whether the lawsuit or claim involves a 
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Covered Person that may reasonably be considered to have a material impact on the Provider's 
ability to perform the services included in its contract with MCNA. In any such instance described 
above, Provider must notify MCNA in writing within ten (10) days from the date Provider first 
receives notice, whether written or oral, with the exception of those lawsuits or claims which do not 
involve a Covered Person, with respect to which Provider has thitty (30) days to notify MCNA. 

J 5. Use of Name. Provider agrees that MCNA may use Provider's name, address, phone number, 
type of practice, and an indication of Provider willingness to accept additional Covered Persons in 
MCNA's roster of Participating Dental Care Providers and marketing materials. 

ARTICLE IV 
COMPLIANCE WITH LAW 

I. Compliance with Law and Payor Contracts. Provider and MCNA agree that each party 
shall carry out its obligations in accordance with terms of the Payor or State Contract and applicable 
federal and State laws and regulations, including, but not limited to, the requirements of the Stark 
law (42 U.S.C. § 1395nn) and applicable federal and State self-referral and fraud and abuse statutes 
and regulations. u: due to Provider's noncompliance with law, the State Contract, the Payor 
Contract or this Agreement, sanctions or penalties arc imposed on MCNA, MCNA may, in its sole 
discretion, off..'iet the sanction or penalty amounts against any amounts due Provider from MCNA, or 
require Provider to reimburse MCNA for the amount of any such sanction or penalty. 

2. HIPAA Compliance. Provider and MCNA shall abide by the administrative simplification 
provisions of the Health lnsw·ance Portability and Accountability Act ("HIPAA"), its implementing 
regulations [42 C.F.R. §§ 160 & 164] and all other federal and State laws regarding confidentiality 
and disclosure of medical records and other health and Covered Person information, including 
safeguarding the privacy and confidentiality of any protected health information ("PHI") that 
identifies a particular Covered Person. The Provider will also comply with the Health lnfonnation 
Technology For Economic and Clinical Health Act (HITECH) provisions of the American Recovery 
and Reinvestment Act of 2009. Provider shall assure its own compliance and that of its business 
associates with HIP AA and HJTECH. 

3. Federal False Claims. If Provider receives annual payments for services rendered to 
Medicaid and/or Childrens' Health Insurance Program enrollees of at least Five Million and 00/100 
($5,000,000) dollars cwnulative from all sources, Provider shall: 

A. Establish written policies for all its employees, managers, officers, contractors, 
subcontractors, and agents which provide detailed information about the False Claims 
Act, administrative remedies for false claims and statements, any state laws about civil 
or criminal penalties for false claims, and whistleblower protections under such laws, as 
described in Section 1902(a)(68)(A) thereof; 

B. Include as part of such written policies detailed provisions regarding Provider's policies 
and procedures for detecting and preventing Fraud, Waste, and Abuse; 

C. Include in any employee handbook a specific discussion of the laws described in 
Section 1902(a)(68)(A), the rights of employees to be protected as whistleblowers, and 
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the Provider's policies and procedures for detecting and preventing Fraud, Waste and 
Abuse. 

For more information about the False Claims Act please refer to http://oig.hhs.gov/. 

ARTICLE V 

CLAIMS SUBMISSION, PROCESSING, AND COMPENSATION 

1. Claims or Encounter Submission. Provider shall promptly submit to MCNA claims or 
encounters for Covered Services in accordance with the Provider Manual. MCNA reserves the right 
to deny payment to Provider if Provider fails to submit its claims in accordance with the Provider 
Manual. If applicable based on Provider's compensation anangement, Provider shall submit 
encounter data to MCNA in a timely fashion, which shall contain such statistical and descriptive 
dental and patient data and identifying information as specified in the Provider Manual. 

2. Compensation. Provider shall be paid for services rendered to Members on a fee for service 
basis in accordance with the fee schedule applicable to the MCNA plan(s) in which Provider is 
participating provider as indicated in an Attachment to this Agreement (e.g. Medicaid, Medicare and 
CHIP plans). If a Provider provides any Covered Service not specified in the State Contract or any 
non-covered Service, Provider shall not be entitled to any compensation for such services. Provider 
shall accept final payment made by MCNA, with the exception of applicable copayments, and/or 
deductibles (Co-payments) as payment in full for all services provided by Provider except as 
otherwise provided by this Agreement, and Provider shall not solicit or accept any surety or 
guarantee of payment from state authorities or Covered Person(s). 

3. Financial Incentives. Nothing in this Agreement shall, or shall be construed to, create any 
financial incentive for Provider to withhold medically necessary Covered Services from a Covered 
Person. 

4. Covered Person Hold Harmless. Provider agrees that in no event including, but not limited 
to, non-payment by MCNA, MCNA insolvency, or breach of this Agreement, shall Provider bill, 
charge, collect a deposit from, seek compensation, remuneration or reimbursement from, or have 
any recourse against Covered Person for Covered Services provided pursuant to this Agreement. 
This provision shall not prohibit collection of any applicable copayments or other amounts that are 
the Covered Person's financial responsibility. This provision shall survive tennination or expiration 
of this Agreement for any reason, shall be construed for the benefit of Covered Persons, and 
supersedes any oral or written agreement entered into between the Provider and a Covered Person. 

5. Recoupment Rights. Payor or MCNA shall have the right to immediately recoup any and all 
amounts owed by Provider to Payor, MCNA or any Affiliate against amounts owed by Payor, 
MCNA or Affiliate to Provider. Provider agrees that all recoupment and any offset rights under this 
Agreement shall constitute rights of recoupment authorized under State or federal law and that such 
rights shall not be subject to any requirement of prior or other approval from any court or other 
government authority that may now have or hereafter have jurisdiction over Provider. 
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6. Coordination of Benefits: Provider shall bill and process forms for any and all third- pai1y 
payors who have primary liability, prior to submission to MCNA. To collect any amounts due, 
Provider shall supply MCNA such relevant infonnation as it has collected from Covered Persons 
regarding coordinatjon of benefits. If Provider fails to commence such billing and processing within 
ninety (90) days of the rendition of care, MCNA shall have the exclusive right, at its sole discretion, 
to pursue such collections and retain all funds received. MCNA shall perform coordination of 
benefits for all other services and shall be entitled to retain all funds collected. Provider shall only 
bill MCNA for the difference, if any, between the amount due from all other third-party payors and 
the amount due under Attachment A to this Agreement, to the extent that such other payments do 
not constitute payment in full by such other third-party payors under applicable laws, regulations or 
agreements between Provider and other third-party payors. MCNA shall reimburse said difference 
from Provider according to applicable State and federal laws. 

ARTICLE VI 
RECORDS/INSPECTIONS 

1. Dental Records. Provider shall maintain a complete and accurate permanent dental record for 
each Covered Person to whom Provider renders services under this Agreement and shall include in 
that record all reports from Pa11icipating Dental Care Providers and all documentation required by 
applicable law, regulations and professional standards. The Provider Manual, and State Contract. 
Dental records of Covered Persons shall be treated as confidential so as to comply with all federal 
and State Jaws and regulations regarding the confidentiality of the patient records. 

2. Records. Provider shall maintajn records related to services, service providers, charges, dates 
and all other commonly required information elements for services rendered to Covered Persons and 
provide such dental, financial and administrative information to MCNA and State and federal 
government agencies as may be necessary for compliance by Payor or MCNA with State and federal 
law and accreditation standards, as well as for the administration of this Agreement and the State 
Contract. MCNA shall have access at reasonable times to books, records, and papers of the Provider 
relating to the dental care services provided to Covered Persons for Covered Services. 

3. Period of Retention. 

A. Medical and Dental Records. Any and all medical and dental records, including but not 
limited to graphic matter, images, X-ray films, and related matter that were necessary to 
produce a diagnostic or therapeutic report shall be retained, preserved, safeguarded, and 
properly stored by Provider (whether electronic or paper) for a minimum period of six 
(6) years from the date a patient is last treated by Provider. 

B. Other Records. Other types of records, including but not limited to administrative and 
financial records {whether electronic or paper) related to the services provided by 
Provider under this Agreement to MCNA, shall be retained by Provider for a minimum 
period of six (6) years from termination of the State Contract. 

4. Consent to Release Dental Records. Provider shall obtain Covered Person authorizations 
relative to the release of dental information required by applicable law to provide MCNA or other 
authorized parties with access to Covered Persons' records. Provider shall give Covered Persons and 

8 



their representatives access to, and the same can request copies of, the Covered Person's medical 
records, to the extent and in the manner provided by applicable State law. 

5. Access. In accordance with applicable law, Provider shall provide access to Provider's records 
to the following, including any designee or duly authorized agent: 

A. Payor and MCNA during regular business hours and upon three (3) days prior notice; 

B. Government agencies including the U.S. Department of Health and Human Services 
(HHS), CMS, Office of Inspector General Comptroller, State Legislative Auditor's 
Otlice, and other applicable State authorities, to the extent such access is necessary to 
comply with regulatory requirements that apply to MCNA or Payor; 

C. Accreditation agencies. 

6. Record Transfer. Subject to applicable law, the State Contract and Payor Contract 
requirements, Provider shall cooperate in the timely transfer of Covered Persons' dental records to 
any other health care provider or the State or Department at no charge and when required. Provider 
shall cooperate with MCNA to make available to the applicable State agency, or its designated 
representatives, any and all records, whether medical or financial, related to MCNA and the 
Provider's activities undertaken pursuant to this Agreement. 

7. On-Site Inspections. Provider agrees that dental office space or its facilities, as applicable, 
shall be maintained in accordance with applicable federal and State regulatory requirements, and the 
MCNA Provider Manual. Provider shall cooperate in announced and wiannounced on-site 
inspections of dental office space by MCNA, authorized government officials, and accreditation 
bodies. Provider shall compile any and all information in a timely manner required to evidence 
Provider's compliance with this Agreement, as requested by such agency{ies), or as otherwise 
necessary for the expeditious completion of such on-site inspection. 

ARTICLE VII 
INSURANCE 

1. Provider Insurance. During the term of this Agreement, Provider shall maintain policies of 
general and professional liability insurance and malpractice insurance coverage that are necessary to 
insure Provider and any other person providing services hereunder on Provider's behalf, against any 
claim(s) of personal injuries or death alleged or caused by Provider's performance under this 
Agreement. Such insurance shall include, but not be limited to, tail or prior acts coverage necessary 
to avoid any gap in coverage. Unless otherwise specified in an Attachment hereto, the insurance 
shall be underwritten through a licensed carrier in a minimum amount of one million dollars 
($1,000,000) per occurrence, and have an annual aggregate of no less than three mi Ilion dollars 
($3,000,000) unless a lesser amount is accepted by MCNA or where State law mandates otherwise. 
Provider will provide MCNA with at least fifteen ( 15) days notice of the cancellation, non-renewal, 
lapse, or adverse material modification of coverage. Provider will furnish such insurance coverage 
upon execution of this Agreement and shall provide MCNA with written of the existence of such 
coverage upon request. 

2. Other Insurance. All parties to this Agreement shall maintain in full force and effect 
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appropriate workers' compensation protection and unemployment insurance as required by law. 

3. FTCA Coverage. Notwithstanding the foregoing requirements of Article 7 Section I, so long 
as Dental Provider is a federally qualified health center that is covered under Section 224 of the 
Public Health Service Act for protection under the Federal Tort Claims Act (FTCA), the minimum 
insurance requirements covering Dental Provider and its FTCA qualified employees shall not apply. 
Dental Provider shall provide MCNA with proof satisfactory to MCNA ofFTCA coverage no later 
than three (3) days after the effective date of this Agreement. 

ARTICLE VIII 
INDEMNIFICATION 

I. MCNA Indemnification. Provider agrees to indemnify and hold harmless (and at MCNA's 
request defend) MCNA, its Affiliates, officers, employees and agents from and against any and all 
claims, loss, damages, liability, costs, expenses (including reasonable attorney's fees, and attorney's 
fees to enforce this indemnity), judgments, or obligations arising from or in connection with third 
party claims alleging any negligence or otherwise wrongful act or omissions of Provider, its agents 
or employees in the perfom,ance of Provider's obligations under this Agreement. 

2. Provide1· Indemnitication. MCNA agrees to indemnify and hold hannless (and at Provider's 
request defend) Provider, its officers, employees and agents from and against any and all claims, 
loss, damages, liability, costs, expenses (including reasonable attorney's fees and attorney's fees to 
enforce this indemnity), judgments, or obligations arising from or in connection with third party 
claims alleging any negligence or otherwise wrongful act or omission of MCNA, its agents or 
employees in the performance of MCNA's obligations under this Agreement. 

ARTICLE IX 
DISPUTE RESOLUTION 

Informal Dispute Resolution. MCNA and Provider are jointly responsible for resolving any 
disputes that may arise between the two and at no time, will a dispute disrupt or interfere with the 
provision of services W1der this Agreement. Any disputes between the parties arising with respect to 
the performance or interpretation of this Agreement ("Dispute") shatl first be resolved by 
exhausting the processes available in the Provider Manual, then through good faith negotiations 
between designated representatives of the parties that have authority to settle the Dispute. If the 
matter has not been resolved within sixty (60) days of the request for negotiation, either party may 
initiate litigation in accordance with this Agreement. 

ARTICLE X 
TERM AND TERl\11NATION 

1. Term. This Agreement shall have an initial term of one (1) year commencing on the Effective 
Date. Thereafter, this Agreement shall automatically renew for terms of one (1) year each. 
Notwithstanding the foregoing, this Agreement may terminate in accordance with the Tennination 
sections below. 

2. Termination of Agreement. This Agreement may be te1minated under any of the following 
circumstances: 
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A. By either party upon ninety (90) days prior written notice; 

B. By either pa1ty upon thirty (30) days prior written notice if the other party is in material 
breach of this Agreement, except that such termination shall not take place if the breach 
is cured within the thirty (30) days following the written notice; 

C. Immediately upon written notice by MCNA if there is imminent hann to patient health, 
or fraud or malfeasance is suspected; 

D. Immediately upon written notice by either party if the other party becomes insolvent or 
has bankruptcy proceedings initiated against it; 

E. Immediately upon written notice by Provider if MCNA loses, relinquishes, or has 
materially affected its ccrti ficate of authority to operate as an administrative services 
organization; or 

F. Immediately upon written notice by MCNA if Provider fails to adhere to MCNA's 
credentialing criteria, including, but not limited to, if Provider (I) loses, relinquishes, or 
has materially affected its license to provide Covered Services in the State, (2) fails to 
comply with the requirements set forth in this Agreement; or (3) is convicted of a 
criminal offense related to involvement in any Medicare, Medicaid or other government 
sponsored program or has been terminated, suspended, barred, voluntarily withdra\vn as 
part of a settlement agreement, or otherwise excluded from any Medicare, Medicaid or 
other government sponsored program. 

3. Rights and Obligations Upon Termination. Upon termination, the rights of each party 
hereunder shall terminate; provided, however, that such action shall not release the Provider or 
MCNA of their obligations with respect to: (i) payments accrued to Provider prior to termination; 
(ii) Provider's agreement not to seek compensation from Covered Persons for Covered Services 
prior to termination; (iii) completion of treatment of Covered Persons until continuation of the 
Covered Person's care can be arranged by MCNA as detennined by the Dental Director or as 
required by applicable law, the Payor Contract, or the State Contract. Services provided during the 
continuation of care period shall be reimbursed in accordance with the terms of this Agreement. 

4. Notification of Specialist Termination. If Provider is a specialist, Provider acknowledges the 
right of MCNA to inform Covered Persons of Provider's termination. In the event this Agreement is 
terminated, MCNA shall provide written notice within thirty (30) business days of receipt, or 
issuance of a notice of termination, to all Covered Persons who are seen on a regular basis by 
Provider, regardless of whether the termination was for cause or without cause. 

5. Survival of Obligations. The following provisions shall survive the termination of this 
Agreement: Article III Section 12 (Disparagement Prohibition); Article IV (Compliance With Law); 
Article V Section 4 (Covered Person Hold Harmless); Article VI (Records/Inspection); Article VII 
(Insurance); Article VIII (Indemnification); Article IX (Dispute Resolution); Article X Section 3 
(Rights and Obligations Upon Termination). 

ARTICLE XI 
MISCELLANEOUS 
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1. Relationship of Parties. The relationship among the parties is that of independent contractors. 
None of the provisions of this Agreement are intended to create, or to be construed as creating, any 
agency, pattncrship, joint venture, employee-employer, or other relationship. Neither party shall 
have or exercise any control or direction over the means or methods by which the other shall 
perfotm such work or render or perform such services and functions. MCNA shall have no right to 
control the means, methods, manner or scope by which Provider renders or perfo1ms Covered 
Services. 

2. Conflicts Between Certain Documents. Tn the event of a conflict between this Agreement 
and an Attachment, the Attaclunent shall control with respect to the product described in that 
Attachment. In the event of any conflict between any Attachment and the Provider Manual, the 
Attachment shall control as to the product described in that Attachment. 

3. Assignment; Delegation of Duties. This Agreement is intended to secure the services of and 
be personal to Provider, and shall not be assigned, sublet, delegated or transferred by Provider 
without the prior ,vritten consent of MCNA. In the event that Provider is a professional corporation, 
professional association or partnership rather than an individual dentist or provider, Provider agrees 
that all of the terms set forth herein applicable to a Provider shall apply with equal force to both the 
professional corporation, professional association or partnership and the individual dentist or 
Providers associated with such entity. 

4. Headings/Recitals. The headings of the sections of this Agreement are inse1ied merely for the 
purpose of convenience and do not, expressly or by implication, Jimit, define, or extend the specific 
terms of the section so designated. The Recitals are incorporated into this Agreement. 

5. Governing Law. All matters affecting the interpretation of this Agreement and the rights and 
obligations of the parties hereto shall be governed by and construed in accordance with applicable 
federal and state laws of the State where the Covered Services are provided pursuant to this 
Agreement. 

6. Third Party Beneficiary. Except as specifically provided herein, the terms and conditions of 
this Agreement shall be for the sole and exclusive benefit of Provider and MCNA. Nothing herein, 
express or implied, is intended to be construed or deemed to create any rights or remedies in any 
third party. 

7. Amendment. Unless otherwise prohibited by federal or state law, MCNA may propose 
amendments to this Agreement upon thirty (30) days prior written notice. Unless Provider objects in 
writing to such amendment within the thirty (30) day notice period, Provider shall be deemed to 
have accepted the amendment. Notwithstanding the foregoing, this Agreement shall be 
automatically amended as necessary to comply with any applicable State or federal laws or 
regulations, and applicable provisions of the Payor Contract or State Contract (hereafter, a 
"Conforming Amendment'); provided, however, that Provider may refuse to accept a Conforming 
Amendment by terminating this Agreement in accordance with Article X Section 2. 

8. Entire Agreement. This Agreement, its Attachments, and the Provider Manual contain all the 
terms and conditions agreed upon by the parties and supersede all other agreements, oral or 
otherwise, of the parties hereto, regarding the subject matter of this Agreement. 
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9. Sevea·ability. The invalidity or unenforceability of any tenns or provisions hereof shall in no 
way affect the validity or enforceability of any other terms or provisions. 

10. Waiver. The waiver by either party of the violation of any provision or obligation of this 
Agreement shall not constitute the waiver of any subsequent violation of the same or other provision 
or obligation. 

11. Notice. Any notice required to be given pursuant to the tenns and provisions hereof shall be 
in writing and shall be sent by ce11ified mail, return receipt requested, postage prepaid, or by 
recognized courier service, addressed as follows: 

ToMCNAat: To Provider at: 

Attn: General Counsel 
MCNA Dental Plans 
200 W. Cypress Creek Blvd. 
Suite 500 
Ft. Lauderdale, Fl. 33309 

12. Force Majeure. Neither party shall be liable or deemed to be in default for any delay or 
failure to perfonn any act under this Agreement resulting, directly or indirectly, from acts of God, 
civil or military authority, acts of public enemy, war, accidents, fires, explosions, ea11hquake, flood, 
strikes or other work stoppages by either party's employees, or any other similar cause beyond the 
reasonable control of such party. 

13. Confidentiality. Neither party shall disclose the substance or content of this Agreement or any 
information acquired from the other pa11y to any third party unless required by law. Provider 
acknowledges and agrees that all information relating to MCNA's programs, policies, protocols and 
procedures is proprietary info1mation and further agrees not to disclose such information to any 
person or entity without MCNA's express written consent. 

14. Conflict of Interest. Provider warrants that he or she does not have an interest, and shall not 
acquire any interest, direct or indirect, which conflicts in any manner or degree with the 
performance of the services hereunder. Provider shall info1m MCNA promptly of any potential 
conflict which may arise. MCNA warrants that it shall remove any conflict of interest prior to 
executing the Agreement, or thereafter, if the conflict arises after the start of the Agreement. 

15. Authority. The parties whose signatures are set forth below represent and wanant that they 
are duly empowered to execute this Agreement. 

[SIGNATURE PAGE FOLLOWS] 
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IN WITNESS WHEREOF, the parties hereto have executed this Agreement effective as 
of the date first above written. 

Managed Care of North America, Inc., 
d/b/a/ MCNA Dental Plans, a Florida 
corporation 

By: __________ _ 

Printed Name: 

Title: 

Signature Date: 

Effective Date of Agreement: ______ _ 
(To be completed by MCNA only) 
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[Provider] 

By: ___________ _ 

Printed Name: 

Title: 

Signature Date: 

Tax Identification Number: _ ___ _ 

National Identification Number: ___ _ 

Dentist Medicaid Number: _ ___ _ 

Group Medicaid Number (If applicable) : 

Group Corporate Address (If applicable): 



Appendix A to Dental Provider Agreement 

Provider may send updates to this Attachment Appendix A to Plan from time to time; provided however, any Additional Practice Providers 
reflected on such update shall not provide Covered Services under this Agreement until such Practice Providers have been credentialed and 
approved by Plan's or its designee's credentialing committee (Plan shall give Provider written notice of such approval}. 

Last First Middle Degree Specialty Practice City State Zip County Phone Fax NPI# Medicaid# TIN Employed Accepts 
Name Name Initial Address Code by Group New 

(Y/Nl Patients 

A roster with all information reference above may be attached in lieu of completing this form. 
D 

D Roster Attached 
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STATE OF NEBRASKA MEDICAID PROGRAM PRODUCT ATTACHMENT 
TO DENTAL PROVIDER AGREEMENT 

ATTACHMENT A 

This State of Nebraska Product Attachment (the "Product Attachment') is 
incorporated into the Dental Provider Agreement (the "Agreemenf') entered into by and 
between (the "Provider") and Managed 
Care of North America, Inc., d/b/a/ MCNA Dental Plans ("MCNA"). 

ARTICLE I 
GENERAL TERMS 

1.1 MCNA has been contracted by its affiliate, MCNA Insurance Company, a Texas 
accident and health insurance company ("MIC') to a1nnge for the provision of 
covered dental services to children and adults enrolled in the Nebraska Medicaid 
Program. MIC is the Payor and Provider is the Payee with respect to this 
Agreement. 

1.2 Provider has entered into the Agreement with MCNA. This Product Attachment 
is intended to supplement the Agreement by setting fo1th the parties' rights and 
responsibilities related to the provision of Covered Services to Covered Persons 
as it pertains to the Nebraska Medicaid and CHIP programs. Provider agrees to 
adhere to all requirements set forth in the contract between MCNA and the 
Nebraska Department of Health and Human Services (DHHS) and Department
issued guidelines. The same shall be furnished to Provider upon request. In the 
event of a conflict between the terms and conditions of the Agreement and the 
terms and conditions of this Product Attachment, this Product Attachment shall 
govern. 

1.3 Notwithstanding any provisions set forth in this Product Attachment, to the extent 
applicable, Provider shall comply with all duties and obligations under the 
Agreement. the Provider Manual and this Product Attachment through the last day 
the Agreement is in effect. Provider agrees and understands that Covered 
Services shall be provided in the amount, dtrration and scope of core benefits and 
services specified in the Nebraska Medicaid State Plan as set forth in the MCNA 
Provider Manual, any applicable State handbooks or policy and procedure guides, 
and all applicable State and federal laws and regulations. All final Medicaid 
benefit dete1minations are within the sole and exclusive authority of DHHS or its 
designee. To the extent Provider is unclear about Provider's duties and 
obligations, Provider shall request clarification from MCNA. 



ARTICLE II 
DEFINITIONS 

The defined terms in this Product Attachment have the same meaning set forth in 
the Agreement, unless othetwise defined herein. 

"Covered Persons or Member" means a person eligible to receive Covered Services from 
MIC. 

"Dental Home" means an ongoing relationship between the dentist and the patient, 
inclusive of all aspects of oral health care delivered in a comprehensive, continuously 
accessible, coordinated, and family-centered way. 

"Dental Records" shall have the meaning set forth in Article III, Section 3.4 herein. 

"Depurtment 0 means the State of Nebraska, Department of Health and Human Services 
("DHHS"), or its designee. 

"Emergency Dental Condition" means a medical condition manifesting itself by acute 
symptoms of sufficient severity (including severe pain) that a prudent layperson, who 
possesses an average knowledge of health and medicine, could reasonably expect the 
absence of immediate medical attention to result in the following: (1) placing the health 
of the individual (or, with respect to a pregnant woman, the health of the woman or her 
unborn child) in serious jeopardy; (2) serious impairment to bodily functions; or, (3) 
serious dysfunction of any bodily organ or part. 

"Emergency Dental Services" means covered inpatient and outpatient services that are 
either furnished by a provider that is qualified to furnish these services under Title 42 
CFR, or the services needed to evaluate or stabilize an emergency medical condition. 

"Medicglly Necessary" or "Medical Necessity" means health care services and supplies 
that are medically appropriate and: 

1. Necessary to meet the basic health needs of the member. 
2. Rendered in the most cost-efficient manner and type of setting appropriate for the 

delivery of the covered service. 
3. Consistent in type, frequency, and duration of treatment with scientifically-based 

guidelines of national medical, research, or health care coverage organizations or 
governmental agencies. 

4. Consistent with the diagnosis of the condition. 
5. Required for means other than convenience of the client or his/her provider. 
6. No more intrusive or restrictive than necessary to provide a proper balance of 

safety, effectiveness, and efficiency. 
7. Of demonstrated value. 
8. No more intensive level of service than can be safely provided. 
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"MIC' means MCNA Insurance Company, a Texas accident and health insurance 
company. 

"Payor" means MCNA Insurance Company. 

"Payee" means the Dental Provider. 

"Primary Care Dentist" or "PCD" means a licensed or certified dentist or health clinic 
including a FQHC or rural health clinic that functions within the scope of licensure or 
certification and agrees to provide primary dental care services to Members. The PCD is 
the patient's initial and most important contact with MCNA. The PCD functions as the 
member's Dental Home. 

"State" means the State of Nebraska, as represented through any agency, depa11ment, 
board, or commission. 

"State Contract" means the agreement between DHHS and MIC whereby MIC is 
obligated to administer the dental benefits available to children and adults enrolled in the 
Nebraska Medicaid Program. 

"Third Party Liability" or "TPL" refers to the legal obligation of third paities to pay part 
or all of the expenditures for medical assistance furnished under a Medicaid state plan. 

"Third Party Resollrce'' means any individual, entity, or program that is or may be liable 
to pay all or part of the cost of any medical services furnished to a member. 

"Urgent Care" means care for a condition not likely to cause death or Lasting haim but 
for which treatment should not wait for a normally scheduled appointment. 

ARTICLE Ill 
PRODUCT REQUIREMENTS 

3.1 Compliance with State Contract. Provider shall comply with all applicable 
federal, State and local laws and regulations, and all amendments thereto. 
Provider understands and agrees that this Product Attachment and/or the 
Agreement shall be deemed automatically amended as necessary to comply with 
any applicable State or federal or regulation, or any applicable provision of the 
State Contract. Any provision of the Agreement or this Product Attachment 
deemed to conflict with the State Contract by DHHS shall be null and void, and 
all other provisions shall remain in full force and effect. 

3.2 Urgent and Routine Care, and Wait Times. Urgent Care must be provided 
within twenty-four (24) hours [42 CFR §438.206(c)(l)(i)]; Urgent care may be 
provided directly by the primary care dentist {PCD) or directed by MCNA 
through other arrangements. 
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Routine or preventative dental services within six ( 6) weeks. 

Wait times for scheduled appointments should not routinely exceed forty-five (45) 
minutes, including time spent in the waiting room and the examining room, unless 
the provider is unavailable or delayed because of an emergency. If a Provider is 
delayed, the Member should be notified immediately. If a wait of more than 
ninety (90) minutes is anticipated, the Member should be offered a new 
appointment. 

3.3 Encounter Records. Provider shall comply with MCNA's electronic health 
encounter records submission in a fonnat to be provided by MCN A to Provider 
and as required by the Department. Such encounter records shall be submitted in 
a timely fashion as directed by MCNA. Provider shall submit encounter records in 
the fonnat specified by Department so that the MCNA can meet Department's 
specifications. Encounter records must be at the line level of detail and allow all 
discrete services provided to be identified through the inclusion of the specific 
CDT codes that would have been billed if the Provider was reimbursed under the 
fee-for-service model. 

3.4 Dental Records. Any and all medical and dental records, including but not 
limited to graphic matter, images, X-ray films, and related matter that were 
necessary to produce a diagnostic or therapeutic report (the "Dental Records") 
shall be retained, preserved, safeguarded, and properly stored by Provider 
(whether electronic or paper) such as working papers related to the preparation of 
fiscal reports, and medical records, progress notes, charges, journals ledgers, and 
electronic media shall be retained and safeguarded by the Provider for a period of 
seven (7) years from the last date of treatment of the Member. 

Dental Records must be further retained in the event of litigation, claims, or other 
actions involving the records, in which case the files must be retained until the 
completion of the action and the resolution of all issues that arose from it. If the 
Dental Records are stored on microfilm or microfiche or other electronic means, 
the subcontractor must agree to produce at its expense legible hard copy records 
upon the request of state or federal authorities, within twenty-one (21) calendar 
days of the request. This requirement does not include Dental Records pe11aining 
to once-in-a-lifetime events that must be retained indefinitely and may not be 
destroyed. 

Dental Records shall be made available for fiscal audit, medical audit, medical 
review, utilization review, and other periodic monitoring upon request of an 
authorized representative of DHHS. Provider shall allow MCNA, the Department, 
NMPI, MFPAU, and and other authorized State and federal agents, including 
DHHS, U.S. Department of Health and Hwnan Services (HHS), CMS, Office of 
Inspector General Comptroller, State Legislative Auditor's Office, and the 
Nebraska Attorney General's Office, to the extent such access is necessary to 
comply with regulatory requirements that apply to MCNA or MIC. The 
previously mentioned entities shall have the right to evaluate through audit, 
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inspection, or other means, whether announced or unaccounted, any records 
(including without limitation Dental Records) pertinent to the contract between 
DHHS and MCNA, including quality, appropriateness and timeliness of services 
and the timeliness and accuracy of encounter data and practitioner claims 
submitted to MCNA. Such evaluation when performed shall be performed with 
the cooperation of MCNA. Upon request, MCNA shall assist in such reviews. 

Provider shall give Covered Persons and their representatives access to, and the 
same can request copies of, the Covered Person's Dental Records, to the extent 
and in the manner provided by State law. 

3.5 Cultu.-al Consideration and Competency. In accordance with Title JV of the 
Civil Rights Act of 1964 (42 U.S.C. §2000d et. seq.) and its implementing 
regulation, 45 C.F.R. §80 (2001) (as amended), Provider shall deliver Covered 
Services in a culturally competent manner to all Covered Persons, including those 
with limited English proficiency and diverse cultural and etlmic backgrounds and 
must take adequate steps to ensw·e that persons with limited English skill receive 
free of charge the language assistance necessary to afford them meaningful and 
equal access to the benefits and services provided under this Agreement. 

3.6 Qualifications and Credentialing Criteria. Provider shall hold all necessary 
licenses, registrations and/or certifications required under State or federal law to 
provide the services contracted for hereunder and shall at all times meet, maintain 
and adhere to the policies and procedures of MCNA with respect to (1) 
certification to participate in any federal or State health care program including 
but not limited to the Medicaid and Medicare programs; (2) the MCNA Provider 
Manual; (3) requirements of the Department; (4) licensure, certification, 
accreditation, utilization management/quality assurance (including requirements 
for review of Provider's services by MCNA personnel and committees), 
complaints/appeals; and (4) administrative policies such as those (by way of 
example but not limitation) relating to claims submission, coordination of 
benefits, and coverage verification. Provider will be subject to re-credentialing by 
MCNA every thirty-six (36) months from the Provider's immediately preceding 
credentialing committee approval date. Provider shall give immediate notice to 
MCNA of any event that causes Provider to be out of compliance with its ability 
to fulfill its obligations under this Agreement, or of any change in Provider's 
name, ownership, control, or taxpayer identification number. 

3.7 Nondiscrimination by MCNA. MCNA shall not discriminate against any 
Provider who services high-risk populations or who specializes in conditions that 
require costly treatment or based upon that Provider's licensure or certification. 

3.8 Non-interference by MCNA. MCNA shall not prohibit or othe1wise restrict, a 
health care professional acting within the lawful scope of practice, from advising 
or advocating on behalf of an enrollee who is his or her patient (in compliance 
with 1932(b)3(D) and 42 C.F.R. §438.102(a)(l)(i),(ii),(iii) and (iv)): (a) for the 
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enrollee's health status, medical care or treatment options, including any 
alternative treatment that may be self-administered; (b) for any information the 
enrollee needs in order to decide among all relevant treatment options; ( c) for the 
risks, benefits, and consequences of treatment or non-treatment ; and (d) for the 
enrollees right to participate in decisions regarding his or her health care, 
including the right to refuse, and to express preferences abut future treatment 
decisions. 

3.9 Ethical Reasons for Non-Performance of Medical Treatment. MCNA shall 
not require Provider to perform any treatment or procedure which is contrary to 
the Provider's conscience, religious beliefs, or ethical principles and shall meet 
the requirements of 42 C.F.R. §438.102 (2012). In such instances, Provider shall 
consult MCNA when refetTing the Covered Person to another health care provider 
licensed, certified or accredited to provide care for the individual service or 
assigned to another Provider licensed to provide care appropriate to the Covered 
Person's dental condition. 

3.10 Covered Person Communications. Nothing in the Agreement shall be construed 
as imposing restrictions upon Provider's free communication with a Member 
about the Member's medical condition, treatment options, MCNA referral 
policies, and other MCNA policies regarding financial incentives or arrangements 
and all managed care plans with whom the Provider contracts. 

3.11 Representation and Warranty. Provider represents and warrants that neither 
Provider nor any individual who has a direct or indirect ownership or controlling 
interest of 5% or more of the Provider, nor any officer, director, agent or 
managing employee (i.e., general manager, business manager, administrator, 
director or like individual who exercises operational or managerial control over 
Provider or who directly or indirectly conducts the day-to-day operation of 
Provider) is an entity or individual (1) who has been convicted of any offense 
under Section 1128 (a) of the Social Security Act (42 U.S.C. §1320a-7(a)) or of 
any offense related to fraud or obstruction of an investigation or a controlled 
substance described in Section 1128(b )( I )-(3) of the Social Security Act ( 42 
U.S.C. §1320a-7(b)(l)-(3)); or (2) against whom a civil monetary penalty has 
been assessed under Section 1128A or 1129 of the Social Security Act ( 42 U.S.C. 
§ 1320a-7a; 42 U.S.C. § 1320a-8); or (3) who has been excluded from participation 
in a program under Title XVIII, 1902(a)(39) and (41) of the Social Security Act, 
Section 4724 of the BBA or under a Commonwealth health care program. 

3.12 Compliance with Laws. Provider understands and agrees that it is subject to all 
state and federal laws, rules, regulations, waivers, policies and guidelines, and 
court-ordered consent decrees, settlement agreements, or other court orders that 
apply to this Agreement and the State Contract, and all persons or entities 
receiving state and federal funds. The Provider understands and agrees that any 
violation by a provider of a state or federal law relating to the delivery of services 
pursuant to this Agreement, or any violation of the State Contract could result in 
liability for money damages, and/or civil or criminal penalties and sanctions under 

6 



state and/or federal law. By signing this Agreement, Provider certifies to the best 
of its knowledge and belief that federal funds have not been used for lobbying in 
accordance with 45 CFR Part 93 and 31 USC 1352. We instruct providers to 
disclose any lobbying activities using non-federal funds in accordance with and to 
the extent required by 45 CFR Part 93 and the laws of the State of Nebraska. 

Provider further understands and agrees that the following laws, rules, and 
regulations, and all amendments or modifications thereto, are incorporated by 
reference to this Agreement and shall comply with the following laws, among 
others: 

A. Requirements set forth in 42 C.F.R. §438.210(e), compensation to MCNA or any 
individuals who many conduct utilization management activities is not 
structured so as to provide incentives for the individual or MCNA to deny, 
limit, or discontinue medically necessary services to any member; 

B. Requirements set forth in 42 C.F.R. §438.106(c) and §1932(b)(6), stating that 
Providers shall not bill members any amount greater than would be owed if 
the MCNA provided the services directly; 

C. Requirements set forth in 42 C.F.R. §455, Subpatt B, stating that Provider shall 
comply and submit to MCNA disclosure of required information; 

D. Environmental Protection Laws: 

1. Pro-Children Act of 1994 (20 U.S.C. §6081 et seq.) regarding the 
provision of a smoke-free workplace and promoting the non-use of all 
tobacco products; 

11. National Envirorunental Policy Act of 1969 (42 U.S.C. §4321 et seq.) and 
Executive Order t l 514 ( .. Protection and Enhancement of Envirorunental 
Quality") relating to the institution of environmental quality control 
measures; 

ii i. Clean Air Act and Water Pollution Control Act regulations (Executive 
Order 11738, "Providing for Administration of the Clean Air Act and 
Federal Water Pollution Control Act with Respect to Federal Contracts, 
Grants, and Loans"); 

1v. State Clean Air Implementation Plan (42 U.S.C. §740 et seq.) regarding 
conformity of federal actions to State Implementation Plans under 
§ 176( c) of the Clean Air Act; and 

v. Safe Drinking Water Act of 1974 (21 U.S.C. §349; 42 U.S.C. §300f to 
300j-9) relating to the protection of underground sources of drinking 
water; 
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E. State and federal anti-discrimination laws: 

1. Title VI of the Civil Rights Act of 1964, (42 U.S.C. §2000d el seq.) and as 
applicable 45 C.F.R. Part 80 or 7 C.F .R. Part 15; 

ii. Section 504 of the Rehabilitation Act of 1973 (29 U.S.C. §794); 

iii. Americans with Disabilities Act of 1990 (42 U.S.C. §12101 el seq.); 

iv. Age Discrimination Act of 1975 (42 U.S.C. §§6101-6107); 

v. Title TX ofthe Education Amendments of 1972 (20 U.S.C. §§1681-1688); 

vi. Food Stamp Act of 1977 (7 U.S.C. §200 ct seq.); 

v11. Executive Order 13279, and its implementing regulations at 45 C.F.R. Part 
87 or 7 C.F.R. Part 16; and 

v111. The Immigration Refo1m and Control Act of 1986 (8 U.S.C. § I JOI et 
seq.) and the Immigration Act of 1990 (8 U.S.C. § 1101, et seq.) 
regarding employment verification and retention of verification forms; 

F. The Health Insurance Portability and Accountability Act of 1996 (HIPAA) 
(Public Law 104-191); 

G. The Health lnfo1mation Technology for Economic and Clinical Health Act 
{HITECH Act) at 42 U.S.C. 17931 et. seq. 

3 .13 Laboratory Services. If Provider performs laboratory services, the same must be 
conducted in accordance with all applicable state requirements and 42 C.F.R. 
§§493.1 & 493.3, and any other federal requirements. 

3.14 Access to Premises. Provider shall allow duly authorized agents or 
representatives of the State or federal government or the independent external 
quality review organization required by Section 1902 ( a )(30)( c) of the Social 
Security Act, 42 U.S.C. § 1396a(a)(30), access to their premises during normal 
business hours. Provider shall cause similar access or availability to their 
premises to assist in internal and external quality assessment review, utilization 
management, and grievance procedures established by MCNA and/or DHHS or its 
designee and provide adequate space on the premises to reasonably accommodate 
the State, federal, or external quality review personnel conducting the audit, 
investigation, or inspection effort. As set forth, Provider shall forthwith produce 
all records, docwnents, or other data requested as part of such review, 
investigation, or audit. 
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In the event right of access is requested under this Section, Provider shall provide 
and make available staff to assist with the process. All inspections or audits shall 
be conducted in a manner as will not unduly interfere with the performance of 
Provider's activities. All infonnation obtained will be accorded confidential 
treatment as provided under applicable laws, rules and regulations. 

The Provider agrees to provide to DHHS: 

A. All infotmation required under the State Contract, including but not limited 
to the reporting requirements and other infotmation related to the Provider's 
perfonnance of its ob)igations under the Agreement; 

B. Any information in its possession sufficient to permit DHHS to comply with 
the federal Balanced Budget Act of 1997 or other federal or state laws, rules, 
and regulations. All infonnation must be provided in accordance with the 
timelines, definitions, formats, and instructions specified by the Department. 

All such information must be provided in accordance with the timelines, 
definitions, formats, and instructions specified by DHHS. Upon receipt of a 
record review request from DHHS or another state or federal agency 
authorized to conduct compliance, regulatory, or program integrity 
functions, Provider must provide, at no cost to the requesting agency, the 
records requested within three (3) business days of the request. If DHHS or 
another state or federal agency representative reasonably believes that the 
requested records are about to be altered or destroyed or that the request 
may be completed at the time of the request and/or in less than 24 hours, the 
Provider must provide the records requested at the time of the request and/or 
in less than 24 hours. The request for record review includes, but is not 
limited to clinical medical or dental Member records; other records 
pertaining to the Member; any other records of services provided to 
Medicaid or other health and human services program recipients and 
payments made for those services; documents related to diagnosis, 
treatment, service, lab results, chat1ing; billjng records, invoices, 
documentation of delivery items, equipment, or supplies; radiographs and 
study models related to orthodontia services; business and accounting 
records with backup support docwnentation; statistical documentation; 
computer records and data; and/or contracts with providers and 
subcontractors. Failure to produce the records or make the records available 
for the purpose of reviewing, examining, and securing custody of the 
records may result in the DHHS imposing sanctions as provided by state 
law, against the Provider. 

3.15 Corrective Action Plan. In the event that a c01Tective action plan is initiated by 
MCNA and/or required by DHHS, the Provider shall comply with the same. 
MCNA may assess and Provider shall pay any monetary fines or other sanctions 
imposed on Provider at the direction of DHHS for failure or refusal to respond to 
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MCNA's requests for credentialing info1mation, access to dental records, or other 
material information in respect of this Agreement 

3.16 Provider Indemnity. Provider shall indemnify, defend and hold DHHS harmless 
from all claims, losses, or suits relating to activities undertaken pursuant to the 
contract between DHHS and MCNA. Provider further covenants and agrees that 
in the event of a breach of this Agreement by MCNA, termination of this 
Agreement, or insolvency of MCNA, Provider shall provide all services and fulfill 
al I of its obligations pursuant to the Agreement for the remainder of any month for 
which DHHS has made payments to MCNA, and shall fulfill all of its obligations 
respecting the transfer of Covered Persons to other providers, including record 
maintenance, access and reporting requirements, all such covenants, agreements, 
and obligations of which shall survive the termination 9f this Agreement. 

3.17 State as Third Party Beneficiary. Provider acknowledges and agrees that the 
State is the intended third-party beneficiary of this Agreement and, as such, the 
State is entitled to all remedies available to third-party beneficiaries under 
Nebraska law. 

3.18 Incorpoa·ation of State Contract Provisions. All prov1S1ons of the State 
Contract with respect to: (i) MCNA's Quality Assessment Performance 
Improvement ("QAPI'') program; (ii) Utilization Management ("UM") 
requirements; (iii) all record keeping and repot1ing requirements; (iv)the 
confidentiality of patient information; and (v) all other applicable State and 
federal laws, are hereby incorporated by reference into this Agreement. 

3.19 Suspected Fraud and Abuse. Provider shall immediately report all suspected 
fraud and abuse to MCNA. 

3.20 Coordination of Ben~fits (COB). Provider must report all COB infonnation to 
MCNA. 

3.21 Acc1·editatio11. If applicable, Provider shall provide MCNA with a copy of its 
current certificate of accreditation from NCQA/URAC or other national 
accreditation body, if and as applicable, together with a copy of any survey report 
in connection therewith, subject to the applicable restrictions of such accrediting 
body. 

3.22 Non-Disc .. imination by Provider. At all times during the perfom1ance of this 
Agreement, the Provider agrees as follows: 

A. Provider shall not discriminate against any employee or applicant for 
employment because of race, color, religion, sex, or national origin. Provider 
will take affinnative action to ensure that applicants are employed, and that 
employees are treated during employment, without regard to their race, color, 
religion, sex or national origin. Such action shall include, but not be limited to 
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the fol lowing: employment, upgrading, demotion, or transfer; recruitment or 
recrnitment advertising; layoff or tennination; rates of pay or other fonns of 
compensation; and selection for training, including apprenticeship. Provider 
agrees to post in conspicuous places, available to employees and applicants for 
employment, notices to be provided by the contracting officer setting forth the 
provisions of this nondiscrimination clause. 

B. Provider will, in all solicitations or advertisements for employees placed by or 
on behalf of Provider, state that all qualified applicants will receive 
consideration for employment without regard to race, color, religion, sex or 
national origin. 

C. If applicable, Provider will send to each labor union or representative of 
workers with which he has a collective bargaining agreement or other contract 
or understanding, a notice, to be provided by the agency contracting officer, 
advising the labor union or workers' representative of Provider's commitments 
under Section 202 of Executive Order No. 11246 of September 44, 1965, and 
shall post copies of the notice in conspicuous places available to employees 
and applicants for employment. 

D. If applicable, Provider will comply with all provisions of Executive Order No. 
11246 of Sept. 24, 1965, and of the rules, regulations, and relevant orders of 
the Secretary of Labor. 

E. If applicable, Provider will furnish all infonnation and reports required by 
Executive Order No. 11246 of September 24, 1965, and by the rules, 
regulations, and orders of the U.S. Secretary of Labor, or pursuant thereto, and 
will pennit access to his books, records, and accounts by the contracting 
agency and the Secretary of Labor for purposes of investigation to ascertain 
compliance with such rules, regulations, and orders. 

F. In the event of Provider 's noncompliance with the applicable 
nondiscrimination clauses of this Agreement or with any of such rules, 
regulations, or orders, this Agreement may be cancelled, terminated or 
suspended in whole or in part and Provider may be declared ineligible for 
further Goverrunent contracts in accordance with procedures authorized in 
Executive Order No. 11246 of Sept. 24, 1965, and such other sanctions may be 
imposed and remedies invoked as provided in Executive Order No. 11246 of 
September 24, 1965, or by nde, regulation, or order of the Secretary of Labor, 
or as otherwise provided by law. 

G. If applicable, Provider will include the provisions of paragraphs (A) through 
(G) in every subcontract or purchase order unless exempted by rules, 
regulations, or orders of the Secretary of Labor issued pursuant to Section 204 
of Executive Order No. 11246 of September 24, 1965, so that such provisions 
will be binding upon each subcontractor or vendor. The contractor will take 

11 



such action with respect to any subcontract or purchase order as may be 
directed by the Secretary of Labor as a means of enforcing such provisions 
including sanctions for noncompliance: Provided, however, that in the event 
Provider becomes involved in, or is threatened with, litigation with a 
subcontractor or vendor as a result of such direction, Provider may request the 
United States to enter into such litigation to protect the interests of the United 
States. 

3.23 Quality of Services. Provider shall monitor and report the quality of services 
delivered under the Agreement and initiate a plan of correction where necessary 
to improve quality of care, in accordance with the level of care, which is 
recognized as acceptable professional practice in Nebraska and/or the standard 
established by DHS or its designee. Provider shall also submit all reports and 
clinical information as required by MCNA in order to comply with reporting 
pw-poses such as HEDIS, CMS 416, DQA, AHRQ, and EPSDT. 

3.24 Prohibited Conduct. Provider shall not encourage or suggest that members be 
placed in state custody in order to receive medical or specialized behavioral health 
services covered by DHHS. 

ARTICLE IV 
STATE MANDA TED REQUIREMENTS 

4.1 Audit or Investigation. The Provider agrees to provide the following entities or 
their designees with prompt, reasonable, and adequate access to this Agreement 
and any records, books, documents, and papers that are related to this Agreement 
and the Provider's performance of its responsibilities under this Agreement: 

A. Nebraska Department of Health and Human Services (DHHS); 

B. U.S. Department of Health and Human Services (HHS); 

C. Centers for Medicare and Medicaid Services (CMS); 

D. Nebraska Medicaid Program Integrity (NMPI); 

E. Nebraska Medicaid Fraud and Patient Abuse Unit (MFPAU); 

F. An independent verification and validation contractor or quality assurance 
contractor acting on behalf of DHHS; 

G. Any State or federal law enforcement agency; 

H. Special or general investigation committee of the Nebraska Legislatw·e; 
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I. Comptroller; 

J. The Office of the State Auditor of Nebraska; and 

K. The Nebraska Attorney General's Office and any other state or federal 
entity identified by DHHS, or any other entity engaged by DHHS. 

The Provider must provide access wherever it maintains such records, books, 
documents, and papers. The Provider must provide such access in reasonable 
comfort and provide any furnishings, equipment, and other conveniences deemed 
reasonably necessary to fulfill the purposes described herein. Requests for access 
may be for, but are not limited to: examination; audit; investigation; contract 
administration; the making of copies, excerpts, or transcripts; or any other 
purpose DHHS deems necessary for contract enforcement or to perform its 
regulatory functions. 

Provider understands and agrees that the acceptance of funds under this 
Agreement acts as acceptance of the authority of the State Auditor's Office 
("SAO"), or any successor agency, to conduct an investigation in connection with 
those funds. Provider further agrees to cooperate fully with the SAO or its 
successor in the conduct of the audit or investigation, including providing all 
records requested. 

4.2 Changes to Compensation and Fee Schedules. If MCNA elects to make any 
changes to the Provider's fee schedule or payment for Covered Services, MCNA 
shall provide Provider at least ninety (90) days notice prior to the effective date of 
the change. 

4.3 Claims Payment. Provider shall submit all clean claims for payment in 
accordance with the Timely Filing requirements set forth the in the Provider 
Manual. MCNA shall pay Ninety percent (90%) of all clean claims within fifteen 
(15) business days of the date received. MCNA shall pay ninety-nine (99%) of all 
clean claims within thi1ty (30) calendar days of the date of receipt. MCNA and 
Provider may, by mutual agreement, establish an alternative payment schedule. 
Any alternative payment schedule must be stipulated in the Agreement. Provider 
is prohibited from billing or collecting any amount from a Medicaid Member for 
dental services provided pursuant to this Agreement. Federal and state Jaws 
provide severe penalties for any provider who attempts to bill or collect any 
payment from a Medicaid recipient for a Covered Service. Provider understands 
and agrees that DHHS is not liable or responsible for payment for Covered 
Services rendered pursuant to this Agreement. 

4.4 Payment Terms. The following additional terms for claims payment are 
applicable: 
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A. The method of payment applicable to this Agreement is set forth on 
Appendix A hereto and in the Provider Manual. 

B. ln order to submit a clean claim, Provider must attach all of the 
infonnation as required in the Provider Manual for each claim submittal. 

C. MCNA will provide the Provider at least 90 days notice prior to 
implementing a change in the above-referenced claims guidelines, unless 
the change is required by statute or regulation in a sho1ter timeframe. 

D. Provider must submit claims for processing and/or adjudication to MCNA 
at the place and in the manner described in the Provider Manual. 

E. MCNA will notify Provider in writing of any changes in its list of claims 
processing or adjudication entities at least 30 days prior to the effective 
date of change. If MCNA is unable to provide 30 days notice, MIC or 
MCNA shall give Provider a 30-day extension on their claims filing 
deadline to ensure claims are routed to the correct processing center. 

4.5 Complaints and Appeals. The complaint and appeal processes that apply to 
Provider are contained in the Provider manual. The Provider understands and 
agrees that DHHS and MCNA reserve the right and retains the authority to make 
reasonable inquiry and to conduct investigations into Provider and Member 
complaints. 

4.6 Confidentiality. Provider must treat all information that is obtained through the 
performance of the services included in this Agreement as confidential 
information to the extent that confidential treatment is provided under state and 
federal laws, rules, and regulations. This includes, but is not limited to, 
information relating to applicants or recipients of DHHS Programs, this 
Agreement, MCNA's Provider Manual, internet portal, and all other materials 
provided by MCNA to Provider in coJU1ection with this Agreement. Provider shall 
not use information obtained through the performance of this Agreement in any 
manner except as is necessary for the proper discharge of its obligations under 
this contract. Provider shall protect the confidentiality of Member Protected 
Health lnfonnation (PHI), including patient records in accordance with State and 
federal law. Provider shall comply with all applicable Federal and State laws, 
including the HIPAA Privacy and Security Rule governing the use and disclosure 
of PHI. 

4.7 Continuation of Ca1·e. Provider shall, upon termination of the Agreement for 
reasons other than a quality of care issues or fraud, continue to provide and be 
compensated for Covered Services to Covered Persons under the terms and 
conditions of the Agreement until the earlier of such time that: ( 1) such Covered 
Person has completed his/her course of treatment; or (2) reasonable and medically 
appropriate arrangements have been made for a Participating Dental Provider to 
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render health care services to the Covered Person. If Provider is a facility, 
Provider shall continue to provide and be paid for Covered Services to Covered 
Persons under the same terms and conditions of the Agreement until such 
Covered Person is discharged from the facility. For purposes of this provision, 
"discharge" shall mean the Covered Person's physical release from the facility. 
This provision shall survive the tennination of the Agreement. 

4.8 Costs of Non-covered Services. Provider must inform Members of the costs for 
non-covered services prior to rendering such services and must obtain a signed 
Private Pay Fo1m (to be supplied by Provider) from such Member. 

4.9 [Intentionally left blank] 

4.10 Fraud and Abuse. Provider understands and agrees to the following: 

A. DHHS Nebraska Medicaid Program Integrity and/or the Nebraska 
Medicaid Fraud and Patient Abuse unit shall be allowed to conduct private 
interviews of Provider and its employees, agents, contractors, and patients; 

B. Requests for infonnation from such entities must be complied with, in the 
form and language requested; 

C. Provider and its employees, agents, and contractors must cooperate fully 
with such entities in making themselves available in person for interviews, 
consultation, grand jury proceedings, pre-trial conference, hearings, trials 
and in any other process, including investigations at the Provider's own 
expense~ 

D. Compliance with these requirements, including all record production 
requirements, will be at the Provider's own expense. 

E. Provider understands and agrees to the following: 

1. Provider is subject to all state and federal laws and regulations relating 
to fraud, abuse or waste in health care and the Medicaid and/or CHIP 
Programs, as applicable; 

11. Provider must cooperate and assist DHHS and any state or federal 
agency that is charged with the duty of identifying, investigating, 
sanctioning or prosecuting suspected fraud, abuse or waste; 

m. Provider must provide originals and/or copies of any and all requested 
information, allow access to the premises, and provide its records to 
the Office oflnspector General, DHHS, NMPT, MFPAU, the Centers 
for Medicare and Medicaid Services (CMS), the U.S. Depa11ment of 
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Health and Human Services, federal investigative agencies, the 
Nebraska Attorney General's Medicaid Fraud Control Unit or other 
unit of state or federal government, upon request, and free-of-charge; 

iv. If the Provider places required records in another legal entity's 
custody, such as a hospital, the Provider is responsible for obtaining a 
copy of these records for use by the above-named entities or their 
representatives; 

v. Provider must report any suspected fraud or abuse including any 
suspected fraud and abuse committed by MIC, MCNA, or a Member 
to Nebraska Medicaid Program Integrity. 

4.11 Liability. In the event MCNA becomes insolvent or ceases operations, the 
Provider tmderstands and agrees that its sole recourse against MCNA will be 
through MCNA's bankruptcy, conservatorship, or receivership estate. Provider 
understands and agrees that MCNA Members may not be held liable for MIC's or 
MCNA's debts in the event of the entity's insolvency. Provider understands and 
agrees that DHHS does not assume liability for the actions of, or judgments 
rendered against, MIC, MCNA, their employees, agents or subcontractors. 
Further, the Provider understands and agrees that there is no right of subrogation, 
contribution, or indemnification against DHHS for any duty owed to the Provider 
by MIC or MCNA or any judgment rendered against MIC or MCNA. 

MIC or MCNA has full authority to initiate and maintain any action necessary to 
stop a Provider or employee, agent, assignee, trustee, or successor-in-interest from 
maintaining an action against DHHS, an HHS Agency, or any Member to collect 
payment from DHHS, any DHHS Agency, or any Member, excluding payment 
for non-covered services. This provision does not restrict Provider from collecting 
allowable copayment and deductible amounts from Members. Additionally, this 
provision does not restrict Provider from collecting payment for services that 
exceed an adult Member's benefit cap, if any. 

Provider understands and agrees that DHHS is not liable or responsible for 
payment for Covered Services rendered pursuant to the Provider contract. 

4.12 Marketing1 Provider agrees to comply with DHHS's marketing policies and 
procedures, as set forth in the State Contract. Provider is prohibited from 
engaging in direct marketing to Members that is designed to increase enrollment 
in a particular health plan. The prohibition does not constrain Providers from 
engaging in permissible marketing activities consistent with broad outreach 
objectives and program application assistance. 

4.13 Mate1·ial Changes; Amendments. This Agreement, including any and all 
attachments, may only be modified through a written amendment that is 
incorporated and attached to this Agreement and duty signed by the parties. 
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Notwithstanding, MCNA may propose amendments to this Agreement upon thirty 
(30) days prior written notice to Provider and DHHS. Unless Provider objects in 
writing to such amendment within the thi11y (30) day notice period, Provider shall 
be deemed to have accepted the amendment. MCNA and Provider agree to 
negotiate such further amendments as may be necessary to correct any inequities 
that result to either party as a result of changes to the Agreement made by MCNA, 
or any changes to applicable federal or state law that materially affects the 
position of either party. Notwithstanding the foregoing, MCNA shall make any 
material changes to this Agreement or any attachments and exhibits that are 
reasonably necessary to comply with any applicable State or federal law and 
applicable provisions of the State Contract. In the event Provider wishes to opt 
out of any material change to the Agreement, Provider may terminate this 
Agreement in accordance with its terms. 

4.14 Participation in Other MCNA Benefit Pla11s. MCNA shall not require 
Provider, as a condition of participation under the Agreement, to participate in 
any of MCNA's other dental benefit plans without affording Provider the 
opportunity to opt out. MCNA will give Provider thirty (30) days advance notice 
of any additional denta) benefit plans to be offered and Provider may opt out of 
such additional plans by giving written notice to MCNA within ten ( I 0) days of 
its receipt of the MCNA notice. 

4.15 Professional Conduct. While perfonning the services described in the 
Agreement, the Provider agrees to: 

A. Comply with applicable state laws, rules, and regulations and DHHS' 
requests regarding persona) and professional conduct generally applicable to 
the service locations; 

B. Otherwise conduct themselves in a businesslike and professional ma1U1er. 

4.16 Provider's Disclosure to Covered Persons. MCNA shall not limit, penalize or 
tenninate the Agreement due to Provider's disclosure to a Covered Person who is 
Provider's patient (i) all treatment options with the Covered Person; (ii) any 
infonnation that the Provider determines to be in the best interest of the Covered 
Person; and (iii) financial incentives and financial arrangements between the 
Provider and MCNA. 

4.17 Provider Subcontracts. Provider shall not, without prior approval from MCNA, 
enter into any subcontract or other agreement for any of the work contemplated 
under this Agreement without receiving approval from MCNA. In the event 
Provider secures prior approval and enters into any subcontract agreement with 
another provider to provide Covered Services to Covered Persons, such 
agreement shall meet all requirements of the Agreement. 
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4.18 Provider Linkages. MCNA may establish from time to time, a maximum 
number of linkages to a participating Primary Care Dentist (PCD) in accordance 
with slate law and DHHS regulations. 

4.19 Third Party Recovery. Provider understands and agrees that it may not 
interfere with or place any liens upon the State's right or MCNA's right, acting as 
the State's agent, to recovery from third party resources. 

Providers must identify TPL coverage, including Medicare and Jong-tenn care 
insurance as applicable, and seek all TPL payments before submitting claims for 
dental care services to MCNA for reimbursement. All claims involving TPL must 
include the Remittance Advice or Explanation of Benefits from the Third Party 
Resource as an attachment to the claim and the claim must be properly noted as 
involving Coordination of Benefits or TPL. 

IN WITNESS WHEREOF, the parties hereto have executed this Product 
Attachment to the Master Provider Agreement effective as of the date all required Parties 
have affixed their signature below. 

Managed Care of North America, Inc., 
d/h/a/ MCNA Dental Plans, 
a Florida corporation 

By: -------------
Printed Name: 
Title: 

Signature Date: 

Effective Date of Agreement: ____ _ 
('fob< «>mplo1cd by MC'NA only) 

18 

[Provider] 

By: _ ___________ _ 

Printed Name: 
Title: 

Signature Date: 

Tax Identification Number: ------

National Provider Identifier: -----

Dentist Medicaid Number: ------

Group Medicaid Number: -------

Group Corporate Address: ______ _ 



APPENDIX A 

PROVIDER REIMBURSEMENT 

MCNA will pay one hundred percent ( 100%) of the most current Medicaid 
allowable fee schedule on file with the Nebraska Department of Health and Human 
Services as of July 1, 2017 for the provision of the Medicaid dental services 
contemplated in this Agreement. 

For any subcontract with an FQHC/RHC, MCNA shall reimburse the 
FQHC/RHC in accordance with 471 NAC Chapters 29 and 34. 
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MCNA Regional Provider Recruiting and Training Seminars in Nebraska 
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To RSVP, email NebraskaSeminars@MCNA.net with your name, 
contact information, and desired session location, date, and time. 

For more information about these seminars, please contact the MCNA Provider Hotline 
at 1-844-353-6262. Note that dates and locations are subject to change. Please visit our website 

http://www.mcnane.net regularly to check for schedule updates. 

See next page for seminar details. Visit us online at www.MCNANE.net for more information. 



I 

2017 Regional Training Seminars 

0 Lincoln April 3rd and 7th Best Westen Plus 
10am-12pm or 2pm-4pm 2201 Wildcat Circle, Lincoln, NE 68521 

0 Omaha April 4th and 7th Comfort Inn & Suites - Grover 
10am-12pm or 2pm-4pm 2502 W Clark Rd, Clarksville, AR 72830 

• Columbus April 5th Ramada Columbus Hotel and Cont Center 
1 Oam-12pm or 2pm-4pm 265 33rd Ave, Columbus, NE 68601 

0 Norfolk April 6th Divots Conference Center 
1 Oam-12pm or 2pm-4pm 4200 W Norfolk Ave. Norfolk, NE 68701 

0 Burwell April 3rd Calamus Lodge 
1 Oarn-12pm or 2pm-4pm 46358 828th Rd, Burwell, NE 68823 

0 O'Neill April 4th Holiday Inn Express O'Neill 
1 Oam-12pm or 2pm-4pm 1020 Douglas Street, O'Neill, NE 66763 

• Sioux City April 5th Marina Inn Hotel & Conference Center 
10arn-12pm or 2pm-4pm South Sioux City, NE 67886 

0 North Platte April 17th Holiday Inn Express North Platte 
10am-12pm or 2pm-4pm 300 Holiday Frontage Rd, Nort Platte, NE 69101 

• McCook April 18th Horse Creek Inn 
10arn-12pm or 2pm-4pm 1 Bison Holiday Dr, McCook, NE 69001 

G) Grand Island April 19th Quality Inn & Conference Center 
1 Oam-12pm or 2pm-4pm 7838 SUS Hwy 281, Grand Island, NE 68803 

• Scottsbluff April 17th Hampton Inn & Suites Conference Center 
10am-12pm or 2pm-4pm 301 w Hwy 26, Scottsbluff NE 69361 

CD Sidney April 18th Country Inn & Suites by Carlson 
10am-12pm or 2pm-4pm 664 Chase Blvd. Sidney, NE 69162 

CD Chadron April 19th Best Western West Hills lnn 
10am-12pm or 2pm-4pm 1100 West 10th St, Chadron, NE 69337 

Snacks and refreshments will be provided. 

2017 Online Webinars 
Online at http://mcnadental.webex.com April 9, 10, 11, 12, 13, 23, 24, 25, 26, 27 

All Online Webinars are available in an afternoon session from 1:00 pm - 2:30 pm. 
Webinar access information will emailed to you upon your RSVP. 
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Managed Care of North America (MCNA) would like to take this opportunity to welcome you and your staff as part 
of our national network of dental providers. We are pleased that you have chosen to participate with us. 
Throughout your ongoing relationship with MCNA this Provider Manual will give you useful information concerning 

the MCNA plans in which you have chosen to participate. 

MCNA was founded by a group of dentists with extensive backgrounds in the field of dental care and dental plan 
operations. MCNA's goal is to provide quality dental services to members and providers. MCNA recognizes the 
vital role the dental office plays in a successful dental plan. The purpose of this Provider Manual is to provide you 
with an explanation of MCNA's administrative policies and procedures, provisions, and the role you play as a 

dentist. 

When communicating with our network 
providers, we make every effort to be clear 
and concise. Our expectation is to answer 
questions promptly when they arise. We 
strive to provide accurate and effective 
information that allows you and your dental 
team to understand which American Dental 

Association (ADA) Current Dental 
Terminology (CDT) codes are covered and 
what to expect from MCNA. 

MCNA may make additions. deletions, or 
changes to the policies and procedures 

For the latest version of this manual in digital form, 
please access the MCNA Provider Portal at: 

http://portal.mcna.net 
or visit: 

http://manuals.mcna.net/louisiana 
to download a PDF version directly. 

described in this Provider Manual at any time and will give providers at least 30 days advance notice before 
implementation. As a participating provider, your agreement requires you to comply with MCNA policies and 

procedures including those contained in this manual. 

If you require assistance or information that is not included within this manual, please contact our Provider Hotline 

(See Section 2: Contact Information). 

We will communicate changes in MCNA's policies and procedures as well as state and federal laws to you 

through the dissemination of provider bulletins. 

Again, we welcome you and your staff to the growing list of MCNA providers. We look forward to a successful 

relationship with you and your practice. 

Sincerely, 
MCNA Provider Relations Department 
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For the quickest service, please use the contact information listed below. Please note that calls may be recorded 
for quality assurance purposes. 

2.1. MCNA Member Hotline 
Our Member Services Department is open from 7am - 7pm CST, Monday - Friday, excluding national holidays. 

Main: 
TDD/TTY: 

1-855-702-MCNA (1-855-702-6262) 

1-800-846-5227 

2.2. MCNA Automated Eligibility Verification 
Our Automated Member Eligibility Hotline is available 24 hours a day, 7 days a week. 

Main: 
Online: 

2.3. MCNA Provider Hotline 

1-855-702-MCNA (1-855-702-6262) 
http://portal.mcna.net 

For provider enrollment. direct deposit issues, reporting changes and ownership, NPI, etc. 

Main: 
efax: 

2.4. MCNA Credentialing 
Main: 
Main Fax: 

1-855-701-MCNA (1-855-701-6262) 
1-877 -563-8560 

1-855-701 -MCNA (1-855-701-6262) 
1-954-730-71 31 

2.5. MCNA Utilization Management (Pre-Authorizations and Referrals) 
1-855-701-MCNA (1-855-701-6262) Main: 

eFax: 
Email: 

1-954-628-3331 (Not for pre-authorization/referral submissions.) 
um_la_group@mcna.net (For questions and status updates only, 
not for pre-authorization/referral submissions.) 

2.6. MCNA Provider Portal Helpdesk 
Main: 

2.7. MCNA Hotlines 
Fraud, Waste, and Abuse: 
Compliance: 

MCNA_LA-P _PM[1 .6] 

1-855-232-MCNA (1-855-232-6262) 

1-855-FWA-M CNA ( 1-855-392-6262) 
1-855-683-MCNA (1-855-683-6262) 
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2.8. MCNA Corporate Headquarters 
When sending mail to a specific department, please address it to the attention of that department. 

Main: 
Main Fax: 
Online: 

Mailing Address: 

1-800-494-MCNA ( 1-800-494-6262) 

i-954-730-7875 
http:/lwww.MCNA.net 

MCNA Dental 
200 West Cypress Creek Road, Suite 500 

Fort Lauderdale, FL 33309 

2.9. Louisiana Recipient Eligibility Verification (REVS) 

Main: 1-800-776-6323 

2.10. Medicaid Eligibility Verification System (MEVS) 
An automated eligibility verification system using a swipe card device or PC software through vendors. 

2.11. E-Medicaid Eligibility Verification System (E-MEVS) 
A web application accessed through www.lamedicaid.com 

2.12. Louisiana Office of Management and Finance (Bureau of Health Services 

Financing) - Medicaid 
For general Medicaid and ID card questions. 

Main: 
TDD/TTY: 
Online: 
Email: 

Mailing Address: 

1-888-342-6207 

1-800-220-5404 
www.healthy.la.gov 
MedWeb@dhh.la.gov 

Bureau of Health Services Financing 

P.O. Box 91030 
Baton Rouge, LA 70821 

2.13. Louisiana Office of Aging and Adult Services (OAAS) 

Main: 
Main Fax: 
Email: 

Mailing Address: 

MCNA_LA-P _PM[1.6] 

1-866-758-5035 
1-225-219-0202 
OAAS.lnquiries@la.gov 

Office of Aging and Adult Services 
P.O. Box 2031 

Baton Rouge, LA 70821 
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2.14. Health Plan Relations 
Main: 
TDD/TTY: 
Main Fax: 
Online: 
Email: 

Mailing Address: 

1-855-229-6848 
1-800-220-5404 
1-225-342-9855 
www.MakingMedicaidBetter.com 
Healthy@la.gov 

Health Plan Relations 
P.O. Box 1283 

Baton Rouge, LA 70821 

2.15. Louisiana Program Integrity (Pl) 
Main: 
Main Fax: 
Fraud and Abuse Hotline: 

Mailing Address : 

1-225-219-4149 

1-225-219-4155 

1-800-488-2917 

Medicaid Program Integrity 
Attention Compliance Unit 
Louisiana Department of Health 
P.O. Box 91030 
Baton Rouge, LA 70821 

2.16. Louisiana Division of Administrative Law (DAL) 
Formerly LOH Bureau of Appea ls. 

Main: 
Main Fax: 
Online: 

Mailing Address: 

1-225-342-5800 
1-225-219-9823 

http://www.ad min law .state. la. us/ 

Division of Administrative law 
P.O. Box 4189 

Baton Rouge, LA 70821 

2.17. Louisiana Department of Children and Family Services (DCFS) 
Main: 
Online: 

MCNA_LA-P _PM[1 .6) 

1-855-4LA-KI DS ( 1-855-452-5437) 

www.dcfs.la.gov 
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Clarification for emergency dental services. 
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Updated the pre-authorization time frame to remain valid for 180 days 
rather than 90 days. Revised the claims timely filing time frame from 180 
days to 365 days from the date of service. Noted in the Third Party Liability 
section that all claims must be finalized in 24 months. Clarified the prompt 
payment standard is business rather than calendar days. Added contact 
number for Case Management Department. Extended date to file 
reconsideration from 60 to 365 days. Included language about ability to file 
consolidated complaints and in person complaints. Clarified that 
replacement and recementation of space maintainers is the provider's 
responsibility for the first 12 months. Added language about cutback for 
restorations. 

Edits to timely filing requirements and reconsideration timeframe. 
Clarification to the requirement for recernentation of space maintainers. 

Edits to emergency treatment authorizations. 

Change to Radiographs section in Adult Denture Program Covered 
Services. 

Update to Pediatric Dentistry Conscious Sedation Form. 

Initial Version. 
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Dental programs are governed by regulations found in the Code of Federal Regulations 42CFR 440.40 and 

42CFR 440.50 that describe the services available through the programs, including the required services for 

children under the age of 21. 

The Louisiana Medicaid Dental Services include the following programs: 

• EPSDT Dental 

• Adult Denture Program 

Louisiana Medicaid refers to Children's Medicaid and LaCHIP together as the "EPSDT Dental Program." 
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The Dentist Participation Criteria lists a variety of requirements that a participating provider must meet. These 

requirements include standards regarding dental office physical attributes, practice coverage, member access, 
office procedures, office records, insurance and professional qualifications, and staff work history. The criteria are 

used in our credentialing and re-credentialing process and a full listing is attached to our current Provider 

Agreement. 

5.1. Applicability 
The participation criteria apply to each new applicant for participation in MCNA's network, and to all providers 

currently participating. They shall be enforced by MCNA as required by the EPSDT Dental and/or the Adult 

Denture program(s). Any provider applying to join MCNA's network must be licensed in the State of Louisiana 

from the Louisiana State Board of Dentistry and must adhere to the Louisiana State Board of Dentistry 
Requirements concerning the delivery of dental services. 

An applicant must satisfactorily document evidence meeting the criteria listed for at least six (6) months prior to 
application unless that provider has entered clinical practice or completed a residency or a fellowship program 

within the past six (6) months, or currently participates with Louisiana EPSDT Dental and/or the Adult Denture 

program. 

The following additional requirements for continued participation in MCNA's network apply to all participating 
providers: 

• All MCNA participating providers in a group practice must meet MCNA credentialing criteria. If one or 
more of the providers in the group fail to meet the criteria, the entire group cannot participate. 

• All MCNA participating providers must be credentialed, execute a Provider Agreement, and agree to 
provide all services to EPSDT Dental and/or Adult Denture members as set forth by the EPSDT Dental 

and Adult Denture programs. Providers who offer only diagnostic and preventive services do not meet the 

necessary criteria for participation. 

• All MCNA participating providers must apply for re-credentialing every three (3} years. 

5.2. On-Site Office Survey 
On-site office surveys are conducted on an ongoing basis for participating offices. These surveys focus on 

essential areas of office management and dental care delivery. During the survey, which may or may not be 

scheduled in advance, the following areas are evaluated: 

1. General Information - the name of the practice, address, name of principal owner and all associates, 

license numbers, staffing information, office hours, list of foreign languages spoken in the office, 

availability of appointments, method of providing 24 hour coverage (e.g., answering machine or 

answering services), and the name of the covering dentist when a provider is unavailable (e.g., office 
closed or provider on vacation}. 

2. Practice History - information regarding malpractice suits, settlements, and disciplinary actions, if 

applicable. 

3. Office Profile - overview of services routinely performed. 
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4. Facility Information - description of location, accessibility (including handicap accessibility}, interior 
office and the reception area, operatories and lab, type of infection control, general equipment, and 

radiographic equipment. 
5. Risk Management - review of personal protective equipment (e.g., gloves, masks, equipment to handle 

waste disposal, equipment and methods to handle sterilization and disinfection), training programs for 
staff, radiographic procedures and safety, occupational hazard control regarding amalgam, nitrous oxide, 

and hazardous chemicals, and medical emergency preparedness training and equipment. 
6. Recall System - review of procedures for assuring members are scheduled for recall examinations and 

follow-up treatment. 
7. Provider Credentials - verification that all MCNA participating dental providers in a group practice are 

credentialed by MCNA. 

5.3. Credentialing/Re-Credentialing 
Credentialing is the review of qualifications and other relevant information pertaining to a dental care professional 
who seeks acceptance into MCNA's provider network. Our Credentialing Program follows the recommended CMS 

categories, which include: 

• Initial Credentialing - written application, verification of information from primary and secondary 
sources, confirmation of eligibility for payment under Medicaid and site visits, as appropriate. 

• Monitoring - monitoring of lists of practitioners who have been sanctioned and/or had grievances filed 
against them, and of practitioners who opt-out of accepting federal reimbursement from Medicaid. 
Monitoring is conducted on a regular basis between credentialing and re-credentialing cycles. 

• Re-credentialing - re-evaluation of Provider's credentials at least once every three (3) years through a 
process that updates the information obtained during initial credentialing. Re-credentialing considers 
performance indicators such as those collected through the Quality Improvement (QI) program, the 
Utilization Management system, the Grievance system, enrollee satisfaction surveys, and other activities 

of the organization. 
• Expedited Credentialing - records for a select provider (or provider group} are given priority status. 

• Temporary Credentialing - provisional credentialing where MCNA runs basic verifications. If no adverse 
information is initially found, the provider is granted network privileges while MCNA completes all the 
credentialing elements. If the provider does not meet the full set of credentialing criteria, network 

participation privileges are rescinded and recoupment efforts ensue. 

Additionally, MCNA will: 

• Verify Louisiana license through appropriate licensing agency 
• Review state and federal sanction activity including Medicare/Medicaid services (OIG-Office of Inspector 

General and State Medicaid Agencies) 
• Review monthly reports released by the Office of Inspector General and local Medicaid Agencies for any 

network providers who have been newly sanctioned or excluded from participation in Medicare/Medicaid 

All providers are required to complete the Dental Credentialing Form. 

MCNA's Credentialing Program establishes the selection criteria for qualification as a participating provider. The 
criteria are reviewed and approved by the Credentialing Committee. The full set of criteria is clearly outlined by 

the credentialing application. 
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Additionally, current copies of the following documents must be attached to an application for initial credentialing 
as well as for re-credentialing. These documents are required as components of the selection criteria and will be 
verified through primary and secondary sources. 

• Louisiana Dental License 

• National Provider Identifier (NPI) 

• Controlled Substance Registration Certificate from the Drug Enforcement Agency (DEA} 

• Professional Liability Insurance Face Sheet 

• Curriculum Vitae 

• Board Certificate or Evidence of adequate training 

• Completed W-9 Form 

• Signed Provider Agreement/Contract 

• Signed Provider Application 

It is the provider's responsibility to submit any renewal certi fication documentation or changes in information to 
MCNA within 10 business days of any change. MCNA encourages all eligible providers to seek applicable Board 
Certification. 

MCNA will send a letter to a provider with a license nearing expiration. according to the most current information 
received from the provider. 

5.4. Credentialing Committee Appeals 
In the event an applicant is credentialed with restrictions or denied, the Credentialing Committee offers an 
opportunity to appeal. An appeal must be requested in writing and must be reviewed by the committee within 30 
days of the date the committee gave notice of its decision. 

A copy of MCNA's credentialing policies can be obtained by contacting the Credentialing department (See 
Section 2: Contact Information). 

5.5. Practice Requirements 
Each dentist's office must: 

• Have a sign containing the names of all dentists practicing at the office. The office sign must be visible 
when the office is open. 

• Have a mechanism for notifying members if a dental hygienist or other non-dentist dental professional 
may provide care. 

• Be accessible to all members in all areas, including but not limited to, the entrance, parking, and 
bathroom facilities. 

• Have offices that are clean, presentable, and professional in appearance. 

• Be a non-smoking facility and have a no-smoking sign prominently displayed in the waiting room. 

• Have clean and properly equipped non-staff toilet and hand-washing facilities. 

• Have a waiting room that will accommodate at least four (4) members. 

• Have treatment rooms that are clean, properly equipped, and contain functional, adequately supplied 
hand washing facilities. 

• Have at least one (1) staff person (in addition to the provider} on duty during normal office hours. 
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• Provide a copy of current licenses and certificates for all providers, dental hygienists, and other non
dentist dental professionals practicing in the office, including state professional licenses and certificates, 
Federal Drug Enforcement, and State Controlled Drug Substance licenses and certification (where 
applicable). 

• Keep a file and make available to MCNA any state-required practices and protocols or supervising 
agreements for dental hygienists and other non-dentist dental professionals practicing in the office. 

• Have appropriate, safe x-ray equipment. Radiation protection devices including, but not limited to, lead 
aprons shall be available and used according to professionally recognized guidelines, such as Food and 
Drug Administration guidelines. Signs warning pregnant women of potential exposure must be 
prominently displayed. 

• Use appropriate sterilization procedures for instruments and use gloves and disposable needles. All staff 
shall maintain the standards and techniques of safety and sterility in the dental office required by 
applicable federal. state, and local laws and regulations including, but not limited to, those mandated by 
OSHA, and as advocated by the American Dental Association (ADA) and state and local societies. 

• Comply with all applicable federal, state, and local laws and regulations regarding the handling of sharps 

and environmental waste, including the disposal of waste and solutions. 

• Make appointments in an appointment book or the electronic equivalent accepted by MCNA. 
Appointments should be made in a manner that will prevent undue member waiting time and in 
compliance with the access criteria listed in this manual. 

• Have documented emergency procedures, including procedures addressing treatment, evacuation, and 

transportation plans to provide for the safety of members. 

• Upon request, provide members with the MCNA Member Services Hotline number to receive a copy of 
their rights and responsibilities as listed in the Member Handbook. 

• Provide translation assistance services to any member whose native language is different from English. 

• Have a functional recall system in place to notify members of the need to schedule dental appointments. 
The recall system must meet the following requirements for all enrolled members: 

o The system must include either written or verbal notification 
o The system must have procedures for scheduling and notifying members of routine checkups, 

follow-up appointments, and cleaning appointments 
o The system must have procedures for the follow-up and rescheduling of missed appointments 

MCNA encourages its providers to attempt to decrease the number of "no shows." Provider offices should contact 
the member prior to a scheduled appointment either by phone or in writing to remind them of the time and place of 
the appointment. Follow~up phone calls or written information should be provided encouraging the member to 
reschedule the appointment in the event the appointment is missed. 

5.6. Sterilization and Infection Control 
Members and all office staff must be protected from infectious and environmental contaminants. 

The following OSHA requirements must be met, without exception: 

• All personnel should wash with bacterial soap before all oral procedures. 

• Dental gloves, facemask, and eye protection should be worn. 

• All instruments should be thoroughly scrubbed before sterilization. 
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• All instruments and equipment that cannot be sterilized, including operating light chair switches, hand 
pieces, cabinet working surfaces, and water/air syringes and their tips, should be disinfected, using 
approved techniques, after each use. 

• ADA-approved sterilization solutions should be utilized. 

• All equipment should be monitored using process indicators with each load and spore testing on a weekly 
basis. 

• Handling of all environmental waste, including the disposal of waste and solutions, must be completed in 
compliance with all applicable federal, state, and local laws and regulations. 

5.7. Medical Emergencies 
All office staff shall be prepared to deal with any medical emergency through the implementation of the following 
guidelines: 

• The provider and at least one other staff member must be currently certified in CPR procedures. 

• The dental office must have a formal medical emergency plan and staff members must understand their 
individual responsibilities. All emergency numbers must be posted. 

• Members with medical risk shall be identified in advance. 

• All dental offices must have a portable source of oxygen with a positive demand valve, blood pressure 
cuff, and stethoscope. 
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6. Provider Roles and Responsibilities 

6.1. Provider Rights 
Each MCNA contracted provider that furnishes services to MCNA members shall be assured of the following 

rights: 

1. A dental provider, acting within the lawful scope of practice, shall not be prohibited from advising or 

advocating on behalf of a member who is his/her patient, for the following: 
a. Member health status, medical care, or treatment options, including any alternative treatment that 

may be self-administered 
b. Any information the member needs in order to decide between all relevant treatment options 

c. The risks, benefits, and consequences of treatment or non-treatment 
d. Member right to participate in decisions regarding his/her health care, including the right to refuse 

treatment, and to express preferences about future treatment decisions 

2. The right to receive information on the Grievance, Appeal, and State Fair Hearing procedures. 

3. The right to access MCNA's policies and procedures covering the authorization of services. 
4. The right to be notified of any decision by MCNA to deny a service authorization request, or to authorize a 

service in an amount, duration, or scope that is less than requested 
5. The right to challenge, at the request of a Medicaid EPSDT member and on their behalf, the denial of 

coverage of, or payment for, medical assistance. 
6. The right to be free from discrimination with regard to MCNA's provider selection policies and procedures 

based on a provider's service to high-risk populations or specialization in conditions that require costly 

treatment. 
7. The right to be free from discrimination for the participation, reimbursement, or indemnification of any 

provider who is acting within the scope of his/her license or certification under applicable state law, solely 

on the basis of that license or certification. 

6.2. Primary Care Dentist Role and Responsibilities 
Louisiana defines a Primary Care Dentist as the provider of primary dental services. Establishment of a member's 

Primary Care Dentist begins no later than six {6) months of age and includes referrals to dental specialists for 

EPSDT Dental Program members under the age of 21, when appropriate. 

Please note, Adult Denture program members do not need to be assigned to a Primary Care Dentist. 

Louisiana defines primary dental services as dental services and laboratory services customarily furnished by or 

through a Primary Care Dentist for the evaluation, diagnosis, prevention, and treatment of diseases, disorders, or 

conditions of the oral cavity, maxillofacial areas, or the adjacent and associated structures. Primary dental 

services should be delivered through direct service to the member when possible or through the appropriate 

referral to specialists and/or ancillary providers. 

MCNA must develop a network of Primary Care Dentists consisting of general or pediatric dentists that practice in 

solo or group practices. Primary Care Dentists may also practice in a clinic (Federally Qualified Health Centers or 

Rural Health Care Clinics}. They provide preventive care to EPSDT Dental members and complete referrals for 

specialty care as needed. When an EPSDT member does not select a Primary Care Dentist, Denta1Trac1
M will 
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auto-assign to a Primary Care Dentist (general dentist or pediatric specialist) based on the following 
considerations: 

1. Providers who are not in good standing are not considered during the auto-assignment methodology. 

2. MCNA strives to keep families together. If a member of a family is assigned to a PCD, other members of the 
same family will be assigned to the same PCO. However, if the PCD has age restrictions that would prevent a 
family member from being assigned, we will assign that family member to another PCD in the same office that 
meets the age restrictions if possible. 

3. If there is hlstorical claims data that identifies a dentist that performed dental services on the member, we will 
assign the member to such dentist, as long as the dentist is a participating PCD that meets the age restrictions 
and travel distance requirement for the member. 

4. For each member that needs to be auto-assigned to a PCD, we will generate a pool of participating PCDs that 
meet the age restrictions of the member who are located near the members residence address. The search 
radius will be increased until a PCD is located for assignment within the time and distance requirements of the 
plan. Once a pool of providers is generated, members living within that radius needing auto-assignment will be 
assigned to PCDs from this pool in a random sequence in order to equalize the patient load amongst providers 
within such radius. 

Louisiana's EPSDT Dental and Adult Denture program participating providers must offer the same services to a 
Medicaid member as those offered to a non-Medicaid patient provided these services are reimbursable by the 
Medicaid program. ln addition, participating providers have the responsibility to develop a provider-member 
relationship based on trust and cooperation. Coordination of care strengthens the positive relationship between 
the member and provider and is a critical tool for achieving positive oral health outcomes. 

Primary Care Dentists must assess the dental needs of members for referral to specialty care providers and 
complete referrals as needed. Referrals must be made through MCNA. Providers can send referral requests 

through the on line Provider Portal or via mail. Please contact the Provider Hotline for assistance with submitting a 
referral. Primary Care Dentists are responsible for coordinating care with specialty providers after referral. 

If a referral is not submitted to MCNA, the treating dentist's claims for services will be denied. In order to 
receive appropriate payment for services rendered, the treating dentist must include the referral number in Box 2 
of the ADA Claim Form. or in the ·pre-Authorization Number" field of the form in MCNA's Provider Portal. Failure 
to include the referral number may result in denial of the claim. 

6.3. Specialist Role and Responsibilities 
The role of the specialist (Endodontist, Orthodontist, Oral Surgeon, Pedodontist, Periodontist, and Prosthodontist) 
is to provide covered services to members for medically necessary treatment. Once treatment is complete, the 
specialist discharges the member back to their Primary Care Dentist for follow-up. MCNA allows Pedodontists to 
serve as Primary Care Dentists for our pediatric members. 
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Medically necessary services are those healthcare services that are delivered in accordance with generally 

accepted, evidence-based medical standards, or are considered by most dentists (or other independent licensed 
practitioners) within the community of their respective professional organizations to be the standard of care. 

In order to be considered medically necessary, services must be: 

• Deemed reasonably necessary to diagnose, correct, cure, alleviate or prevent the worsening of a 

condition or conditions that endanger life, cause suffering or pain, or have resulted or will result in a 

handicap, physical deformity or malfunction. 

• Those for which no equally effective, more conservative, and less costly course of treatment is available 
or suitable for the member. 

Any such services must be individualized, specific, and consistent with symptoms or confirmed diagnosis of the 
illness or injury under treatment. They may be neither more nor less than what the member requires at that 

specific point in time. Services that are experimental, non-FDA approved, investigational, or cosmetic are 

specifically excluded from Medicaid coverage and will be deemed "not medically necessary. " Medical Necessity 

determinations do not apply to Adult Denture members. In the Adult Denture program all services are subject to 

clinical review as noted in this manual. Service limitations apply. Please refer to the Adult Denture Program 

Covered Services section for more detail. 

6.5. Preventive Treatment 
EPSDT Dental members should be encouraged to return for a recall visit as frequently as indicated by their 

individual oral status and within plan time parameters. It is important that each dental office has a recall procedure 
in place. The following should be accomplished at each recall visit: 

• Update medical history 

• Review of oral hygiene practices and necessary instruction provided 

• Complete prophylaxis and periodontal maintenance procedures 

• Topical application of fluoride, if indicated 

• Sealant application, if indicated 

Please refer to the Louisiana Medicaid recommendations for treatment of pediatric members by age on the next 
page. 
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OEPAHMENT OF HEALTH 

A N t> HOSPITAL S 

LOUISIANA MEDICAID'S RECOMMENDATION FOR PEDIATRIC ORAL HEALTH 
ASSESSMENT, PREVENTIVE SERVICES, AND ANTICIPATORY GUIDANCE/COUNSELING 

The Louisiana Department of Health and Hospitals Medicaid Program follows the American Academy of Pediatric 
Dentistry's (AAPD) oral health recommendations in consultation with local dental communities, These 
recommendations are designed for care of children who have no contributing medical conditions are developing 
normally. These recommendations may require modification for children with special health needs or if disease or 
trauma manif'ests variations from normal. 

AGE 
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6-12 12-24 2-6 6-12 12 YEARS 
MTHS MTHS YEARS YEARS AND OLDER 

Clinical oral exam • • • • • 
Assess oral arowth & develooment ~ • + • + • 

Caries-risk assessment • • • • • • 
Radioaraohic Assessment• • • • • • 

Proohvlaxis and topical fluoride J •• • • + • • 
Fluoride supplementation • • • • • • 

Antic1oatorv auidance/counselina " • • • • • 
Oral hygiene counseling Parent Parent PalienVParent PatienVParent Patient 

Dietarv counselina • • + • • 
lniurv prevention counseling • • • • + 

Counsellna for non-nutritive habits ,u • • • • 
Counsellna for soeech/lanauaae development • • + • 

Assessment and treatment or developing malocclusion • • 
Assessment for oil and fissure sealants• 1 • • 

Substance abuse counseling • 
Counselina for intraoral/oerioral oiercina • 

Assessment and/or removal of third molars 
Transition to adult dental care 

Flrst examination at the erupuon or the first tooth and no later than 12 months- Repeat every 6 months or as indicated by child's 
risk statuslsusceptibmty lo disease. 

2 By Clinical examination 
3 Mu&t be repeated regularly ano frequenlly to maximize effectiveness. 
4 Timing, selection, and frequency determined by child'S l>isto<y. clinical findings, and &usceptibillty to oral disease. 
5 Consider when systemic fluoride is suboptimal, Up to at leas\ 16 years of age. 
6 Appropriate discussion and counseling should be an integral part of each visl1 lor care. 
7 lnillally, responsibility of parent; as child maturas, jointly with parent; then when Indicated, only child. 
8 Al every appointment; inillsVy discuss appropriate feeding practices, then the role ol relined csrbohydr&les and frequency of 

snacking in caries development and childhood obesity. 
9 lnttlally play objects, pacifiers, car seats; then when learning to walk, sports and routine piaying, including the importance of mouth 

guards. 
1 O Al first, discuss the need for additional suckinlT, digits vs. pacifiers; then the need to wean lrom fhe habit before malocclusion or 

skeletal dysplasia occurs. For school-aged children and adolescent patients, counsel regarding any existing habits such as 
fingernail biting, clenching, or bruxism. 

11 For cariewusceptible primary molars, pemianeot molars. premolars, and anlerlo< teeth with deep pits and fissures; placed as 
soon as possible after eruption. 
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Providers must provide the same availability to MCNA members as is done for all other patients as stated in the 

MCNA Dental Provider Agreement. 

Appropriate access to care is an essential part of MCNA's Quality Improvement Program. Access to care is 
monitored by the Provider Relations department. Periodically, a written inquiry or phone call may be generated by 

a Provider Services Representative to obtain information concerning the next available appointment. 

In order to be a PCD for EPSDT Dental Program members, a provider must deliver comprehensive care. A 
provider who serves as a PCD to MCNA members, including a provider who delivers services at locations other 
than his or her physical office location such as school based or mobile dental services, shall demonstrate to the 
satisfaction of MCNA that he or she has the requisite skill and facilities to deliver comprehensive care to MCNA 
members. Comprehensive care means that the provider or group must provide all of the covered restorative and 
therapeutic services described in this Provider Manual. Programs that are sealant only or preventive only will not 
be permitted. Services in a mobile setting or school based setting must be within 20 miles of the provider's 
principal place of practice for urban areas, and 40 miles of the provider's principal place of practice for rural areas. 

Adult Denture Program providers conducting business at locations other than their principal place of practice shall 

provide the physical address where services are rendered to MCNA's Credentialing Department. This address 
must be on file with both MCNA and the Louisiana State Board of Dentistry. Records documenting the services 
provided shall be maintained at this location. To be eligible for reimbursement under the Adult Denture Program, 

the service must be performed within 75 miles of the provider's principal place of practice. 

Providers should be familiar with additional Louisiana State Board of Dentistry requirements concerning the 

delivery of dental services in locations other than private offices. 

6.6.2. Missed Appointments 
Providers cannot charge members for missed or failed appointments. For assistance with members who routinely 
break appointments, please use the Member Outreach Form located in the Forms section of this manual. 

6.6.3. After Hours Standards 
When a provider's office is closed the office should have an answering service or answering machine that offers 

the following information: 

• Instructions for contacting someone who can render clinical decisions or someone who can reach a 

dentist for clinical decisions 
• Instructions for emergency services (including directing the member to dial 9-1-1 if necessary) 

• List of the office hours 
• Instructions for the caller to leave a message so that someone can return their call 

The answering service or machine must also offer all of the information listed above in any additional languages 

based on cultural population. 
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The Provider Agreement outlines appointment availability standards. These standards are monitored through the 
Quality Improvement Program: 

• Urgent care - defined as the need for immediate medical service for the treatment of acute or chronic 
illness or injury. Urgent care, including urgent specialty care, must be provided within 24 hours of request. 

• Routine or preventive care - defined as periodic comprehensive evaluation and management to include 
past medical and family history, complete physical exam, and screening tests. Routine preventive care 
must be provided within 6 weeks of request. 

• Emergent care must be provided immediately upon being presented to the emergency room or dentist 
and as such does not require an appointment. 

• Appointment availability and access to care standards do not apply to Adult Denture Program members. 

6.7. Suspected Child or Adult Abuse or Neglect 
Cases of suspected child or adult abuse or neglect might be uncovered during examinations. 

Child abuse is the infliction of injury, sexual abuse, unreasonable confinement, intimidation, or punishment that 
results in physical pain or injury, including mental injury. Abuse is also an act of omission. 

If suspected cases are discovered, a verbal report should immediately be made by telephone or another means to 
law enforcement and/or a representative of the local Department for Social Services office. Reports of suspected 
cases of abuse or neglect can also be made by calling the MCNA Abuse Hotline at 1-855-FWA-MCNA (1-855-

392-6262). 

Adult abuse is defined as "the infliction of physical pain, mental injury, or injury of an adult." An adult is defined as 
"(a) a person 18 years of age who because of mental or physical dysfunction is unable to manage his [her] own 
resources or carry out the activity of daily living or protect himself [herself] from neglect or a hazardous or abusive 
situation without assistance from others and who may be in need of protective services; or (b) a person without 
regard to age who is the victim of abuse and neglect inflicted by a spouse." 

6.8. Dental Records Standards 
State law and Medicaid regulations require that all services provided under the EPSDT Dental and Adult Denture 
programs are documented. Services not adequately documented are considered not to have been 
delivered. Providers are required to maintain radiographs and treatment records that should reflect all procedures 
performed during all appointments. MCNA dentists must ensure that dental records are maintained for each 
member enrolled. The record shall include the quality, quantity, appropriateness, and timeliness of services 
performed as described by the remainder of this section of the manual. 

All documentation, radiographs, and/or records must be maintained for at least six (6) years after the last good, 
service, or supply has been provided to a member or an authorized agent of the state or federal government, or 
any of its authorized agents, unless those record s are subject to review, audit, investigations, or subject to an 
administrative or judicial action brought by or on behalf of the state or federal government. It is strongly suggested 
that the Adult Denture program provider maintain records for at least eight (8) years as the program allows for the 
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provision of prosthetics once every eight (8) years. Failure to produce these records upon demand for the 
Medicaid program or MCNA will result in sanctions against the provider. 

Records must include a detailed charting of the oral condition that is updated on each visit and a chronological 
(dated) narrative account of each appointment indicating what services were provided or what conditions were 
present during those visits. Providers should also include in the member's treatment record copies of all pre
authorization requests (including any attachments), all pre-authorization letters, all radiographs, and any 
additional supporting documentation. Operative reports, laboratory prescriptions, medical consultations , TMJ 

summaries, and sedation logs are examples of additional supporting documentation. 

A checklist of codes and services billed is insufficient documentation. The claim forms or copies of the claim forms 
submitted for reimbursement are not considered sufficient to document the delivery of services; however, these 
items must also be maintained in the member's treatment record. 

The following dental record standards must be followed for each member's record as appropriate: 

Providers shall ensure dental records are: 

• Safeguarded against loss, destruction, or unauthorized use and are maintained, in an organized fashion , 
for all members evaluated or treated, and are accessible for review and audit. 

• Readily available for review and provide dental and other clinical data required for Quality and Utilization 
Management review. 

MCNA shall ensure each member's dental record includes, minimally, the following : 

• All pages contain member name and/or member ID. 

• Biographical/personal data including address. phone number, legal guardianship, marital status. date of 
birth, and gender. 

• Documentation of the member's race and language spoken. 

• Documentation of vital signs (blood pressure and pulse) if member is 13 years of age or older. 

• All necessary forms completed, signed, and present in the record. This includes procedure/treatment 
consent, incident reports, pre.authorization, member outreach. non-covered services, and criteria for 
dental therapy under General Anesthesia forms. 

• Current medical and dental history (including illness, medical conditions, psychological health, and 
substance abuse documentation) beginning with, at a minimum, the first member visit to the dental office. 

• Documentation of clinical examination including head, neck, oral cancer screening, and TMJ examination. 

• Identification and history of nicotine. alcohol use, or substance abuse if the member is 12 years of age 
and older. 

• Documentation of medication list and/or prescribed therapies including medication strength, directions, 
dose, and the amount and number of refills given. 

• Progress notes, lab results. and imaging studies. 

• Documentation of written denials for service and the reason for those denials. 

• Documentation of imaging reports, initialed by the provider to indicate they have been reviewed. 

• Documentation of allergies (e.g., medications or latex) and all known adverse reactions. If no allergies are 
known, "NKA" or "NKDA" is clearly indicated. 

• Documentation of advance directives, as appropriate. 
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• Indication of the chief complaint or purpose of each visit, objective findings, diagnosis, and proposed 
treatment. 

• The record is legible, accurate, and maintained in detail. (Staff can read the record) 

• All entries dated and signed by the provider who rendered services, including credentials (DDS, DMD, 
ROH). 

• Documentation of all dental examinations. 

• Documentation of emergency and/or after-hours encounters, as well as follow-up for emergency services. 

• Documentation of working diagnosis consistent with clinical findings and treatment plan. 

• Documentation of schedule for return visit(s) following the AAPD Periodicity Schedule. 

• Documentation that unresolved problems from previous visits achieve resolution. This includes diagnostic 
tests, referral forms, and the outcomes of referrals. 

• Evidence of appropriateness and timeliness of care. 

• Documentation of outcomes of studies and evidence that they were appropriately ordered. 

• Documentation of any known member comments/di ssatisfaction. 

• Documentation of service site. 

• Documentation of each visit, which must include: 
o Date and beginning/ending times of service 
o Chief complaint or purpose of the visit 
o Diagnoses or dental impression 
o Objective findings 
o Member assessment findings 
o Studies ordered and results of those studies (e.g. laboratory, x-ray, EKG) 
o Medications prescribed 
o Health education provided 
o Name and credentials of the provider rendering services (e.g., DDS) and the signature or initials 

of that provider (initials of providers must be identified with correlating signatures) 

6.9. Access to Dental Records 
As an MCNA participating provider, you are required to ensure that an accurate and complete member dental 
record is established and maintained. On-site access to these dental records must be made available to MCNA's 
authorized personnel, its designated representatives. review organizations, and government agencies during 
regular business hours. If requested, you must provide MCNA with member dental records according to timelines, 
definitions, formats, and instructions specified by MCNA. 

A request from MCNA may be for any information required under the Provider Agreement including, but not 
limited to, dental records, reports, and other information related to the performance of your obligations under the 
agreement. You are required to provide the following entities or their designees with prompt, reasonable, and 
adequate access to the Participating Provider Agreement and any records, books, documents, and papers that 
are related to the agreement and/or your performance of responsibilities under the agreement: 

• MCNA authorized personnel 

• State of Louisiana and/or federal regulatory agencies 

• LDH authorized personnel 
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You must also provide access to the location or facility where such records, books, documents, and papers are 
maintained, along with the furnishings, equipment, and other conveniences necessary to fulfill any of the following 
described purposes within reasonable comfort: 

• Audits and investigations 

• Contract administration 

• The making of copies, excerpts, or transcripts 

• Any other purpose MCNA deems necessary for contract enforcement or to perform our regulatory 
functions. 

6.10. Transfer of Dental Records 
MCNA recommends your office request that all new members authorize the release of their dental records to you 
from the practitioner(s) who treated them prior to visiting your office. 

There will be no charge for the copying of charts and/or radiographs subject to Louisiana State requirements and 
MCNA policies. All copies must be provided to the MCNA member within five (5) days of their request per 
MCNA's Dental Provider Agreement. 

6.11. The Health Insurance Portability and Accountability Act (HIPAA) and Protected 
Health Information (PHI) 

As a healthcare provider, your office is a covered entity as defined under HIPAA. Your office is required to comply 
with all aspects of the HIPAA regulations and rules that are in effect or that will go into effect as indicated in the 
final publications of HIPAA rules. 

MCNA is a covered entity and has taken the required steps to become compliant with all aspects of the HIPAA 
rules and regulations. The HIPAA Privacy Rule protects all "individually identifiable health information" held or 
transmitted by a covered entity or its business associate, in any form of media, whether electronic, paper, or 
verbal. The Privacy Rule calls this information protected health information (PHI), and the requirements apply to 
both electronic medical records and paper medical records. 

Individually identifiable health information is information, including demographic data, that relates to: 

• The individual's past, present or future physical or mental health or condition 

• The provision of health care to the individual 

• The past, present, or future payment for the provision of health care to the individual 

This is any information that identifies the individual or for which there is a reasonable basis to believe can be used 
to identify the individual. Individually identifiable health information {IIHI) includes many common identifiers (e.g. , 
name, address, birth date, Social Security Number). 

A central component of the Privacy Rule is the principle of "minimum necessary" use and disclosure. A covered 

entity must make reasonable efforts to use, disclose, and request only the minimum amount of protected health 
information needed to accomplish the intended purpose of the use, disclosure, or request. A covered entity must 
develop and implement policies and procedures to reasonably limit uses and disclosures to the minimum 
necessary. When the minimum necessary standard applies to a use or disclosure, a covered entity may not use, 
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disclose, or request the entire medical record for a particular purpose, unless it can specifically justify the whole 
record as the amount reasonably needed for the purpose. 

The minimum necessary requirement is not imposed in any of the following circumstances: 

• disclosure to or a request by a healthcare provider for treatment 

• disclosure to an individual who is the subject of the information, or the individual's personal representative 

• use or disclosure made pursuant to an authorization 

• disclosure to HHS for complaint investigation, compliance review, or enforcement 

• use or disclosure that is required by law 

• use or disclosure required for compliance with the HIPAA Transactions Rule or other HIPAA 
Administrative Simplification Rules 

Because dental records are legal documents, providers should be familiar with additional Louisiana State Board 
of Dentistry requirements in the area of record keeping and of delivery of dental services in locations other than 
private offices. 

6.12. Marketing Rules 
It is a violation of the Louisiana Dental Practice Act and the Louisiana Medicaid Program Integrity Act to 
solicit or subsidize anyone by paying or presenting any person with money or anything of value for the purpose of 
securing members. Providers, however, may use lawful advertising that abides by the rules and regulations of the 
Louisiana State Board of Dentistry regarding advertising by dentists. Any provider found to be in violation shall be 
reported to the Louisiana State Board of Dentistry. 

6.13. Provider Information Updates 
It is important to keep MCNA informed of all information updates for your office. Providers are required to submit 
in writing the following information and provider changes to both MCNA and LOH: 

• Immediate notification of changes in license status, board actions, practice address or name, DBA name, 
and tax ID 

• Notification 30 days prior to the removal of a treating dentist from practice 

• Notification 3 to 4 weeks prior to addition of a new treating dentist 

• Notification 90 days prior to termination of participating provider from MCNA network to allow for 
continuity of care coordination 

Please send updated provider information to MCNA at this address: 

MCNA Dental 
Attn: Credentialing 
200 West Cypress Creek Road, Suite #500 
Fort Lauderdale, Florida 33309 

Phone: (855) 702-6262 
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Please send updated provider information to LDH at this address if you plan to continue to treat the excluded 

population covered by fee-for-service Medicaid: 

Molina Provider Enrollment 

P.O. Box 80159 
Baton Rouge, LA 70898-0159 

Phone: (225) 216-6370 
Web: http://www.LaMedicaid.com 

6.14. Termination of Dental Contract 
MCNA may terminate a provider from the networl< for any misrepresentation(s) made on his/her credentialing 

application. Causes for termination with a 90-day notice include, but are not limited to: 

• Failure to meet participating criteria 

• Failure to provide requested dental records 

Causes for immediate termination include, but are not limited to: 
• Expulsion from, discipline by, or being barred from participation in any state Medicaid Program 

• Loss or suspension of the provider's professional liability coverage 

• Failure to satisfy any or all of the credentialing requirements of MCNA 

• Failure to cooperate with or abide by MCNA's Quality Improvement Program 

• Commission of one or more acts of fraud in connection with the provision of Dental Services 

• Conduct injurious to MCNA's business reputation 

Providers who wish to terminate participation with MCNA must provide a 90-day notice of termination in writing 

mailed certified return receipt that includes the final termination date. 

When a provider's pending termination is identified, Denta1Tracrt11 will auto-assign all members currently assigned 

to that provider to a new Primary Care Dentist (general dentist or pediatric specialist) based on the following 
considerations: 

• Member will be assigned to a participating dental provider within the same group practice and at the 

same facility location, if possible 

• Member will be assigned to the participating dental provider closest to the member's geographic location 
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Member eligibility varies daily. Therefore, each participating provider is responsible for verifying member eligibility 

with MCNA before providing services. 

Eligibility can be verified 24 hours a day/7 days a week via the following methods {See Section 2: Contact 
Information): 

• Electronically through MCNA's Online Provider Portal 

• By calling the Provider Hotline 

• By calling the MCNA Member Services department 

• By calling LDH's Recipient Eligibility Verification System (REVS) at 1-800-776-6323 or 1-225-21 6-7387 

• Electronically through Medicaid Eligibility Verification System (MEVS), an automated eligibility verification 
system using a swipe card device or PC software through vendors. 

• Electronically through e-MEVS, a web application accessed through www.lamedicaid.com 

You should verify member eligibility before providing any services. MCNA strongly recommends using our 
Provider Portal or the Medicaid Eligibility Systems to easily and quickly verify all member eligibility. Access your 

Provider Portal account at http://portal.mcna.net. 

Please note that due to possible retroactive eligibility status changes, the information provided does not 
guarantee payment. 
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Primary Care Dentists must assess the dental needs of EPSDT Dental members for referrals to specialty 
providers and provide referrals as needed; however, the member or guardian, as appropriate, must be advised of 
the referral. Primary Care Dentists must coordinate a member's care with specialty providers after referral. 

Referrals are valid for a period of 90 days. 

8.1. Referral to Specialists 
Members do not have direct access to in-network specialists. A referral is necessary for EPSDT Dental members 
to access in-network speciali sts. All referrals will be processed within 72 hours of receipt by MCNA. 

Emergency services do not require a referral. Please indicate any emergency services provided via a 
detailed narrative and/or rationale with your claim submission. All submissions will be evaluated for medical 
necessity and compliance with plan rules. 

Referrals should be requested through the MCNA Online Portal at http://portal.mcna.net. All referral 
determinations can be viewed on the MCNA Online Portal. 

For Oral Surgery Referrals from General Dentists or Pediatric Dentists, the following information is required: 

Narrative or Office Remarks - Tooth IDs and all symptoms should be provided. Describe any symptoms 
such as acute pain or infection in narrative form. (The use of "cut and paste" narratives is unacceptable. 
They must be patient specific.) 

X-Rays - Either a pano, periapical or bitewings illustrating the issue. 

8.2. Second Opinion - MCNA Generated Referral 
The provider should discuss all aspects of a member's treatment plan with the member and parent/guardian prior 
to beginning treatment. If the member or parent/guardian indicates they would like a second opinion, let them 
know that MCNA will have to authorize the second opinion visit to a provider in the MCNA network. 

If no appropriate provider is available within the network to provide the second opinion, MCNA will cover the cost 
of seeing a non-network dentist. The provider must provide copies of the chart, radiographs, and any other 
information to the non-network dentist performing the second opinion upon request. 

8.3. Out-of.Network Referrals 

8.3.1 . General Dental Care 

If there are no contracted MCNA network general dentists or pediatric dentists available to treat MCNA members 
within a geographic area, MCNA will process an out-of-network referral. We will initiate the process with select 
dentists in the area and advise them of the guidelines for payment. All out-of.network treatment must be pre
authorized unless for emergency treatment services. 
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If a required service is not available within the MCNA provider network, the EPSDT member's Primary Care 
Dentist may request an out-of-network referral. However, the Primary Care Dentist must obtain a pre
authorization from the MCNA Utilization Management department. They will provide the necessary guidance on a 
case-by-case basis to ensure that all necessary pre-authorizations and agreements are provided and successfully 
complete the process. 

Reimbursements made for the examination, prophylaxis, bitewing radiographs, and/or fluoride to providers who 
routinely refer members for restorative, surgical, and other treatment services are subject to recoupment. 

Please contact MCNA's Utilization Management department if you have questions (See Section 2: Contact 
Information). 
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We recommend using our Provider Portal (http://portal.mcna.net) to easily and quickly submit your pre
authorizatlon requests. Pre-authorization requests will be processed by MCNA within two (2) business days of 
receipt. Urgent/expedited pre-authorization requests will be processed within 72 hours of receipt by MCNA. 

MCNA's utilization management criteria incorporate components of dental standards from the American Academy 
of Pediatric Dentistry (www.aapd.org) and the American Dental Association (www.ada.org). MCNA's criteria are 
changed and enhanced as needed. Pre-authorization requests are reviewed against MCNA-approved criteria. 

Failure to submit a request for pre-authorization and supporting documentation will result in non-payment to the 
provider for services that require pre-authorization. Per the Dental Provider Agreement the provider must hold 
MCNA, the member, and the state harmless if coverage is denied for failure to obtain pre-authorization, whether 
before or after service is rendered. 

In addition to submitting pre-authorization requests electronically through the MCNA Provider Portal, providers 
may submit them through EMDEON (MCNA Payor ID: 65030) or by mail the completed 2012 ADA Claim Form 
(we will accept the 2006 ADA Claim Form as well, for a transitional period) to this address: 

MCNA Dental 
200 West Cypress Creek Road. Suite 500 
Fort Lauderdale, Florida 33309 

Approved pre-authorization requests are valid for 180 days from the date of approval. If orthodontic treatment 
does not begin within the valid 180-day period of the approved pre-authorization the case must be resubmitted. 

Once a determination is made, the authorization will be available to view on the Provider Portal. The Utilization 
Management department staff will mail the authorization letter to those providers not utilizing the Provider Portal 
within three (3) business days of the determination for standard requests and within one (1) business day for 
emergency requests. Members also receive a copy of this notice. 

All approva ls will be assigned an authorization number for the service. This number must be submitted with the 
claim after services are rendered. After the provider receives approval of a pre-authorization request, they are 
required to contact the member to let them know of the approval and schedule the authorized services. 

Please note, MCNA does not accept faxed pre-authorization requests at this time. 

MCNA will not mail back x-rays, periodontal charting, or related documents submitted to us by mail. Please use a 
duplicate set of these documents for your submission. 

9.1. Emergency Treatment Authorization 
MCNA ensures that members have access to emergency care without pre-authorization, and to services and 
treatment as provided through the State agreement and defined in other state and federal regulations. MCNA 
ensures that members have the right to access emergency dental care services, consistent with the need for such 
services. 
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Should you need to refer a member on an emergency basis please contact MCNA's Provider Hotline at 1-855-
701-6262 for assistance with coordination of the member's care. 

Authorization prior to emergency treatment may not be possible. In those instances the provider is required to 
submit the same documentation with the claim post-treatment as is needed in the submission of a request for pre
authorization. Claims submitted without this documentation will be denied. All submissions will be evaluated for 
medical necessity and compliance with plan rules. 

To submit the required documentation with a claim using MCNA's Provider Portal, please indicate in the "office 
remarks" section that the service was provided on an emergency basis and pre-authorization does not apply. If 
submitting the claim on a paper ADA claim form, please indicate this information in Box 35. 

Emergency or palliative dental care services include the following: 

• Procedures used to control bleeding 

• Procedures used to relieve pain 

• Procedures used to eliminate acute infection, opening the pulp chamber to establish drainage, and the 
appropriate pharmaceutical regimen 

• Operative procedures that are required to prevent pulpal death and the imminent loss of teeth (e.g., 
excavation of decay and placement of appropriate temporary fillings) 

• Palliative therapy for pericoronitis associated with partially erupted/impacted teeth 
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10.1. EPSDT Dental Covered Services Overview 

• Preventive 

• Diagnostic 

• Restorative Services (Fillings and Crowns) - age limitation applies 

• Oral and Maxillofacial Surgery 

• Endodontic Services (Root Canals) 

• Periodontal Services (Treatment of Gums) 

• Removable Prosthodontics (Dentures) - age limitation applies 

• Prosthodontics Fixed Services - age limitation applies 

• Orthodontic Services (Braces) - based on necessity 

• Adjunctive General Services 

10.2. Adult Denture Covered Services Overview 

• Office Visits - limited to denture services 

• Oral Exams - limited to denture services 

• X-Rays - limitation of services 

• Removable Prosthodontics {Dentures) - limitation of services 

• Prosthodontics Fixed Services - limitation of services 

10.3. Continuity of Care 

10.3.1 . When a Member Moves Out of Service Area 
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Members who move out of the service area are responsible for obtaining a copy of their dental records from their 
current dentist to provide to their new dentist. Participating Primary Care Dentists must furnish members with 
copies of their records, including x-rays, free of charge. 

10.3.2. When a Member has Pre-Existing Conditions 

MCNA Dental does not have a pre-existing condition limitation. Regardless of any pre-existing conditions or 
diagnosis, members are eligible for all covered services on the effective date of their enrollment in the EPSDT 
Dental Program or the Adult Denture Program unless there is a periodicity limit that applies. 

10.3.3. When a Member Is in Active Treatment 

Medicaid members will be pre-authorized to continue treatment by an out-of-network provider during the course of 
"active treatment" at the time of enrollment until one of the following conditions occurs, whichever comes first: 

• The member's records, clinical information. and care can be transferred to an in-network provider 

• The member is disenrolled 

• The course of "active treatment" is completed 

• A period of 30 days passes 
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The following services will continue to be provided by the member's health plan or the Medicaid fee-for-service 

program: 

• Outpatient facility fees for dental services 

• Fluoride Varnish performed by a Primary Care Physician 

• Current Procedural Terminology (CPT) codes billed by Oral Surgeons 

• Transportation 

10.5. Emergency Dental Services 
MCNA is responsible for coverage or payment of emergency dental services provided to EPSDT members in a 

hospital or ambulatory surgical center setting by dentists, billed on an ADA Claim Form. These services are part 

of the medical benefit provided by MCNA. 

Emergency or palliative dental care services include the following : 

• Procedures used to control bleeding 

• Procedures used to relieve pain 
• Procedures used to eliminate acute infection, opening the pulp chamber to establish drainage, and the 

appropriate pharmaceutical regimen 
• Operative procedures which are required to prevent pulpal death and the imminent loss of teeth, e.g., 

excavation of decay and placement of appropriate temporary fillings 

• Palliative therapy for pericoronitis associated with partially erupted/impacted teeth 
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11.1. Claim Submission 
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MCNA requires all dental providers to identify a place of treatment (service} on the 2012 American Dental 
Association (ADA) Claim Form (MCNA will accept 2006 ADA claim forms for a transitional timeframe). 

11.2. Picking and Choosing Services 
Providers must bill MCNA for all covered services performed on eligible members whom the provider has 
accepted as a Medicaid patient. This policy prohibits MCNA providers from "picking and choosing" the services for 
which they agree to accept reimbursement from MCNA. Providers must accept MCNA reimbursement as 

payment in full for all services covered by MCNA. 

11.3. Submitting Claims to MCNA 
Providers may submit a claim to MCNA using any of the following three (3) methods: 

• Electronically through MCNA's Provider Portal 
• Electronically through a clearinghouse (MCNA Payor ID: 65030) 
• Using a paper claim form sent via United States Postal Service (Use 2012 or newer ADA Claim Form). 

ADA claim forms can be obtained from various vendors. 

Please note, MCNA does not accept faxed claims at this time. 

11.4. Claims Payment 
Claims are paid by MCNA. Please see the Covered Services, Fee Schedules, and Guidelines section of this 
manual (beginning on page 177) for a list of fees. For any claims questions please contact our Provider Hotline. 

(See Section 2: Contact Information). 

Claims will be denied if the member is not eligible on the date of service. 

Providers have 365 days of the date of service (DOS) to submit a claim. If your claim is not received within 365 
days from the date of service, it will be denied for late submission. The following are exceptions to the standard 

365-day timely filing submission requirement: 

• If a provider files a claim erroneously with LDH's Fiscal Intermediary (Molina Medicaid Solutions) within 
the 365-day submission requirement and produces documentation of that, MCNA must honor the initial 
filing date as notification of the claim and process it without denying for timely submission. The provider 
must submit the claim in question to MCNA within 365 days from the date of notification by the wrong 
plan. If the 365-day timeframe cannot be met. the provider may file an appeal within 30 days of the date 
of notification by LDH's Fiscal Intermediary. The appeal submission must include the claim, all supporting 
documentation, and the dated documentation from LDH's Fiscal Intermediary showing the reason for the 

inability to meet the 365-day timeframe. 
• If a claim was unable to be submitted within 365 days of the date of service due to an issue with the 

provider's clearinghouse, the provider must submit the claim and the supporting documentation from the 
clearinghouse within 365 days of the date of notification by the clearinghouse. If the 365-day timeframe 
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cannot be met, the provider may submit an appeal within 30 days of the date of notification from the 
clearinghouse. The appeal submission must include the claim, all supporting documentation, and the 
dated documentation from the clearinghouse showing the reason for the inability to meet the 365-day 

timeframe. 
• If a delay in submitting a claim for payment was caused by circumstances beyond the control of the 

provider, MCNA may receive and process claims upon review of substantiating documentation that 

justifies the late submittal of a claim. 
• Claims for members who have both Medicare and Medicaid coverage fall under Medicare timely filing 

requirements. These claims must be submitted to MCNA within 365 days from the date on the Medicare 

Explanation of Medicare Benefits (EOMB). 
• Claims for retroactive Medicaid members must be filed within 365 days from the date of eligibility 

determination. 
• Provider requested adjustments and voids of claims must be filed within 365 days from the date of 

payment. 

Dental services must not be separated or performed on different dates of service solely to enhance 

reimbursement. 

Prompt Pay: MCNA is required to adjudicate a clean claim within 15 business days of receipt. 

The State of Louisiana defines a clean claim as a claim that can be processed without obtaining additional 
information from the provider of the service or from a third party. It includes a claim with errors originating in the 
state's claims system. It does not include a claim from a provider who is under investigation for fraud or abuse, or 

a claim under review for medical necessity. 

All claims should be submitted to MCNA on a 2012 ADA claim form (MCNA will accept 2006 ADA claim forms tor 
a transitional timeframe}. The claim form must include all of the following information to be considered a clean 

claim: 

• Member name 

• Member identification number 
• Member and/or guardian signature (or signature on file) 

• Member date of birth 

• Description of services rendered 
• Provider NPI number (included with all claim submissions regardless of format) 
• Provider name, state license number, and signature (included with electronic or online submissions) 

• Provider address, phone number, and facility ID number (included with electronic or online submissions) 

• Proper CDT coding with tooth numbers, surfaces, quadrants, and arch, when applicable. 

• Full mouth x-ray series, bitewings, and/or periapical x-rays, rationale, photos. sedation time records, or 

other documentation, when required 

Explanation of Benefits (EOB) documents will be available in the MCNA Provider Portal for all offices that receive 
Electronic Funds Transfer (EFT) payments. These offices may request a paper EOB be sent to their location at 
the time of payment. For offices receiving payment in the form of a paper check, the EOB will be included in the 
envelope with the check. Please contact MCNA's Credentialing department (See Section 2: Contact Information} 

with questions. 
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11.4.1. Example of a Clean Claim 

ADA American Dental Association• Dental Claim Form mcnadental HEADER INFORMATION 
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MCNA Dental Baton Rouge, Louisiana 70806 
200 West Cypress Creek Road, Suite #500 
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LJM [jF 
RECORD OF SERVICES PIIOVIDEO 
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,o 
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MCNA's Provider Portal (http://portal.mcna.net) allows participating providers to easily submit claims to us and 

track their status. Submitting claims electronically using the Provider Portal is always free. 

You have the ability to attach scanned x-rays, periodontal charting, and other documents to your claims. MCNA 

contracts with NEA FastAttach to allow for the electronic submission of x-rays. For those offices unable to work 
with digital copies of x-rays, a completed 2012 ADA claim form (MCNA will accept 2006 ADA claim forms for a 
transitional timeframe) along with the x-ray(s) must be sent to MCNA at the address listed in the Paper Claim 
Submission via Mail section. 

11.6. Electronic Submission via Clearinghouse and Billing Intermediaries 
Providers may submit electronic claims through clearinghouses, which transmit claims to EMDEON (WEBMD). 
MCNA's Payor ID code is 65030. MCNA contracts with NEA FastAttach for the electronic submission of digital 
attachments. 

Providers who use a billing intermediary for claims preparation and submission must notify MCNA of their billing 
arrangements in writing . If a billing intermediary changes or ceases to exist, you must also notify MCNA in writing . 

A billing intermediary is not considered to be a provider's salaried employee. A billing intermediary is an 
individual, partnership, or corporation contracted with the provider to bill on their behalf. 

11.7. Paper Claim Submission via Mail 
Paper claims must be submitted on the 2012 ADA claim form (MCNA will accept 2006 ADA claim forms for a 
transitional timeframe). Providers can download this form from our Provider Portal (http://portal.mcna.net), and 
print it. Paper claims may be submitted by mail to: 

MCNA Dental 
Attn: Claims Department 
200 West Cypress Creek Road, Suite 500 
Fort Lauderdale, Florida 33309 

It is important to affix sufficient postage when mailing in bulk as MCNA does not accept postage due mail. 
Insufficient postage will result in the mail being returned to sender and a delay in processing your claim. 

MCNA will not mail back x-rays, periodontal charting, or related documents submitted to us by mail. Please use a 
duplicate set of these documents for your submission. 

11.8. Direct Deposit and Electronic Funds Transfer (EFT) 
MCNA offers direct deposit to your bank account. To participate in direct deposit, you must complete, sign, and 
return tile Direct Deposit EFT Form, which you can download from our website (www.mcnala.net). Please tax or 
mail the completed form to MCNA's Credentialing (See Section 2: Contact Information). 

11.9. MCNA Processing of Deficient Claims 
Providers have a total of 365 days from the date of service to submit a claim. If a claim is not received by MCNA 
within this 365-day timeframe it will be denied. 
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MCNA may also deny your claim as deficient if it does not include all supporting documentation, such as x-rays or 
narrative, when required. When this occurs, the Explanation of Benefits/Remittance Advice will state the reason 
for the deniat. For example, a procedure that has been denied is listed with reason code 48, which states "please 
submit x-ray(s) and narrative with this request. " 

MCNA sends a notification within five (5) days of claim adjudication to inform providers that a determination for 
the claim has been made. Active Provider Portal users will be notified via a portal alert. To view why a claim is 
considered non-clean, providers can log in to the Provider Portal and click on "Non-Clean Claim Notices." 

Providers who do not use their Provider Portal accounts will receive a letter in the mail with the same information. 

Additional information may be required for a non-clean claim to be processed. The provider must send in the 

required information within 365 days from the date of service with a corrected ADA Claim form. Provider must 
indicate in the remarks section of the claim form (Item 35) the required or corrected information being submitted. 
Remarks should be concise and pertinent to the claim submission for review. MCNA considers the official 
submission date of a corrected claim to be the date that a provider electronically transfers any required additional 
information and documentation. If a provider malls the information, the official submission date is the date MCNA 
receives it. 

11.10. Reconsiderations 
Reconsideration requests must be filed within 365 days from the date of service. Requests for MCNA's 
reconsideration of a claim may be filed when a claim has been denied for an administrative reason including but 
not limited to the following examples: 

• Timely filing 

• No pre-authorization on file 

• Duplicate 

• Member and Provider eligibility 

• Incorrect fee applied 

Any supporting documentation should be included with the reconsideration request. Providers may submit their 
request in writing by using the Provider Reconsideration and Appeal Request form (See Section 27: Forms) or 
online using MCNA's Provider Portal (http://portal.mcna.net). Once you have logged into the Provider Portal, 
please click on support and downloads to access the Online Reconsideration/Appeal link. Please complete the 
electronic form titled, "Provider Reconsideration and Appeal Request" including all information needed to evaluate 
your request. 

11.11. Appeals 
Appeal requests must be filed within 90 days of the initial claim determination. Appeals may be fi led when a claim 
has been denied for determinations related to medical necessity and benefit coverage. Any requested or 
supporting information such as x-rays or rationale should be included with the appeal submission. 

Providers may submit an appeal online through MCNA's Provider Portal (http:/fportal.mcna.net). Once you have 
logged into the Provider Portal, please click on 'support and downloads' to access the Online 
Reconsideration/Appeal link. Please include all information needed to evaluate your request. If your original ADA 
claim form was completed incorrectly, you must submit a corrected ADA claim form with your appeal request. 
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Providers may also mail an appeal to MCNA's Grievances and Appeals department (See Section 27: Forms). 

11.12. Coordination of Benefits 
It is the provider's responsibility to determine if members have other dental insurance. When other insurance 
exists and MCNA is the secondary insurer, a copy of the primary insurance Explanation of Benefits (EOB) must 
be submitted with all claims for services rendered to the member. These claims may be filed electronically if an 
electronic copy of the EOB is attached. MCNA will deem a claim paid in full when the primary insurance payment 
meets or exceeds MCNA's reimbursement rates. 

11.13. Third Party Liability 
Medicaid is the payor of last resort. Providers must bill third-party insurance carriers prior to requesting 
reimbursement from Medicaid. A third party insurance carrier is an individual or company who is responsible for 

the payment of medical or dental services. Examples of third parties are Medicare, private health insurance, 
automobile, and other liability carriers. When billing MCNA after payment consideration from a third party (except 
Medicare), an Explanation of Benefits (EOB) from the primary insurance carrier must be attached. The six-digit 
state assigned carrier code for the primary insurance and the amount paid by the primary insurance carrier 
(including zero [$01 payment) must be entered in the appropriate places on the claim form. If the third party 
coverage is found to be erroneous, providers may submit a corrected claim to MCNA. In situations where third 
party benefits exist, the timeframe for filing a claim with MCNA begins on the date that the third party carrier 
resolves the claim. MCNA must finalize all claims, including appealed claims, within 24 months of the date of 
service. 

11.14. Non~Covered Services 
MCNA will not pay a provider for non-covered services. According to the MCNA's Provider Agreement, the 
provider will hold harmless members, the plan, MCNA, and the State for payment of non-covered dental services. 

No additional charges may be assessed to covered MCNA members. The MCNA Provider Agreement states that 
the only circumstance in which a provider may bill for non-covered services is when a member has signed a form 
or letter of understanding agreeing to the fees. 

The following services are considered non-covered services: 

• Services that are not medically necessary to the member's dental health 

• Dental care for cosmetic reasons 

• Experimental procedures 

• Plaque control 

• Certain types of x-rays 

• General Anesthesia 

• Routine post-operative services - these services are covered as part of the fee for initial treatment 
provided 

• Treatment of incipient or non-carious lesions (other than covered sealants and fluoride) 

• Services that are eligible for reimbursement by insurance or covered under any other insurance or 
medical health plan 

• Dental expenses related to any dental services: 
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• Prescriptions or drugs 
• Administration of in-office pre-medication 

11.14.1. Non-Covered Services Private Payment Agreement Form 
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MCNA only reimburses for services that are medically necessary or benefits of special preventive and screening 
programs, such as EPSDT Dental. The provider may bill a member only if a specific service or item is provided at 

the member's request. 

The provider must obtain and keep a written Non-Covered Services Form that is signed by the member and/or 
responsible party prior to the services being rendered. It must be filled out completely with the following 

information: 

• A statement that the member is financially responsible for the described services 

• A complete description of the dental services to be rendered. A statement that the Plan, MCNA. and the 
State will not be responsible for payment of the described dental services. 

11.15. Balance Billing 
MCNA network providers may not bill or otherwise attempt to recover from members the difference between the 
agreed upon contract allowable rate for a service and the provider's billed charge(s). This practice is called 

balance billing and is not permitted under your MCNA Provider Agreement. 

11.16. Fraud Reporting 
Providers are expected to bill only for medically necessary covered seivices delivered to members in accordance 
with MCNA's policies and procedures. MCNA and the appropriate governmental agencies actively investigate all 

suspected cases of fraud and abuse. In our commitment to prevent fraud and abuse in the Medicaid Program, 
MCNA has implemented an integrity component as a part of our Compliance Program. We monitor and maintain 

integrity through the following activities: 

• Prevention of duplicate payments 

• Post-payment utilization review to detect fraud and abuse 
• Internal controls to ensure payments are not issued to providers that are excluded or sanctioned under 

Medicare/Medicaid 
• Review of alleged illegal, unethical, or unprofessional behavior 

• Profiling of providers to identify over or underutilization of services 

• Completion of investigations and audits 

All program integrity activities are coordinated with MCNA's Compliance department and our Special Investigation 

Unit (SIU} as needed. 

11.16.1. Program Integrity 

Providers are not allowed to provide services to an EPSDT Dental member beyond the intent of Medicaid 
guidelines, limitations, and/or policies for purposes of maximizing payments. If this practice is detected, the 
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provider may be subject to sanctions. Providers enrolled as a group or individual providers who are not linked to a 
group but are located in the same office as another provider are responsible for checking office records to assure 
that Medicaid established guidelines, limitations, and/or policies are not exceeded. Providers not participating in 

the MCNA network may not use the name and/or provider number of a participating provider in order to bill 
Medicaid for services rendered. 

MCNA is committed to controlling fraud , waste, and abuse in the Louisiana EPSDT Dental and Adult Denture 
programs. Our efforts include vigilant monitoring, investigation, enforcement, training, and communication. MCNA 
monitors the appropriateness and quality of services provided to our members and verifies services billed by 
dental providers through pre- and post-payment reviews. These reviews help us to prevent or recover 
overpayments paid to providers. An overpayment includes any amount not authorized to be paid by state and 
federal programs, whether paid as a result of inaccurate or improper claims submissions, unacceptable practices, 
fraud, abuse, or a mistake. 

When an overpayment is identified, MCNA begins payment recovery efforts. Providers will be given the 
opportunity to submit a refund or payment plan within a specified time period. If you fail to submit a refund within 
the specified time period , the overpayment amount will be automatically deducted from future EOBs. Additionally, 
MCNA will pursue all remedies up to and including the termination of your participation in our network. 

11 .16.2. Payment Suspensions 

If MCNA has credible evidence of fraud, willful misrepresentation, or abuse under the requirements set forth by 
the Louisiana EPSDT Dental and Adult Denture programs, MCNA has the right to suspend payment of claims to a 
provider and/or a facility. Allegations are considered to be credible when they have indicia of reliability. MCNA 
carefully reviews all allegations, facts, and evidence, and acts judiciously on a case-by-case basis. The 
suspension of payment action will be temporary and will not continue if MCNA determines that there is insufficient 
evidence of fraud , willful misrepresentation, or abuse by the provider. 

11 .16.3. Appeal Rights 

MCNA affords to any provider or person against whom it enforces payment holds or recoupment requ ests a right 
to appeal this action by requesting an informal review. A request for an informal review must be received in writing 
within 10 days of the date you receive a notice of the payment hold, and within 45 days of the date you receive a 
recoupment notice. Appeals should be mailed to MCNA to the attention of "Corporate Investigations" {See Section 
2: Contact Information). 

Along with your appeal, you may submit any documentary evidence that addresses whether the payment hold is 
warranted and any related issues. MCNA will consider your appeal and your evidence carefully. You will be 
contacted after that consideration is completed and a decision about your case is made. 

Please contact MCNA's Provider Hotline if you have questions {See Section 2: Contact Information). 

11.16.4. Laws that Govern Fraud and Abuse 

The Federal False Claims Act and the Federal Administrative Remedies for False Claims and Statements Act are 
specifically incorporated into§ 6032 of the Deficit Reduction Act. These acts outline the civil penalties and 
damages that are allowed to be brought against anyone who knowingly submits, causes the submission, or 
presents a false claim to any U.S. employee or agency for payment or approval. U. S. agency in this regard 
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means any reimbursement made under Medicare or Medicaid and includes this program. The False Claims Acts 
prohibits anyone from knowingly making or using a false record or statement to obtain approval of a claim. 

"Knowingly" is defined in the statute as meaning not only actual awareness that the claim is false or fraudulent, 
but situations in which the person acts with his eyes shut, in deliberate ignorance or in reckless disregard of the 
truth or falsity of the claim. 

The following are some examples of billing and coding issues that can constitute false claims and high-risk areas 
under this act: 

• Billing for services not rendered 

• Billing for services that are not medically necessary 

• Billing for services that are not documented 

• Up coding 

• Participation in kickbacks 

Penalties in addition to amount of damages may range from $5,500 to $11 ,000 per false claim, plus three (3) 
times the amount of money the government is defrauded. In addition to monetary penalties, the provider may be 
excluded from participation in the Medicaid or Medicare program. 

11.16.5. Do You Want to Report Waste, Abuse, or Fraud? 

Let us know if you think a doctor, dentist, pharmacist at a drug store, other healthcare provider, or a person 
getting benefits is doing something wrong. Doing something wrong could be waste, abuse, or fraud, which is 
against the law. For example, tell us if you think someone is: 

• Getting paid for EPSDT Dental or Adult Denture services that were not necessary or actually provided 

• Making false statements about a medical condition in order to get medical treatment 

• Letting someone else use Medicaid ID card 

• Using another person's Medicaid ID card 

• Making false statements about the amount of money or resources in order to get benefits 

To report waste, abuse, or fraud, choose one of the following: 

• Call the DOH Program Integrity Hotline at 1-800-488-2917 

• Visit www.dhh.louisiana.gov and click on "Report Abuse" to complete the online form 

• Call the MCNA Fraud, Waste, and Abuse Hotline at 1-855-FWA-MCNA (855-392-6262) 

To report waste, abuse or fraud, gather as much information as possible: 

When reporting about a provider (a doctor, dentist, counselor, etc.) include: 

• Name, address, and phone number of provider. 

• Name and address of the facility (hospital, nursing home, home health agency, etc.) 

• Medicaid number of the provider and facility, if you have it 

• Type of provider {doctor, dentist, therapist, pharmacist, etc.) 

• Names and phone numbers of other witnesses who can help in the investigation 
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• Date(s) of event(s) 

• Summary of what happened 

When reporting about someone who gets benefits, include: 

• The person's name 

• The person's date of birth, Social Security number, or case number, if you have it 

• The city where the person lives 

• Specific details about the suspected waste, abuse or fraud 
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MCNA makes every effort to provide the highest quality of service to our members and providers. We understand 

there are times when issues or concerns need to be discussed, and our Provider Services team is ready to help. 

Please contact the Provider Hotline at 1-855-701-6262. 

Complaints in the Louisiana EPSDT Dental and Adult Denture programs are defined as a verbal or written 

expression by a provider that indicates dissatisfaction or dispute with MCNA policy, procedure, claims processing 

and/or payment, or any aspect of MCNA functions. Provider complaints may be reported to the Provider Hotline 

by calling 1-855-701-6262. If the issue cannot be resolved by the Provider Hotline Representative, the call will be 

escalated to the Provider Relations department. Providers may also submit complaints verbally or in writing 

directly to their Provider Relations Representative, via mail to the address below, using the Provider Complaint 

form located in the back of this manual, or via email to contactus@mcna.net. Should a provider (or their 

representative) wish to present their case in person, please contact the Provider Hotline at 1-855-701-6262 to 

schedule an appointment. 

If you would like to file a complaint in writing with MCNA, please send it to the following address: 

MCNA Dental 
Attention: Complaints Department - Provider Relations 
P.O. Box 29008 
San Antonio, Texas 78229 
contactus@mcna.net 

Upon receipt of a complaint, the Provider Relations department will review the issue and forward it to or solicit the 

assistance of the appropriate MCNA department(s). We will thoroughly investigate each provider complaint using 

applicable statutory, regulatory, contractual and provider subcontract provisions, collecting all pertinent facts from 

all parties while applying MCNA's written policies and procedures and resolve the complaint within 30 business 
days from the date we receive it. Providers may consol'ldate complaints of multiple claims that involve the same or 

similar payment or coverage issues, regardless of the number of individual patients or claims included in the 

bundled complaint. When submitting a consolidated complaint, please include all applicable patients and/or 

claims and denote that the complaint is a consolidated complaint in the submission. 

Upon resolution of the complaint, the Provider Relations department will inform the provider in writing of the 

outcome of the investigation. Should there be extenuating circumstances and the investigation requires longer 
than 30 days, the Provider Relations department will inform the provider in writing of the need for an extension. 

Concerns related to medical necessity are not addressed through the complaint system. They can be submitted 
through the appeal system found in section 11 .11 Appeals on behalf of a member, or the provider can utilize 

MCNA's peer-to-peer process to speak with one of our licensed dentists. You can find more information about our 

peer-to-peer process in the Utilization Management section of this manual and instructions for filing an appeal on 

behalf of a member can be found in section 17, Member Grievances and Appeal Process. 

After a provider has exhausted MCNA's internal complaint process, if the provider is dissatisfied with the 

resolution they have the right to file a complaint directly with LDH/MMIS (Louisiana Medicaid Management 
Information Systems), including any issues or decisions that are not a unique function of MCNA. To file a 

complaint with LDH/MMIS after you have completed MCNA's complaint process, please visit the LOH website at 

www.healthy.la.gov or call (225) 342-6908. 
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Utilization Management (UM) is the process of evaluating the necessity and efficiency of healthcare services and 

affecting member care decisions through assessments of the appropriateness of care. MCNA's UM department 

helps to assure prompt delivery of medically appropriate dental care services to an members and subsequently 

monitors the quality of care. 

All participating providers are required to obtain pre-authorization from MCNA's UM department. The UM 

department is available Monday through Friday, 7 am to 7 pm, CST, except on weekends and designated 

holidays. All requests for the authorization of services may be received during these hours of operation (See 

Section 2: Contact Information). 

MCNA provides an opportunity for the provider to discuss a decision with the Dental Director, to ask questions 

about a UM issue, or to seek information from a clinical reviewer about the UM process and the authorization of 
care. If you contact us after business hours or on a holiday, you may leave a message and a representative will 

return the call the next business day. 

MCNA will not enter into any contractual arrangement that rewards clinical reviewers or any other individuals who 

may conduct utilization review activities for issuing denial of coverage of a service, or any other financial 

incentives for utilization decision-making. MCNA's UM department ensures that quality of care will not be affected 

by financial- and reimbursement-related processes and decisions. 

MCNA adheres strictly to the following: 

• Compensation for utilization management activities is not structured to provide inappropriate incentives 

for denials, limitations, or discontinuation of authorization of services. 

• Compensation programs for MCNA Dental, consultants, dental directors, or staff who make clinical 
determinations do not include any incentives for denial of medically necessary services. 

• Continuous monitoring of the potential effects of any incentive plan on access and/or quality of care is a 

standard procedure within the UM process. 

13.1. Decision Making Criteria 
MCNA's Utilization Management Criteria use components of dental standards from the American Academy of 
Pediatric Dentistry (www.aapd.org) and the American Dental Association (www.ada.org). MCNA's criteria are 

changed and enhanced as needed. 

The procedure codes used by MCNA are described in the American Dental Association's Code Manual. 

Requirements for documentation of these codes are determined by community-accepted dental standards for 

authorization, such as treatment plans, narratives, radiographs, and periodontal charting. 

These criteria are annually reviewed and approved by MCNA's Dental Management Committee. They are 

designed as guidelines for authorization and payment decisions and are not intended to be absolute. 

We appreciate your input regarding the criteria used for decision-making. Please contact the Provider Hotline 
(See Section 2: Contact Information) to comment or make suggestions. MCNA also complies with the Center for 
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Medicare and Medicaid Services (CMS) national coverage decisions and written decisions of local carriers and 
intermediaries with jurisdiction for claims in the geographic area in which services are covered. 

13.2. Peer-to-Peer Availability 
MCNA offers the availability of peer-to-peer consultations with our Dental Director and specialty clinical reviewers. 
Louisiana-licensed general dentists, pediatric dentists, and specialty dental providers, such as orthodontists and 
oral surgeons, make all clinical determinations. The peer-to-peer process enables participating providers to 
discuss cases and clinical issues, including medical necessity denials, with MCNA clinical reviewers. 

To request a peer-to-peer discussion, please contact your Provider Relations Representative or call the Provider 
Hotline (See Section 2: Contact Information). 

13.3. Clinical Practice Guidelines 
The Clinical Practice Guidelines are based on the enrolled membership and dictate the provision of dental care 
services to members with acute, chronic. and complex conditions to assist providers and members in making 
appropriate dental care decisions to improve quality of care. These guidelines are developed based on the 
following criteria: 

• Reasonable, sound, scientific medical evidence 

• Prevalence of dental conditions 

• Extent of variation present in current clinical practice patterns 

• Magnitude of quality of care issues based on existing patterns of clinical practice 

• Ability to impact practice patterns 

• Consideration of the needs of the members 

• Strength of evidence to support best clinical practice management strategies 

• Ability to achieve consensus on optional strategy 

13.4. Clinical Decisions 
A pre-authorization request for a service may be denied for failure to meet Clinical Practice Guidelines, clinical 
criteria, protocols, dental policies, or for failure to follow administrative procedures outlined in your Provider 
Agreement or this Provider Manual. All pre-authorization request approvals and denials are available through 
MCNA's Provider Portal. Providers who do not have access to the Provider Portal will receive their determinations 
via mail. 

13.5. Medical-Necessity Denials 
Utilization management uses dental policies, protocols, and industry standard guidelines to render review 
decisions. Licensed dentists and specialty dentists serve as clinical reviewers for the plan. All clinical requests are 
reviewed by an MCNA clinical reviewer who is available to discuss any decision rendered with the attending 
dental provider through our peer-to-peer process. The peer-to-peer process serves as MCNA's informal 
reconsideration process for adverse determinations. An adverse determination is any decision by MCNA to deny 
or partially deny an authorization request. . 
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The goal of the MCNA Quality Improvement (QI) Program is to ensure that each member has affordable and 
convenient access to quality dental care delivered in a timely manner by a network of credentialed providers. 

The Board of Directors of MCNA is responsible for establishing the priorities of the QI Program based on the 
recommendations of the MCNA Dental Management Committee. 

The Quality Improvement Committee oversees the QI Program to ensure that the performance of all quality 
improvement functions is timely, consistent, and effective. This committee reports to the Board of Directors and 
carries out the following responsibilities: 

• Oversees the implementation of the Ql Program throughout MCNA's operational departments 

• Establishes a method to measure and quantify improvements in dental care delivery to MCNA members 
resulting from QI initiatives 

• Reviews and makes recommendations, which are identified through the QI process, for approval of all 
new and revised policies, procedures, and MCNA benefit designs 

• Ensures that adequate resources are allocated toward the achievement of MCNA's QI Program goals 

• Oversees the management of all aspects of MCNA's operations to make sure they are consistent with the 
goals and objectives of the QI Program 

• Monitors the progress of all MC NA-initiated corrective action plans 

• Monitors the integration, coordination, and supervision of Risk Management Program activities through 
the formal reporting of those activities 

• Demonstrates compliance with regulatory requirements and delegation standards 

• Assesses and confirms that quality care and services are being appropriately delivered to MCNA 
members 

• Reports quarterly to the Board of Directors the status of MCNA QI Program 

A copy of the QI Program is available to all participating providers upon request. Please contact the Provider 
Hotline (See Section 2: Contact Information). 

14.2. Your Role in Quality 
Every MCNA network provider is a participant in the Quality Improvement (QI} Program through his or her 
contractual agreement with MCNA. You may be asked to serve on any of the committees that are part of the QI 
Program or contribute to the development of audits, Clinical Practice Guidelines, member education programs, or 
other projects. Participation on a committee is voluntary and encouraged. 

You can help us identify any issues that may directly or indirectly impact member care by reporting them on an 

Incident Report Form, which is located in Forms section of this manual. This can be submitted to MCNA via fax, 
email, or regular mail (See Section 2: Contact Information). 

The MCNA Dental Director might contact your office about an incident report. Please keep a copy of any incident 
report you file with MCNA in the appropriate member's dental record. 
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MCNA monitors and evaluates the quality and appropriateness of care and service delivery (or the failure to 
provide care or deliver services) to members and providers through performance improvement projects (PIPs), 
dental record audits, performance measures, surveys, and related activities. As a provider for Medicaid, MCNA 
will perform no fewer than three (3} state-approved PIPs per year. The PIPs will focus on both clinical and non
clinical areas. 

14.4. Quality Review of Key Clinical and Service Indicators 
One of MCNA's Quality Improvement (QI) Program objectives is to perform a quality review of key clinical and 
service indicators through analysis of member and provider data to assess and improve member and provider 
satisfaction rates. These clinical and service indicators include reviews of: 

• Member and provider complaints about care or service 

• Sentinel events (defined as any event involving member care that warrants further investigation for quality 
of care concerns) 

• National Committee for Quality Assurance's (NCQA's) Healthcare Effectiveness Data and Information Set 
(HEDIS®) 

• Application of Clinical Practice Guidelines 

• Application of appropriate dental record documentation, and continuity and coordination of care standards 

• Health outcome intervention studies or activities 

• Member claims and encounters 

• Member pre-authorizations requests and referrals 

In order to support the quality review activities of our QI Program, your office is required to make ava ilable upon a 
request from an MCNA representative the dental records of any MCNA member in your care. 

14.5. Corrective Action 
When Quality Improvement (QI) Program identifies specific cases of substandard quality of care during its review 
process, a letter requesting corrective action will be mailed to the treating provider. There are many forms of 
corrective action that may be recommended. Some examples of corrective action include: 

• A Quality Correction Letter indicating the deficiency or deficiencies and requiring changes to be 
implemented within a maximum of 60 days (the severity of the deficiency or deficiencies noted will dictate 
the number of days that the provider has to implement the required changes) 

• Special pre-authorization/claims review 

• Post-treatment reviews of members by an Associate Dental Director 

• Requirement for the provider to attend training sessions or participate in continuing education programs 

• Restriction on the acceptance of new members until the provider becomes compliant with all standards of 
care for a specified amount of time 

• Recoupment of sums paid where billing discrepancies are found during reviews 

• Restriction on a provider's authorized scope of services. 

• Referral of a case to the state Board of Dental Examiners and/or the Department of Justice, Attorney 
General 's Office, and/or Office of Inspector General of the State 

• Termination of the Provider Agreement 
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Where corrective action is recommended, our priority is to work with the provider to improve performance and 
compliance with all MCNA policies and procedures defined in the Provider Agreement and this Manual. MCNA is 
willing to provide support for a provider who shows sincere intent to correct deficiencies. 

14.6. Consumer Assessment of Healthcare Providers and Systems (CAHPS) Surveys 
The CAHPS Survey is a tool that assists MCNA in rating member experience with network providers and with 
MCNA. The survey addresses key member issues such as level of satisfaction with MCNA, access to care, 
referral for specialty services, utilization, care received, and interaction with dental office staff. The survey is 
conducted on an annual basis. MCNA also complies with any state requirements regarding annual CAHPS 
surveys for its population. This information is used to develop and implement strategies to improve care and 
service to our members. Providers may be contacted to assist MCNA in developing improvement strategies. 

The results and associated improvement strategies will be posted on MCNA's website at www.mcna.net. 

14. 7. Provider Satisfaction Surveys 
MCNA will assess its contracted providers' satisfaction with MCNA. This activity shall include, but not be limited 
to, analyses of provider satisfaction with the following operational aspects: 

• MCNA's response time to provider inquiries and complaints 

• MCNA communications 

• Claims payment process 

• Authorization and referral process 

• MCNA availability and effectiveness 

We will use the results of our provider satisfaction surveys and any state-approved, contracted independent 
surveys to develop and implement plan-wide activities designed to improve provider satisfaction. 

MCNA will make aggregate survey results available to providers and members upon request. 

14.8. Member Records· Chart Reviews 
As specified in MCNA's Provider Agreement. we are authorized to conduct reviews of member records. These 
treatment records are chosen randomly for periodic chart review. The chart review includes assessment of the 
following member elements: 

• Record of medical history, dental history, and existing dental conditions 

• Radiograph evaluation and diagnostic material used 

• Treatment plan and timeliness of treatment plan 

• Actual care delivered in relation to proposed treatment plan 

• Recall protocol and utilization analysis of actual care delivered 

• A signed Patient Consent Form 

A chart review offers an insight into the provider's practice patterns and allows MCNA to identify deficiencies and 
suggest areas of improvement. The on-site review is a component of our Quality Improvement (QI) Program; all 
data is collected and entered into a QI database. This data allows MCNA to perform analysis of utilization and 
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general network and practice patterns, contributing to valuable feedback and information for network dental 

offices. This information will also be used as part of the re-credentialing process. 
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Providers may choose whether to accept a member as a Medicaid patient. Providers are not required to accept 
every Medicaid member requiring treatment; however, providers must be consistent in this practice and not 
discriminate against a Medicaid member based on the member's race, religion, national origin, color, or 
impairment. 

Providers must not differentiate or discriminate in the treatment of any member because of the member's race, 
color, national origin, ancestry, religion, health status, sex, marital status, age, political beliefs, or source of 
payment. 

15.2. Confidentiality Policy 
MCNA follows all HIPM requirements. We require our contracted providers to also adhere to HIPM 
requirements. The Provider Agreement requires that all providers maintain member information in a current, 
detailed, organized, and comprehensive manner, and in accordance with customary dental practices, and 
applicable state and federal laws and accreditation standards. Providers must have policies and procedu res to 
implement HIPAA confidentiality requirements. In addition to complying with customary dental practices, 
applicable state and federal law, and accreditation standards, these policies and procedures should include, but 
are not limited to, protection of member confidentiality under the following circumstances: 

• The release of information, using a release form, at the request of a member and in response to a legal 
request for information 

• The storage of and restricted access to dental records in secured files 

• The education of employees regarding the confidentiality of member records and other member 
information. 

15.3. Informed Consent Requirements 
Providers must understand and comply with applicable legal requirements regarding informed consent from 
members, as well as adhere to the policies of the dental community in which they practice. The provider must give 
MCNA members adequate information and be reasonably sure the member has understood it before proceeding 
with any proposed treatment. Consent documents should be in writing and be signed by the member and/or 
responsible party. 

The provider must obtain and maintain a specific written informed consent form signed by the member, 
or the responsible party if the member is a minor or has been adjudicated incompetent, prior to the 
utilization of a papoose board as part of the member's treatment. 

Such consent is required for the utilization of a papoose board and is strongly encouraged for all treatment plans 
and procedures where a reasonable possibility of complications from the proposed treatment or a procedure 
exists. Consent should disclose all risks or hazards that could influence a reasonable person in making a decision 
to give or withhold consent. 
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Written consent must be given prior to the services being rendered and must not have been revoked. Members or 

their responsible parties who can give written informed consent must receive information about the dental 

diagnoses, scope of proposed treatment, including risks and alternatives, anticipated results, and the need for 

and risks of the administration of sedation or anesthesia. Additionally, they must receive a full explanation of the 

treatment plan and give written informed consent before treatment is initiated. As a provider, you may consider 

seeking advice from an attorney to ensure the informed consent meets all applicable legal requirements. 

MCNA urges all providers to comply with the AAPD's 2013 "Guideline on Protective Stabilization for Pediatric 

Dental Patients." You can find the guideline online at the AAPD's website (www.aapd.org}. 

15.4. Cultural Competence 
We facilitate access to dental services for non-English speaking members. MCNA's population is culturally and 

linguistically diverse, and we recognize that this diversity sometimes serves as a barrier to members, affecting 

their willingness to access all available services. Title VI of the Civil Rights Act specifically requires that managed 

care organizations provide assistance to persons with limited English proficiency, where a significant number of 

the eligible population is affected. 

MCNA has adopted the CLAS recommendations (www.minorityhealth.hhs.gov) as a guideline in the development 

of our Cultural Competency Program. MCNA encourages contracted providers to address the care and service 

provided to members with diverse values, beliefs, and backgrounds that vary according to their ethnicity, race, 

language, and abilities. 

We want to ensure that we, along with our network providers, are meeting the communication needs of members 

with limited English proficiency. MCNA's Quality Improvement department monitors and evaluates the level of 

cultural competency throughout our network through dental services provided by our providers. MCNA 
encourages employees and network providers to utilize their own diverse cultural backgrounds to enhance our 

program and the services provided to our members. 

Please contact the Provider Hotline to request a copy of our Cultural Competency Program (See Section 2: 

Contact Information). 

15.5. Reading/Grade Level Consideration 
All member materials produced by MCNA are written at a 61

h -grade reading level to promote enhanced 

communication between the Medicaid population, providers, and MCNA. Our goal is to create plain and clearly 

understandable member communications. 

15.6. Availability and Coordination of Linguistic Services 
MCNA does not require members to provide their own interpreter when utilizing the services available to them 

through MCNA. We will ensure that dental care services will be presented in a culturally and linguistically 

appropriate manner utilizing member's primary language: 

• Interpreter services are available through MCNA at no charge when assessing dental care. Please have 

the member contact the MCNA Member Hotline at 1-855-702-6262 for interpreter assistance. 

• Member refusal of interpreter services must be documented. 
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• Friends and family are only used as an interpreter when specifically requested by the member. A Minor 
may not to be used as an interpreter. 

• Member may request face-to-face or telephone interpreter services to discuss complex dental information 
and treatment options. 

• Informative documents must be translated into and available in threshold languages. 

• Member has the right to file a complaint or grievance if linguistic needs are not met. 

• Dental provider offices are informed of the availability of the TTY contact number (1 -800-955-8771) for 
members with hearing impairment. 

15. 7. Role of Provider's Bilingual Staff 
The role of the bilingual staff in the office is to assist members to access and receive dental services and to 
understand the instructions they receive from the person speaking to them. If the member speaks a language not 
spoken by an office staff person, the telephone interpreter service should be utilized. 

It is the responsibility of the provider's office to notify MCNA in writing within 30 days of a change in the linguistic 
capacity of the office that may affect the provider's ability to provide dental services. 

To get a free copy of MCNA Cultural Competency Program, contact MCNA's Member Hotline {See Section 2: 
Contact Information). 

15.8. Appointment Attendance Concerns 
We track the appointment attendance history of members who are consistent "no shows" to their scheduled dental 
appointments. If you are treating an MCNA member who has a history of being a no show at your facility, please 
download the Member Outreach Form from the Provider Portal and submit it to us. This form can also be mailed 
and it is located in the Forms section of this Provider Manual. 

15.9. Case Management 
MCNA has dedicated Case Managers to assist members with special health care needs in coordinating dental 
care with their Primacy Care Dentist and specialty providers. 

Members or providers may contact Case Management to initiate the assessment process for members with 
conditions that are medically compromising or are otherwise physically or mentally disabled. Our Case Mangers 
will act as a liaison between the member and provider in all aspects of arranging care, including coordinating 
travel arrangements, communication services, facilitating treatment pre-authorization, and assisting with 
scheduling follow-up while the member is in active care. Please call 855-702-6262 to refer a member to Case 
Management. 
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MCNA does not perform enrollment functions for EPSDT or Adult Denture program members. All eligibility 
information provided by MCNA is the information that we have received from the Louisiana Department of Health 

(LDH} or its designee. The effective date of enrollment will be the first day of the month after eligibility is 

determined. 

For instructions on how to verify member eligibility before providing services, please refer to Section IV: 
Verification of Eligibility in this manual. 

To qualify for Louisiana Medicaid dental services, a child must be: 

• Age 20 or younger 

• A Louisiana resident 

• A U.S. citizen or legal permanent resident 

• Not a resident of an Intermediate Care Facility for the Developmentally Disabled (ICF/DD) 

Please note that due to possible eligibility status changes, the information provided does not guarantee payment. 

To qualify for Louisiana CHIP dental services, a child must be: 

• Age 20 or younger 

• A Louisiana resident 

• A U.S. citizen or legal permanent resident 

• Not a resident of an Intermediate Care Facility for the Developmentally Disabled (ICF/DD) 

Louisiana Medicaid refers to both Medicaid and CHIP enrollees as members of the EPSDT Program. Please note 
that due to possible eligibility status changes, the information provided does not guarantee payment. 

To qualify for Louisiana Medicaid Adult Denture dental services, an adult must be: 

• Age 21 or older 

• A Louisiana resident 

• A U.S. citizen or legal permanent resident 

• Missing all teeth in the maxillary and/or mandibular arches 

• Not a resident of an Intermediate Care Facility for the Developmentally Disabled (ICF/00) 

• Not a Qualified Medicare Beneficiary Only (QMB Only) 

Please note that due to possible eligibility status changes, the information provided does not guarantee payment. 

16.2. Medicaid ID Cards 
MCNA strongly recommends all provider offices require each member to present their LDH identification card and 

confirm eligibility at each appointment. You may quickly and easily complete eligibility verification through our 
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Provider Portal (http://portal.mcna.net} or through the Medicaid Eligibility Systems. You may also call our Provider 
Hotline to complete verification (See Section II : MCNA Contact Information}. 

MCNA advises that you keep a copy of each member's Medicaid ID card on file in the member's chart. 
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Members are informed of their rights and responsibilities in the MCNA Member Handbook. MCNA providers are 
also expected to respect and honor members' rights. 

17.1.1. Member Rights as written in the MCNA Member Handbook 

• You have the right to be treated with respect and with due consideration for your dignity and privacy. 

• You have the right to participate in decisions regarding your healthcare, including the right to refuse 
treatment and the right to express preferences about future treatment decisions. 

• You have the right to be free from any form of restraint or seclusion used as a means of coercion, 
discipline, convenience, or retaliation, as specified in federal regulations. 

• You have the right to be able to request a copy of your medical records (one copy free of charge) and 
request that they be amended or corrected. 

• You have the right to receive healthcare services that are easy to access. These services should be 

comparable in amount, duration, and scope to those provided under Medicaid Fee-for-Service. They 
should be sufficient in amount, duration, and scope to reasonable be expected to achieve their purpose. 

• You have the right to receive services that are appropriate and are not denied or reduced because of 
diagnosis, type of illness, or dental condition. 

• You have the right to receive all information, like enrollment notices, informational materials, instructional 

materials, and available treatment options and alternatives in a way that is easy to understand. 

• You have the right to receive assistance from the Louisiana Department of Health in understanding the 
requirements and benefits of MCNA. 

• You have the right to receive interpretation services for free and in all non-English languages, not just 
those that are the most common. 

• You have the right to be notified that Interpretation services are available and how to access those 
services. 

• You have the right to receive information on MCNA's services, to include, but not be limited to: 
o Benefits covered 
o The way to use benefits, including any authorization requirements 

o Service area 
o Names, locations, telephone numbers of, and non-English language spoken by current network 

providers, like Primary Care Dentists, specialists, Federally Qualified Health Clinics, Rural Health 
Clinics, and hospitals. 

o Any restrictions on your freedom of choice among network providers 
o Providers who are not accepting new patients 
o Benefits not offered by MCNA that are available to you and how to obtain them, including 

transportation 

• You have the right to receive a complete description of disenrollment rights at least once a year. 

• You have the right to receive notice of any major changes in core benefits and services at least 30 days 
before the intended effective date of the change. 

• You have the right to receive information on grievance, appeal, and State Fair Hearing procedures. 

• You have the right to receive detailed information on emergency and after-hours coverage, to include, but 
not be limited to: 
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o What constitutes an emergency medical condition and emergency services, and post-stabilization 
services 

o That emergency services do not require prior authorization 
o The process and procedures for getting emergency services 
o The locations of any emergency rooms and other places where MCNA has contracted to furnish 

emergency dental services and post-stabilization services 
o The right to use any hospital or other setting for emergency care 

o The rules about post-stabilization services after emergency care 

• You have the right to receive MCNA's policy on referrals for specialty care and other benefits not provided 
by your Primary Care Dentist. 

• You have the right to have your privacy protected according to legal privacy requirements. 

• You have the right to exercise your rights without being treated differently by MCNA, our network 
providers, or the Louisiana Department of Health. 

17.1.2. Member Responsibilities as written in the MCNA Member Handbook 

• Present your Louisiana Department of Health issued Medicaid ID card when getting services from your 
dentist. 

• Be familiar with MCNA's procedures to the best of your ability. 

• Call or contact MCNA to obtain information and have questions answered. 

• Let the dentist know any reasons your treatment cannot be followed as soon as possible. 

• Live a healthy lifestyle and avoid behavior that can hurt your health. 

• Follow the grievance process that MCNA provides for you if you have a disagreement with a dentist. 

• Use the preventive dental services that are a part of your benefits. 

• Be respectful of the dentist and their staff. 

• Be respectful of the rights of other patients. 

• Follow the dentist's rules and regulations about patient care and conduct while at the dental office. 

• Provide the dentist and their office staff with true and complete information so they can give you proper 
care. 

• Obtain services from only in-network Primary Care Dentists or specialists, except if you have a dental 
emergency. 

• Ask the dentist questions about his or her instructions. 

• Ask the dentist about the care you receive. 

• Understand your dental problems and work with your dentist to decide treatment goals. 

• Make good decisions about your dental health and avoid things that can damage it. 

• Follow the plan of treatment for dental care agreed upon by you and your dentist agree and/or their staff. 

• Make sure that payments for non-covered dental services are fulfilled as soon as possible. 

• Report unexpected changes in your dental condition to your dentist. 

• Keep all appointments and arrive on time. If you are unable to do so for any reason, call your dentist's 
office as soon as you can. 

If you think the member has been treated unfairly or discriminated against, please call MCNA toll-free at 1-855-
701-6262. You also can file a complaint on behalf of the member by email at contactus@mcna.net. 

MCNA_LA·P _PM[1.6) Page 60 of 155 



Louisiana Provider Manual 
MCNA Dental 

17 .2. Non-Compliant Members 

mcnadental 
'-/ 

If your assigned member is non-compliant and would like to request that the member be reassigned, please follow 
these steps: 

• Document all instances of non-compliance in the member record. 

• Complete the Member Outreach Form (located in the Forms section of this manual) and select the 
following item, "Provider requests transfer of member from panel." 

• Upon receipt of a provider's request to re-assign a member, the Provider Relations department will review 
with the Dental Director the situation and any documentation for appropriateness, and then inform the 
provider of the resolution. 
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Member grievances and appeals can be filed verbally or in writing. A verbally filed appeal must be followed by a 

written, signed appeal. At no time will a member be discriminated against because he or she has filed an appeal. 
All information contained within a grievance or appeal and anything that comes to light throughout the grievance 

and appeal process is kept strictly confidential. A provider acting on behalf of a member or a member's 
representative may submit grievances and appeals on behalf of members with their written consent. All appeals 
submitted by a provider on behalf of a member or by a member's representative must be submitted in writing with 
a signed copy of the member consent form. 

If you would like to file a grievance or appeal on behalf of a member, please call or send it to MCNA's Grievance 
and Appeals department. Phone numbers and address are located in Section II: MCNA Contact Information in 
this manual. 

The member must first exhaust MCNA's appeal process before requesting a State Fair Hearing. The member 
may request a State Fair Hearing within 30 calendar days from the date of the last decision notification by MCNA. 
MCNA will cooperate with any decision the State makes. 

18.1. What is a Grievance? 
A member grievance is any dissatisfaction expressed by a member, or a person acting on behalf of the member, 
either verbally or in writing, to MCNA concerning any aspect of MCNA's operation. This includes, but is not limited 
to , dissatisfaction with MCNA's administration or the way a service is provided. A grievance does not include a 
request for review of an action or a decision by MCNA related to covered services or services provided, 
misinformation that is resolved promptly by supplying the appropriate information, or clearing up a 
misunderstanding to the satisfaction of the member. 

18.2. Member Grievance Process 
Members have the right to file a grievance. Grievances can be filed verbally, in writing, or in person. A provider 
may file a grievance on a member's behalf. Grievances filed by a provider on a member's behalf require the 

member's written consent. 

MCNA will acknowledge receipt of a grievance in writing within five (5) calendar days from the date that we 
receive it. MCNA will resolve and provide written resolution of all member grievances within 30 days from the date 
the complaint is received. 

To file a grievance on behalf of a member, contact MCNA's Member Services department or send the request via 
mail to MCNA's Grievance and Appeals department. Phone numbers and address are located in Section II 
(MCNA Contact Information) in this manual. 

At no time will a member be discriminated against because he or she has filed a grievance. We always respect 
our members' privacy. Anything said or written is kept confidential. 
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A member has the right to file an appeal. An appeal is a request for review of an action or a decision by MCNA 

related to covered services or services provided. An action ·1s defined as the denial or limited authorization of a 

requested service, including: 

• The type or level of service 

• Reduction, suspension, or termination of a previously authorized service 

• Denial, in whole or in part, of payment for a service 

• Failure to provide services in a timely manner 

• Failure to act within specified timeframes 

• Denial of a request to obtain services outside the network for specific reasons 

18.4. Member Appeal Process 
MCNA will notify the member and requesting provider of a decision about the request for a covered service 

through a Notice of Action Letter. If the member, member's representative, or provider disagrees with our 

decision, he or she can file an appeal. Appeals filed by a provider on behalf of a member or a member's 

representative require the member's written consent. 

An appeal may be filed verbally or in writing within 30 calendar days of the date when the member receives the 

Notice of Action Letter. If there is an oral request, a written notice must be received from the member or the 
member's representative unless they request an expedited resolution. We will acknowledge receipt of a member 

appeal in writing within five (5) calendar days from the date we receive it. 

MCNA or the member can request a 14 calendar-day extension if there is a need for additional information and 

the delay is in the member's best interest. If an extension is needed by MCNA, we will notify the member in 

writing of the reason. 

The member's benefits will not end while we review the appeal unless the member is taken out of the EPSDT or 

the Adult Denture program. A member will continue to receive current authorized services until one of the 

following occurs: 

• The member withdraws the appeal; 

• Ten (1 O} calendar days pass after MCNA mails the Notice of Action providing the resolution of the 

appeal unless the member requests a State Fair hearing with continuation of benefits until a State 

Fair Hearing decision is reached; 

• A State Fair Hearing Officer issues a hearing decision against the member; or 

• The time period or service limits of a previously authorized service has been met. 

The member may have to pay for the continued services if the final decision is that MCNA does not have to cover 

them. 

The written appeal must clearly state that the member wishes to continue getting the services. Services may be 

continued until the appeal decision is made. If, however, the appeal decision agrees with MCNA's denial, the 
member may have to pay for the services. 
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To file an appeal on behalf of a member, contact MCNA's Member Services department or send the request via 
mail to MCNA's Grievance and Appeals department. Phone numbers and address are located in Section II 
(MCNA Contact Information) of this manual. 

The member has the right to request a State Fair Hearing if they are not satisfied with the resolution provided by 
MCNA's appeals process. To request a State Fair Hearing please contact the MCNA Member Services 
department by phone or in writing. 

18.5. Member Expedited Appeals 
If the member's appeal is about care that is medically necessary and needed soon, a dental professional who has 
the relevant clinical experience and who did not render the original denial decision will review the appeal on an 
expedited basis. You may file an expedited review request verbally (must be followed up in writing) or in writing 
and you must include the member's written consent. 

An expedited review process is available for a member appeal that is for pre-service medical necessity. This 
expedited review process may take place when MCNA determines or the provider/practitioner indicates that 
taking the time for a standard resolution could seriously jeopardize the member's life, health, or ability to attain, 

maintain, or regain maximum function. 

MCNA will make a decision about an expedited review request no later than three (3) business days after we 
receive it. If MCNA denies a request for expedited resolution of an appeal, the appeal will be transferred to the 
standard appeals process and be resolved in 30 calendar days. 

MCNA will contact the member by telephone to inform them of the decision to deny the expedited request. We will 
send a written notice indicating our denial of the request within two (2) calendar days. 

18.6. Informal Reconsiderations 
An informal reconsideration is the review of MCNA's decision about a service authorization request made at the 
request of a member or the member's representative. If a member is dissatisfied with MCNA's adverse 
determination of a service authorization request they have the right to ask for an informal reconsideration. A 
service authorization request is any one of the following: 

• Pre-Authorization 

• Referral 

• Second Opinion 

This process will take no more than one (1) business day from the date we receive your request. Call MCNA's 
Member Services Hotline (See Section 2: Contact Information) for assistance in submitting an informal 
reconsideration request. 

You, with the member's consent, may ask for an informal reconsideration. An informal reconsideration may be 
requested verbally or in writing within 30 calendar days of when the member receives the Notice of Action from 
MCNA. 

MCNA will set up a meeting between the member, you and/or their representative and the clinical reviewer who 
made the adverse determination within one (1) business day of receipt of the request. If the clinical reviewer who 
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made the determination will not be available within the specified timeframe, the Dental Director will select another 
clinical reviewer to meet with you. MCNA will provide its response to the informal reconsideration request at the 
conclusion of the meeting. This meeting can be an in-person meeting. 

18. 7. Member Request for a State Fair Hearing 
If a member is not happy with MCNA's decision about an appeal, they have the right to ask for a State Fair 
Hearing within 30 days of the date of MCNA's Notice of Appeal Resolution. A provider may also request a State 

Fair Hearing on behalf of the member. 

To request a State Fair Hearing on behalf of a member, you must first have the member complete and sign a one
page form, which you can request by calling the Provider Hotline (See Section 2: Contact Information} or 
download from our website (www.mcnala.net). This form is located in section 18.8 of this manual and will serve as 
the member's authorization for you to request a State Fair Hearing for the member. 

During the hearing, a member may represent himself or herself, or be represented by any authorized individual. 
such as a friend, relative, dentist, legal counsel, or anyone the member names to speak on their behalf. 

To request a State Fair Hearing, call or write to MCNA Member Services department. Phone numbers and 
address are located in Section II (MCNA Contact Information) of this manual. 

Alternatively, you can also request a hearing by sending a letter to: 

The Division of Administration -Administrative Law Judge Division 
654 Main Street 
PO Box 44033 
Baton Rouge, Louisiana 70804-4033 

A member's benefits will not end during the State Fair Hearing unless they are taken out of the EPSDT Dental or 
the Adult Denture program. If the member wants to continue to receive the services that were denied. the member 
must inform MCNA within 10 days from the date on the Notice of Action and before the intended effective date of 
MCNA's action. The member may have to pay for the services if the final decision is that MCNA does not have to 
cover them. 

Once a decision is made, all administrative remedies with the Louisiana Department of Health have been 
exhausted. If the member is dissatisfied with this ruling, he/she has the right to seek judicial review in accordance 
with Louisiana Revised Statute 46:107(C). The request for judicial review may be filed either in the 19th Judicial 
District Court, Parish of East Baton Rouge, or the district court of the parish of your domicile, within 30 days from 
the date of this certification. 
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LOUISIANA DEPARTMENT OF HEALTH REQUEST FOR STATE FAIR HEARING FORM 

[Recipient Name} 

[Street Address} 

[City, State & Zip Code) 

I want to appeal the decision MCNA made on my case because: ------ --

Date: ___ ___ Signature:------------------

Recipient/Representative: -------------- ------

Your address if different from the address shown above: ----------

Telephone No:----------

Social Security Number: ------------ - - 

Email address:-------------------

Name, Address and Phone number of your Authorized Representative at the Hearing, if any: 

Mail this complete form to: 

DIVISION OF ADMINISTRATIVE LAW-HEALTH AND HOSPITALS SECTION 
P.O. BOX4189 
BATON ROUGE, LA 70821-4189 

mcnadental 
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The postmark showing the date you mailed your appeal will be the date of your appeal request. You may fax the 
completed form to (225) 219-9823 or complete the form online at: http://www.adminlaw.state.la.us/HH.htm 

After you ask for a State Fair Hearing, the Division of Administrative Law will send you a Notice by mail of the 

date, time and location of your State Fair Hearing. If you are unable to mail or fax the attached form, you may 

phone (225) 342-5800 to give the information for your appeal. 

**" DON'T FORGET TO INCLUDE THE NOTICE OF ADVERSE ACTION LETTER WITH THIS FORM'"'" 
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A = Age range limitations 
TIO = Tooth ID 

19.2. Initial Dental Screening and Annual Recall Visits 
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The dental visit, which includes the initial dental screening (Comprehensive Oral Examination) and annual recall 

visit {Periodic Oral Examination), must include (but is not limited to) the following diagnostic and preventive 

services: 

• Examination of the oral cavity and all of its structures, using a mirror and explorer, periodontal probe (if 
required), and necessary diagnostic or vitality tests (considered part of the examination) 

• Bitewing radiographic images 

• Prophylaxis, including oral hygiene instructions 

• Topical fluoride application (under 16 years of age) 

This visit should also include preparation and/or updating the member's records, development of a current 

treatment plan, and the completion of reporting forms. The initial comprehensive oral examination (00150) or the 
periodic oral examination (00120), prophylaxis (D1110 or 01120), and topical application of fluoride (01208) are 

limited to once per six (6) months. 

19.3. Diagnostic Services 
Diagnostic services should be performed for all members, starting within the first six (6) months of the eruption of 

the first primary tooth, but no later than one ( 1) year of age. 

19.4. Examinations 

Clinical Oral Evaluations 

Code 

00120 

D0140 

Description 

Periodic oral evaluation (established 
patient) 

limited oral evaluation- problem focused 
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Benefit Limits 

A 3-20. Limited to one (1) every six (6) 
months as is age appropriate. 

NOT reimbursable if procedure code 00145 
or 00150 has been reimbursed to the same 
billing provider, facility, or group within the 
prior six (6) month period for the same 
member. 

A 0-20. This procedure is not payable when 
submitted in conjunction with any 2000 or 
7000 series code for the same date of 
service. 

Fee 

$27.24 

$15.00 
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D0145 Oral evaluation, pt < 3yrs 

D0150 Comprehensive oral evaluation 
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A 0-35 months. This procedure may be 
reimbursed once in a six (6) month period. 

Procedure code D0145 is NOT reimbursable 
if procedure code D0120 or D0150 has been 
reimbursed to the same billing provider, 
facility, or group within the prior six (6) month 
period for the same member. In addition, 
procedure codes D0120 and D0150 are NOT 
reimbursable if procedure code D0145 has 
been reimbursed to the same billing provider, 
facility, or group within the prior six (6) month 
period for the same member. 

A 3-20. Limited to one (1) every three (3) 
years by the same provider, facility, or group. 
However, procedure code D0150 is NOT 
reimbursable if procedure code D0120, 
D0145 or 00150 has been reimbursed to any 
billing provider, facility, or group within a six 
(6) month period for the same Member. 
Denied when submitted for the same DOS as 
D0145 by any provider. 

MCNA recognizes this code for a new 
member only. A new member is described as 
a member that has not been seen by this 
provider for at least three (3) years. This 
procedure code is to be used by a general 
dentist and/or specialist when evaluating a 
member comprehensively for the first time 
(specialists must include a detailed narrative 
as to why a comprehensive exam was 
needed and performed since most specialty 
care visits are for a specific, targeted 
reason). This would include the examination 
and recording of the member's dental and 
medical history and a general health 
assessment. 

This procedure should not be billed unless it 
has been at least three (3) years since the 
member was seen by the specified provider, 
facility, or group. An initial comprehensive 
oral examination (D0150) is limited to once 
per three (3} years when performed by the 
same billing provider, facility. or group. 
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$38.49 

$47.37 
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In order for the MCNA to be able to make the necessary authorization determinations, radiographic images and/or 

oral/facial images must be of good diagnostic quality. Requests for pre-authorization that contain radiographic 
images and oral/facial images that are not of good diagnostic quality will be denied. 

There must be a diagnostic purpose for the taking of each radiograph. This must be documented in the member's 
record and be in accordance with the accepted standard of care. 

Radiographs/Diagnostic Imaging (Including Interpretation) 

Code Description Benefit Limits Fee 

An alternate benefit of a full mouth series X-Ray (00210) will be applied when an office submits any combination 
of periapical, panoramic, and bitewing X-Rays exceeding the reimbursable value offhe full mouth series X-Ray 
within a 45-day period. 

Requirements when submitting X-Rays: 

• Must be of diagnostic quality 

• All X-rays must be marked right & left 
• Must include the member's name 
• Must include the date X-Rays were taken 

One full mouth series is available per member every year by provider, facility, or group. 

MCNA encourages the use of digital images. Please be aware that MCNA will not return hardcopy X-Rays . We 
require you to make two (2} sets of X-Rays and send us the duplicate set. 

D0210 lntraoral-complete series (including A 2-20. MCNA will pay for a full mouth $60.17 
bitewings) series X-Ray (00210) once every year by 

the same provider, facility, or group. An 
alternate benefit of a full mouth series X-
Ray (00210) will be applied when an office 
submits any combination of periapical, 
panoramic, and bitewing X-Rays exceeding 
the reimbursable value of the full mouth 
series X-Ray. Not allowed as an emergency 
service. 

D0220 lntraoral-periapica!-first film A 1-20. Limited to one (1) service a day by $14.69 
the same provider, facility, or group. When 
submitting a claim, the tooth number must 
be indicated. 
Not reimbursable when submitted on the 
same date of service as 03310, 03320, 
D3330, or D3346. 

D0230 lntraoral-periapical-each additional film A 1-20. The total cost of periapicals and $1 2.42 
other radiographs cannot exceed the 
payment for a complete intraoral series. 
When the fee submitted for any combination 
of intraoral X-Rays in a series meets or 
exceeds the fee for a complete intraoral 
series, it is considered that the films are the 
equivalent of a complete series, procedure 
0 0210. When submitting a claim, the tooth 
number must be indicated. 
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00240 lntraoral-occlusal film 

D0272 Bltewings-two films 

00330 Panoramic film 
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A Birth-20. Requires rationale with pre
authorization submission. Limited to two (2) 
services per day by the same provider. 
facility, or group. Periapical films taken at an 
occlusal angle must be submitted as 
periapical radiograph, procedure code 
00220 or D0230, if more than one code of 
D0240 is reported. Reimbursable for oral 
cavity 01 and 02. Claim must include oral 
cavity designator. May be submitted as an 
emergency service. 
If an occlusal film is used in the course of a 
routine dental exam to aid in caries 
detection it will be deemed to be the same 
as a periapical radiograph {D0220 and 
D0230) and will be bundled with the other 
films taken for routine examination and not 
paid separately. 

A 1-20. Limited to one service in a 12 month 
period by any Provider, facility, or group. 
Not reimbursable when submitted within a 
12 month period of a 00210 by the same 
Provider, facility or group. 

A 3-20. Limited to one (1) service a day by 
any provider, facility, or group, and to one 
service every year by the same provider, 
facility, or group. Not allowed on emergency 
claims unless third molars or a traumatic 
condition is involved. Not reimbursable 
separately when a comprehensive 
orthodontic or crossbite therapy workup is 
performed. An alternate benefit of a full 
mouth series X-Ray (00210) will be applied 
when an office submits any combination of 
periapical, panoramic, and bitewing X-Rays 
exceeding the reimbursable value of the full 
mouth series X-Ray. Not reimbursable in 
conjunction with D2000, 03000, or 04000 
series codes unless an appropriate exam 
code of 00140 or D9110 was billed that day. 
Rationale required if member is less than 
age 3. Rationale required for emergency 
claims. 
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$20.41 

$21.43 

$57.05 
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Procedure code 00350 must be used to submit claims for photographs, and will be accepted only when 
diagnostic-quality radiographs cannot be taken. Supporting documentation and photographs must be maintained 
in the member's dental record when medical necessity is not evident on radiographs for dental caries or the 
following procedure codes: D4210 and 04355. Requires pre-authorization. 

00350 Oral/facial photographic images 
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A 1-20. Limited to two (2) service a day by 
the same provider, facil ity, or group. Not 
reimbursable separately when a 
comprehensive orthodontic or crossbite 
therapy workup is performed. Requires pre
authorization. 

Oral/facial photographic Images are 
required when dental radiographic images 
do not adequately indicate the necessity for 
the requested treatment in the following 
situations: prior to gingivectomy; prior to 
frenulectomy; in conjunction with D7286; or 
with the presence of a fistula prior to 
retreatment of previous endodontic therapy, 
anterior. The provider should bill Medicaid 
for oral/facial photographic images ONLY 
when the photographs are taken under 
these circumstances. If post payment review 
discovers the billing of oral/facial images not 
in conjunction with these specific services, 
recoupment will be initiated. 

Oral/facial photographic images must be of 
good diagnostic quality and must indicate 
the necessity for the requested treatment. 
Reimbursable for oral cavities 01, 02, 10, 
20, 30, and 40. Claim and Pre-Authorization 
must include oral cavity designator. 
Requires pre-authorization. 

$27.42 
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19.6. Other Diagnostic Services 

Tests and Examinations 

Code Description 

00470 Diagnostic casts 

Oral Pathology Laboratory 

Code Description 

D0473 Accession of tissue, gross and microscopic 
examination, preparation and transmission 
of written report 

00474 Accession of tissue, gross and microscopic 
examination, including assessment of 
surgical margins for presence of disease, 
preparation and transmission of written 
report 

MCNA_LA-P _PM[1 .6] 

Benefit Limits 

A 1-20. Diagnostic casts will be covered 
only when MCNA requests them. Requires 
pre-authorization and rationale. 

Benefit Limits 

A birth-20. Oral pathologists and medical 
pathologists may be reimbursed for 
histopathologic study and interpretation of 
oral specimens. The attending dental 
provider may not request pre-authorization 
or bill this code on the pathologist's behalf. 

For pre-authorization of the surgical 
procedure to obtain the specimen for 
biopsy please refer to the section on Oral 
Surgery Services, codes D7285 and 
0 7286. Requires pre-authorization and 
rationale. 

A birth-20. Oral pathologists and medical 
pathologists may be reimbursed for 
histopathologic study and interpretation of 
oral specimens. The attending dental 
provider may not request pre-authorization 
or bill this code on the pathologist's behalf. 

For pre-authorization of the surgical 
procedure to obtain the specimen for 
biopsy please refer to the section on Oral 
Surgery Services, codes 07285 and 
0 7286. Requires pre-authorization and 
rationale. 

mcnadental 
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Fee 

$47.44 

Fee 

$74.49 

$77.09 
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Preventive services include prophylaxis, topical fluoride treatments, sealants, fixed space maintainers, and re

cementation of space maintainer. 

Dental Prophylaxis 

Code Description 

01110 Dental prophylaxis adult 

01120 Dental prophylaxis child 

MCNA_LA•P _PM[1 .6] 

Benefit Limits 

A 13-20. Limited to one (1) prophylaxis per 
member per six-month period (includes oral 
health instructions). If submitted on 
emergency claim, procedure code will be 
denied. If, at the initial visit, it is determined 
that the Adult Prophylaxis is the appropriate 
treatment and code 01110 (Adult 
Prophylaxis) is billed to and reimbursed by 
Medicaid or MCNA, then procedure code 
D4355 (Full Mouth Debridement) will not be 
reimbursed if it is billed within 12 months 
subsequent to the date of service of the 
D1110 (Adult Prophylaxis). If any D4000 
series code is billed on the same date of 
service as a 01110 the 04000 series code 
will be denied. lf submitted on an 
emergency claim, procedure code will be 
denied. 

A six (6} months 0- 12 years. Limited to one 
(1) prophylaxis per member per six (6) 
month period (includes oral health 
instructions). If submitted on emergency 
claim, procedure code will be denied. If 
01120 (Child Prophylaxis) is billed to and 
reimbursed by Medicaid or MCNA, then 
procedure code 04355 (Full Mouth 
Debridement) will not be reimbursed if it is 
billed within 12 months subsequent to the 
date of seNice of the 01120 (Child 
Prophylaxis}. If any D4000 series code Is 
billed on the same date of service as a 
011 20 the 04000 series code will be 
denled. 

Fee 

$48.01 

$35.02 
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Topical Fluoride Treatment (Office Procedure) 
I 

Code Description 

D1206 Topical fluoride varnish 

D1208 Topical application of fluoride 

MCNA_LA•P _PM(1.6] 

Benefit Limits 

A 0-6. Includes oral health instructions. 
Denied when submitted for the same DOS as 
any 04000 series periodontal procedure 
code. Per the AAPO periodicity table, 
application of f luoride allowed once every six 
(6) months. Procedure code 01206 or 01208 
is reimbursable by MCNA to any billing 
provider, facility, or group once per six (6) 
month period, per member. 

In addition, MCNA reimbursement of fluoride 
for Members less than six (6) years of age is 
limited to 2 (two) fluoride services (D 1206 
and/or O 1208) per 12 month period . 

A 0-16. Includes oral health instructions. 
Denied when submitted for the same DOS as 
any 04000 series periodontal procedure. Per 
the AAPD periodicity table, application of 
fluoride allowed once every six (6) months. 
Procedure code D1206 or 01208 is 
reimbursable by MCNA to any billing 
provider, facility, or group once per six (6) 
month period, per member. 

Topical fluoride treatment must be provided 
to children less than 16 years of age in order 
to be reimbursed under this procedure code. 
This procedure is limited to once in a six 
(6) month period. In addition, MCNA 
reimbursement of fluoride for Members is 
limited to 2 fluoride services (01206 and/or 
01 208) per twelve (12) month period. 

mcnadental 
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Fee 

$24.29 

$19.77 
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Other Preventive Services 

Code Description 

D1351 Dental sealant per tooth 

Space Maintenance (Passive Appliances) 

Code Description 

Benefit Limits 

Reimbursable once per tooth in a 24 month 
period. All sealants must be performed on a 
single date of service, unless restorations or 
other treatment services are necessary. If 
restorative or other treatment services are 
necessary, sealants may be performed on 
the same date of service as the restorative or 
other treatment services. Sealants are 
available for the occlusal surface only. 

In order for a tooth to be reimbursable for 
sealant services, it must be caries-free on the 
date of service. Sealants are not 
reimbursable for teeth that have any previous 
occlusal restoration. Dental sealants may 
only be placed by persons licensed to do so 
under the Dental Practice Act of the State of 
Louisiana. (TIDs #2, 3, 14, 15, 18, 19, 30 and 
31 only). Six-year molar sealants will be paid 
only for Members under ten (10) years of age 
(TIDs #3, 14, 19, 30). Twelve (12) year molar 
sealants will be paid only for Members under 
sixteen (16) years of age (TIDs 2, 15, 18, 31). 

Benefit Limits 

mcnadental 
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Fee 

$25.51 

Fee 

The billing Provider is responsible for replacement and recementation within the first twelve (12) months after 
placement of the space maintainer. 

D1510 Space maintainer-fixed unilateral 

MCNA_LA·P _PM[1.6] 

The billing provider is responsible for 
replacement and recementallon within the 
first 12 months after placement of the space 
maintainer. Limited to fixed appliances, 
including unilateral and bilateral, that are 
passive in nature. A space maintainer will 
not be reimbursed if the space wil l be 
maintained for less than six (6) months. 
Fixed-space maintainers require pre
authorization and are limited to the 
necessary maintenance of a posterior space 
for a permanent successor to a prematurely 
lost deciduous tooth (teeth). Removable, 
maxillary anterior or active space 
maintainers are not provided. 

Procedure code 01510 is reimbursable for 
Oral Cavity areas 10, 20, 30, and 40. 

$151.52 
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01515 Space maintainer-fixed bilateral 

D1550 Recementation of space maintainer 

01555 Removal of fixed space maintainer 

MCNA_LA•P _PM[1.6] 

The bill ing provider is responsible for 
replacement and recementation within the 
first 12 months after placement of the space 
maintainer. Limited to fixed appliances, 
including unilateral and bilateral, and be 
passive in nature. Fixed-space maintainers 
require pre-authorization and are limited lo 
the necessary maintenance of a posterior 
space for a permanent successor to a 
prematurely lost deciduous tooth (teeth). 
Removable, maxillary anterior or active 
space maintainers are not provided. 

Procedure code D1515 is reimbursable for 
Oral Cavity areas 01 and 02. 

The billing provider is responsible for 
replacement and recementation within the 
first 12 months after placement of the space 
maintainer. This procedure does not require 
authorization and is limited to one (1) 
recementation per appliance, in a five (5) 
year period. 

This procedure is reimbursable for Oral 
Cavity Designators 01 , 02, 10, 20, 30 and 
40. 

Requires pre-placement X-Rays. 

This procedure code is reimbursable for the 
removal of Space Maintainer, Fixed, 
Unilateral (D1510} or the removal of a 
Space Maintainer, Fixed, Bilateral (D1515}. 

This procedure is NOT reimbursable to the 
same billing provider, facility, or group that 
billed the original 01510 or 0 1515. 

This procedure is reimbursable for Oral 
Cavity Designators 01 , 02, 10, 20, 30, and 
40. 
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$206.61 

$38.77 

$38.26 
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Local anesthesia is considered to be part of restorative services. Tooth and soft tissue preparation, all adhesives 

(induding amalgam bonding agents), liners and bases, are included as part of amalgam restorations. Tooth and 

soft tissue preparation, all adhesives (including resin bonding agents), liners and bases and curing are included 

as part of resin-based composite restorations. Pins must be reported separately. 

The surfaces that may be billed as restored can be any one or combination of five (5) of the seven (7) recognized 

tooth surfaces: mesial, distal, occlusal {or incisal), lingual, or facial (or buccal). 

The original billing provider, group, or facility is responsible for the replacement of the original restoration within 

the first 12 months after initial placement. Duplicate surfaces are not payable on the same tooth in amalgam or 

composite restorations in a 12-month period by same provider, facility, or group. If the same tooth requires a 

second or subsequent restoration and the provider did not perform the initial surface(s) restoration, pre

authorization is required and provider will receive full fee for service. All restored surfaces on a single tooth shall 
be considered connected. The fee for any additional restorative service(s) on the same tooth will be cut back to 

the maximum restorative fee for the combined number of non-duplicated surfaces when performed within a 12-
month period by same provider, facility, or group. Additional restorative services(s} on the same tooth within a 12-

month period by the same provider or facility do not require PA. 

Restorations of any type are not payable for deciduous central or lateral incisor teeth (Tooth letters D, E, F, G, N, 

0, P, and Q) for members who have reached the age of 5 (five). 

Laboratory processed crowns are not covered. Provider payments received for restorative work performed within twelve 
(12) months of a crown procedure on the same tooth will be deducted from the crown procedure reimbursement except in 
cases of pulpal necrosis or traumatic injury. 

If the tooth is decayed extensively, consideration should be given for the provision of an amalgam, four (4) or 

more surfaces, permanent (02161 ); resin-based composite, four (4) or more surfaces, posterior (D2394); resin

based composite, four (4) or more surfaces or involving incisal angle, anterior (D2335); a resin-based composite 

crown, anterior (D2390); or a prefabricated stainless steel crown (D2930, D2931, D2932 or D2933). 

Unless contraindicated, for encounter-based reimbursement situations all restorative and treatment services per 
quadrant must be performed on the same date of service. This allows the dentist to complete all restorative 

treatment in the area of the mouth that is anesthetized. In addition, if there is a simple restoration required in a 

second quadrant, the simple restorative procedure in the second quadrant must also be performed at the same 

appointment. If there is a circumstance that requires restorative treatment outside of this parameter, the rationale 

and circumstance must be clearly documented on the claim submission and will be subject to clinical review. 

If two or more restorations are placed on the same tooth, a maximum restoration fee that can be reimbursed per 

tooth has been established such that all restored surfaces on a single tooth shall be considered connected. 

19 .8.1. Permanent Tooth Restorations 

MCNA will reduce payment for a second or subsequent amalgam restoration (Procedure Codes D2140, D2150, 

D2160 and D2161 ); and/or a second or subsequent resin-based composite restoration (Procedure Codes 02330, 

D2331, D2332 and D2335) for the same Member, same permanent tooth when billed within 12 months from the 
date of the original restoration by the same, provider, facility, or group. In these situations, the maximum 
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combined fee for the two or more restorations within a 12 month period on the same permanent tooth will not 

exceed the maximum fee of the larger restoration. For the same provider, facility, or group, MCNA poHcy allows 
reimbursement for certain second or subsequent restorations on permanent teeth at the full Medicaid 
reimbursement fee for the same member, same permanent tooth when billed within 12 months from the date of 
the original restoration when the need for the restoration is due to pulpal necrosis (root canal) or traumatic injury 
to the tooth. All second and subsequent restorations that are requested as a result of pulpal necrosis (root canal) 
or traumatic injury, including codes D2140 and D2330, require x-rays and rationale to be included with claims 
submission in order to consider for payment. MCNA must be able to determine that the seNices are required as a 
result of pulpal necrosis (root canal) or traumatic injury; therefore, thorough documentation is required. The 
provider is required to submit X-Rays and rationale showing the presence of pulpal necrosis (root canal) or 
traumatic injury with subsequent claims for permanent teeth that are eligible for reimbursement at the full 
reimbursement fee in order to have the claim reconsidered for payment. The pre-authorization number must be 
entered in the appropriate block on the claim for payment. 

If two or more restorations are placed on the same tooth, a maximum restoration fee that can be reimbursed per 
tooth has been established such that all restored surfaces on a single tooth shall be considered connected. 

19.8.2. Primary Tooth Restorations 

For the same provider, facility, or group, MCNA will reduce the payment of a second or subsequent amalgam 
restoration (Procedure Codes D2140, D2150 and D2160); and/or a second or subsequent resin-based composite 
restoration (Procedure Codes D2330, 02331 , D2332 and D2335) for the same patient, same primary tooth when 
the date of service of the second restoration is within twelve (12) months from the date of the original restoration. 
The fee for any additional restorative service(s) on the same tooth will be reduced to the maximum fee allowed for 
the combined number of non-duplicated surfaces when performed within a 12-month period. In these situations, 
the maximum combined fee for the two (2) or more restorations within a 12-month period on the same tooth will 
not exceed the maximum fee of the larger restoration. 

MCNA policy allows reimbursement for certain second or subsequent restorations on primary teeth at the full 
Medicaid reimbursement fee for the same member, same tooth when billed within 12 months from the date of the 
original restoration when the need for the restoration is due to pulpal necrosis (root canal) or traumatic injury to 

the tooth. 

If two or more restorations are placed on the same tooth, a maximum restoration fee that can be reimbursed per 
tooth has been established such that all restored surfaces on a single tooth shall be considered connected. 

19.8.3. General Information 

Providers must utilize MCNA's Provider Portal or call the Provider Hotline in order to determine whether the 
member has received a restoration within 12 months from the date of original restoration. MCNA will reduce the 
payment of other second or subsequent restorations that are rendered within a 12-month period for the same 

member, same primary tooth . In these situations, the maximum combined fee for two (2) or more restorations 
within a 12-month period on the same tooth , same member will not exceed the maximum fee of the higher 
reimbursed restoration. 

Amalgam restorations must be placed in a preparation in which the entire preparation extends through the enamel 
and into dentin. The restoration must follow established dental protocol in which the preparation and restoration 
should include all grooves and fissures on the billed surface(s). For providers to bill for a complex occlusal-buccal 
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or occlusal-lingual restoration, the preparation must extend the full length of the buccal or lingual groove or fully 
restore the buccal or lingual pit in addition to the occlusal surface. If the restoration is mesial-occlusal or distal
occlusal, the preparation must extend down the mesial or distal surface far enough for the restoration to be in a 
cleanable and inspectable area. 

If two or more restorations are placed on the same tooth, a maximum restoration fee that can be reimbursed per 
tooth has been established such that all restored surfaces on a single tooth shall be considered connected. 

Amalgam Restorations (Including Polishing) 

Code Description Benefit Limits Fee 

Procedure codes D2140, 02150, 02160, and 02161 represent final restorations. Procedure code D2161 is not 
payable for primary teeth. 

Duplicate surfaces are not payable on the same tooth in amalgam restorations in a 12-month period by same 
provider, facility, or group. If the same tooth requires a second or subsequent restoration and the provider did not 
perform the initial surtace(s) restoration, pre-authorization is required and provider will receive fu\l fee for service. 

D2140 Amalgam-one surface posterior - primary A birth-20. This procedure is reimbursable $64.79 
or permanent for Tooth Number 1 through 32 and Tooth 

Letters A, B, C. H, I, J, K, L, M, R, S, and T. 

D2150 Amalgam-two surfaces posterior - primary A birth-20. This procedure is reimbursable $82.14 
or permanent for Tooth Number 1 through 32 and Tooth 

Letters A, B, C, H, I, J, K, L, M, R, S, and T. 

D2160 Amalgam-three surfaces posterior - A 1-20. This procedure is reimbursable for $99.48 
primary or permanent Tooth Number 1 through 32 and Tooth 

Letters A, B, C, H, I, J, K, L, M, R, S, and T. 

D2161 Amalgam-four or more surfaces posterior - A 1-20. This procedure is reimbursable for $117.34 
permanent Tooth Number 1 through 32. 

19.9. Resin-Based Composite Restorations - Direct 
Procedure codes 02330, D2331, D2332. D2335, D2390, D2391, D2392, D2393, and D2394 represent final 
restorations. If two (2) restorations are placed on the same tooth, a maximum fee for resin-based composites that 
can be reimbursed per tooth has been established. The fee for any additional restorative service(s) on the same 
tooth will be reduced to the maximum fee for the combined number of surfaces when performed within a 12-

month period, by the same provider, facility, or group. If the same tooth requires a second or subsequent 
restoration, and the provider did not perform the initial surface(s) restoration, pre-authorization is required and 

provider will receive full fee for service. 

Procedure D2335 or D2394 is reimbursable only once per day, same tooth, any billing provider. 

In these situations, the maximum combined fee for the two (2) or more restorations with in a 12-month period on 
the same tooth will not exceed the maximum fee of the larger restoration. In addition, MCNA policy allows 
reimbursement for certain second or subsequent restorations on permanent teeth at the full reimbursement fee for 
the same member, same tooth when billed within 12 months from the date by same provider, facility, or group of 
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the original restoration when the need for the restoratlon is due to pulpal necrosis (root canal), traumatic injury to 
the tooth, or in the event of failed restoration. 

Providers must utilize the MCNA's Provider Portal or call the Provider Hotline in order to determine whether the 
member has received a restoration within the 12 months from the date of original restoration. All composite 
restorations must be placed in a preparation that extends through the enamel and into the dentin. To bill for a 
particular surface in a complex restoration, the margins of the preparation must extend past the line angles onto 
the claimed surface. A Class V resin-based composite restoration is a one surface restoration. If the tooth is 
decayed extensively a crown should be considered. 

The resin-based composite - four (4) or more surfaces or involving incisal angle (D2335 & 02394) - is a 
restoration in which both the lingual and facial margins extend beyond the proximal line angle and the incisal 
angle is involved. This restoration might also involve all four (4) surfaces of a tooth and not involve the incisal 
angle. To receive reimbursement for a restoration involving the incisal angle, the restoration must involve at least 
1/3 of the clinical crown of the tooth. 

The resin-based composite crown, anterior (02390) is a single anterior restoration that involves full resin-based 
composite coverage of a tooth. Providers may request this procedure in cases where two (2} 02332 restorations 
would not adequately restore the tooth or in cases where two (2) 02335 would be required . Providers may also 
request this procedure on a tooth that has suffered a horizontal fracture resulting in the loss of the entire incisal 
segment. 

The resin-based composite - four (4) or more surfaces (D2394) - is a single posterior restoration that involves full 
resin-based composite coverage of a tooth. Providers may bill this procedure in cases where two 02393 
restorations would not adequately restore the tooth. 

If the same tooth requires a second or subsequent restoration on the same surface(s) by a different provider, pre
authorization is required. 

Resin-Based Composite Restorations - Direct 

Code Description Benefit Limits Fee 

Resin restoration includes composites or glass ionomer. 

Duplicate surfaces are not payable on the same tooth in restorations in resin-based restorations in a 12-month 
period by the same provider, facility, or group. If the same tooth requires a second or subsequent restoration, 
and the provider did not perform the initial surface(s) restoration, pre-authorization is required and 
provider will receive full f~e tor service. 

D2330 Resin-one surface, anterior 
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A 1-20. This procedure is reimbursable for 
Tooth Number 6 through 11 and 22 
through 27. This procedure is reimbursable 
for Tooth Letter C, H, Mand R for 
members under 21 years of age; and 
Tooth Letters D, E, F, G, N, 0 , P and Q 
only if the member is under five (5) years 
of age. 

Pre-authorization is not required for Tooth 
Letters D, E, F, G, N, 0, P and Q. 

$76.01 
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02331 Resin-two surfaces, anterior 

02332 Resin-three surfaces. anterior 

02335 Resin-four or more surfaces or involving 
incisal angle (anterior) 

02390 Resin-based composite crown, anterior 

02391 Resin-based composite - one surface, 
posterior 

02392 Resin-based composite - two surfaces, 
posterior 
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A 1-20. This procedure is reimbursable for 
Tooth Number 6 through 11 and 22 
through 27. This procedure is reimbursable 
for Tooth Letter C, H, M and R for 
members under 21 years of age; and 
Tooth Letters D, E, F, G, N, 0 , P and Q 
only if the member is under five (5) years 
of age. 

Pre-authorization is not required for Tooth 
Letters D, E, F, G, N. 0, P and Q. 

A 0-20. This procedure is reimbursable for 
Tooth Number 6 through 11 and 22 
through 27. This procedure is reimbursable 
for Tooth Letter C, H, Mand R for 
members under 21 years of age; and 
Tooth Letters D, E, F, G, N, 0 , P and Q 
only if the member is under five (5) years 
of age. 

Pre-authorization is not required for Tooth 
Letters D, E, F, G, N, 0, P and Q . 

A 0-20. This procedure is reimbursable for 
Tooth Number 6 through 11 and 22 
through 27. This procedure is reimbursable 
for Tooth Letter C, H, M and R for 
members under 21 years of age; and 
Tooth Letters D, E, F, G, N, 0 , P and a 
only if the member is under five (5) years 
of age. 

A 1-20. This procedure is reimbursable for 
Tooth Number 6 through 11 and 22 
through 27. All permanent teeth require 
prior authorization for this procedure. 

This procedure is reimbursable for Tooth 
Letter C, H, M and R for members under 
21 years of age; and Tooth Letters D, E, F, 
G, N, 0 , P and Q only if the member is 
under five (5) years of age. 

Pre-authorization for Tooth Letters C, H, M 
and R is required only for members nine 
(9) years of age and older. Pre-
authorization is not required for Tooth 
Letters D, E, F, G, N, 0, P and Q . 

A 0-20. This procedure is reimbursable for 
Tooth Number 1 through 5, 12 through 16, 
17 through 21, and 28 through 32 and 
Tooth Letters A, B, I, J , K, L, Sand T. 

A 0-20. This procedure ls reimbursable for 
Tooth Number 1 through 5, 12 through 16, 
17 through 21, and 28 through 32 and 
Tooth Letters A. B, I, J , K, L, Sand T. 
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$94.38 

$114.79 

-
$143 .87 

$210.70 

$64.79 

$82.14 
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02393 

02394 

Resin-based composite - three surfaces, 
posterior 

Resin-based composite - four or more 
surfaces. posterior 

19.10. Non-Laboratory Crowns 

A 0-20. This procedure is reimbursable for 
Tooth Number 1 through 5. 12 through 16, 
17 through 21, and 28 through 32 and 
Tooth Letters A, B, I, J, K, L, Sand T. 

A 0-20. This procedure is reimbursable for 
Tooth Number 1 through 5, 12 through 16, 
17 through 21 , and 28 through 32 and 
Tooth Letters A, B, I, J, K, L, Sand T. 
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$99.48 

$117.34 

Crown services require radiographic images, photographs, other imaging media or other documentation that 

depicts the pretreatment condition. The documentation supporting the need for crown services must be avai lable 

for review by the LOH or MCNA upon request. 

Other Restorative Services 

Code Description 

02920 Recement crown 

Benefit Limits 

A 1-20. The billing provider, facility, or 
group is responsible for recementation 
within the first 12 months after placement 
of the crown. 

This procedure is reimbursable for Tooth 
Numbers 1 through 32 and Tooth Letter A 
through T. 

Fee 

$50.00 

Procedure codes 02930, 02931, 02932, 02933 and 02934 represent final restorations. Non-laboratory or chair
side full coverage restorations such as stainless steel and polycarbonate crowns are available but should only be 
considered when other conventional chair-side types of restorations such as complex amalgams and composite 
resins are unsuitable. 

Crown services require radiographic images (unless contraindicated). Indications such as extensive caries, 
extensive cervical caries, fractured teeth, replacing a missing cusp, etc. must be radiographically evident and/or 
documented in the member's treatment records if radiographic images are medically contraindicated. The 
documentation that supports the need for crown services must be available for review by the LOH or MCNA upon 
request. Pre-authorization is required for all except as noted by code below. 

D2930 Prefabricated stainless steel crown -
primary tooth 
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A blrth-20. This procedure code is payable 
for Tooth Letters D, E, F, G, N, 0 , P and Q 
only if the member is under five (5) years 
of age. 

Pre-authorization for procedure code 
D2930 is required only for Tooth letters B, 
I, L, and S for members nine (9) years of 
age and older; and for Tooth Letters A. C, 
H, J, K, M, Rand T for members 10 years 
of age and older. 

$127.54 
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02931 Prefabricated stainless steel crown -
permanent tooth 

02932 Prefabricated resin crown 

02933 Prefabricated stainless steel crown with 
resin window 

02934 Prefabricated esthetic coated stainless 
steel crown primary 

MCNA_LA-P _PM[1 .6] 

A 1-20. Requires pre-authorization. This 
procedure is reimbursable for Tooth 
Numbers 1 through 32. 

A 1-20 (primary tooth). This procedure is 
reimbursable for Tooth Numbers 6 through 
11 and 22 through 27 with pre-
authorization; and Tooth Letters C, H, M 
and R for members under 21 years of age. 

This procedure does not require pre-
authorization for Tooth Letters D, E, F, G, 
N, 0, P, and Q only if the member is under 
five (5) years of age. 

Pre-authorization for Tooth Letters C, H, M 
and R is requ ired for members nine (9) 
years of age and older. 

A birth-20. This procedure is reimbursable 
for Tooth Letters C, H, Mand R for 
members under 21 years of age; and for 
Tooth Letters D, E, F, G, N, 0, P and Q 
only if the member is under five (5) years 
of age. 

Pre-authorization is required for Tooth 
Letters C, H, M and R only for members 
nine (9) years of age or older. Pre-
authorization Is not required for Tooth 
Letters D, E, F, G, N, 0, P and Q. 

A birth-20. This procedure is reimbursable 
for Tooth Letters C, H, Mand R for 
members under 21 years of age; and for 
Tooth Letters D, E, F, G, N, 0, P and Q 
only if the member is under five (5) years 
of age. 

Pre-authorization is required for Tooth 
Letters C, H, M and R only for members 
nine (9) years of age or older. Pre-
authorization is not required for Tooth 
Letters D, E, F, G, N, 0, P and Q. 
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$152.03 

$165.80 

$168.86 

$168.86 
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The codes D2950 and D2954 are intermediate restorative codes for endodontically treated permanent teeth and 
can be billed only after receiving pre-authorization. 

02950 Core build-up , including any pins A 0-20. Provider payments received in $128.56 
excess of $45.00 for restorative work 
performed within six (6) months of a crown 
procedure on the same tooth will be 
deducted from the subsequent crown 
procedure reimbursement. Not allowed on 
primary teeth. 

Pre-authorization is required and is only 
available for permanent teeth that have 
undergone endodontic treatment. A core 
build-up cannot be authorized in 
conjunction with a post and core or for 
primary teeth. 

This procedure is reimbursable for Tooth 
Numbers 2 through 15 and 18 through 31. 

D2951 Pin retention-per tooth, in addition to A 0-20. Not allowed on primary teeth. $35.20 
restoration Requires x-rays with claim submission . 

Reimbursement for pins is limited to one 
(1) per tooth, within a 12-month period and 
may only be billed in conjunction with the 
complex restoration codes D2160 or 
D2161 . 

This procedure is reimbursable for Tooth 
Numbers 2 through 5; 12 through 15; 18 
through 21; and 28 through 31. 

D2954 Prefabricated post and core in addition to A 0-20. Not allowed on primary teeth. The $160.70 
crown post and core can be used on 

endodontically treated permanent teeth (2-
15 and 18-31) when there is insufficient 
natural tooth structure to receive the final 
full coverage restoration. The post must 
extend at least one-third the length of the 
root and must closely approximate the 
canal walls. Pre-authorization is required 
and will not be authorized in combination 
with a core build-up. 

This procedure is reimbursable for Tooth 
Numbers 2 through 15 and 18 through 31. 

D2999 Unspecified restorative procedure A 1-20. Requires pre-authorization, X- Manually 
Rays, and rationale. Priced 
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19.11. Endodontic Therapy Services 
Reimbursement for a root canal includes all appointments necessary to complete the treatment. 

mcnadental 
'-,/ 

Pulpotomy and radiographs performed intra and postoperatively are included in the root canal reimbursement. 

Documentation supporting medical necessity must be kept in the member's record and include the following: the 

medical necessity as documented through periapical radiographs of tooth treated showing pre-treatment, during 
treatment. and post-treatment status; the final size of the file to which the canal was enlarged; and the type of 

filling material used. Only endodontic treatment completed to an acceptable standard of care will be approved for 
reimbursement. Any reason that the root canal may appear radiographically unacceptable must be documented in 
the member's record. 

Pulp Capping 

Code Description Benefit limits Fee 

Procedure code 03110 will not be reimbursed when submitted with the following procedure codes for the same 
tooth, for the same DOS, by the same provider. facility, or group: 02950, D2954, 02999, D3220, D3240, D3310, 
D3320, or D3330. 

03110 Pulp cap-direct (excluding final restoration) 

MCNA_LA•P _PM(1.6] 

A 1-20. Permanent teeth require x-rays with 
claim submission. Pulp capping is approved 
when calcium hydroxide or other ADA 
accepted pulp-capping material is placed 
directly on an exposed pulp. Indirect pulp 
caps are not covered. The program does not 
cover pulp caps in primary teeth. Pre· 
operative radiographic images must 
substantiate the need for this service. 

This procedure is reimbursable for Tooth 
Numbers 1 through 32. 

$38.26 
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Pulpotomy 

Code 

03220 

D3222 

Description 

Therapeutic pulpotomy (excluding final 
restoration) removal of pulp coronal 

Partial Pulpotomy for Apexogenisis -
permanent tooth with incomplete root 
development 

Endodontic Therapy on Primary Teeth 

Code 

D3240 

Description 

Pulpal therapy (resorbable filling)-posterior, 
primary tooth (excluding final restoration) 

MCNA_LA-P _PM(1.6) 

Benefit Limits 

Procedure code D3220 is reimbursable for 
Tooth Letters A through T. However, this 
procedure code D3220 is reimbursable for 
Tooth Letters D, E, F, G, N, 0, P and Q only 
if the member is under five (5) years of age. 
This is not to be billed as the first stage of 
root canal therapy. 
This procedure is limited to once per tooth 
every 24 months. 

This procedure is reimbursable for Tooth 
Numbers 2 through 15 and 18 through 31. 
This procedure is not considered as the first 
stage of endodontic therapy and requires 
pre-authorization. 
This service is reimbursable only once a 12-
month period, per tooth. 

Benefit Limits 

Coverage is provided for the endodontic 
treatment of posterior second primary 
molars (A, J, Kor T) requiring complete 
extirpation of all pulpal material and filling 
with a resorbable filling material. 

If the endodontic pathology on these teeth 
cannot be treated with a pulpotomy, then 
extraction and space maintenance may be 
indicated. 

Authorization will be limited to a primary 
second molar in an arch (maxillary or 
mandibular), when the first permanent molar 
has not erupted and when a pulpectomy will 
eliminate the necessity for extraction and 
the placement of a distal shoe space 
maintainer. A pulpectomy will not be 
approved in cases where the primary roots 
are more than half resorbed or when the six 
(6) year molar has erupted. 

Intra-operative radiograph(s), which must 
include a post-operative radiograph, are 
included in the reimbursement for the pulpal 
therapy. 

This procedure is reimbursable for Tooth 
Letters A, J, K, and T. Requires pre
authorization. Post-operative radiograph 
must be submitted with claim. 
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fee 

$94.38 

$94.38 

Fee 

$152.03 
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Endodontic Therapy (including Treatment Plan, Clin ica l Procedures, and Follow-up Care) 

Code Description Benefit Limits Fee 

Complete endodontic therapy (procedures D3310, 03320 and D3330) includes treatment plan, all appointments 
necessary to complete treatment, clinical procedures, all intraoperative radiographic images (which must include a 
post-operative radiograph) and follow-up care. Pre-authorization is required. Requests for pre-authorization must 
be accompanied by a treatment plan supported by sufficient, readable, most-current bitewings and current 
periapical radiographic images, as applicable, to judge the general oral health status of the member. Specific 
treatment plans for final restoration of the tooth must be submitted. In cases where multiple root canals are 
requested or when teeth are missing or in need of endodontic therapy in the same arch, a partial denture may be 
indicated. Third molar root canals are not reimbursable. 

Final approvals for root canals require post authorization. Request for post authorization must be accompanied by 
the approved pre-authorization request and post-operative radiographs prior to reimbursement. 

The date of service on the payment request must reflect the final treatment date. Written documentation must also 
include the type of filling material used as well as the notation of any complications encountered which may 
compromise the success of the endodontic treatment. 

03310 Anterior (excluding final restoration) 

03320 Bicuspid (excluding final restoration) 

D3330 Molar (excluding final restoration) 
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A 6-20. This procedure is reimbursable for 
Tooth Numbers 6-11 and 22-27. Requires 
pre-authorization and X-Rays. When 
submitting claims, please include post
operative films. 

A 6-20. This procedure is reimbursable for 
Tooth Numbers 4, 5, 12, 13, 20, 21, 28 and 
29 . Requires pre-authorization and X-Rays. 
When submitting claims, please include 
post-operative films. 

A 6-20. Permanent teeth only. This 
procedure is reimbursable for Tooth 
Numbers 2, 3, 14, 15, 18, 19, 30 and 31. 
Requires pre-authorization and X-Rays. 
When submitting claims, please include 
post-operative films. 

$336.71 

$395.37 

$474.45 
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Endodontic Retreatment 

Code Description 

03346 Retreatment of root canal - anterior 

Apex ifi cati on/Recalc ifi cation Procedures 

Code Description 

Benefit Limits 

A 6-20. Requires pre-authorization, X
Rays, and rationale. When submitting 
claims, please include pre-operative and 
post-operative films. Procedure D3346 
may include the removal of post, pin(s), old 
root canal filling material, and the 
procedures necessary to prepare the canal 
and place the canai filing. This includes 
complete root canal therapy. The 
reimbursement for this procedure includes 
a ll appointments necessary to complete 
the treatment and all intra-operative 
radiographic images. The date of service 
on the payment request must reflect the 
final treatment date. Intra-operative 
radiograph(s), which must include a pre
and post-operative radiograph, are 
included in the reimbursement for the 
retreatment of the root canal and must be 
maintained in the member's treatment 
records. Not reimbursable when submitted 
by the same provider, facility or group that 
performed the original root canal therapy. 

Benefit Limits 

The following code requires pre-authorization, X-Rays, and rationale. 

D3352 Apexification/recalcificat ion-interim 
medication replacement 
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A 6-20. Requires pre-authorization. 
Apexification is defined as the placement of 
medication within a root canal space to 
promote biological closure of the apex. This 
service is limited to a maximum of three (3) 
treatments per tooth with the root canal 
being billed separately. This service is 
available to both anterior and posterior 
permanent teeth and will be considered 
when the tooth fulfills all of the requirements 
for root canal authorization as well as an 
open apex, which cannot be sealed using 
conventional endodontic technique. A time 
period of 90 days must elapse between 
03352 treatments. A lime period of 90 days 
must elapse between the final 03352 
treatment and start of the root canal. 

This procedure is reimbursable for Tooth 
Numbers 2 through 15 and 18 through 31 . 
When submitting claims, please include 
post-operative films. 
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Fee 

$391.29 

Fee 

$121.42 
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Api coectomy /Peri rad icu I a r Services 

Code Description 
--

Benefit limits 

The following codes require pre-authorization and X-Rays. 

0 3410 Apicoectomy/periradicular surgery-anterior A 6-20. Requires pre-authorization. This 
procedure is reimbursable for Tooth 
Numbers 6 through 11 and 22 through 
27.When submitting claims. please include 
post-operative films. 

03430 Retrograde filling-per root A 6-20. Requires pre-authorization. This 
procedure will be approved only in 
conjunction with code D3410. This 
procedure is reimbursable for Tooth 
Numbers 6 through 11 and 22 through 
27.When submitting claims. please include 
post-operative films. 

Other Endodontic Procedures 

Code Description Benefit Limits 

The following codes require pre-authorization, X-Rays, and rationale. 

03999 Unspecified Endodontic procedure 

19.12. Periodontal Services 

A 1-20. Requires pre-authorization. When 
submitting claims. please include pre
operative and post-operative films. 
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Fee 

$323.44 

$128.56 

Fee 

Manually 
Priced 

Procedure codes 04210, 04341, 0 4355, and 0 4999 require pre-authorization, X-Rays, and rationale with 
documentation of medical necessity. Additionally, pre-operative and post-operative photographs are required for 

the following procedure codes: 04210 and possibly 04999. 

Documentation is required when medical necessity is not evident on radiographs for the following procedure 
codes: 04210 and 04355. 

Claims for any D4000 series periodontal procedure codes will be denied when submitted for the same DOS as 
any preventive dental procedure codes 01 110, 01120, 01208, 01206, and 01351. 

Periodontal services include gingivectomy, periodontal scaling and root planing, full mouth debridement, and 
unspecified periodontal procedures. Local anesthesia is considered to be part of periodontal procedures. 
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Surgical Services 

Code 

04210 

Description 

Gingivectomy or gingivoplasty - four or more 
contiguous teeth 

Nonsurgical Periodontal Services 

Code 

04341 

Description 

Periodontal scaling and root planing - four 
or more teeth per quadrant 

MCNA_ LA-P _PM[1 .6] 

Benefit Limits 

A 0-20. This procedure requires pre
authorization, rationale, and pre-operative 
color photographs. A gingivectomy may be 
approved by MCNA only when the tissue 
growth interferes with mastication. 

This procedure is reimbursable for Oral 
Cavity Designators 10, 20, 30 and 40. 

Benefit Limits 

A 13-20 . Requires pre-authorization, X
Rays, periodontal charting, and rationale. 
04341 is denied if provided within 21 days 
of 04355. Denied when submitted for the 
same date of service as other 04000 series 
codes or with 01110, 011 20, 01208. 
01 206, D1351,01510,D1515, D1520,or 
01 555. Radiographic evidence of bone loss 
indicating a true periodontal disease state 
must be supplied with bitewings and/or 
posterior/anterior periapicals. This service is 
not approved for members who have not 
progressed beyond the mixed dentition 
stage of development. 

Only two (2) units of periodontal scaling and 
root planing may be reimbursed per day. 
For members requiring hospitalization for 
dental treatment, a maximum of four (4) 
units of procedure code 04341 may be paid 
on the same date of service if pre
authorized and must be billed in conjunction 
with 09420. When using the 2006 or 2012 
ADA claim form used to request pre
authorization or reimbursement, you must 
identify the "Place of Treatment" (Block 38) 
and "Treatment Location" (Block 56) if the 
service was performed at a location other 
than the primary office. 

This procedure is reimbursable for Oral 
Cavity Designators 10, 20, 30 and 40. 

This service is reimbursable only once per 
quadrant in a 12 month period. 
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Fee 

$295.38 

Fee 

$128.56 
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D4355 Full mouth debridement 

Other Periodontal Services 

Code Description 

D4999 Unspecified periodontal procedure 

MCNA_LA-P _PM[1.6] 

A 0-20. Requires a pre-authorization, 
X-Rays, and rationale. D4355 is not payable 
if provided within 21 days of04341. Denied 
when submitted for the same DOS as any 
code except D01 50, D0210, D0330 or 
00350. May be billed with D01 20 if 
submitted by the same Provider, facility or 
group that billed for a D0150 at least 18 
months from the date of service (DOS). 

No other dental services except 
examination, radiographic images or 
oral/facial photographic images are 
reimbursable on the same date of service as 
full mouth debridement. When an exam is 
performed on the same date of service as a 
full mouth debridement the exam must be 
performed after completion of the full mouth 
debridement. 

Only one (1} full mouth debridement is 
allowed in a 12-month period. This 
procedure will not be reimbursed if payment 
has previously been made for an Adult 
Prophylaxis (D1 110) or Child Prophylaxis 
(011 20) to the same billing provider, facility, 
or group within a 12-month period. 

If the pre- or post-authorization request for 
D4355 is denied and it has been determined 
that a D111 O (Adult Prophylaxis} or 01120 
(Child Prophylaxis) has not been provided 
within the preceding 12 months for this 
member, the provider may render and bill 
MCNA for a D 11 10 (Adult Prophylaxis) or 
D 1120 (Child Prophylaxis}, whichever is 
applicable based on the member's age. 

Benefit limits 

A 0-20. Requires pre-authorization, X
Rays, and rationale. Requires oral cavity 
designator. Reimbursable for oral cavity 
10, 20, 30 or 40. 
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$86.73 

Fee 

Manually 
Priced 
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19.13. Removable Prosthodontics 
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Removable prosthodontic services include complete dentures, partial dentures, denture repairs, and denture 
relines. 

Documentation requirements are included to conform to state and federal regulations concerning the necessity of 
documentation linked to the payment for services funded by both the state and federal government. 

19.13.1 . Minimum Standards for Complete and Partial Denture Prosthodontics 

Denture services provided to members under the Medicaid Program must follow acceptable techniques in all 
stages of construction, such as preliminary and final impressions, wax rim and esthetic try-in, processing, 
delivery, and adjustment. Although no minimum number of appointments is set, the following minimum standards 
must be adhered to: 

The provider is required to obtain acceptance of esthetic appearance from member prior to processing. This 
acceptance must be documented by the member's signature in the treatment record. 

• The denture should be flasked and processed under heat and pressure in a commercial or dental office 
laboratory using ADA certified materials. The prosthetic prescription and laboratory bill {or a copy) must 
be maintained in the member's treatment record. 

• Upon delivery: 
o The denture bases must be stable on the lower and retentive on the upper. 
o The clasping must be appropriately retentive for partial dentures. 
o The vertical dimension of occlusion should be comfortable to the member {not over-closed or 

under-closed). The proper centric relation of occlusion should be established for complete 
dentures or partial dentures opposing full dentures. For partial dentures opposing natural 
dentition or another partial denture, the occlusion must be harmonious with the opposing arch. 

o The denture must be fitted and adjusted for comfort, function, and esthetics. 
o The denture must be finished in a professional manner; it must be clean, exhibit a high gloss, and 

be free of voids, scratches, abrasions, and rough spots. 

The delivery date of the denture and/or partial dentures is the billing date of service (DOS). 

The chart record with date of delivery of the dentures, including the member's signature for acceptance of the 
aesthetic try in, must be submitted with the claim for payment. 

The dentist is responsible for all necessary adjustments for a period of six (6) months. 

Records must include a chronological (dated) narrative account of each member visit indicating what treatment 
was provided and what conditions were present on those visits. A check list of codes for services billed as well as 
copies of claim forms submitted for authorization or payment is deemed insufficient documentation of services 
delivered. 

If the member ref uses delivery of the complete or partial denture it cannot be considered delivered. 

Failure to deliver a minimally acceptable full or partial denture, failure to provide adequate follow-up care, or 
failure to document the services provided will be considered grounds for recouping the fee paid for the denture. 

MCNA_LA-P _PM[1 .6J Page 92 of 155 



Louisiana Provider Manual 
MCNA Dental 

19.13.2. Denture Identification Information 
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All full and partial dentures {excluding interim partials, D5820, and D5821) reimbursed under the Medicaid EPSDT 
Program must have the following unique identification information processed into the acrylic base: 

• The first four (4) letters of the member's last name and first initial 

• The month and year (00/00) the denture was processed 

• The last five (5) digits of provider's Medicaid ID number 

Complete Dentures (Including Routine Post Delivery Care) 

Code Description Benefit Limits 

The following codes require pre-authorization, X-Rays, and rationale. 

D5110 Dentures complete maxillary 
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A 3-20. Only one ( 1) prosthesis per member, 
per arch is allowed in a five (5) year period. 

The time period for eligibility for a new 
prosthesis for the same arch begins on the 
delivery date of original prosthesis. Once the 
member reaches 21 years of age, the rules of 
the Adult Denture Program apply. 

All missing teeth must be marked on the 
claim form. Radiographic images 
documenting the necessity for complete 
denture(s) must be submitted with the 
request for pre-authorization. If an immediate 
denture is requested the provider must stale 
the reasons for the request in the "Remarks" 
section of the claim form. 

Immediate dentures are not considered 
temporary. The provider must inform the 
member that no reline is covered within one 
( 1) year of the denture delivery. 

If there will be teeth remaining on the date of 
denture delivery only the immediate full 
denture codes {D5130 and/or D5140) may be 
pre-authorized. Radiographic images should 
confirm that no more than six (6) teeth 
remain. If more than six (6) teeth remain, the 
attending provider must certify by statement 
in the "Remarks" section that six (6) or fewer 
teeth will remain when the final impression is 
taken. 

An immediate denture that is not delivered 
will be denied under the interruption of 
treatment guidelines. 

If submitted more than 5 years from any prior 
D5110 with a code of D5510, D5520, D5610, 
D5630, D5640, 0 5650, D5660 in history 
within the past 12 months the fee for D5110 
will be reduced by the fee for the D5510, 
05520, D5610, D5630, D5640, D5650, 
05660 by the same Provider, facility or 
group. 

Fee 

$495.00 

Page 93 of 155 



Louisiana Provider Manual 
MCNA Dental 

05120 Dentures complete mandible 

05130 Dentures immediate maxillary 
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A 3-20. Only one (1) prosthesis per member, $495.00 
per arch is allowed in a five (5) year period. 

The time period for eligibility for a new 
prosthesis for the same arch begins oh the 
delivery date of original prosthesis. Once the 
member reaches 21 years of age the rules of 
the Adult Denture Program apply. 

Al1 missing teeth must be marked on the 
claim form. Radiographic images 
documenting the necessity for complete 
denture(s) must be submitted with the 
request for pre-authorization. If an immediate 
denture is requested the provider must state 
the reasons for the request in the "Remarks" 
section of the claim form. 

Immediate dentures are not considered 
temporary. The provider must inform the 
member that no reline is covered within one 
(1) year of the denture delivery. 

If there will be teeth remaining on the date of 
denture delivery only the immediate full 
denture codes (D5130 and/or D5140) may be 
pre-authorized. Radiographic images should 
confirm that no more than six (6) teeth 
remain. If more than six (6) teeth remain, the 
attending provider must certify by statement 
in the "Remarks" section that six (6) or fewer 
teeth will remain when the final impression is 
taken. 

An immediate denture that is not delivered 
will be denied under the interruption of 
treatment guidelines. 

If submitted more than 5 years from any prior 
D5120 with a code of D5510, D5520, D5610, 
D5630, D5640, D5650, 05660 in history 
within the past 12 months the fee for D5120 
will be reduced by the fee for the D5510, 
05520, D5610, 05630, 05640, D5650, 
05660 by the same Provider, facility or 
group. 

A 3-20. Only one (1) prosthesis per member, $495.00 
per arch is allowed in a five (5) year period. 

The time period for eligibility for a new 
prosthesis for the same arch begins on the 
delivery date of original prosthesis. Once the 
member reaches 21 years of age the rules of 
the Adult Denture Program apply. 

All missing teeth must be marked on the 
claim form. Radiographic images 
documenting the necessity for complete 
denture(s) must be submitted with the 
request for pre-authorization. If an immediate 
denture is requested the provider must state 
the reasons for the request in the "Remarks" 
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05140 Dentures immediate mandible 
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section of the claim form. 

Immediate dentures are not considered 
temporary. The provider must inform the 
member that no reline is covered within one 
(1) year of the denture delivery. 

If there will be teeth remaining on the date of 
denture delivery only the immediate full 
denture codes (D5130 and/or D5140) may be 
pre-authorized. Radiographic images should 
confirm that no more than six (6) teeth 
remain. If more than six (6) teeth remain, the 
attending provider must certify by statement 
in the "Remarks" section that six (6) or fewer 
teeth will remain when the final impression is 
taken. 

An immediate denture that is not delivered 
will be denied under the interruption of 
treatment guidelines. 

If submitted more than 5 years from any prior 
D5130 with a code of D5510. D5520, D5610, 
D5630, D5640, D5650, D5660 in history 
within the past 12 months the fee for D5130 
will be reduced by the fee for the D5510, 
D5520, D5610, D5630, D5640, D5650, 
D5660 by the same Provider, facility or 
group. 
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A 3-20. Only one (1) prosthesis per member, $495.00 
per arch is allowed in a five (5) year period. 

The time period for eligibility for a new 
prosthesis for the same arch begins on the 
delivery date of original prosthesis. Once the 
member reaches 21 years of age the rules of 
the Adult Denture Program apply. 

All missing teeth must be marked on the 
claim form. Radiographic images 
documenting the necessity for complete 
denture(s) must be submitted with the 
request for pre-authorization. If an immediate 
denture is requested the provider must state 
the reasons for the request in the "Remarks" 
section of the claim form. 

Immediate dentures are not considered 
temporary. The provider must inform the 
member that no reline is covered within one 
{1} year of the denture delivery. 

If there will be teeth remaining on the date of 
denture delivery only the immediate full 
denture codes (D5130 and/or D5140) may be 
pre-authorized. Radiographic images should 
confirm that no more than six (6) teeth 
remain. If more than six (6) teeth remain, the 
attending provider must certify by statement 
in the "Remarks" section that six (6) or fewer 
teeth will remain when the final impression is 
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taken. 

An immediate denture that is not delivered 
will be denied under the interruption of 
treatment guidelines. 

If submitted more than 5 years from any prior 
05140 with a code of 05510, 05520, 05610, 
05630, 05640, D5650, D5660 in history 
within the past 12 months the fee for D5140 
will be reduced by the fee for the D5510, 
05520, 05610, D5630, D5640, D5650, 
05660 by the same Provider, facility or 
group. 

Partial Dentures (Including Routing Post Delivery Care) 

Code Description Benefit Limits 

mcnadental 
'-/ 

Fee 

The following codes require pre-authorization, X-Rays, and rationale. Medicaid may provide an acrylic interim 
partial denture (D5820/D5821) in the mixed dentition or beyond the mixed dentition states in the following cases: 

• Missing one (1) or two {2) maxillary permanent anterior teeth or, 
• Missing two (2) mandibular permanent anterior teeth or, 
• Missing three (3) or more permanent teeth in the same arch (of which at least one must be anterior) 

• 
Medicaid may provide a partial denture (D5211, 05212, 0521 3, 05214) in cases where the recipient has matured 
beyond the mixed dentition stage in the following cases: 

• Missing three (3) or more maxillary anterior teeth, or 
• Missing two (2) or more mandibular anterior teeth, or 
• Missing at least three (3) adjacent posterior permanent teeth in a single quadrant when the prosthesis 

would restore masticatory function (third molars not considered for replacement), or 
• Missing at least two (2) adjacent posterior permanent teeth in both quadrants of the same arch when the 

prosthesis would restore maslicatory function in at least one quadrant (third molars not considered for 
replacement) or, 

• Missing a combination of two (2) or more anterior and at least one posterior tooth (excluding wisdom 
teeth and the second molar) in the same arch. 

Cast partials (D5213 and 05214) will be considered only for those recipients who are 18 years of age or older. 
Only one (1) complete or partial denture per arch is allowed in a five (5) year period. The time period begins from 
the date the previous complete or partial denture for the same arch was delivered. 

The overall condition of the mouth is an important consideration in whether or not a partial denture is authorized. 
For partial dentures, abutment teeth must be caries-free or have been completely restored and have sound 
periodontal support. For those members requiring extensive restorations, periodontal services, extractions, etc., 
post-treatment radiographs may be requested prior to approval of an acrylic partial denture. 

05211 Upper partial-resin base 

MCNA_LA-P _PM[1.6) 

A 3-20. Only one (1) prosthesis (excluding 
interim partial dentures) per member per 
arch is allowed in a five (5) year period. The 
time period for eligibility for a new prosthesis 
for the same arch begins on the delivery 
date of original prosthesis. An interim partial 
denture cannot be authorized to replace a 
partial denture that was previously paid by 
Louisiana Medicaid or MCNA. A description 
of the arch receiving the prosthesis must be 
provided by indicating which teeth are lo be 

$470.00 
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D5212 Lower partial-resin base 

MCNA_LA-P _PM[1 .6] 

replaced and which are to be retained. 

If submitted more than 5 years from any 
prior D5211 with a D5760 in history with in 
the past 12 months the fee for D5211 will be 
reduced by the amount of the fee for the 
05760 by the same Provider, facility or 
group. 

If code 05211 is reported more than five (5) 
years from any prior D5211 with a D5510, 
05520,05610,D5630,05640, 05650, 
D5660 in history within the past 12 months 
the fee for 05211 will be reduced by the fee 
for the 05510, D5520, 05610, 05630, 
05640, 05650, D5660 by the same 
Provider, facility or group. 

Only permanent teeth are eligible for 
replacement by an interim partial denture or 
a partial denture. 

Opposing partial dentures are available if 
each arch independently fulfills the 
requirements. 

Partial dentures that replace only posterior 
teeth must occlude against multiple 
posterior teeth in the opposing arch and 
must serve to increase masticatory function 
and stability of the entire mouth. 

For members requiring extensive 
restorations, periodontal services, 
extractions, etc., post-treatment 
radiographic images may be requested prior 
to approval of a partial denture. 

A 3-20. Only one (1) prosthesis (excluding 
interim partial dentures) per member per 
arch is allowed in a five (5) year period. The 
time period for eligibility for a new prosthesis 
for the same arch begins on the delivery 
date of original prosthesis. An interim partial 
denture cannot be authorized to replace a 
partial denture that was previously paid by 
Louisiana Medicaid or MCNA. A description 
of the arch receiving the prosthesis must be 
provided by indicating which teeth are to be 
replaced and which are to be retained. 

If submitted more than 5 years from any 
prior 05212 with a D5760 in history with in 
the past 12 months the fee for D5212 wlll be 
reduced by the amount of the fee for the 
05760 by the same Provider, facility or 
group. 

If code D5212 is reported more than five (5) 
years from any prior D5212 with a 0 5510, 
05520, 05610, 05630, 05640, 05650, 
D5660 in history within the past 12 months 
the fee for 05212 will be reduced by the fee 
for the 05510, 05520, 05610, D5630, 

mcnadental 
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$470.00 
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05213 Maxillary partial denture - cast metal 
framework with resin denture bases 

MCNA_LA-P _PM(1.6] 

D5640, D5650, D5660 by the same 
Provider. facility or group. 

Only permanent teeth are eligible for 
replacement by an interim partial denture or 
a partial denture. 

Opposing partial dentures are available if 
each arch independently fulfills the 
requirements. 

Partial dentures that replace only posterior 
teeth must occlude against multiple 
posterior teeth in the opposing arch and 
must serve lo increase masticatory function 
and stability of the entire mouth. 

For members requiring extensive 
restorations, periodontal services, 
extractions. etc., post-treatment 
radiographic images may be requested prior 
to approval of a partial denture. 

A 18-20. Only one (1) prosthesis (excluding 
interim partial dentures) per member per 
arch is allowed in a five (5) year period. The 
time period for eligibility for a new prosthesis 
for the same arch begins on the delivery 
date of original prosthesis. An interim partial 
denture cannot be authorized to replace a 
partial denture that was previously paid by 
Medicaid of Louisiana or MCNA. A 
description of the arch receiving the 
prosthesis must be provided by indicating 
which teeth are to be replaced and which 
are to be retained. 

If submitted more than 5 years from any 
prior D5213 with a D5760 in history with in 
the past 12 months the fee for 05213 will be 
reduced by the amount of the fee for the 
D5760 by the same Provider, facility or 
group. 

If code D5213 is reported more than five (5) 
years from any prior 05213 with a D5510, 
05520, D5610, D5630, D5640, D5650, 
D5660 in history within the past 12 months 
the fee for D5213 will be reduced by the fee 
for the D5510. 05520, D5610, D5630, 
D5640, D5650, D5660 by the same 
Provider, facility or group. 

Only permanent teeth are eligible for 
replacement by an interim partial denture or 
a partial denture. 

Opposing partial dentures are available if 
each arch independently fulfills the 
requirements. 

Partial dentures that replace only posterior 
teeth must occlude against multiple 
posterior teeth in the opposing arch and 

mcnadental 
"-/ 

$688.00 

Page 98 of 155 



Louisiana Provider Manual 
MCNA Dental 

D5214 Mandibular partial denture - cast metal 
framework with resin denture bases 

MCNA_LA-P _PM[1.6] 

must serve to increase rnastlcatory function 
and stability of the entire mouth. 

Radiographic images should verify that all 
pre-prosthetic services have been 
successfully completed. For members 
requiring extensive restorations, periodontal 
services, extractions, etc., post treatment 
radiographic images may be requested prior 
to approval of a cast partial denture. 

A 18-20. Only one (1) prosthesis (excluding 
interim partial dentures) per member per 
arch is allowed in a five (5) year period. The 
time period for eligibility for a new prosthesis 
for the same arch begins on the delivery 
date of original prosthesis. An interim partial 
denture cannot be authorized to replace a 
partial denture that was previously paid by 
Louisiana Medicaid or MCNA. A description 
of the arch receiving the prosthesis must be 
provided by indicating which teeth are to be 
replaced and which are to be retained. 

If submitted more than 5 years from any 
prior D5214 with a D 5760 in history with in 
the past 12 months the fee for 05214 will be 
reduced by the amount of the fee for the 
D5760 by the same Provider, facility or 
group. 

If code D5214 is reported more than five (5) 
years from any prior D5214 with a 05510, 
05520, D5610, D5630,D5640,D5650, 
D5660 in history within the past 12 months 
the fee for D5214 will be reduced by the fee 
for the 05510, D5520, 05610, 05630, 
05640, D5650, 05660 by the same 
Provider, facility or group. 

Only permanent teeth are eligible for 
replacement by an interim partial denture or 
a partial denture. 

Opposing partial dentures are available if 
each arch independently fulfills the 
requirements. 

Partial dentures that replace only posterior 
teeth must occlude against multiple 
posterior teeth in the opposing arch and 
must serve to increase masticatory function 
and stability of the entire mouth. 

Radiographic images should verify that all 
pre-prosthetic services have been 
successfully completed. For members 
requiring extensive restorations, periodontal 
services, extractions, etc., post treatment 
radiographic images may be requested prior 
to approval of a cast partial denture. 

mcnadental 
'-/ 

$688.00 
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Repairs to Complete Oentures 

Code Description 

D5510 Repair broken complete denture base 

D5520 Replace missing or broken teeth-complete 
denture (each tooth} 

MCNA_ LA-P _PM[1.6l 

Benefit Limits 

A 3-20. Requires rationale. 
Reimbursement for repairs of complete 
and partial dentures (excluding interim 
partial dentures) are allowed only if more 
than one (1) year has elapsed since 
denture insertion by the same billing 
provider, facility, or group and the repair 
makes the denture fully serviceable and 
eliminates the need tor a new denture. 

If the same provider, facility. or group 
requests a complete or partial denture 
within the first year after a repair is paid, 
the repair fee for that arch will be deducted 
from the new prosthesis fee. A repair is 
allowed in conjunction with a reline on the 
same member as long as the repair makes 
the denture fully serviceable. 

Reimbursable only for Oral Cavity 
Designators 01 and 02. 

Must include the location and description of 
the fracture in the "Remarks" section of the 
claim form. 

A 3-20. Cost of repairs cannot exceed 
replacement costs. Requires rationale. 

The fee assigned for the first tooth billed 
using the codes D5520 or D5640 or D5650 
will reflect the base price for the first 
denture tooth. When multiple teeth are 
replaced or added to the same prosthesis 
on the same date of service, the same 
procedure code is to be used for each 
tooth. Requires tooth ID. 

This procedure is reimbursable for Tooth 
Numbers 2 through 15 and 18 through 31. 

mcnadental 
'-/ 

Fee 

$125.00 

$65.00 
$33.00 

Page 100 of 155 



Louisiana Provider Manual 
MCNA Dental 

Repairs to Partial Dentures 

Code Description 

Cost of repairs cannot exceed replacement costs. 

05610 Repair resin denture base 

D5630 Repair or replace broken clasp, Partial 
Denture- per tooth 

-05640 Replace broken teeth-per tooth 

MCNA_LA-P _PM[1.6] 

Benefit Limits 

A 3-20. Reimbursement for repairs of 
complete and partial dentures (excluding 
interim partial dentures) are allowed only if 
more than one (1) year has elapsed since 
denture Insertion by the same billing 
provider, facility, or group and the repair 
makes the denture fully serviceable and 
eliminates the need tor a new denture. 

If the same provider, facility, or group 
requests a complete or partial denture 
within the first year after a repair is paid, 
the repair fee for that arch will be deducted 
from the new prosthesis fee. A repair is 
allowed In conjunction with a reline on the 
same member as long as the repair makes 
the denture fully serviceable. 

Reimbursable only for Oral Cavity 
Designators 01 and 02. Must include the 
location and description of the fracture in 
the "Remarks" section of the claim form. 

A 3-20. Requires Rationale. 

Reimbursable for Oral Cavity Designator 
10, 20, 30 and 40. When requesting 
payment for these procedures, the side of 
the prosthesis involved (right or left) must 
be indicated in the "Remarks" section of 
the claim form. 

A 3-20. Requires rationale. 

The fee assigned for the first tooth billed 
using the codes D5520 or D5640 or D5650 
will reflect the base price for the first 
denture tooth. When multiple teeth are 
replaced or added to the same prosthesis 
on the same date of service, the same 
procedure code is to be used for each 
tooth. Requires tooth ID. 

This procedure is reimbursable for Tooth 
Numbers 2 through 15 and 18 through 31. 

mcnadental 
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Fee 

$125.00 

$119.00 

$65.00 
$33.00 
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05650 

05660 

Add tooth to existing partial denture 

Add clasp to existing partial denture- per 
tooth 

Denture Reline Procedures 

Code Description 

A 3-20. Requires rationale. Requires tooth 
ID. 

The fee assigned for the first tooth billed 
using the codes 0 5520 or 0 5640 or D5650 
will reflect the base price for the first 
denture tooth. When multiple teeth are 
replaced or added to the same prosthesis 
on the same date of service, the same 
procedure code is to be used for each 
tooth. 

This procedure is reimbursable for Tooth 
Numbers 2 through 15 and 18 through 31. 

A 3-20. Requires rationale. Requires tooth 
10. 

Procedure Codes 05630 and 05660 are 
reimbursable for Oral Cavity Designators 
10, 20, 30 and 40. When requesting 
payment for these procedures, the side of 
the prosthesis involved (right or left) must 
be indicated in the "Remarks" section of 
the claim form. 

Benefit Limits 

mcnadental 
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$65.00 
$33.00 

$119.00 

Fee 

Allowed if the reline makes the denture serviceable. The following codes require pre-authorization and rationale. 
Not covered within one ( 1) year of initial placement of dentures. 

05750 Reline complete maxillary denture 
(laboratory) 

MCNA_LA-P _PM[1.6] 

A 3-20. Reimbursement for complete and 
partial denture relines are allowed only if 
one (1) year has elapsed since the 
previous complete or partial denture was 
constructed or last relined. If billing 
provider requests a complete or partial 
denture for the same arch within one ( 1) 
year after delivery of the reline, the reline 
fee will be deducted from the new 
prosthesis fee. A combination of two (2) 
complete or partial denture relines or one 
(1) complete or partial denture and one (1) 
reline in the same arch are allowed in a 
five-year period as pre-authorized by LOH 
or its designee. 

Reline of existing dentures must be given 
priority over the construction of new 
dentures if it is judged that the existing 
dentures are serviceable for at least five 
(5) years. Chair-side relines (cold cure 
acrylics) are not reimbursable. 

The dentist is responsible for all necessary 
adjustments for a period of six (6) months. 

$238.00 
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05751 

D5760 

Reline complete mandibular denture 
(laboratory) 

A 3-20. Reimbursement for complete and 
partial denture relines are allowed only if 
one (1) year has elapsed since the 
previous complete or partial denture was 
constructed or last relined. If billing 
provider requests a complete or partial 
denture for the same arch within one (1) 
year after delivery of the reline, the reline 
fee will be deducted from the new 
prosthesis fee. A combination of two (2) 
complete or partial denture relines or one 
( 1) complete or partial denture and one ( 1) 
reline in the same arch are allowed in a 
five-year period as pre-authorized by LOH 
or its designee. 

Reline of existing dentures must be given 
priority over the construction of new 
dentures if it is judged that the existing 
dentures are serviceable for at least five 
(5) years. Chair-side relines (cold cure 
acrylics} are not reimbursable. 

The dentist is responsible tor all necessary 
adjustments for a period of six (6) months. 

Reline maxillary partial denture (laboratory) A 3-20. Reimbursement for complete and 
partial denture rel ines are allowed only if 
one (1) year has elapsed since the 
previous complete or partial denture was 
constructed or last relined. If billing 
provider requests a complete or partial 
denture for the same arch within one ( 1} 
year after delivery of the reline, the reline 
fee will be deducted from the new 
prosthesis fee. A combination of two (2) 
complete or partial denture relines or one 
( 1) complete or partial denture and one ( 1} 
rel ine in the same arch are allowed in a 
five-year period as pre-authorized by LOH 
or its designee. 

Reline of existing dentures must be given 
priority over the construction of new 
dentures if it is judged that the existing 
dentures are serviceable for at least five 
(5) years. Chair-side relines (cold cure 
acrylics) are not reimbursable. 

The dentist is responsible for all necessary 
adjustments for a period of six {6} months. 

MCNA_LA-P _PM(1.6J 

mcnadental 
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$238.00 

$208.00 
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D5761 Reline mandibular partial denture 
(laboratory) 

Interim Prosthesis 

Code Description 

A 3-20. Reimbursement for complete and 
partial denture relines are allowed only if 
one (1) year has elapsed since the 
previous complete or partial denture was 
constructed or last relined. If billing 
provider requests a complete or partial 
denture for the same arch within one {1) 
year after delivery of the reline, the reline 
fee will be deducted from the new 
pros1hesis fee. A combination of two (2) 
complete or partial denture relines or one 
(1) complete or partial denture and one {1) 
reline in the same arch are allowed in a 
five-year period as pre-authorized by LOH 
or its designee. 

Reline of existing dentures must be given 
priority over the construction of new 
dentures if it is judged that the existing 
dentures are serviceable for at least five 
(5) years. Chair-side relines (cold cure 
acrylics) are not reimbursable. 

The dentist is responsible for all necessary 
adjustments for a period of six (6) months. 

Benefit Umits 

mcnadental 
'-/ 

$208.00 

Fee 

The following codes require pre-authorization, X-Rays, and rationale. For members requiring extensive 
restorations, periodontal services, extractions, etc. , post-treatment radiographic images may be requested prior to 
approval of a partial denture. 

D5820 Interim partial denture (maxillary) 

MCNA_LA•P _PM[1.6) 

A 3-20. Only one (1) prosthesis (excluding 
interim partial dentures) per member per 
arch is allowed in a one (1) year period. The 
time period for eligibility for a new prosthesis 
for the same arch begins on the delivery 
date of original prosthesis. An interim partial 
denture cannot be authorized to replace a 
partial denture that was previously paid by 
Louisiana Medicaid or MCNA. A description 
of the arch receiving the prosthesis must be 
provided by indicating in the "Remarks" 
section which teeth are to be replaced and 
which are to be retained. 

Only permanent teeth are eligible for 
replacement by an interim partial denture or 
a partial denture. 

Opposing partial dentures are available if 
each arch independently fulfills the 
requirements. 

Partial dentures that replace only posterior 
teeth must occlude against multiple 
posterior teeth in the opposing arch and 
must serve to increase masticatory function 
and stability of the entire mouth. 

$375.00 
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D5821 Interim partial denture (mandibular) 

Other Removable Prosthetic Services 

Code Description 

A 3-20. Only one (1) prosthesis (excluding 
interim partial dentures) per member per 
arch is allowed in a one (1) year period. The 
time period for eligibility for a new prosthesis 
for the same arch begins on the delivery 
date of original prosthesis. An interim partial 
denture cannot be authorized to replace a 
partial denture that was previously paid by 
Medicaid of Louisiana or MCNA. A 
description of the arch receiving the 
prosthesis must be provided by indicating in 
the "Remarks" section which teeth are to be 
replaced and which are to be retained. 

Only permanent teeth are eligible for 
replacement by an interim partial denture or 
a partial denture. 

Opposing partial dentures are available if 
each arch independently fulfills the 
requirements. 

Partial dentures that replace only posterior 
teeth must occlude against multiple 
posterior teeth in the opposing arch and 
must serve to increase masticatory function 
and stability of the entire mouth. 

Benefit Limits 

The following codes require pre-authorization. X-Rays, and rationale. 

05899 Unspecified removable prosthodontic 
procedure, by report 

Maxi I lofac ia I Prosthetics 

Code Description 

05986 Fluoride applicator 

MCNA_LA·P _PM[1.6] 

A 1-20. Requires pre-authorization, X-rays, 
and rationale. This procedure code is used 
for a procedure that is not adequately 
described by another code. Please 
describe the situation requiring treatment 
and the treatment proposed in the 
"Remarks" section of the claim form. 

Benefit Limits 

A 1-20. Requires pre-authorization, X
rays, and rationale. Oral Cavity 
Designator 01 and 02. Only available for 
member who are undergoing or who have 
undergone head and neck radiation 
therapy. 

mcnadental 
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$375.00 

Fee 

Manually 
Priced 

Fee 

$98.76 

Page 105 of 155 



Louisiana Provider Manual 
MCNA Dental 

19.14. Fixed Prosthodontics 

mcnadental 
'--/ 

Prosthodontic procedure codes require pre-authorization. Periapical radiographs are required tor each tooth 
involved in the authorization request. 

When a member is missing a single maxillary anterior incisor a resin-bonded fixed prosthesis (Maryland-type 
bridge consisting of two (2) retainers and a pantie) can be approved. The following requirements apply: 

• The member must be at least 16 years of age 

• The abutment teeth must be caries-free, restoration-free, and have sound periodontal support 

• No other maxillary teeth are missing or require extraction 

• Providers must submit with the request for pre-authorization periapical radiographic images of the 
abutment teeth and bitewings showing that all other treatment needs in the maxillary arch have been 
completed 

• Providers must "Xn out the missing tooth in the tooth number chart on the ADA form 

The overall condition of the mouth is an important consideration in whether a fixed partial denture is authorized. A 
removable partial denture can be requested if multiple anterior teeth or if any posterior teeth are missing in the 
maxillary arch. Only one (1) Maryland-type bridge can be authorized in a five (5) year period. 

Fixed Partial Dental Pontics 

Code Description 

D6241 Pontic - porcelain fused to predominantly 
base metal 

Fixed Partial Dental Retainers - lnlays/Onlays 

Code Description 

D6545 Retainer - cast metal for resin bonded fixed 
prosthesis 

MCNA_LA•P _PM[1 .6] 

Benefit Limits 

A 16-20. Requires pre-authorization, X
Rays, and rationale. This code is only 
reimbursable when submitted in 
conjunction with code 06545. Procedure 
code D6241 is limited to one (1) per 
member in a five (5) year period. 

This procedure is reimbursable for Tooth 
Numbers 7, 8, 9, or 10. 

Benefit Limits 

A 16-20. Requires pre-authorization, X
Rays, and rationale. This code is only 
reimbursable when submitted in 
conjunction with code 06241 . Procedure 
code 06545 is limited to two (2) per 
member, in a five (5) year period. 

This procedure is relmbursable for Tooth 
Numbers 6, 7, 8, 9, 10 and 11. 

Fee 

$486.69 

Fee 

$394.35 
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Other Fixed Partial Dental 

Code Description 

06999 Unspecified fixed prosthodontic procedure 

Benefit Limits 

A 16-20. Requires pre-authorization, X
Rays, and rationale. 

19.15. Oral and Maxillofacial Surgery Services 

mcnadental 
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Fee 

Manually 
Priced 

The services listed below are the oral and maxillofacial surgery services covered under the EPSDT Dental 
Program. 

Oral and Maxillofacial Surgery Services 

Code 

D7111 

07140 

Description 

Extraction, coronal remnants - deciduous 
tooth 

Extraction, erupted tooth or exposed root 
(elevation and/or forceps removal) 

Surgical Extractions 

Code Description 

Benefit Limits 

A birth-20. TIDs #A-T and AS-TS. All 
primary teeth within the normal exfoliation 
period will require an X-ray with claim 
submission. 

A birth-20. TIDs 1-32 and A-T, as well as 
51-82, and AS-TS as needed. All primary 
teeth within the normal exfoliation period will 
require submission of an X-ray (or intraoral 
photograph if the tooth cannot be seen 
radiographically) and rationale. All 
permanent teeth require an X-ray with claim 
submission. 

Benefit Limits 

Fee 

$64.49 

$79.07 

Fee 

The following codes require pre-authorization, X-Rays, and rationale for all teeth: 1-32, A-T, 51 -82, and AS-TS. 

07210 Surgical removal of erupted tooth requiring A 1-20. Includes removal of the roots of a $130.09 
elevation of mucoperiosteal flap and previously erupted tooth missing its clinical 
removal of bone and/or section of tooth crown. If the member's treatment record 

does not clearly demonstrate the need for 
the cutting of gingiva and removal of bone 
and/or sectioning of tooth structure, all 
records may be reviewed and recoupment 
of payment for services will be initiated. 

07220 Removal of impacted tooth-soft tissue A 1-20. $150.50 

D7230 Removal of impacted tooth-partially bony A 1-20. $188.76 

D7240 Removal of impacted tooth-completely A 1-20. $232.12 
bony 
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D7241 

D7250 

Removal of impacted tooth-completely 
bony, with unusual surgical complications 

Surgical removal of residual tooth roots 
(cutting procedure) 

Other Surgical Procedures 

Code Description 

D7270 Tooth reimplantation and/or stabilization of 
accidentally evulsed or display 

D7280 Surgical access of an unerupted tooth 

07283 Placement of device to facilitate eruption of 
impacted tooth 

MCNA_LA-P _PM(1 .6] 

A 1-20. Document unusual circumstance. 
This procedure code will only be 
authorized on a post-surgical basis. Which 
means that providers must submit post
operative X-Rays and detailed rationale on 
the claim submission outlining the unusual 
surgical complications. 

A 1-20. Involves tissue incision and 
removal of bone to remove a permanent or 
primary tooth root left in the bone from a 
previous extraction, caries, or trauma. 
Usually some degree of soft or hard tissue 
healing has occurred. 

Benefit Limits 

A 1-20. Requires pre- and post-operative 
X-Rays and rationale. Pre-authorization is 
required. This code is reimbursable for 
accidental trauma involving permanent 
anterior teeth only. The date of service and 
an explanation of the circumstances and 
procedures performed, including the teeth 
involved, must be provided in the 
"Remarks" section of the claim form. This 
information must also be recorded in the 
member's treatment record. This 
procedure is not reimbursable for 
periodontal splinting. 

Oral Cavity Designators 01 and 02. An 
Oral Cavity Designator is required on the 
claim for reimbursement. 

A 1-20. TIDs 2-15 and 18-31 . Requires 
pre-authorization, X-Rays and rationale. 
This procedure no longer includes the 
placement of orthodontic attachment. 

A 1-20. TIDs 2-15 and 18-31 . Requires 
pre-authorization, X-Rays and rationale. 
Report the surgical exposure separately 
using D7280. This procedure is only 
reimbursable in conjunction with an MCNA-
approved comprehensive orthodontic 
treatment plan. 

mcnadental 
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$278.04 

$144.38 

Fee 

Manually 
Priced, 

Maximum 
Fee 

$255.05 

$229.57 

$245.90 
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D7285 Biopsy of oral tissue hard 

D7286 Biopsy of oral tissue soft 

D7291 Transseptal fiberotomy - by report 

A 1-20. Requires pre-authorization, X-
Rays, color photo, and rationale. This 
procedure is for the removal of specimen 
only. It involves the biopsy of osseous 
lesions and is not to be used for 
apicoectomy/ periradicular surgery. 

Oral Cavity Designator 01, 02, 10, 20, 30 
or 40. 

A 1-20. Requires pre-authorization. X-Rays 
and rationale. For the surgical removal of 
an architecturally intact specimen only and 
is not used at the same time as codes for 
apicoectomy /periradicular curettage. A 
copy of the pathology report must be 
submitted with the claim. 

Oral Cavity Designators 01, 02, 10, 20, 30 
and 40. 

A 1-20. Requires pre-authorization, X-rays 
and rationale. This procedure is only 
reimbursable in conjunction with a MCNA-
approved comprehensive orthodontic 
treatment plan. 

Oral Cavity Designators 01 and 02. 

Alveoloplasty • Surgical Preparation of Ridge for Dentures 

Code Description 

D7310 Alveoloplasty in conjunction with extractions 
- per quadrant 

MCNA_LA-P _PM(1.6] 

Benefit limits 

A 1-20. Requires pre-authorization, X-rays, 
and rationale. A minimum of three (3) 
adjacent teeth must be extracted. 
Alveoloplasty during a surgical removal is 
considered integral to the procedure and will 
not be reimbursed. 

The date of service and an explanation of 
the circumstances and procedures 
performed, including the teeth involved must 
be provided in the "Remarks" section of the 
claim form. 

Ora I Cavity Designators O 1, 02. 10, 20. 30 
or 40. 

mcnadental 
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Manually 
Priced, 

Maximum 
Fee 

$194.88 

$152.54 

$152.30 

Fee 

$140.29 

Page 109 of 155 



Louisiana Provider Manual 
MCNA Dental 

Surgical Incision 

Code Description Benefit Limits 
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Fee 
--------------------------

07510 1 n c is ion and drainage of abscess - intraoral 
soft tissue 

A 1-20. TID 1-32. Requires X-Rays and 
rationale. This seNice is not reimbursable 
for primary teeth. Not payable for same 
tooth on the same date of service as the 
extraction. 

$109.68 

Reduction of Dislocation of Management of Other Temporomandibular Joint Dysfunctions 

Code Description 

D7880 Occlusal orthotic appliance 

I 

Repair of Traumatic Wounds 
I 

Code Description 

D7910 Suture recent small wound up to 5cm 

Other Procedures 

Code Description 

D7960 Frenulectomy/frenulotomy 

MCNA_LA•P _PM[1 .6] 

Benefit Limits 

A 1-20. Requires pre-authorization, pre
operative X-Ray and rationale. Pre
authorization must include a completed TMJ 
Summary Form, located in the Forms 
section of this manual, which must indicate 
whether the condition is acute or chronic 
and if any other services are to be provided 
in addition to the requested splint. 

Oral Cavity Designator 01 , 02, 10, 20, 30 
and 40. 

Fee 

$461.69 

Benefit Limits Fee 

A 1-20. Requires post-operative color photos $140.80 
and rationale. 

Benefit Limits Fee 

A 1-20. Requires pre-authorization, color $211.21 
photos, and ra tionale. The specific dental 
reason is required for authorization. If the 
specific reason is not dental, e.g., if a 
speech impediment is the reason for the 
request, then a written statement from a 
speech pathologist or physician must be 
submitted. 

Oral Cavity Designators 01, 02, 10, 20, 30 
or 40. 
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07997 

07999 

Appliance Removal (not by dentist who 
placed appliance) includes removal of arch 
bar 

Unspecified oral surgery procedure, by 
report 

19.16. Orthodontic Services 

This procedure requires pre-authorization 
and can only be considered for the removal 
of appliances due to interrupted or 
discontinued treatment cases. 

This procedure is not reimbursable to the 
same billing provider. facility, or group that 
placed the appliance. 

This procedure is reimbursable for Oral 
Cavity Designators 01, 02, 10, 20, 30, and 
40. 

A 1-20. This procedure code is used for a 
procedure that is not adequately described 
by another code. It requires pre
aulhorization. 

mcnadental 
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Manually 
Priced, 

Maximum 
Fee 

$240.00 

Manually 
Priced 

Orthodontic treatment is available to members meeting specified criteria. All orthodontic procedures must be pre

authorized. Providers are reminded that the MCNA reimbursement is payment in full for that procedure code. 

Only providers qualified under Chapter 3, Section 301, Parts (C) and (D) of the Rules promulgated by the 
Louisiana State Board of Dentistry as an approved specialty of "orthodontics and dentofacial orthopedics" are 

eligible to be reimbursed for Comprehensive Orthodontic Services (procedure codes 08070, D8080, and 08090) 
in the Medicaid EPSDT Dental Program. 

Members who have only crowded dentitions (crooked teeth). excessive spacing between teeth, 

temporomandibular joint (TMJ) conditions, and/or horizontal/vertical {overjeUoverbite) discrepancies are not 

eligible to receive comprehensive orthodontic treatment. 

This code is used to report the coordinated diagnosis and treatment leading to the improvement of a member's 

craniofacial dysfunction and/or dentofacial deformity including anatomical, functional, and esthetic relationships. 

Treatment usually, but not necessarily, utilizes fixed orthodontic appliances. 

Comprehensive orthodontic treatment is approved by MCNA only in those instances that are related to an 

identifiable syndrome such as cleft lip and/or palate, Crozon's syndrome, Treacher-Collins syndrome, Pierre

Robin syndrome, hemi-facial atrophy, hemi-facial hypertrophy: other severe craniofacial deformities that result in 

age appropriate surgical cases as determined by an MCNA Clinical Reviewer. 

The request for pre-authorization must include sufficient diagnostic material to demonstrate the syndrome and/or 
deformity listed above and the fee normally charged for a similar case. If approved, MCNA will authorize a 

maximum of three (3) units of the appropriate comprehensive orthodontic procedure code and assign a fee for 
each unit (please see fee schedule for total maximum allowable billable fees). The pre-authorization is valid for 

180 days. 

Providers are reminded that MCNA reimbursement is payment in full for the procedure code. 

To receive reimbursement for comprehensive orthodontic procedure codes, the provider must submit three (3) 

claims with three (3) distinct dates of service. The first date of service may occur no earlier than the date that 
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diagnostic records were obtained; the second date of service no earlier than the date of banding; and the final 
date of service no earlier than 90 days after banding. MCNA reimbursement includes the brackets/appliance and 
all visits and adjustments. 

Orthodontic Fee Schedule 

Code Description Benefit Limits Fee 

08050 lnterceptive treatment of primary Requires pre-authorization. The Manually Priced, 
dentition fee assigned for fixed appliance Maximum Fee 

therapy includes the $438.00 
brackets/appliance, all visits and 
adjustments. 

This procedure is reimbursable for 
Oral Cavity Designators 01 , 02, 
10, 20, 30, and 40. 

08060 lnterceptive treatment of transitional Requires pre-authorization. The Manually Priced, 
dentition fee assigned for fixed appliance Maximum Fee 

therapy includes the $438.00 
brackets/appliance, all visits and 
adjustments. 

This procedure is reimbursable for 
Oral Cavity Designators 01, 02, 
10, 20, 30, and 40. 

08070 Comprehensive orthodontic treatment Requires pre-authorization. Manually Priced, 
of the transitional dentition. Maximum Fee 

$4,182.00 

08080 Comprehensive orthodontic treatment Requires pre-authorization. Manually Priced, 
of the adolescent dentition. Maximum Fee 

$4 ,281.00 

08090 Comprehensive orthodontic treatment Requires pre-authorization. Manually Priced, 
of the adult dentition. Maximum Fee 

$4,515.00 
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D8220 Fixed appliance therapy 

D8999 Unspecified Orthodontic Procedure 

19-17 _ Adjunctive General Services 

Unclassified Treatment 

Code 

D91 10 

Description 

Palliative (emergency) treatment of dental 
pain-minor procedures 

MCNA_LA-P _PM[1 .6] 

The request for pre-authorization 
must include sufficient 
documentation to substantiate the 
need for and the utility of the 
appliance. 

For approval of procedure code 
D8220, the following must apply: 

• The child must be between the 
ages of five (5) years and eight 
(8) years 

• The maxillary incisors (7, 8, 9 
and 10) are actively erupting 

• The child still displays the 
destructive habit 

• The child has evidenced a 
desire to stop the destructive 
habit 

mcnadental 
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$534.71 

Requires pre-authorization. Manually Priced 

Benefit Limits 

Emergency service only, limited to trauma 
case. Requires rationale. The type of 
treatment rendered and TIO must be 
indicated. It must be a service other than a 
prescription or topical medication. The 
reason for emergency and a narrative of the 
procedure actually performed must be 
documented and the appropriate block for 
emergency must be checked on the claim 
form. 

On the dale of service that a palliative 
treatment is rendered, a provider will only be 
reimbursed for periapical radiographic 
images (D0220 and D0230), occlusal 
radiographic images (00240) if authorized, 
bitewing radiographic images (00272), or 
panoramic radiographic images (00330) if 
authorized, in addition to this procedure 
code. All codes other than those listed 
above for radiographs will be denied if billed 
for the same date of service as D9110. 

A maximum of two palliative treatments per 
member are available in a 12-month period. 

Fee 

$58.67 
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Anesthesia 

Code Description Benefit Limits Fee 

Providers rendering sedation services for codes D9230, D9243, and D9248 must have the appropriate Permit 
Level for the level of sedation provided. 

Providers are responsible for submitting their correct Permit Level for the level of sedation to MCNA. 

D9243 can only be authorized in conjunction with difficult impactions or other extensive surgical procedures done 
in the office setting. 

A maximum of four (4) units of D9243 are available per member per visit. If requested, each must be listed on a 
separate claim line for both pre-authorization and payment. 

D9230 

D9243 

Analgesia, anxiolysis, inhalation of nitrous 
oxide 

Intravenous moderate (conscious} 
sedation/analgesia - each 15 minutes 
increment 

A 1-20. May not be submitted more than 
once per member per day. If a claim for 
payment is received for nitrous oxide and 
there are no restorative and/or surgical 
service(s) listed on the claim form or no 
Medicaid claims history record indicating 
that a restorative and/or surgical service 
was previously reimbursed for the same 
date of service as the nitrous oxide, the 
payment for nitrous oxide will be denied. 

A 1-20. Anesthesia time begins when the 
doctor administering the anesthetic agent 
initiates the appropriate anesthesia and 
non-invasive monitoring protocol and 
remains in the continuous attendance of the 
recipient. Anesthesia services are 
considered completed when the recipient 
can be safely left under the observation of 
trained personnel and the doctor may safely 
leave the room to attend to other patients. 

Intravenous conscious sedation/analgesia 
can only be approved for those doctors who 
hold a val id permit from the Louisiana State 
Board of Dentistry for parenteral sedation. 
This procedure can only be authorized in 
conjunction with difficult impactions or other 
extensive surgical procedures done in the 
office setting. The fee assigned for the 
additional 15-minute increments will reflect 
the additional allowance as indicated. 

A maximum of four units of D9243 are 
available per recipient per visit; if requested, 
each must be listed on a separate claim line 
for both PA and payment. 

$36.73 

$109.17 
$73.98 
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D9248 Non-intravenous conscious sedation 
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A 1-5 for children with behavioral problems, 
and A 6-20 for individuals with physical or 
mental disabilities. Sedation form must be 
submitted with the claim. Must comply with 
all state rules and AAPD guidelines. 
including maintaining a current permit to 
provide non-intravenous (IV) conscious 
sedation. 

Pre-authorizations are required only for 
members six (6) years of age and older. 

A maximum of four (4) non-intravenous 
conscious sedation/analgesia 
administrations. per member, are available 
within a 12-month period by the same billing 
provider, facility, or group. 

Non-intravenous conscious sedation is not 
reimbursable on the same day by any 
provider as procedure codes 09230 (Nitrous 
Oxide) and 09920 (Behavior Management). 

The request for pre-authorization must 
document the need for extensive dental 
restorative or surgical treatment performed 
in the office setting and must document the 
need for· this service based on prior 
experience attempting to treat the member. 
The provider must indicate in the "Remarks" 
section of the claim form the drug(s) 
anticipated to be used and route(s) of 
administration. 

A request for pre-authorization for conscious 
sedation indicates that the provider intends 
to administer drugs of a suitable type, 
strength, and mode of administration that 
necessitates constant monitoring by the 
provider or staff from administration through 
the time of discharge. 

The Conscious Sedation Form, located in 
the Forms section of this manual, must be 
completed by the member and sent with the 
claim submission. If the restorative/surgical 
phase of the treatment is aborted after the 
initiation of conscious sedation the provider 
must document the circumstances in the 
member's treatment record. 

Administration of oral pre-medication is not 
a covered service. 

mcnadental 
'-../ 

$125.45 
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Professional Visits 

Code Description 

D9420 Hospital call 
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Benefit Limits 

A 1-20. One (1) charge per hospital or 
ASC case. Procedure code D9420 is 
reimbursable once per six (6) month 
period, per member. Requires rationale. 

A hospital call is only reimbursable for 
dates of service on which restorative 
and/or surgical services (codes D2140 -
D4999 and D7140 - D7999) are 
performed. 

Reimbursable when providing treatment 
in a hospital, an outpatient clinic, or an 
outpatient ambulatory surgical center. 
Hospitalization solely for the convenience 
of the member or the provider is not 
allowed. Reimbursement for hospital call 
is limited to members under the age of six 
(6) years, unless the child is an individual 
with a physical or mental disability. 

Pre-authorization is required only for 
members six (6) years of age and older. 

The request for pre-authorization must 
adequately justify the need for 
hospitalization in the "Remarks" section of 
the claim form. The provider must 
document the need for this service based 
on his experience with prior attempts to 
treat the patient and the severity of the 
procedure(s}. If the child is physically or 
mentally disabled, the particular disability 
and its impact on the delivery of dental 
treatment in the office setting must be 
stated in the "Remarks" section. The 
request for pre-authorization must outline 
the entire treatment plan with the hospital 
code listed first. Additionally, the dental 
office treatment record for the member 
must also document the justification for 
hospitalization including accurate dental 
charting. A copy of the operative report 
must be maintained in the member's 
dental office treatment record. 

Denial of a hospital call request member 
does not prevent payment to the dental 
provider for any covered, pre-authorized 
(if required) treatment performed in the 
hospital. The denial is only for the code 
09420 and its accompanying fee for 
additional reimbursement to the provider 
as compensation for time out of the office. 

mcnadental 
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Fee 

$106.18 
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D9440 Office visit after hours 

Miscellaneous Services 

Code Description 

09920 Behavior management - by report 
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A 1-20. Visits for routine postoperative 
care are included in all therapeutic and 
oral surgery fees. Requires rationale. 
Procedure code D9440 is to be used for 
an office visit after regularly scheduled 
hours for the treatment of a dental 
emergency. The dental office must be 
reopened specifically to treat this 
emergency. The service(s) provided must 
be reimbursable under the Medicaid 
EPSOT Dental Program and must be 
listed on the claim form. 

Benefit Limits 

Requires submission of the MCNA Behavior 
Management Report Form (located in the 
Forms section of this manual) with the claim. 
All services rendered must comply with the 
AAPD guidelines for the use of passive 
restraint if passive restraint is utilized. 
Additional compensation paid for behavior 
management is intended to help offset the 
additional cost of providing care to members 
displaying disruptive or negative behavior 
during restorative and surgical procedures 
and may be reimbursed under the following 
circumstances: 

• The management technique 
involved extends the time of 
delivering treatment an additional 
33% above that required for 
members receiving similar treatment 
who do not demonstrate negative or 
disruptive behavior 

• Use of an additional dental 
personnel/assistant(s) 

• Use of restraint devices such as a 
papoose board 

Behavior management is reimbursable for 
members below the age of six (6), unless 
documentation indicates that the individual 
has a physical or mental disability. The 
particular disability and its impact on the 
delivery of dental treatment in the office 
setting must be stated in the request for pre
authorization. Sedation or anesthesia 
(including administration of nitrous} is not 
reimbursable when billed in conjunction with 
behavior management on lhe same day, by 
any provider. 
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$81.01 

Fee 

$70.10 
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D9940 Dental occlusal guard - by report 

D9951 Occlusal adjustment - limited 

D9999 Unspecified adjunctive procedure, by 
report 

MCNA_LA-P _PM[1.6] 

Pre-authorizations are required only for 
members six (6) years of age and older. 

Providers must indicate on the request for 
pre-authorization which dental treatment 
services are scheduled to be delivered at 
each treatment visit for which a management 
fee is requested. 

Behavior management is only reimbursable 
for dates of service on which restorative 
and/or surgical services (codes D2140 -
04999 and D7111 - D7999) are performed. 

Behavior management, if provided, must be 
billed on the same claim form as the 
restorative and/or surgical service(s). 

A maximum of four (4) behavior management 
services, per member, are available annually 
by the same billing provider, facility, or group. 

A 13-20. Requires pre-authorization X-Rays 
or color photographs, and rationale. Limited 
to once per year, per member, any provider, 
facility, or group. The member must have an 
occlusion that has progressed beyond the 
mixed dentition stage of tooth eruption. 

The request for pre-authorization must 
include a completed TMJ summary form 
(located in the Forms section of this manual). 
A copy of this form must be retained in the 
member's treatment record. Indicate whether 
the condition is acute or chronic and if any 
other services are to be provided in addition 
to the requested splint. 

This procedure is reimbursable for Oral 
Cavity Designators 01 and 02. 

A 13-20. Full mouth procedure. Limited to 
once per year. per member. any provider, 
facility. or group. Requires pre-authorization 
and rationale. The member must have an 
occlusion that has progressed beyond the 
mixed dentition stage of tooth eruption. 

The request for pre-authorization must 
include a completed TMJ Summary form 
(located in the Forms section of this manual). 
A copy of this form must be retained in the 
member's treatment record. Indicate whether 
the condition is acute or chronic and if any 
other services are to be provided. 

A 1-20. Requires pre-authorization, X-Rays, 
and rationale. 
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$285.08 

$87.24 

Manually 
Priced 
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20. EPSDT Non-Covered Services 

Non-covered services include, but are not limited to, the following : 

• Plaque control 
• Treatment of incipient or non-carious lesions (other than covered sealants and fluoride) 

• Routine panoramic radiographs 

mcnadental 
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• Occlusal radiographs or upper and lower anterior or posterior periapical radiographs (wheri utilized as 
part of an initial examination or screening without a specific diagnostic reason why the radiograph is 

necessary) 

• General anesthesia 

• Administration of in-office pre-medication 
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Requests for pre-authorization can be submitted electronically using MCNA's Provider Portal or by using an ADA 

Claim Form, the same paper claim form used for billing. Radiographs should be included with each request for 

authorization. MCNA will deny pre-authorizations that do not have the adequate information or radiographs 

necessary to make the authorization determination. Radiographs must be of diagnostic quality. If radiographs are 

contraindicated or unobtainable, the reason must be stated in the "Remarks" section of the electronic Provider 
Portal form or the paper ADA claim form submitted for the pre-authorization request. You must also document this 

reason in the member's record. 

It is the responsibility of the provider to document the need for treatment and the actual treatments performed in 

the member record and provide that information to MCNA's Utilization Management department. 

For ease of billing it is preferable to group services requiring authorization on a single form so that only one pre

authorization request need be issued per member. 

EPSDT Dental Program procedure codes, which conform to the ADA Code on Dental Procedures and 
Nomenclature, are provided above. The need for pre-authorization is noted above in the column labeled 

"Benefit Limits" for all covered procedure codes. 

Pre-authorization must be obtained and noted on the claim in Box 2 of the claim form before payment will 
be made. Pre-authorization must be obtained before rendering services. Services rendered before a pre

authorization is obtained will be denied. Pre-authorizations are valid for 180 days. 

It is the provider's responsibility to utilize the appropriate procedure code in a pre-authorization request. The pre

authorization approval of a requested service does not constitute approval of the fee indicated by the provider. 

When requesting a pre-authorization, the provider should list all services that are anticipated, even those not 
requiring authorization, in order for the clinical reviewer making a decision about the case to fully understand the 

general dental health and condition of the member for whom the request is being made. Explanations or reasons 

for treatment, if not obvious from the radiographs, should also be noted on the pre-authorization request. If 

submitting a pre-authorization request using the paper ADA Claim Form and the information required for a full 

explanation exceeds the space available, the provider should include a cover sheet outlining the information 

required to document the requested services. 

If a cover sheet is used, please be certain it includes the date of the request, the member's name and Medicaid ID 

#, the provider's name, and the provider's Medicaid ID#. 

A copy of this cover sheet, along with a copy of the pre-authorization request, must be kept in the member's 

treatment record. 

21.1. Pre-Authorization Reminders 
Within 72 hours of the completion of MCNA's review of a pre-authorization request, MCNA will send a pre

authorization letter to the provider detailing those services that have been pre-authorized. The letter will also list 

any denied services along with an explanation of those denials. A pre-authorization number will be furnished to 
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allow the provider to bill for services as they are completed. If a pre-authorization is required for a procedure 

code, your claim will be denied if you do not supply an approved pre-authorization number for the service. 

The member will also receive a copy of the pre-authorization letter and in the case of a denial, the explanation of 

denied benefits. The letter will advise members of their appeal rights. 

Pre-authorization is not a guarantee of member Medicaid eligibility. When a member loses Medicaid eligibility, any 

authorization of services becomes void. 
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The dental services that are covered under the Adult Denture Program are divided into two (2) categories: 

Diagnostic Services and Removable Prosthodontics. 

Only those services described below are payable under the Adult Denture Program: 

• Examination (only in conjunction with denture construction} 

• Radiographs (only in conjunction with denture construction) 

• Complete dentures 

• Denture relines 

• Denture repairs 
• Acrylic partial dentures (only in conjunction with an opposing full denture) 

Although similar services are available under the EPSDT Program, different program guidelines apply to the Adult 

Denture Program. 

NOTE: The Adult Denture Program does not reimburse any adult restorative or surgical procedures. 

22.1. Examinations 
Procedure code DO 150 is to be used for the comprehensive examination of the adult Medicaid member who is in 

need of a complete or partial denture. 

Reimbursement for this procedure code requires that radiographs be taken and submitted with the request for 
denture pre-authorization. The comprehensive oral examination and/or radiographs can only be paid in 

conjunction with a pre-authorized denture or partial denture. 

Procedure code D0150 should be entered on the first line of the claim form followed on the second line by the 

procedure code for radiographs (D0210, D0240, or D0330). 

Any request that does not have the required number/type of radiographs attached will be denied. 

The request for denture pre-authorization must also include all of the other procedures scheduled for the member. 

Procedure code D0150 is reimbursable once every eight (8) years when performed by the same billing provider, 

facility, or group. 

22.1.1. Examinations in Anticipation of Denture Construction 

If, after verifying the member's eligibility for Medicaid, the provider perceives that the member is eligible for the 
services available in the Adult Denture Program (e.g. the member is edentulous in one arch or the member is 

going to have the remaining teeth in an arch extracted) the provider must proceed with a thorough oral 

examination and the necessary radiographs. 

The provider must record in the member treatment record that the member is in need of a dental prosthesis and 
that she/he has determined that the member desires dentures. The provider must also assess for and record that 
the member can physically and mentally tolerate the construction of a new denture, and will be able to utilize the 
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denture once completed. The provider must also document the condition of any remaining teeth and any 

treatment required (including extractions and restorations}. 

22.1.2. Minimum Examination Requirements for the Clinical Examination 

The member's oral cavity must be examined for abnormalities, such as tori, neoplasms, anomalies, and systemic 

manifestations of diseases that may be present in the mouth. Findings must be recorded in the member treatment 

record and appropriate treatment recommendations made. 

22.1.3. Examination of Ineligible Members 

If the member is not eligible for Medicaid denture services or if the provider perceives that the member does not 

require a complete denture (e.g., the member does not have an edentulous (toothless} arch}, the provider should 

not continue with the examination or take radiographs. In addition, the provider should not submit a claim for 

payment of the examination code D0150, or the code for radiographs. 

22.1.4. Examination in Conjunction with a Denture Repair 

Radiographs are not required in conjunction with a denture repair; therefore, the fees for the examination and 

radiographs are not reimbursable. Claims for eligible denture repairs should be forwarded directly to MCNA for 

payment. 

22.1.5. Examination in Conjunction with a Denture Reline 

Radiographs are not required in conjunction with a denture reline; therefore, the fees for the examination and 

radiographs are not reimbursable. 

22.2. Radiographs 
If radiographs are unobtainable (e.g. the member is physically unable to receive this service or the member is a 

resident of a long-term care facility where radiographic equipment is unavailable), the reason for the lack of 
radiographs must be recorded in the member treatment record and on all pre-authorization requests submitted. In 

this instance, because radiographs were not taken, the provider will not be reimbursed for the examination code 

D0150. 

In order for MCNA to be able to make the necessary authorization determination, radiographs and/or oral/facial 

images must be of good diagnostic quality. Those requests for pre-authorization that contain radiographs and 

oral/facial images that are not of good diagnostic quality will be denied. 

As the comprehensive oral examination will only be paid in conjunction with the appropriate radiographs, the 

comprehensive oral examination will be denied if the radiographs are denied. 

Procedure code D0210 is reimbursable once every eight (8) years when performed by the same billing provider, 

facility, or group 

22.3. Removable Prosthodontics 
Removable prosthodontic services include complete dentures, partial dentures, denture repairs and denture 

relines. 
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Documentation requirements are included to conform to state and federal regulations concerning the necessity of 

documentation linked to the payment for services funded by both the state and federal government. 

The delivery date of the denture and/or partial dentures is the billing date of service (DOS}. 

The chart record with date of delivery of the dentures, including the member's signature for acceptance of the 

aesthetic try in, must be submitted with the claim for payment. 

Clinical Oral Evaluations 

Any combination of occlusal films (only for an edentulous arch), periapicals or, panoramic radiographs equal to or 
greater than the reimbursement allowed for the 00210 will be reimbursed as a 00210. Please check history to 
ensure services may be rendered. 

Exams and X-Rays for Adult Denture members are only reimbursed if the denture or partial denture pre
authorization request is approved. Providers should check the member's claims history in the MCNA Provider 
Portal to determine eligibility for dentures or partial dentures. 

Code 

D0150 

00210 

Description 

Comprehensive oral evaluation 

lntraoral-complete series (including 
bitewings) 
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Benefit Limits 

A 21 and older. This procedure may be 
reimbursed once in a six (6) month period 
by any provider, facility or group. Limited 
to one (1) every eight (8) years by the same 
provider, facility, or group. Must include 
D0210, D0240, or 00330 as well as a 
treatment plan for the Adult Denture Program 
procedures scheduled for the member by any 
provider. Also denied in conjunction with 
denture repair or reline. 

A 21 and older. This procedure may be 
reimbursed once in a six (6) month period 
by any provider, facility or group. Limited 
to one (1) every eight (8) years by the same 
provider, facility, or group. Denied when 
radiographs and/or oral/facial images are not 
of good diagnostic quality. 

• Minimum of five (5) mounted periapical 
radiographs of each edentulous or 
partially edentulous arch for which a 
prosthesis is requested (three (3) 
periapical radiographs if the arch does 
not require a prosthesis); or, 

• Any combination of occlusal films {only 
for an edentulous arch), periapicals or, 
panoramic radiographs equal to or 
greater than the reimbursement allowed 
for the 00210. 

A lead apron and thyroid shield must be used 
when taking any radiographs. This is 
generally accepted standard of care practice. 
and is part of normal, routine, radiographic 
hygiene. 

Fee 

$40.81 

$60.49 
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D0240 lntraoral-occ1usal film 

D0330 Panoramic film 

22.4. Complete Dentures 

A 21 and older. This procedure may be 
reimbursed once per arch in a six (6) 
month period by any provider, facility or 
group. Limited to one (1) film per arch every 
eight (8) years by the same provider, facility. 
or group. Denied when radiographs and/or 
oral/facial images are not of good diagnostic 
quality. 

A lead apron and thyroid shield must be used 
when taking any radiographs. This is 
generally accepted standard of care practice. 
and is part of normal, routine, radiographic 
hygiene. 

A 21 and older. This procedure may be 
reimbursed once in a six (6) month period 
by any provider, facility or group. Limited 
to one (1) service every eight (8) years by the 
same provider, facility, or group. Denied 
when radiographs and/or oral/facial images 
are not of good diagnostic quality. 

A lead apron and thyroid shield must be used 
when taking any radiographs. This is 
generally accepted standard of care practice. 
and is part of normal. routine, radiographic 
hygiene. 

mcnadental 
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$20.41 

$57.05 

Only one (1) complete or partial denture per arch is allowed in an eight (8} year period. The time period begins 

from the date the previous complete or partial denture for the same arch was delivered. A combination of two (2) 

complete or partial denture relines per arch or one (1) complete or partial denture and one (1) reline per arch is 

allowed in an eight (8) year period as pre-authorized by Medicaid/MCNA. 

All missing teeth or teeth to be extracted must be marked in Block 34 of the ADA Dental Claim Form in the 

following manner: "X" out missing teeth and "/" out teeth to be extracted. 

Immediate dentures are not considered temporary. The provider must inform the member that no reline will be 

reimbursed by MCNA within one (1) year of the denture delivery. 

If there will be teeth remaining on the date of denture delivery, only the immediate full denture codes (05130 

and/or D5140) may be pre-authorized. Radiographs must confirm that no more than six (6) teeth remain. If more 

than six (6) teeth remain, the attending provider must certify by statement in the "Remarks" section that six (6) or 

fewer teeth will remain when the final impression is taken. 

An immediate denture that is not delivered cannot be reimbursed nor will Medicaid reimburse any payment under 

the interruption of treatment guidelines. 

Since the Medicaid Adult Denture Program does not reimburse for extractions, providers must make final 
arrangements for the removal of the remaining teeth prior to starting an immediate denture. Failure to deliver the 

immediate denture because the member is not able to pay for the extractions of the remaining teeth is not an 

acceptable reason for not delivering the denture. 

MCNA_LA-P _PM[1.6) Page 125 of 155 



Louisiana Provider Manual 
MCNA Dental 

Complete Dentures (Including Routine Post Delivery Care) 

Code Description Benefit Limits 
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Fee 

Denture services provided to members under the Medicaid Program must follow acceptable techniques in all 
stages of construction, such as preliminary and final impressions, wax rim and esthetic try-in, processing. delivery 
and adjustment. Although no minimum number of appointments is set the following minimum standards must be 
adhered to: 

• The provider is required to obtain acceptance of esthetic appearance from member prior to processing. 
This acceptance must be documented by the member's signature in the treatment record. 

• The denture must be flasked and processed under heat and pressure in a commercial or dental office 
laboratory using American Dental Association (ADA) certified materials. The prosthetic prescription and 
laboratory bill (or a copy) must be maintained in the member's treatment record. 

• Upon delivery: 
o The denture bases must be stable on the lower and retentive on the upper. 
o The clasping must be appropriately retentive for partial dentures. 
o The vertical dimension of occlusion must be comfortable to the member (not over or under

closed}. The proper centric relation of occlusion must be established for complete dentures or 
partial dentures opposing full dentures. For partial dentures opposing natural dentition or 
another partial denture, the occlusion must be harmonious with the opposing arch. 

o The denture must be fitted and adjusted for comfort, function, and esthetics. 
o The denture must be finished in a professional manner; it must be clean, exhibit a high gloss, 

and be free of voids, scratches, abrasions, and rough spots. 

The provider is responsible for all necessary adjustments for a period of six (6) months. 

Records must include a chronological (dated) narrative account of each member's visit indicating what treatment 
was provided and what conditions were present on those visits. A check list of codes for services billed as well as 
copies of claim forms sent in for authorization or payment is deemed insufficient documentation of services 
delivered. 

If the member refuses delivery of the complete or partial denture, it cannot be considered delivered. 

Failure to deliver a minimally acceptable full or partial denture, failure to provide adequate follow-up care. or failure 
to document the services provided will be considered grounds for recouping the fee paid for the denture. 

All full and partial dentures reimbursed under the Medicaid Adult Denture Program must have the following unique 
identification information processed into the acrylic base: 

• The first four (4) letters of the member's last name and first initial 
• The month and year (mm/yy} the denture was processed 
• The last five (5) digits of the provider's Medicaid identification (ID) number 

The following codes require pre-authorization. X-Rays, and rationale. The provider is required to obtain 
acceptance of esthetic appearance from member prior to processing. This acceptance must be documented by the 
member's signature in the treatment record and submitted to MCNA along with the claim for payment. Additionally 
the provider must complete the Adult Denture Program Clinical Condition Certification Form located in the back of 
the manual under Section 27 and submit with the request for pre-authorization. 

05110 Dentures complete maxillary A 21 and older. $495.00 

D5120 Dentures complete mandible A 21 and older. $495.00 

05130 Dentures immediate maxillary A 21 and older. $495.00 

05140 Dentures immediate mandible A 21 and older. $495.00 
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The Adult Denture Program only provides for acrylic partials to oppose a full denture and does not provide for two 

(2) partial dentures in the same oral cavity. 

Medicaid may provide an acrylic partial denture when the opposing arch has a functioning complete denture, or is 
having a complete denture fabricated simultaneous to the partial denture and the arch requiring the partial 

denture is: 

• Missing two (2) or more maxillary anterior teeth 

• Missing three (3} or more mandibular anterior teeth 
• Missing at least four (4) posterior permanent teeth in a single quadrant when the prosthesis would restore 

masticatory function and balance the occlusion. 

Only one (1) complete or partial denture per arch is allowed in an eight (8) year period. The time period begins 
from the date the previous complete or partial denture for the same arch was delivered. A combination of two (2} 
complete or partial denture relines per arch or one (1) complete or partial denture and one (1) reline per arch is 

allowed in an eight {8) year period as pre-authorized by MCNA. 

For relines, at least one (1) year shall have elapsed since the complete or partial denture was delivered or last 

relined. 

The overall condition of the mouth is an important consideration in whether or not a partial denture is authorized. 

For partial dentures, abutment teeth must be caries-free or have been completely restored and have sound 
periodontal support. For those members requiring extensive restorations, periodontal services, extractions, etc., 

post-treatment radiographs may be requested prior to approval of an acrylic partial denture. 

A description of the arch receiving the prosthesis must be provided by indicating which teeth are to be replaced 
and which are to be retained. On the tooth number chart on the ADA form, "X" out missing teeth and"/" out teeth 
to be extracted. If only a few teeth are present, "O" teeth that are to be retained when the partial is delivered. The 
design of the prosthesis and materials used should be as simple as possible and consistent with basic principles 

of prosthodontics. 
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Fee 

The Adult Denture Program only provides for acrylic partials to oppose a full denture and does not provide for two 
(2) partial dentures in the same oral cavity. 

Medicaid may provide an acrylic partial denture when the opposing arch has a functioning complete denture, or is 
having a complete denture fabricated simultaneous to the partial denture and the arch requiring the partial denture 
is: 

• Missing two (2) or more maxillary anterior teeth 
• Missing three (3) or more mandibular anterior teeth 
• Missing at least four (4) posterior permanent teeth in a single quadrant when the prosthesis would restore 

masticatory function and balance the occlusion 

The overall condition of the mouth is an important consideration in whether or not a partial denture is authorized. 
For partial dentures, abutment teeth must be caries free or have been completely restored and have sound 
periodontal support. For those members requiring extensive restorations, periodontal services, extractions, etc. 
post-treatment radiographs may be requested prior to approval of an acrylic partial denture. 

The following codes require pre-authorization, X-Rays, and rationale. 

The provider is required to obtain acceptance of esthetic appearance from member prior to processing. This 
acceptance must be documented by the member's signature in the treatment record and submitted to MCNA 
along with the claim for payment. Additionally the provider must complete the Adult Denture Program Clinical 
Condition Certification Form located in the back of the manual under Section 27.7 and submit with the request for 
pre-authorization. 

05211 Upper partial-resin base A 21 and older. $470.00 

D5212 Lower partial-resin base A 21 and older. $470.00 

22.6. Denture Repairs 
Repairs to partial dentures are covered in the Adult Denture Program only if the partial denture opposes a 

complete denture. Members who do not have a complete denture are not eligible for the partial denture repair 

services of the Adult Denture Program. 

Reimbursement for repairs of complete and partial dentures are allowed only if more than one (1} year has 

elapsed since denture insertion by the same billing provider, facility, or group and the repair makes the denture 

fully serviceable, eliminating the need for a new denture unit. 

If the same billing provider, facility, or group requests a complete or partial denture within the first year after a 

repair is paid, the repair fee for that arch will be deducted from the new prosthesis fee. A repair is allowed in 

conjunction with a reline on the same member as long as the repair makes the denture fully serviceable. 

A $185 limit in base repair, clasp addition or replacement, or tooth addition or replacement services per arch for 

the same member is allowed within a single one (1) year period for the same billing provider, facility, or group. 

The fee assigned for the first tooth billed using the codes D5520, D5640 or D5650 will reflect the base price for 

the first denture tooth. When multiple teeth are replaced or added to the same prosthesis on the same date of 

service, the same procedure code is to be used for each tooth. However. the fee assigned for the additional teeth 

will reflect the additional allowance per tooth as indicated. 

Minimal procedural requirements for repair services include the following : 
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• The prosthesis should be repaired using appropriate materials and techniques in a commercial or dental 
office laboratory. If the repair is performed in a commercial dental laboratory, the prosthetic prescription 

and laboratory bill (or a copy) must be maintained in the member's treatment record. 

• Repairs must make the prosthesis fully serviceable, retaining proper vertical dimension and centric 

relation of occlusion. 
• The prosthesis must be finished in a workmanlike manner; clean, exhibit a high gloss, and be free of 

voids, scratches, abrasions, and rough spots 
• The member's treatment record must specifically identify the location and extent of the breakage. 

Failure to provide adequate documentation of services billed as repaired when requested by Medicaid or its 

authorized representative will result in recoupment of the fee paid by the program for the repair. 

Repairs to Complete Dentures 

Code Description 

D5510 Repair broken complete denture base 

D5520 Replace missing or broken teeth-complete 
denture (each tooth) 
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Benefit Limits 

A 21 and older. A repair is allowed in 

conjunction with a reline on the same 

member as long as the repair makes the 
denture fully serviceable. Must include the 

location and description of the fracture in 

the "Remarks" section of the claim form. 

Reimbursable only for Oral Cavity 

Designators 01 and 02. 

A21 and older. T1Ds2-15and 18-31. The 

first tooth billed will reflect the base price 

for the first denture tooth. When multiple 

teeth are replaced or added to the same 
prosthesis on the same date of service, the 

same procedure code is to be used for 

each tooth. However. the fee assigned for 

the additional teeth will reflect the 
additional allowance per tooth as indicated. 

Fee 

$125.00 

$65.00 
$33.00 
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Repairs to Partial Dentures 

Code Description 

D5610 Repair resin denture base 

D5630 Repair or replace broken clasp. Partial 
Denture- per tooth 

D5640 Replace broken teeth-per tooth 

05650 Add tooth to existing partial denture 

D5660 Add clasp to existing partial denture, per 
tooth 
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Benefit Limits 

A 21 and older. A repair is allowed in 
conjunction with a reline on the same 
member as long as the repair makes the 
denture fully serviceable. Must include the 
location and description of the fracture in 
the "Remarks" section of the claim form. 

Reimbursable only for Oral Cavity 
Designator 01, 02, 10, 20. 30, and 40. The 
appropriate oral cavity designator must be 
when requesting reimbursement for these 
procedures. 

A 21 and older. Reimbursable for Oral 
Cavity Designators O 1 , 02. 10, 20, 30 and 
40. The appropriate oral cavity designator 
must be when requesting reimbursement 
for these procedures. 

A 21 and older. TIDs 2-15 and 18-31. The 
first tooth billed will reflect the base price 
for the first denture tooth. When multiple 
teeth are replaced or added to the same 
prosthesis on the same dale of service. the 
same procedure code is to be used for 
each tooth. However, the fee assigned for 
the additional teeth will reflect the 
additional allowance per tooth as indicated. 

A 21 and older. TIDs 2-15 and 18-31. The 
first tooth billed will reflect the base price 
for the first denture tooth. When multiple 
teeth are replaced or added to the same 
prosthesis on the same date of service, the 
same procedure code is to be used for 
each tooth. However, the fee assigned for 
the additional teeth will reflect the 
additional allowance per tooth as indicated. 

A 21 and older. Reimbursable for Oral 
Cavity Designators 01, 02, 10, 20, 30 and 
40. The appropriate oral cavity designator 
must be when requesting reimbursement 
for these procedures. 
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Fee 

$125.00 

$119.00 

$65.00 
$33.00 

$65.00 
$33.00 

$119.00 
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Relines for partial dentures are covered in the Adult Denture Program only if the partial denture opposes a 
complete denture. Members who do not have a complete denture are not eligible for the partial denture reline 

services of the Adult Denture Program. 

A combination of two (2) complete or partial denture relines per arch or one (1) complete or partial denture and 
one (1} reline per arch is allowed in an eight (8) year period as pre-authorized by MCNA. The time period begins 

from the date the previous complete or partial denture for the same arch was delivered. 

Reimbursement for complete and partial denture relines are allowed only if one ( 1) year has elapsed since the 

previous complete or partial denture was constructed or last relined. 

If the same billing provider, facility, or group requests a complete or partial denture for the same arch within one 
(1) year after delivery of the reline, the reline fee will be deducted from the new prosthesis fee. A combination of 
two (2) complete or partial denture relines or one (1) complete or partial denture and one (1) reline in the same 

arch are allowed in an eight (8) year period as pre-authorized by MCNA. 

Reline of existing dentures must be given priority over the construction of new dentures if the reline will result in a 

serviceable denture for at least eight (8) years. 

NOTE: Chair-side relines (cold cure acrylics} are not reimbursable. 

Minimal procedural requirements for reline services include the following: 

• All tissue bearing areas of the denture or saddle areas of the partial must be properly relieved to allow for 

the reline material 
• Occlusal vertical dimensions and centric relationships must be retained or re-established if lost 

• Relines must be flasked and processed under heat and pressure in a commercial or office laboratory 

• Relines must be finished in a workmanlike manner; clean; exhibit a high gloss; and must be free of voids, 

scratches, abrasions, and rough spots 

The denture must be fitted and adjusted for comfort and function. 

The provider is responsible for all necessary adjustments for a period of six (6) months. 

Failure to deliver a minimally acceptable reline, failure to provide adequate follow-up care, or failure to provide 

adequate documentation of services billed as relined when requested by 

MCNA will result in recoupment of the fee paid for the reline. 
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Denture Reline Procedures 

Code Description Benefit Limits 

The following codes require pre-authorization and rationale. 

D5750 Reline complete maxillary denture A 21 and older. 
{laboratory) 

The provider is responsible for all 
necessary adjustments for a period of 
six (6) months. 

D5751 Reline complete mandibular denture A 21 and older. 
(laboratory) 

The provider is responsible for all 
necessary adjustments for a period of 
six (6) months. 

D5760 Reline maxillary partial denture (laboratory) A 21 and older. Reimbursable only if the 
partial denture opposes a complete 
denture. 

The provider is responsible for all 
necessary adjustments for a period of 
six (6) months. 

D5761 Reline mandibular partial denture A 21 and older. Reimbursable only if the 
(laboratory) partial denture opposes a complete 

denture. 

The provider is responsible for all 
necessary adjustments for a period of 
six (6) months. 

22.8. Other Removable Prosthodontics 

Complete Dentures (Including Routine Post-Delivery Care) 

Code Description Benefit Limits 

The following codes require pre-authorization, X-Rays, and rationale. 

D5899 Unspecified removable prosthodontic 
procedure, by report 
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A 21 and older. This procedure code is 
used for a procedure that is not adequately 
described by another code. It requires pre

authorization. Please describe the situation 
requiring treatment and the treatment 
proposed in the "Remarks" section of the 
claim form. 
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Fee 

$238.00 

$238.00 

$208.00 

$208.00 

Fee 

Manually 
Priced 
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Non-covered services in the Adult Denture Program are any codes not listed in the Adult Denture Program fee 

schedule located in this manual. 
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Requests for pre•authorization can be submitted electronically using MCNA's Provider Portal or by using an ADA 
Claim Form, the same paper claim form used for billing. Providers should with their pre.authorization requests the 

appropriate mounted bitewing or periapical radiographs that support the clinical findings and justify the treatment 

requested. 

Radiographs should be included with each request for authorization. MCNA will deny pre-authorizations that do 

not have the adequate information or radiographs necessary to make the authorization determination. 
Radiographs must be of diagnostic quality. If radiographs are contraindicated or unobtainable, the reason must be 

stated in the "Remarks" section of the electronic Provider Portal form or the paper ADA claim form submitted for 

the pre•authorization request. You must also document this reason in the member's record. 

It is the responsibility of the provider to document the need for treatment and the actual treatments performed in 

the member's record and provide that information to MCNA. 

For ease of billing it is preferable to group services requiring authorization on a single claim form so that only one 

pre-authorization number need be issued per member. 

All Adult Denture Program services (except for exam, x-rays, and repairs) require pre-authorization. Exams and x

rays are only reimbursed if the denture is approved. Check the member's claims history to ensure the member is 
eligible for services based on frequency guidelines. The procedure codes for services requiring pre-authorization 

must be authorized by MCNA before payment will be made. It is your responsibility to utilize the appropriate 

procedure code in a request for pre-authorization. MCNA's approval of a requested service does not constitute 

approval of the fee indicated by the provider. 

When requesting a pre-authorization, the provider should list all services that are anticipated, even those not 

requiring authorization, in order for MCNA to fully understand the general dental health and condition of the 

member for whom the request is being made. Explanations or reasons for treatment, if not obvious from the 

radiographs, should also be noted on the pre-authorization request. If submitting a pre-authorization request using 
the paper ADA Claim Form and the information required for a full explanation exceeds the space available, the 

provider should include a cover sheet outlining the information required to document the requested services. 

If a cover sheet is used, please be certain it includes the date of the request, the member's name and Medicaid ID 

#, the provider's name, and the provider's Medicaid ID or NPI #. A copy of this cover sheet, along with a copy of 

the pre-authorization request, must be kept in the member's treatment record. 

If the provider proceeds with treatment before receiving authorization from MCNA, the provider should consider 

that the request might not be authorized for services rendered. However, providers may render and bill for 

services that do not require pre-authorization while waiting for MCNA's decision about the authorization of those 

services that do. 

Pre-authorization is not a guarantee of member Medicaid eligibility. When a member loses Medicaid eligibility, any 

authorization of services becomes void. 

All pre-authorization requests should be sent to MCNA using the Provider Portal or by mail. 
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The guidelines for the interruption of treatment apply to codes D5110, D5120, D5211, D5212, D5213, and D5214 

ONLY. No other codes are eligible for payment under these guidelines. 

A provider must make every effort to deliver the denture. The provider must document in the member's treatment 

record all attempts to deliver the denture and the reasons the denture was not delivered. 

If a failure to deliver the denture was due to circumstances beyond the provider's control, such as if the member 

discontinues treatment or loses eligibility during the course of the construction of a denture, then under the 
interruption of treatment guidelines, the provider should not bill MCNA using the procedure code as originally pre-

authorized. 

Because the original procedure could not be completed, the case must be resubmitted to the Utilization 
Management department so the pre-authorization number can be reissued with the proper procedure code 
relating to the service attempted. The provider will then be able to bill MCNA for that portion of the treatment that 

has been completed using the reissued procedure code and pre-authorization number. 

NOTE: An immediate denture that is not delivered cannot be reimbursed, nor will MCNA reimburse any payment 

under the interruption of treatment guidelines for an immediate denture. 

For the purpose of determining the amount the provider will be paid for interrupted services, the denture 

fabrication process is divided into four (4) stages: 

• Impressions (initial impression, construction of custom dental impression tray and final impressions) 

• Bite registration (wax try-in with denture teeth) 

• Processing 

• Delivery 

If treatment is interrupted after completion of Stage 1 (Impressions), 25% of the fee may be paid upon submission 
of the custom dental impression tray to MCNA. If treatment is interrupted after initial impression but prior to 

construction of custom impression tray, no reimbursement will be made. 

If treatment is interrupted after Stage 2 (Bite Registration), 50% of the fee may be paid upon submission of the 

wax try-in with denture teeth to MCNA Dental 

If treatment is interrupted after completion of Stage 3 (Processing), 75% of the reimbursement fee will be paid 

upon submission of the denture to MCNA. 
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MCNA's Utilization Management Criteria uses components of dental standards from the American Academy of 
Pediatric Dentistry (www,aapd.org) and the American Dental Association (www.ada.org). MCNA's criteria are 

changed and enhanced as needed. 

The procedure codes used by MCNA are described in the American Dental Association's Code Manual. Requests 
for documentation of these codes are determined by community accepted dental standards for authorization such 

as treatment plans. narratives, radiographs and periodontal charting. 

These criteria are approved and annually reviewed by MCNA's Utilization Management Committee. They are 
designed as guidelines for authorization and payment decisions and are not intended to be absolute. Please refer 
to the Section of this manual titled, "Covered Services and Fee Schedules," for a list of all codes covered under 

the program and additional limitations and requirements for coverage. 

26.1. Guidelines for Oral Surgery 
Uncomplicated extractions, removal of soft tissue impactions or minor surgical procedures are considered basic 
services and are the responsibility of the Primary Care Dentist (PCD). The Member may be referred to a 

contracted MCNA oral surgeon when it is beyond the scope of the PCD. 

26.1.1. Criteria 

• A tooth broken below the bone level 

• Supernumerary tooth 

• Dentigerous cyst 
• Untreatable Periodontal disease 

• Pathology not treatable by other means 

• Recurrent pericoronitis 

• Non-restorable carious lesion 
• Pain and/or swelling due to impeded eruption 

• Orthodontic extractions (Requires Approval) 

• Exfoliation of a deciduous tooth not anticipated within six months 

• No extractions of third molars if roots are not substantially formed 
• Alveolplasty (7310) in conjunction with four or more extractions in the same quadrant. 

• There is no benefit for the extraction of asymptomatic teeth 
• Extractions are not payable for deciduous teeth when normal loss is imminent 

26.1.2. Documentation Required for Authorization 

• Submit appropriate radiographs with authorization request: bitewings, periapical or panorex 

• Narrative demonstrating medical necessity 

26.1.3. Procedure Codes 

• D7210, D7220, surgical removal of erupted tooth, radiographs and narrative. 

• D7230, D7240, D7241, surgical removal of impacted teeth, radiographs and narrative. 
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• D7250, surgical removal of residual roots, radiographs and narrative. 

• D7280, surgical access of unerupted tooth, radiographs and narrative. 

• D7310, alveoloplasty in conjunction with extraction, radiographs and narrative. 
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• D7510, incision and drainage of abscess, radiographs and narrative. Will not be considered on same date 

with extraction of tooth related to incision and drainage. 

26.1.4. Code Descriptions 

• D7140. extractions, erupted tooth or exposed root (Elevation and/or forceps removal) 
Includes routine removal of tooth structure, minor smoothing of socket of socket bone, and closure, as 

necessary. 
• D7210 - surgical removal of erupted tooth requiring removal of bone and/or sectioning of tooth, 

and including elevation of mucoperiosteal flap if indicated 
Includes related cutting of gingival and bone, removal of tooth structures, minor smoothing of socket bone 

and closure. 

• D7220 - removal of impacted - soft tissue 
Occlusal surface of tooth covered by soft tissue; requires mucoperiosteal flap elevation. 

• D7230 - removal of impacted tooth • partially bony 
Part of crown covered by bone; requires mucoperiosteal flap elevation and bone removal. 

• D7240 - removal of impacted tooth - completely bony 
Most or all crown covered by bone; requires mucoperiosteal flap elevation and bone removal. 

• D7241 - removal of impacted tooth-complete bony, with unusual surgical complications 
Most or all of crown covered by bone; usually difficult or complicated due to factors such as nerve 
dissection required, separate closure of maxillary sinus required or aberrant tooth position. 

• D7250 - surgical removal of residual tooth roots (cutting procedure) 
Includes cutting of soft tissue and bone, removal of tooth structure, and closure. 

26.2. Guidelines for Endodontics 

26.2.1. Criteria 

• The tooth is infected and/or abscessed. 

• Trauma or fracture that damages the pulp. 
• The pulp of the primary tooth is infected and the exfoliation of the deciduous tooth is not anticipated within 

six months. (This is for pulpotomy or pulpectomy only} 
• Tooth must demonstrate at least 50% bone support and cannot have mobility grades +2 or +3. 

• Root canal therapy not in anticipation of placement of an overdenture. 

26.2.2. Criteria for Retreatment of Root Canal 

• Overfilled canal 

• Underfilled canal 

• Broken instrument in canal, that is not retrievable 
• Root canal filling material lying free in periapical tissues and acting as an irritant 
• Perforation of the root in the apical one-third of the canal therefore this will cause a denial for a 

retreatment. 
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• Fractured root tip is not reachable therefore this will cause a denial for a retreatment 

26.2.3. Criteria for Apexification 
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• The apex of the root is not closed and needs to be treated so closure can be achieved. (Usually after 

trauma) 

26.2.4. Criteria for Apicoectomy and Retrograde Filling 

• The apex of the tooth needs to be removed because the surrounding area is infected and/or has an 
abscess; it requires a filling to be placed in the apical part of the tooth to seal that part of the root canal. 

• Perforation of the root in the apical one-third of the canal. 

26.2.5. Documentation Required for Authorization 

• Submit appropriate radiographs with authorization request: periapical or panorex. 

• Emergency treatment will require a dated pre- and post-operative radiograph for claims review. 

• In situations where pathology is not apparent, a written narrative justifying treatment is required . 

26.2.6. Other Considerations 

• Root canal therapy for permanent teeth includes diagnosis, extirpation of the pulp, shaping and enlarging 
the canals, temporary fillings, filling and obliteration of root canal{s}, and progress radiographs, including 

a final root canal fill radiograph. 
• In cases where the root canal filling does not meet MCNA's treatment standards, MCNA can require the 

procedure to be redone at no additional cost. Any reimbursement already made for an inadequate service 

may be recouped after MCNA reviews the circumstances. 

26.2.7. Procedure Codes 

• D3310, anterior routine endodontic therapy 

• D3320, bicuspid endodontic therapy 

• D3330, molar endodontic therapy 

• D3220, therapeutic pulpotomy 
• D3240, pupal therapy on primary teeth (resorbable filling) 

• D3352 apexification / recalcification interim visit 

• D3410 apicoectomy 

• D3430 retrograde filling 

26.3. Guidelines for Non-Intravenous and IV Sedation 

26.3.1. Requirements 

• Dentists providing sedation or anesthesia services must have the appropriate certification from the 
Louisiana State Board of Dentistry for the level of sedation or anesthesia provided. 

• MCNA must have on file a copy of the certification prior to rendering sedation services. 
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26.3.2. Criteria 

Acceptable conditions include, but are not limited to, one or more of the following : 

• Documented local anesthesia toxicity. 

• Severe cognitive impairment or developmental disability. 

• Severe physical disability. 

• Uncontrolled management problem. 

• Extensive or complicated surgical procedures. 

• Failure of local anesthesia. 

• Documented medical complications. 

• Acute infections. 

26.3.3. Documentation Required for Claims Processing 

• Certain procedures require submission of narrative stating medical necessity. 
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Note: Sedation will be restricted to two procedures within a twelve month period without prior authorization. 

26.3.4. Procedure Codes 

• D9230, Analgesia, anxiolysis, inhalation of nitrous oxide 
• D9243, Intravenous moderate (conscious) sedation/ analgesia- 15 minute units 

• D9248, Non intravenous conscious sedation 

26.3.5. Criteria for Medical Immobilization Including Papoose Boards 

The Provider must obtain a written informed consent from the legal guardian and documented in the Member's 

record prior to medical immobilization. The Provider must complete MCNA's Medicaid Behavior Management 

Report Form (located in the Forms section of this manual). 

The Patient's record should include: 

• Informed consent 

• Type of immobilization used 

• Indication for immobilization 

• The duration of application 

Goals of behavior management: 

• Establish communication 

• Alleviate fear and anxiety 

• Deliver quality dental care 
• Build a trusting relationship between dentist and child 

• Promote the child's positive attitude toward oral/dental health 
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26.4. Guidelines for Core Build Up 

26.4.1. Criteria 

• The foundation of the tooth is insufficient to place a crown. 
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• Performed on a previously endodontic treated tooth to provide a foundation to place a crown. 

• Not covered on primary teeth. 

26.4.2. Documentation Required for Authorization 

• Submit appropriate radiographs with authorization request: periapical or panorex 

• Requires post-operative endodontic x-ray in order to approve prefabricated post & core 

26.4.3. Procedure Codes 

• D2950, Core build up 

• D2951, Pin retention per tooth 

• 02954, Prefab post and core in addition to a crown 

26.5. Guidelines for Crowns 

26.5.1. Criteria 

• Criteria for crowns will be met only for permanent teeth needing multisurface restorations where other 

restorative materials have a poor prognosis. 
• Permanent molar teeth must have pathologic destruction to the tooth by caries or trauma, and should 

involve four or more surfaces and two or more cusps. 
• Permanent bicuspid teeth must have pathologic destruction to the tooth by caries or trauma, and should 

involve three or more surfaces and at least one cusp. 
• Permanent anterior teeth must have pathologic destruction to the tooth by caries or trauma, and must 

involve four or more surfaces and at least 50% of the incisal edge. 

Note: To meet criteria, a crown must be opposed to a tooth or denture in the opposite arch or be an abutment for 

a partial denture. 

Crowns will not meet criteria if: 

• A lesser invasive restoration is possible 

• Tooth has subosseous and/or furcation caries. 

• Tooth has advanced periodontal disease 
• Crowns are being planned to alter vertical dimension 
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26.6. Guidelines for Crowns following Root Canal Therapy 

26.6.1. Criteria 
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• Tooth should be filled sufficiently close to the radiological apex to ensure that an apical seal is achieved, 
unless there is a curvature or calcification of the canal that limits the dentist's ability to fill the canal to the 

apex. 
• The filling must be properly condensed/obturated. Filling material does not extend excessively beyond the 

apex. 
• The permanent tooth must be at least 50% supported in bone and cannot have mobility grades +2 or +3. 

26.6.2. Documentation Required for Authorization 

• Submit appropriate radiographs with authorization request: periapical or panorex 

• Require submission of radiographs showing clearly the adjacent and opposing teeth submitted with the 

claim for review of payment 
• Claims request should include a dated radiograph of RCT. If RCT was done by submitting Dentist. 

26.6.3. Procedure Codes 

• D2930, Prefabricated stainless steel crown primary tooth 

• D2931, Prefabricated stainless steel crown permanent tooth 

• D2932, Prefabricated resin crown 
• D2933, Prefabricated stainless steel crown with resin window 

• D2934, Prefabricated esthetic coated stainless steel crown primary 

26.7. Guidelines for Periodontal Treatment 

26.7.1. Criteria 

• Periodontal charting indicates abnormal pocket depths in multiple sites. Probing depths must be 4mm or 

greater. 
• Radiographic evidence of root surface calculus. 
• Radiographic evidence of noticeable loss of bone support. Attachment loss with the appearance of 

reduction of the alveolar crest beyond 1-1 112mm proximity to the cement-enamel junction (CEJ) 

exclusive of gingival recession. 

26.7.2. Criteria for Gingivectomy 

• Presence of diseased malformed or excess gingival tissue due to systemic disease or pharmacological 

induced gingival hyperplasia. 

26.7.3. Criteria for Full Mouth Debridement 

• Presence of significant gingival inflammation and/or supragingival calculus 
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26.7.4. Documentation Required for Authorization 
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• Submit appropriate radiographs with authorization request: bitewings or periapical preferred. 

• Complete periodontal charting 

• Narrative 

• Photograph is required for CDT code (4210 & 4355) 

26.7.5. Procedure Codes 

• D4341, periodontal scaling and root planning requiring radiographs and perio chart. 

• 04355, gross debridement requiring radiographs, narrative. and photos. 

• D4210, gingivectomy and/or gingivoplasty. 

26.8. Guidelines for Orthodontics 
Please see the "Orthodontic Services" section. 

26.9. Guidelines for X-Rays 
Criteria 

• Must be of diagnostic quality 

• All x-rays must be marked Right & Left 

• Must have the Patient's name 

• Must have the date x-rays were taken 

26.10. Guidelines for Removable Prosthodontics (Full and Partial Dentures) 

26.10.1. Criteria 

• If favorable prognosis is present. 

• If abutment teeth are more than 50% supported in bone. 

• Adjustments, repairs and relines are allowed when there are extenuating circumstances, and/or medical 

necessity. 
• All prosthetic appliances shall be inserted in the mouth before a claim is submitted tor payment. 

• If more than one posterior tooth will be replaced not including third molars. 

• A denture is determined to be an initial placement if the Patient has never worn a prosthesis. This does 

not refer to just the time a Patient has been receiving treatment from a certain Provider 

Authorizations for removable prosthesis will not meet criteria if extensive repairs are performed on marginally 

functional partial dentures, or when a new partial denture would be better for the health of the recipient. However, 

adding teeth and/or clasp to a partial denture is a covered benefit if the addition makes the dentures functional. 

Please see the "Removable Prosthodontics" section. 

26.10.2. Documentation Required for Authorization 

• Submit appropriate radiographs with authorization request: bitewings, perlapical or panorex 
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26.10.3. Procedure Codes 

Complete Dentures 
• D5110, complete denture maxillary (upper) 

• D5120, complete denture mandibular (lower) 

• D5130, dentures immediate maxillary 

• D5140, dentures immediate mandible 

Partial Dentures 

• D5211, upper partial resin base 

• D5212, lower partial resin base 
• D5213, Maxillary partial denture - cast metal framework with resin denture base 

• D5214, Mandibular partial denture - cast metal framework with resin denture base 

Repairs to Complete Dentures 

• D5510, Repair broken complete denture base 
• D5520, Replace missing or broken teeth - complete denture (each tooth) 

Repairs to Partial Dentures 

• D5610, Repair resin denture base 
• D5630, Repair or replace broken clasp, Partial Denture- per tooth 

• D5640, Replace broken teeth - per tooth 

• D5650, Add tooth to existing partial denture 

• D5660, Add clasp to existing partial denture, per tooth 

Denture Reline Procedures 
• D5750, Reline complete maxillary denture {laboratory) 

• D5751, Reline complete mandibular (laboratory) 

• D5760, Reline maxillary partial denture (laboratory} 

• D5761, Reline mandibular partial denture (laboratory) 

Interim Prosthesis 

• D5820, Interim partial denture-maxillary 

• D5821, Interim partial denture-mandibula 
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27. Forms 

The following pages contain forms that can be filled out and submitted to MCNA directly. 
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27 .1. Member Outreach Form for Louisiana Providers 

Member Outreach Form for Louisiana Providers 
MCNADental 

mcnadental 
'-./ 

An MCNA representative will contact the member to provide education, assist wilh scheduling appoinlments, and assist with transportation as needed, 

Member Information Provider Information 

Member Name (Last Name, First Name) Provider Name (Last Name. First Name) 

Parent/Guardian Name (last Name. First Name) Office Contact Nami, (Last Name, First Name) 

Date of Birth (MM/DD/YYYY) MCNA Member ID Number MCNA Provider ID Number 

Phone Number Date of L•!lt Office Visit Phone Number Date of Outreach Request 

Reason for Outreach Additional Information 

To help us understand more about your request for member outreach, 
please select the best description of the member or the member's 
behavior from the following: 

D Has not received initial oral health e,cam. 

rt Behind on six-month foltow-up care according to AAPD 
Periodicity Schedule. 

n Non-compliant with treatment plan. 

o Non-compliant with office policies and/or displays unacceptable 
behavior in office. 

O Require& education regarding referral use. 

D Requires transfer from office/facility panel. Please provide 
reaso11 for r9quesl for 1,ensfer in /he ~oronnarion section. 

o Chronic "no-show" for appointments or follow-up cete. (Member 
must be a "no-show" for two or more consecutively scheduled 
appoinlments ) Please /isl dates of missed appointments along with 
reason for appointments in the Addlllonal lntormatio11 section. 

IJ Require$ tallow-up with MCNA representative after being 
refetted for services. Ple8Se note circumstances of rere,rsl in the 
Addi/ions/ /r,formation sec/ion 

Print Name Signature Date (MM/DO/YYYY) 

Mail, Fax, or Email Completed Form To: 
MCNADental 
Attn: Quality Improvement Department 
200 West Cypress Creek Road. Suite 500 
Fort Lauderdale. Florida 33309 

Fax: 954-744-5812 • Email: qualityprogram@mcna net 

La1t Updated: Oetobar 13, 2016 
M::I\A_l .t.-r·_MEl.'8:.R-OUTRLA(.;I, '· 0HM(1 CJ 

MCNA_LA-P _PM[1.6] 

For Questions Contact: 
1-855-701-MCNA (1-85S-701·B262) 
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27.2. Behavior Management Form 
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Recently, this child was seen in our dental office. Because of the misbehavior of the child during the dental visit, he/she could not have 
been worked on without behavior management techniques. Verbal communications were insufficient in accomplishing our goals and 

behavior management techniques had to be employed as follows: 

I 

Member and Procedure Information 

Member Last Name, First Name 

Member ID Number 

Behavior 

The child exhibited the following behavior during his/her 
dental treatment: 

D Crying or Fearful 

D Defiance 

D Thrashing Around 

D Hitting or Kicking 

n Apprehensive 

D Grabbing Instruments 

D Difficulty Getting Into Chair 

D Uncooperative (Physical or Mental Impairment) 

D Will Not Lean Back and/or Stay in Chair 

Additional Comments: (optional) 

Provider Information 

Provider Last Name, First Name 

Provider Signature 
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Member Date of Birth (MM/DDIYYYY) 

Date of Service (MM/DDIYYYY) 

Techniques used to manage the behavior of the child during 

his/her dental treatment: 

D Tell-Show-Do 

D Positive reinforcement of abnormal amount of time 
consumed 

o Required two or more personnel to assure safety of 
child and staff 

D Papoose or Pedi-wrap 

Date (MM/DDIYYYY) 
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27.3. Non-Covered Services Form 

Non-Covered Services I Private Pay Member Commitment Form 
This Section To be Completed by the Dental Office 
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Office Name: -------------- Provider Name: _____ ____ _ 

Office Phone Number: Date Treatment Plan Created: ___ ____ _ 
*This signed form is required to be kept as part of the member's dental chart. 

Procedure(s): Tooth/Arch : Fee: 
s 
$ 

$ 

$ 

$ 

$ 

$ 

s 

Total Fee: $ 

This Section To be Completed by the Member, Parent or Guardian 

Member ID: _ ______ _ Member Name: ---------------
PRINT: 

Signed By Name (*Member, Parent or Guardian): ----------------

Respond YES or NO to Each Statement Below: YES NO 
My dentist advised me that there are NO covered services to take care of my 
dental concern 
My dentist advised me that there ARE covered services that would take care 
of my dental concern, but I am refusing covered services to select these 
I understand I have to pay the total amount for any of these services and 
that MCNA will not pay any portion of the cost 

"'I agree to pay for these dental services. If I fail to make each payment I may be subject to collection action 

*Patient's Signature if over eighteen (18) or Parent or Guardian I Date 
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Patient Selection Criteria 

Patient: -------------

Date:---------
Q M l:l F A(,e: __ yr __ mo Weight: ___ kg Physician: --------

ln<lkatiou for sedation: Cl Fearful/anxious patient for whom basic behavior guidance tc:ch11iques have not been succe,sful 
Cl Pa.cienr unable to ooopcratc due to lack of psychological or emotional maturicy and/or mental, ph~ical, or medical dis;ibiliry 

CJ 'fo protect palienr's developi,..g psyt:hc 
CJ To reduce patient's medical risk 

Mt.lie.al hisrory/review of S)O<tem< {ROS) NONE YES' De.aibe positive fuidii:i~: ----- Airway As&essment 
Obesiry 

NONE YES' 
a a Allergies &for previous adverse drug reactions Cl CJ 

Currenr medications (indud.ing OTC) Cl 0 
Rdo:va.nt disea.m, ph}'!ical/neurologic impairment Cl Cl 

Pn:viou• .sedation/general anesthetics Cl Cl 
Snoring, obstructive slttp apnc:a, moutl, breathing Cl Cl 
Other significant findings (cg, family hi,to.ry) 0 Cl 

Limited neck mobilicy 
Micro/rtttognathia 
Macroglo-,si• 
Tonsillar obstruction L %) 

Limited oral opening 

CJ Cl 
a a 
Cl CJ 
a a 
D CJ 

ASA classification: Cl T Cl I I CJ l I 1• Cl IV" Cl E • Medic:,il consultation indicated! Cl NO Cl YES Date request.eel:-------

Comment,;:----------------------------------------------

ls this patient a can<l.i<late for in-office sedationr Cl YES Cl NO 

Plan 
lnfurmcd consent ob1ained &om 
Pre...,p instructions reviewed with 

Post-op precautions reviewed with 

Assessment on Day of Sedation 

Name/relation to patient 

J\ccnmpanicd by:---------------

Medical Hx & ROS update NO YES NPO uatus 

Doctor·ssignature: ------------ Date: 

Initials Date By 

Oate: _ _____ _ 

Rdatinn,hip(.,) to parimt: ----------

Airway a.siessment NO YES Cheddist 

Change in medical hx/ROS CJ 

Change in medications Cl 

Recent respiratory illness Cl 

\\7eighr: ___ kg 

a 
Cl 

Cl 

Clear liquids __ ht5 

Milk, other liquid,, 

&/or rooo, __ hrs 

Medication, __ hrs 

Upper airway dea, a Q 

lun~ clear CJ Cl 

Tonsillarob.ruuaion L_%) Cl Cl 

Cl Appropriate uanspom,tiun home 

CJ Moniwrs functioning 

Cl Emctgcn~y kit, suction, & O, 

available 

Vical signs (If unable to ohtain, check CJ and document reason, _____________________ _ 

Blood pressure: ___J __ rnmHg Resp: ___Jmin Pulse: __ /min Temp: __ •F SpO,: __ % 

Commcnrs: -----------------------------------------------

Presedation cooperation level: CJ Unahlc/wtwilling to coopeme Cl Rarely follows requ~ts Cl Coopemcs with prompting Cl Cooperate., frcdy 
Behavior.ii i11teraction: Cl DeAnitively ,hy and withdrawn Cl Somewhat shy CJ Approachable 

Guardian was provide<l an opportunity to ask qumions, app,,a.ral to undemand, and re-affinned ronsmt for seda1ion? Cl YES a NO 

Drug Dosage ulculatlons 
Sedatives 

Agent ____________ _ 
Agenc ____________ _ 

Agent ____________ _ 

Emergency reversal agenlS 

Route 

Route 
Route 

For nanntic: NALOXONE JV, IM, or rubQ 
For benrodia,.epine: fLUMAZENil, IV (preferred), IM 

Local anesthe1ics (maximum dosage based on weigh1) 

lidocaine 2% (34 mg/ 1.7 mLcartridge) 4.4 m&fkg X 
Anicaine 4% (68 mg/ 1.7 rnL c,iruidge) 7 mglkg X 
Mepiv.acaitlc 3% (51 mg/ 1.7 ml c:a.rtri<lgc) 4.4 mg/kg X 
Prllocainc 4% (68 mg/ 1.7 ml cartridge) 6 mg/kg X 

Bupivacaine 0.5% (8.5 fflf,/ l.7 ml caruidgc) 1.3 mg/kg X 
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___ mg/kg X ___ kg= ___ mg + ____ ,mg/mL = ___ _,ml. 

mg/kg X ___ kg; ___ mg + mg/mL; ml 
_ __ ro.g/kgX _jg; ___ mg .. mg/mL; ml 

Dose.: 0.1 mg/kg X __ kg= __ mg (Maximum do.so: 2 mg; may tepeat) 

Dose: 0.0 I mykg X __ kg; __ mg (Maximum dose: 0.2 mg; may repc.~c up ro 4 ti.mes) 

___ kg = ___ mg (not ro cxcccd 300 mg total dose) 

___ kg= ___ mg (not to exceed 500 mg total dose) 

_____,kg ; ___ mg (not to exceed 300 mg total dose) 
__ _,,kg.., ; ___ mg (not to exceed 400 mg coral dose) 
___ kg = ___ mg (not to exceed 90 mg toral dose) 
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lntraoperative Management and Post-Operative Monitoring EMS telephone number:--------
Moniton.: Q Observa1ion U Pulse oximctcr Q Pr«urdial/pre1raclieal stcrhoscope Q Blood pressore cuff D Capnugraph Q EKG D Thermome1er 
Prorecrh-e s13bili1-'ltion/dcviccs: CJ Papoose CJ Head posiriooer D Manual hold U Necki.<houldet roll CJ Mouth prop O Ruhlm <lam CJ __ _ 

N,0102 (%) 

L,<a.l'(mg) 

O.:ut 

Pul,e 

BP 

Resp 

co, 

Sedation level' 

Behavi<,r" 

TIME Baseline 

+-

..L 
I. Agem _____________ _ 

Ag,,m ______________ _ 
Agt:m _ _____________ _ 

Rouce Du,e 

Route Dose 

Route Dost: 

2. Local anesrhetic age,.,r. _______________________ _ 

3. Rocotd dcnr.1.l procedure Sfart :mJ 00111plc1jon •imes. rran~fcr ro rcwvcry area, ere. 

Time Administered by 
Time Administc,cd by 

Time Administered by 

4. F.nrer lenc.:r 011 l:lt.ut ou1d oor,·t~~•<.iuling commenr,c {cg, \;(>mpli~aLions/si,fe effect..;, airw,y i11tt::rvt:nlion, ,evers..11 a.ge11r. an.\Jgaic.;) below: 

l 
A. B·--------------------
C. 0---------------------

Sedation level• Behavior/ Ct's:ponsiveness ro rre;umcm t 
J;;xcellrnr: quicr and cooprn,tive Nooe (typiml response/ coopcmion fur thi, paticot) 

MilJ (a11,ioly.<i<) 
Mmf.erarc (1,uqx,otfu I rcspo1t1e (O vethal commands t ligllt c,c1ile sens,tion) 

.Qc:,:p (purposeful response after repeated verbal or paioful srimolation 

s:ieneral Anc,chcsia (no, arousable) 

Goo(!: mild ohjct:tio11s &/or whimpering h11r rn:atmcnt 11ot i11t4.;rrt1pted 

f'.Ur: <.:eying with miuim~I disruption 10 ucattn.eJll 

foo.: struggling that ina:rfcred with O!)era1ive procedures 
Pmhihi1ive: anive resistance and crying; 1rca1mm, canno1 be rendered 

Overall effoctiveness: 0 locffi:,tivc a ffioctive U Very effective Cl Overly sedated 

Addirioo:i.l commcmsltreatmenr accomplished: -----------------------------------------

Discharge 

C,ireri• for discharge 
Cl Ca«Jiovascola, function i.s sacisfuctory and srable. 0 l'mtccti\'C' re.Aexd are inca.,1. 
0 Afrw.,y p•tcncy is s."h'melory a,,d Mable. Cl Patient can talk (mum to p,~dation lc,·cl). 
0 l'a1ie11L i, eosily n1omnblc. CJ l'acieut c:an sit up unaided (murn 10 p1i:s<dotion kvcl). 
a R.~$1)l)11$i\'e1\ess: is at or \'Cl)' ocru prei:ecia,fon level a State of l,yd,~tfon is adequate. 

(art·c.:ially if very yotm.g or spn:ial needs child iul.lpc4.hf4;:: ,.f ,he 11su::1.ll)• t1Cpt"(..trcl rc.spo1,)'.c.<..), 

Discharge vii.I sign, 
Pulsl·: ___ / min 
sro,, __ % 

Bl': __ ./ __ mmHg 
Resp: ___ / min 

Tcmp: ___ •f 

Disdw-g• process 

0 J'OST-<>per:,1ivc inscn1<1(0JJS reviewed wi1h - -------------------- bY-----------------
1:J TrJnsportotion O A.irvr.iy protcc1ioo/obmv'J1lon O Acrivicy U Die1 0 Nou,e~lvomicing U Ftver O R, 0 Ane~ch<'tizcd dssur:s 

0 Denc3' trc:>lmcnt r<ndert<l O P<lin O llleeding O ------------- 0 F.mergency contact 

Cl Noxt a~poinrment on=---------------------------
fur _ _______________ _ 

I have received and understand these discharge in~truccions. The patient is discharged into my care .i.t Cl AM Q PM 
Sigoatun·: ________________ _ Rclarionship: ---------- Ati::<.:r houts number: -----------

Operator 

Signatucc: --------------

Cl,aitsitle 

Assisranr: -----------

Monitoring 

Personnd signature:-----------

Po.st-op call 

L>ate: -------
lime: ___ _ By: ___ _ 

Spoke 10: - ---------- Comment~: --------------
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MCNADental 

27 .5. TMJ Summary Form 

Patient's Name: _ _______________ Age: ___ D M D F 

Recipient Number: ------- - - ---- - - --

mcnadental 
'-/ 

<The items written in small print, in each category are not inclusive and should be used only as guides> 

Chief Complaints: 

Clinical Findings: 

I Radiogra~hic Findings: 

Impressions: 

Etiolo~: 

Recommendations: 

Is a splint requested? 

I 
Facial Pain: headaches, TMJ pain, TMJ sounds, cervical pain, 
Oral pain, dental pain, decrease in jaw ROM, ringing in ears, 
iaw lockinu. closed nr onen. duration 

I 
Palpation of: TMJ, masticator muscles, cervical muscles; 
functional manipulation; jaw and neck ROM: 
TMJ sounds: occlusion 

Myofacial Pain: masticatory muscles, cervical muscles, 
TMJ capsules, TMJ disc displacement or dislocation, 
Hyper-mobility, osteoarthritis, headaches, myofocial tension, 
Missin" teeth. malocclusion, chronic ooin, etc. 

I Trauma, Bruxism, Missing teeth, malocclusion, etc 

Oves 0No 

If splint requested please indicated type: D Hard Splint D Soft Splint 

MCNA_LA.P _PM[1.6) 

ON/A 
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Louisiana Provider Manual 
MCNA. Dental 

27.6. Incident Report Form 

27.6.1. Page 1 of 2 

INCIDENT REPORT 

PRIVILEGED & CONFIDENTIAL 
*Incidents must be reported to Risk Management within 3 calendar days 

Incident Report #: ____ _ 

I Membe, Name, I Membe,#, I Piao Name, 

Incident Incident Incident Location Name: Phone Number: 

Date: Time: 

Provider Name: Address: Initial Diagnosis: 

IF HOSPITALIZED 

mcnadental 
'-/ 

Initial IC0·9 CM Code: 

Hospital Name: Admission Date/Time: -, Admitting DX% ICD9/CPT Code: I Was a physician called? 

I I 

I PDP: I SDP: I Recommendations: 

Witness( es): 
Witness(es) Locating Information: 
Physician Findings/Diagnosis: 

Give a clear concise description of the incident, including time, date, and exact location: 

Final DX-9/CPT Codes: I 
Prepared By: I Position: I Date Report to RM: l Time of Report: 

I I l 

PREPARER: SIGNATURE: ----------------- ------- - -----
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MCNADental 

27.6.2. Page 2 of 2 

MCNA DENTAL PLANS 

mcnadental 
'-/ 

INCIDENT REPORT PRIVILIGED & CONFIDENTIAL RISK MANAGEMENT USE ONLY 

Complaint/Grievance Related: 

Risk Manager Review: 

Received by: _ _____ _ Date:__}__}_ Time: __ AM/PM 

Findings: 

Chief Dental Officer Review: 

Chief Dental Officer's Signature : ---------

RM Activity: 

Level: o 1: n 2 : i 1 3: 

Date: __J__J_ 

[ Code 15 Report n Legal Department [ Chief Dental Officer Review :J Peer Review 

I I Log/Trend D Education ·1 Other: _____________ _ 

Final Outcome: Closure Date: __J__J_ 

Risk Manager's Signature : 

Level 1 = No quality problem identified 

Level 2= Potential quality problem 

Level 3= Confirmed quality problem 

MCNA_LA-P _PM(1.6] 

Date: __J __J_ 
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MCNA Dental 

27.7. Adult Denture Program Clinical Condition Certification Form 

This form must be submitted with all pre-authorization requests. 

Member Information 

Last Name, First Name Date of Birth (MM/00/YYYY) Age 

Member ID Number Location of Member's Care 

Clinical Condition 

Circle YES or NO for each question: Additional notes (optional): 

Patient is of sound mind? YES NO 

Patient is physically sound? YES NO 

Patient is in Hospice? YES NO 

Patient is on a liquid diet? YES NO 

Patient is on a feeding tube, enteral YES NO 

feedings, or parenteral feedings? 

Provider Information 

Last Name, First Name 

Date (MM/DD/YYYY) Signature 

last Updatod: June 20, 2014 
·.t,CN,:.. __ ,. ..... ·_cn;- Cl N ,:;~··Nr.-F-~R· 1,~· 

MCNA_LA-P _PM[1.6] 

M or F 

mcnadental 
'-/ 

Gender (Circle One) 

Pago 1 of 1 
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MCNA Dental 

mcnadental 
'-/ 

27.8 Louisiana Medicaid EPSDT and Adult Denture Provider Complaint Form 

Louisiana Medicaid EPSOT and Adult Denture Provider Complaint Form 
mcnadental 

'-./ 

This lo(m Is not to be used for initial clakn subnussion or cl.1im,s adjustments. Complete and submit this tom, to MCNA. along with al documents that 

support your complaint. Supporting documentallon must be submitted 11111hin 15days offilingyour complainL 

Provider Information 

LastN;ime, FirstName Date (MM/00/YYYY) 

Pro-wider ID Number Providl!l' NPI Number 

TelephoneNumbef StnetAddress 

City State ZIP 

Member Information 

Claim Number(s) [ if applicable) 

U. of Birth IMMIDDIYYYYI Om of Service jMIII/DD/YYYY) 

IICNA Member ID Nt.anber 

Complalnt Reason Desired Outcome 

Sign.alun! 

Mall, Fax, or Emall Completed 
Form To: 
MCNA Oc!ntal. A.lln: ProiriderComplamts 
P.O. Box 2II008, San Antonio. Teicas78229 

F.ax: 504-M8-1-40D 
Email: 1.A_PR_Oept@mcna.net 

MCNA_LA-P _PM(1.6] 

Dale 

For Questions Contact: 
1-«15-701-6262 
Monday - Friday, 8am • 6pm CST 

MCNA <>t1nDlt Portlf: https:J/pormlmcna.net/ 
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mcnadental 
'-/ 

27.9 Provider Reconsideration and Appeal Request Form 

Provider Appeal and Reconsideration Form 
MCNA Dental • Louisiana EPSDT and Adult Denture Progr,ms 

mcnadental 
'-" 

Thill form Is not to b& used for initial claim submission or claims adjustment$ (!luch as corrected claims). Complete and submit this form to 
MCNA ir\cluding all document!I that support your request. Appeal request must be filed within 90 days from the initial claim determination and a 

reconsideration request must be filed within 365 days from the date of service on the claim. 

r------------------------------------------------------------------------- - ----------, 
'1 tf you are submitting a BULK e,PPEAL, please submit a spread$heet thet lnc.tude& the Member Names, Claim Numbers, Denial ! 
1 

Reasons, and Dates of Service for each claim. Please alao specify the reason(&) for the appeals. • (.______________________________________________________________________________ ____________ J 

Provider Information 

Last Name, Fir&t Name Date (MM/00/YYVV) 

Provider ID Number Provider NPI Number 

Telephone Number Street Address 

Contact Name City State ZIP 

Member Information 

Lest Name, First Name Claim Number(s) 

Oat& of Birth (MMIOOIYYVY) Date of Setvlce (MM/00/YYVY) 

MCNA Member ID Number 

Appeal Reason Supporting Documentation 

Below are reasons you can appeal a claim that has been 
denied. You may attach a detailed explanation for this appeal. 

n Untimely Filing 
D No Authorization Obtained 

D Non-Covered Benefits 
0 Medical Necessity 
n Other Reason(s) 

Signature 

Mail or Fax Completed Form To: 
MCNA Dental, Attn: Provide, Appeals 
200 West Cypress Creek Road, Suite 500. Fort Lauderdale. Florida 33309 

Fax: 954-<l26·3330 

Please check all that apply. 

D Chart Notes, X-Rays, Narratives, Models, Radiographa 
O Proof of Original Submission 
rJ Copy of EOB 
D Other Documentation 

Oat& 

For Questions Contact: 
1-86S,701-MCNA (1-6S5-701-<l262) 

Monday - Friday, 6am - 6pm CST 

Do not lax requests that includo x-rays or ADA claim form. Please submit via mall. 

Lest Updated: July 26, 2016 
·.~: ....... _ ..... r._1-.'F-P:::.t._ rt>r~r.;1· ': 

MCNA_LA-P _PM(1.6] 
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Welcome! 

Training Purpose: 

1. Build strong, collaborative and lasting relationships with our 
network providers. 

2. Educate and inform our network providers about the MCNA 
Program guidelines and responsibilities in conjunction with 
the Iowa Department of Human Services (DHS). 

DWP Program Goals: 

1. Provide quality, medically necessary dental services to our 
members. 

2. Improve the oral health of our members through preventive 
care and dental education. 



Overview 
)" About MCNA )> Member Grievances & 

Appeals 
)" OHS Program Expectations 

~ Practice Changes/Updates 
)" MCNA Services 

)" Balance Billing 
)" Provider Rights 

)" Dental Record Keeping 
), Dental Wellness Program -

)" HIPAA / Confidentiality Policy Covered Services 

~ Member Outreach / Non- ).- Fraud, Waste, and Abuse 

Compliant Members ).- Quality Improvement 
)> Eligibility/ ID Cards ~ DentalTrac TM 

)" Pre-Authorizations 
~ Provider Portal 

)" Claims )" Linguistic Services 

~ Provider Complaints 
~ Iowa Network I Provider 

~ Appeals / Reconsiderations Relations Team 

)" Peer to Peer ? Questions and Answers 



About MCNA 

MCNA is a premier dental benefits administrator that provides exceptional service 
to state agencies and managed care organizations for Medicaid and CHIP 
members. We build and maintain strong relationships with our network providers 
that allow us to ensure access to quality dental care and services for the unique 
populations we serve for adults and children. Our corporate office is located in 
Florida with other offices in Texas and Louisiana. 

"Our mission is to deliver value to our clients and 
providers by providing access, quality and service 
excellence that improves the oral health outcomes of our 
members." 



DHS Program Expectations 

1.Coordination of Care (COC) 

2.lmprove dental health outcomes (High risk to Low risk) 

3.lncrease quality of dental care by metrics 

a.HEDIS 

b.Dental Quality Alliance (in development) 

4.lncrease personal responsibility and self-management 

5.Promote healthy behaviors through outreach and education 

6.Decrease fraud, abuse, and wasteful spending 



MCNA's Services 

• Primary and Specialty Care Dental Networks 

• Dental Network Management 

• NCQA-Certified Credentialing Processes 

• Member Services, Outreach and Education 

• Provider Services, Provider Relations and Education 

• Claims Processing 

• Quality Improvement 

• Compliance Program (including fraud, waste and abuse) 

• Online Provider Training Modules 

•Utilization Management (Pre-auth and Utilization Analysis) 

• Web-based Portal Available 24/7 



Provider Rights 
Each MCNA contracted provider that furnishes services to MCNA 
members shall be assured of the following rights: 

Acting within the lawful scope of practice, shall not be prohibited 
from advising or advocating on behalf of a member who is 
his/her patient for member health status, medical care or 
treatment 

• The right to receive information on the Grievance, Appeal, and 
Fair Hearing procedures 

• Access to MCNA's policies and procedure covering the 
authorization of services 

• Right to be notified of any decision by MCNA to deny a service 
authorization request, or to authorize a service in an amount, 
duration, or scope that is less than requested 

• The right to challenge, at the request of a DWP member on 
their behalf, the denial of coverage of, or payment for, medical 
assistance. 

Refer to the Provider Manual for more information on Provider 

Rights 



Dental Wellness Program 

Covered Services 



Covered Services 
The Dental Wellness Program {DWP) focuses on preventive 
care to improve the overall health for members between the 
ages of 19 through 64. 

This program offers three (3) levels of coverage and provides 
dental services immediately through Core benefits which are 
always available to the member. Members who receives dental 
exams every 6 to 12 months can earn additional benefits 
through Enhanced and Enhanced Plus benefits. Members 19-
20 always have Enhanced Plus benefits until they turn 21. Upon 
turning 21 their benefit level will be determined by their 
utilization history . 

.t'Core Benefits include diagnostic and preventive services, 
emergency services, and stabilization services. These benefits 
are available immediately . 

.t'Enhanced Benefits are earned once the member has a 
second exam within 6-12 months from their first exam . 

.rEnhanced Plus Benefits are earned once the member has a 
third exam 6-12 months from their second exam. 

Annual Benefit Maximum 
- Does not apply 



I 

Core Benefits 

• Diagnostic and preventive services -
exams. cleanings, x-rays. 

• Emergency Services - problem 
focused exams, extractions/oral surgery 
and anesthesia. 

• Stabilization Services - restorations 
for large cavities, gum disease 
treatment for acute problems, and 
dentures for those without teeth or to 

Enhanced Benefits 

All Core benefits plus restorative 
services, root canals and other 
endodontic care, non-surgical gum 
treatment, denture adjustments and 
repairs, certain oral surgery services, 
and other designated adjunctive 
services. 

restore function and denture _ ___ ___. 
adjustments and repairs. 

Enhanced Plus 
Benefits 

All Core and Enhanced 
Benefits plus crowns, 
onlays, tooth replacements 
and gum surgery. Enhanced 
Plus benefits are subject 
to prior authorization. 

The Primary Care Dentist (PCD) must assess the dental needs of the member and refer them to 

specialty providers as appropriate. PCDs should advise the member of which type of dentist they 

need to see for specialty care. The member can use the provider directory on the MCNA website 
or call the Member Hotline to locate an in-network provider. 

If a member does not go to their dental exam every 6-12 months, they revert back to 
the Core Benefits. 



Member Outreach 

• MCNA's member outreach 

activities help members better 
understand their dental benefits 
and how to appropriately access 

services within MCNA. 

. MCNA's providers can request 
assistance from our Member 

Advocate Outreach Specialists 

to provide additional education to 
members who need further 

explanation. 

. Providers can refer non-adherent 
members for additional 

education regarding their 
benefits and services by 
completing a member Outreach 

Form, which can be found in the 
Provider Portal. 

Non-Compliant 
Members 

If a Member is non-compliant, please follow these steps: 

1. Document member's chart 

2. Complete the Member Outreach Form, send to 
MCNA 

3. We will educate the member about: 
• Keeping scheduled appointments . Following treatment plans 
• Following Provider office rules and policies 

4 . We will help the member schedule another 
appointment 

5. If a Provider wants to discharge a member from their 
office they must notify the member. 

6. The member can use their provider directory, the 
MCNA online provider directory or they may call the 
Member Hotline for assistance in finding another 
PCD. 



Verification of Eligibility 
1. 

2 . 

3 . 

Member eligibility varies by month 

OHS makes all eligibility determinations 

MCNA makes all determination on the member's 
benefit level coverage 

4. The MCNA issued Medicaid ID card ~ proof of 
eligibility 

5. The provider is responsible for verifying member 
eligibility and benefit coverage level with MCNA 
before providing services 

Eligibility can be verified the following ways 

24 hours a day/7 days a week electronically on MCNA's Provider 
Portal at: http:1/portal.mcna.net 

Member DOB is required and at least one of the following 

a) Medicaid ID number 

b) Member Last name 

Calling MCNA Provider Hotline ?am-7pm CST at 855-856-6262 

Calling MCNA Member Hotline 7am-7pm CST at 855-247-6262 

DWP ID Card 
Members will use their MCNA issued ID card to access benefits and services covered as part of the Dental 
Wellness Program. 

fo, Member Services Call Totl-FrH: HISS-247~ ... ,....._. .. .................. _.. •. _........._ __ , __ ... ~ ~"'* 

.. - -- ----··---.::&i 
JEl<Nlf[RANl'IE SMllH 
IIMlllllf<I;• tlT\,CfM ... ft 

1ll4S67890 01,0112016 



Visit our online tutorial 
to view on how to 
check eligibility: 

http://portal.mcna.net 

EI i g i bi Ii ty 



Pre-Authorizations for Treatment 

What is a Pre-Authorization? 

The process of determining medical necessity for 
specific services before they are rendered and is 
utilized to evaluate the medical necessity of dental 
care services 

MC NA Pre-authorization determination 
timeframes: 

• With in fourteen ( 14) calendar days of receipt 

• This can be extended up to fourteen (14) days if 
the member, provider or authorized representative 
requests an extension or if additional information is 
needed to make a determination 

Requests may be submitted electronically 
via the MCNA Provider Portal at: 

http://portaLmcna,net 

Or mailed to our office at: 

MCNA Utilization Dept. 
200 Cypress Creek Road, Suite 500 
Fort Lauderdale, FL 33309 

Please contact the Utilization Management 
department for any questions by calling the 
Provider Hotline at: 1-855-856-6262 

•!• Faxed Pre-Authorizations are 
not accepted 

Emergency services do not require Pre-Authorization 



\ 

'~,:;;,·;t: 

-+ T +-

CDT Code. 

Enter A New Pre-Authorization 

Ple11se fill out each section of the fotm completely to laci~ate quick processing 
Fielos w~h a red label 8nd asterisk 8re required. 

Subscriber Information 
Enter the Subscriber's Date of Birth, &n.d at least dher the 
Subscriber ID or Last Name. Then click the Verify 
Subscriber button to enable the remainder of this claim form. 

Date of 61'111: 

Subscriber ID: ~ _ _ ______ .J 

Lastlfflme: 

FlrstHsme: 

ZlpCode: 

Reset Subscrlber I 
If you rtee.<t to oonlirm this aunscriber's current eli~ibility or view 
this suMcribet's treatment history, click here,, 

List of Services Provided 

-..., ..... 
~ I::: .... 
~ ...::_ -

Provider Information 

Treating l'rovide r: • Select Provider 

Tn~atment 
L0c.tlion: 

OFFICE 

Additional Information 

EPSM Procedure: D Check only if Yes 

HEA Fast-Attach#: 

Remarks: 

.... 
.... 

The CDT Code, aRd Procedure fee are required as i<lentified by a red header and eterisk. You may adjust tl\e Procedure Fee if necessary. The 
remaining fields must be filled in only if applicable to the 1>rocedure. Muhiple Tooth Numbers and Are,u must be separated by commllS, however, Surfaces 
must not include commas. 

Enter each line !em and !hen cUCk the _gre<!n Add Addltlonnl Procedure button to acid another procedure. 
\r you have mitdc nn error, you un click on lhe l'lemo~e Nnk to remove the procedure 

Prooeifure Description 
Area or Tooth 
Numbers/Letters 

Tooth Surface Procedure Fee" 

Ent@r a Valid CDT Coda 0.001 

Total 30.00 

Remove 



Submission of Claims 

Providers may submit a claim to MCNA 
in three ways: 

1. Electronically through MCNA's Provider 
Portal at: http://portal.mcna.net 

2.Electronically through a clearinghouse 
(MCNA Payor ID: 65030) 

3.Paper claim via United States Postal 
Service (Use the 2012 ADA Claim Form) 

Faxed claims will not be accepted 

./ Claims are paid by MCNA 

./ Providers must file claims within 60 days from the 

Date of Service (DOS) 

./ MCNA is required to adjudicate clean claims within 

30 calendar days 

./ MCNA runs Remittance Advice (RA} cycles on 

Wednesday of each week 

./ Providers are encouraged to register for MCNA's 

Electronic Funds Transfer (EFT) Program. 



2.564.oo 
14,898.00 

3.668.0Q 
5.787.00 

Clean Claims Definition 
A claim that can be processed without obtaining additional 
information from the provider of the service or from a third party. 
It includes a claim with errors originating in a state's claims 
system. It does not include a claim from a provider who is under 
investigation for fraud or abuse, or a claim under review for 
medical necessity. 

1. Member name 

2. Member identification number 

3. Member and/or Guardian 
Signature (or Signature on File) 

4. Member date of birth (DOB) 

5. Description of services rendered 

6. Dentist NPI number (included with 
electronic or online submissions) 

7. Group NPI number (if applicable) 

8. Dentist name, state license number and 
signature (included with electronic or online 
submissions) 

9. Dentist address, office ID# and phone 
number (included with electronic or online 
submissions) 

10. Proper CDT coding with tooth numbers. 
sutiaces, quadrants and arch when 
applicable. 

11. Provider Tax Identification Number (TIN) 

12. X-rays. rationale, pre-authorization or 
other supporting documentation as needed. 
(Described in Provider Manual.) 



l 
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T 
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Enter A New Claim 

Ple&se fil out 'l:ilC~ section of the form completely to facilttate quick processing and peymenl 
Fields wftll a red label and asterisk are req11ire<1. 

Subscriber Information 
Enter the Sut,,,aiber's O..le of 6irth. and at least eftller the 
Subscr iber 10 o, Last Name Then <IM:l< me Veri fy 
Subsc:<'ibet b<,Non lo enabll' the <emaiodor 01 !his claim l<>rm 

-§1!::: 
~ .. . 

Provider Information IWT™lf:11 j 
T reallni, Pt·oy1(1er. • r:I Sdcd"""-""Prv,....Vlder-""°-------,-1-.,...;;..,f 

Date ol 8111n: !01ro111~1$ ,~ 
Subsctlbi.'r IO: ~ 

LntHama, lsurrH ,~ 
f lratKame: 11111=,~ ~ 

ZlpCode: 

Jf yoo n1111d 10 a,nmr, 11lis subscrt)e<'s current eligil>ilfy or view 
this Hbscci:>ef'*s b"eatrnent tfntory, ·.:he~ ~e-rr. 

List of Services Provided 

-~ Treatment 
Locetlon: 

OHICE 

Addltlonal Information 

f PSOT Procedure: 

Pre-Auttloriution 

~ Fast-Attach#: 

Check only 11 Yes 

Check if another inaur.ance company is 

ir?.m'r!l',: 

The Procedure Date. COT Code. a1>0 Procedure Fee are required as identified by" red hffde< and e~eri!lk. You may aapst the Procedure Fee if 
neoeu.ry. The rernoinin9 fielOs ""''' be filed in <>nty if applicable to the procedure. Mul~le Tooth Numbers anc! Areu 111JSI be separated by commas, 
t,,owever. Surfaces rr1.1,S., not ilck.Kfe commas. 

Enter eocl\ line lem and tllen Ckk 1ne green Add Additional Procedure l>utton lo sdcl another pro""'1ure 
(t you ttave made en enor. you ean clcic on Ute Ar.move lilk to remove the proced"'r~ 

Pro<:~du re Date • <: OT Code • Procedure Oe,cl'fptlon 
Area or Tootn 
Humboraitouora tooth S1.1t1aee P to<Od<HO fee • 

I mmlddlyyyy .. ] 
Tota, 

ooo· 
sooo 

1-<ernove 



Please upload any attachments required for this claim, including any x-rays, oral images. or relevant documentation. 
You may upload multiple files per upload box directly from your computer. 

Optional Attachments 
You may upload any additional relevant attachments below, up to a total number of 10 files . 

File Upload: H Browse_ J No file selected. File Type: Select File Type 

Ancillary Treatment Information 
These fields should only be completed if applicable to the procedures performed on this claim. 

lftreatment is for onhodontics: 

Appliance Placement Date: lmmtdd/yyyy 

Month& of Treatment 

Remainina: f . . . , d b . rrme montns o treatment rema1mn9 1s ,oun to e inaccurate 
or in excess of the available limit, benefits will be adjusted 
accordingly. 

If treatment is a replacement of prosthesis: 

Date of Prior Placement: I mm/dd/yyyy 

Sign and Submit 

If treatment is the resu It of an injury or accident: 
Select One: 

'·· : ! Occupational Illness/Injury 

•: . · Auto Accident 

Other Accident 
;a . 
·· .... · None 

Date of Accident: 1 mm/dd/yyyy 

State of Accident: 

Please note that by submitting the claim you are digitally signing this online document on behalf of the rendering provider as of this date. 

At least one procedure must be entered. 

I Cancel Submission Submit Claim 



Provider Complaints 
MCNA maintains a provider complaint process for in and out-of-network 
providers in Iowa to dispute MCNA's policies, procedures, claims 
processing/payment or any aspect of our administrative functions. 

Providers have 30 days from the date of incident to file a complaint and 
MCNA must resolve the complaint within 30 days of receipt of the 
complaint. 

Providers may use the following channels to file a complaint: 

• Contact their local Provider Relations Representative 

• Contact our toll free Provider Hotline at 1-855-856-6262 to speak to a 
Provider Services Representative 

• A Provider may also submit their complaint in writing to: 

MCNA Dental 
Attention: Complaints - Provider Relations Department 

P.O. Box 29008 



Provider Claim Appeals / 
Reconsiderations 

An 1~.ppc,~1 is a request for a clinical review of a claim that has been denied for determinations related to medical 
necessity and benefit coverage. Appeal requests must be filed within 4S days of the initial claim determination date. 

Any requested or supported information such as x-rays or rational should be included with the Appeal submission. 

A F<c~u111sidE'• oticn is a request for a review of a claim that 
has already been processed and a determination made by 
MCNA. If you are dissatisfied with the determination of a claim 
or it has been denied for an administrative reason, you may file 
a reconsideration with Li-5 ,::<"tys of the initial claim 
determination. The review will be conducted by the Claims 
department. 

Administrative (non-clinical) denial can consist of any of the 
following but not limited to: 

D Timely Filing 

Appeals or Reconsiderations can be 
submitted by the following ways: 

1. Online through MCNA's Provider Portal 
(https://portal.mcna.net) 

2. By Mail: 
MCNADental 
Attention: Grievances and Appeals 
200 West Cypress Creek Road, Ste 500 
Fort Lauderdale, FL 33309 

D No Pre-Authorization on file 
D Incorrect fee applied 
D Duplicate 
D Member and Provider eligibility 

•!• Any and all supporting documentation should be 
included with your request for an Appeal or 
Reconsideration. 



Provider Peer-to-Peer 

Still not satisfied? 

Would you like to ask another Dentist? 

MCNA offers the availability of peer-to-peer consultations 
with our Dental Director and Clinical Reviewers. 

Licensed general dentists and specialty dental 
providers, such as endodontists and oral surgeons, 
make all clinical determinations. 

To request a peer-to-peer discussion, please contact 
your Provider Relations Representative or call our 
Provider Hotline 1-855-856-6262. 



( 'l "· i' ,, 
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·..J 
? 0 '? • • .-- r 

,... 
I 
• 

Assisting a Member with Appeals & 
Grievances 

Providers may submit grievances and appeals on behalf of members with 
their written consent. 

Grievance: An expression of enrollee dissatisfaction about any matter other 
than an action, as action is defined. Examples of grievances include 
dissatisfaction with quality of care, quality of service, rudeness of a provider 
or a network employee and network administration practices. Administrative 
grievances are generally those relating to dissatisfaction with the delivery of 
administrative services, coverage issues, and access to care issues. 

Appeal: A request for review of an action. 

Fair Hearing: The member must first exhaust MCNA's appeal process 
before requesting a Fair Hearing. The member may request a Fair Hearing 
within thirty (30) calendar days of the date of the last decision notification by 
MCNA. MCNA will cooperate with any decision the State makes. 

MCNA resolves appeals and grievances within 30 days. 

For more information on filing an Appeal or Grievance on behalf of a member 
see our Provider Manual or call the Member Hotline toll free number 855-
247-6262. 



Practice Changes/Updates 
What if you make changes to your 

Practice? 
• 

• 

• 

All Changes are required to be 
submitted in writing via email or by 
mail 

Must be submitted to MCNA to 
ensure accurate updates to our 
Provider Directory and the Online 
Provider Directory. 

Please be sure that you select and 
submit the correct taxonomy code 
that is specific to your specialty 

../ Immediate notification to changes in 
license status, board actions, address or 
name changes, OBA or Tax ID 

../ Three (3) to four ( 4) weeks to add a new 
treating dentist (All dentists must be 
credentialed with MCNA prior to 
rendering treatment.) 

../ Ninety (90) days to terminate 
participation to allow for continuity of 
care issues 

../ Any covering Dentist should be 
credentialed with MCNA 

../ Your office must meet the compliance 
requirements 

•!• Re-credentialing is repeated every three years 



Prohibitions on Balance 
Billing 

Providers who are contracted with MCNA may not 
bill members for, or otherwise attempt to recover 
from members, the difference between the agreed 
upon contract rate allowable and the provider's 
billed charge(s). 

For example: A provider bills their usual and 
customary fee of $75.00 but the Dental Wellness 
Program only allows a maximum of $50.00 for the 
service. In this case MCNAwill only pay $50.00 for 
the service rendered. The provider cannot attempt 
to collect the balance of $25.00 from the member. 

2.564.oo 
14,898.00 

3.668.00 
5,787.00 

enta\ 
• 

C\a\ 



Dental Record Keeping 

We would like to ensure that the Dental Record 
Keeping standards are understood by all staff 
members. 

This will guarantee a passing score at the time 
of your chart audit review. 

Refer to the Provider Manual for a list of 
requirements and detailed instructions. 



HIPAAand 
Confidentiality Policy 

Health Information Privacy Accountability Act 

MCNA follows HIPAA requirements and requires its 
contracted providers to also adhere to HIPAA requirements . 

Provider agreements require that all providers maintain 
patient information: 

1.ln a current, detailed, organized and comprehensive 
manner 

2.ln accordance with the customary dental practices, 
applicable state and federal laws and accreditation standards. 

In addition Providers must: 

~ Only release of information, using a release form, at the 
request of a member or in response to a legal request for 
information. 

~ Store and restrict access to dental records in secured files. 

>"' Educate employees regarding confidentiality of dental 
records and patient information. 



Fraud, Waste, and Abuse 
MCNA is committed to the elimination of Fraud, Waste, and Abuse as part of the 
Dental Wellness Program 

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

-,. Waste - Practice that allows 
careless spending and/or inefficient 
use of resources. 

> Abuse - Provider practices that are 
inconsistent with sound fiscal, 
business or dental practices and result 
in unnecessary program cost or in 
reimbursement for services that are 
not medically necessary or do not 
meet professionally recognized 
standards for healthcare. 

./ Falsifying claims - Altering or falsifying claim or 
supportive documentation. incorrect billing, double billing, 
regulations and statutes. 

./Administrative/Financial - Fraudulent/ falsified 
credentials, business, accounting practices or documents. 

./ Delivery of service - Denying access to service, benefits, 
limiting access to services, failure to refer to a specialist, 
under or over utilization. 

./ Abuse of Member - Physical, mental, emotional and 
sexual abuse, discrimination, providing substandard care, 
financial exploitation. 

./ Member Violations - Abuse or misuse of dental services, 
member ID card sharing, falsifying or concealing eligibility 
information. 

MCNA Fraud Hotline: 1-855-FWA-MCNA (1-855-392-6262) 

DHS Fraud Hotline: 1-800-831-1394 



Quality Improvement 

Goals 

1.To ensure that each Member has 
affordable and convenient access to 
quality dental care delivered in a timely 
manner by a network of credentialed 
Providers. 

2.Have 100% of Provider participation in 
the following: 

,-, HIPAA 

}.> Dental Recording Keeping and 
Chart Review 

» Linguistic Access for Members 
that may need assistance 

', Provider Satisfaction Survey 

Your Role in Quality 

• Every MCNA network dentist is a 
participant in the Quality Improvement 
Program through his or her 
contractual agreement with MCNA. 

• You can help us identify any issues 
that may directly or indirectly impact 
Member care by reporting them on an 
Incident Report Form located in the 
Provider Portal. 

• The MCNA Director of Quality 
Improvement or a team member may 
contact your office regarding your 
Incident Report. Please keep a copy 
of the Member's Incident Report in 
the patient's dental record. 



DentalTrac TM Features 

v Fully integrated, interactive and voice-based systems 

v 24/7 access to claims and benefit information 

v Real time transactions, such as EDI claim uploads 

v Flexible, comprehensive reporting module 

v Powerful, customizable claims engine 

v HIPAA-compliant solutions 

v Web-based reporting 

v Secure military grade data encryption 



Provider Portal 

MCNA Online Provider Portal is a tool that provides the 
ability to perform day-to-day activities in support of your 
office and members. 

Using the portal will assist you with verifying member 
eligibility, submitting claims and pre-authorizations, viewing 
historical activity, and viewing and printing remittance 
advices. 

The Portal allows you to register more than one office within 
a group that enables the user to have one username and 
manage multiple offices. 

MCNA recommends that all of our providers take advantage 
of its features. 



Non-Discrimination 
MCNA considers non-discrimination of Members essential to the health care 
delivery system. 

Providers must not differentiate or discriminate in the treatment of any 
Member because of the Member's race, color, creed, sex, religion, age, 
national origin ancestry, marital status, sexual preference, health status, 
income status, physical or behavioral disability, or source of payment. 



Availability and Coordination of 
Linguistic Services 

• MCNA presents Member materials in a culturally 
and linguistically appropriate manner utilizing the 
Member's primary language. 

• When a Member calls MCNA interpreter services via 
our Language Line are available through MCNA at no 
charge. 

• Please have the Member contact our Member Hotline 
at 855-247-6262 to arrange Member materials in their 
native language. 



Would you like to join our Network? 
, You may enroll online or visit our website www.MCNAIA.net 

, You must sign the MCNA Participating Provider Agreement (contract). 

, Complete a credentialing application via fax, email, online or mail it to : 

FAX: (877) 684-5717 

Email: newtwork deyelopment@mcna.net 

Online: www.MCNAIA.net 

!V1CNA 
Attn: Iowa Network Development 

200 West Cypress Creek Road, Suite 500 
Fort Lauderdale, FL 33309 

,c.li-tree Provider Rclc;.\(on.~ Dept.: 1-855-856-6262 



Your Iowa Network / Provider Relations 
Team 

Rene Canales 
Director of Network Development 

1-855-856-6262 Ext: 591 
rcanales@mcna.net 

Ginger Chapman 
Provider Relations Manager 

1-855-856-6262 Ext: 573 
gchapman@mcna.net 

You may also download the Provider Relations territory map on 
our Provider Portal at http://portal.mcna.net. 



Questions and Answers 

Thank you and Welcome to 
MCNA! 

www.mcnaia.net 



Attachment 35-4 
Idaho Credentialing Presentation 

~ 



mcna 
Idaho Medicaid Dental Plan 

Credentialing and Re-Credentialing 
Requirements 



When is Credentialing Needed? 

• When non participating dental providers want to 
join MCNA's network to provide care to Idaho 
Medicaid members. 

• When a participating provider wants to add a 
new dentist to their existing MCNA office. 

• If an existing credentialed provider sells their 
practice, the purchaser of the practice will need 
to become credentialed if they wish to provide 
dental services to MCNA members. 



Prospective Provider Thank You Letter 

mcnadental 
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When a dentist expresses an 
interest in joining MCNA's 
provider network, the dentist 
may download the welcome 
letter from the website or 
request one to be mailed to 
them. The thank you letter 
contains MCNA's contact 
information and instructions 
for acquiring the credentialing 
application, W-9 form, and EFT 
Form . 



Documents Required for the 
Credentialing Process 

Completed Current Credentialing Application 

Contract 

Amendment 

W9 signed by owner with current date 

EFT Form and voided check if the applicant desires direct deposit for payment 

Copy of Dental School Diploma and Training Certificates 

Copy of Curriculum Vitae (from Dental School to present date with dates in mm/yyyy format) 

Copy of Current Idaho Dental License (website printout not ac:cepted} 

Copy of Current Idaho DEA License (If applicable) - {website printout not accepted} 

Copy of Current Controlled Substance Registration - (if applicable} 

Sedation Permit {if applicable) 

Copy of current Mo/practice Insurance policy face sheet 

Provider Roster 



Credentialing Application 

• The Credentialing Application is a 6 page, 9 section application that 
must be completed in its entirety for the credentialing process to 
begin. 

• The application includes personal and professional information. 

• Any omission of information on the application will delay the 
initiation of the credentialing process. 

• White out and "see attached" responses are not accepted on the 
a pp! ication. 

• A credentialing application will not be accepted until all elements are 
completed and submitted in their entirety. 



Application Definitions 

Multi-Specialty Group - A 
group of dentists with 

different specialties (e.g, an 

oral surgeon and endodontist 

in one practice) 

Solo - One dentist in practice 

Group - More than one 
dentist in practice 

County/FQHC- Office 
that receives Federal 
Funding (see FQHC 
PowerPoint) 

Single Specialty Group-A 
group of dentists with 
the same specialty 
(e.g, a group of oral 
surgeons) 



Application Definitions Continued 

Recall System - A system an office has in place to track their patients for 

preventive care visits. 

Allied Health Professional - Healthcare professionals who provide 

direct patient care and support services. Example: Dental Hygienist 

Dental /Hygienist License - Licenses that allow professionals to practice 

in their scope of training. 

DEA License - License that allows a dentist to prescribe medications. 

(Orthodontists are not required to have a DEA license) If a Primary care 

dental provider does not have a DEA license, an explanation/waiver must 

be provided along with the application packet. 



Application Definitions Continued 
Malpractice Insurance - Proof of liability insurance. This document cannot 

expire within 30 days of credentialing. This insurance is renewed annually. 

Tax ID Number- Also known as an EIN (Employer ID Number) identifies a 

business entity for the Internal Revenue Service (IRS). Complete a W9 with 

the legal name associated with the TIN issued by the IRS. 

Office NPI Number - A 10 digit type 2 group organization National Provider 

Identifier number. (Not for single provider practices) 

Individual NP/ Number- A 10 digit type 1 National Provider Identifier number. 

Every provider must have an NP/ number to receive Federal monies. 

Website to verify the NP/ numbers: 

https://nppes.cms.hhs.gov/NPPES/Welcome.do 



Attestation Signature Page 

• The attestation signature page is the last page of the 
Credentialing Application. 

• This must be signed by the prospective dentist to give 
consent so that MCNA can request verification of the 
information provided by the prospective dentist. 

• This page also affirms that all information submitted on 
the application is complete and correct and is provided in 
good faith. 

• This page must be signed and dated within 30 days of the 
initiation of the credentialing process. 



\ 

W9 

• A tax form for the United States which certifies an 
individual's taxpayer identification number and 
legal name as filed by the IRS. 

• Potential providers must submit a W9 form for 
each tax identification number they have. 

• Group offices having multiple locations and 
multiple tax identification numbers must submit 
a W9 for each office with different tax 
identification numbers. 



... " W·9 
11\i, Q:;..,Nt";:(1,)1, 

(...-,,,,..,~, .~ ....... ...... . 

SampleW9 Form 
Request for Taxpayer 

Identification Number and Certification 
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EFT Form 

• Electronic Funds Transfer Form 

• This form is optional if the 
provider wishes to have claims 
payments deposited directly into 
their bank account. 

ELECT~ornc l"UnDS TRAnSF&R 

• A voided check or a copy of a 
voided check must be submitted 
with the completed EFT Form. 

• Provides for faster 
reimbursement 

3201 
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Diploma, Certificate, and 
Continuing Education {CE) Courses 

• Copy of the prospective 

provider's Dental School 

diploma 

• Certificates showing training 

for any specialty programs 

completed 

• For specialty services 

certificates showing training, 

e.g., Sedation permits 



Curriculum Vitae (Resume) 

}:"~ofDmlht: ___________ _ 

0 DDS OD~ID 059'0~1)' ___ _ 

EDl,jlAddrMs·. ____________ _ 
Pl:lwtid·. ____ _ 

[IJl:C-A no~ 
K11Mofscbc<)l~l<:<alion: _________ _ 

Date~Antridtd. __ ,o __ 
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WORKIIISlORY 
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Provides a detail of the 

prospective dentist's 
education, work 

experience and other 
qualifications since 
graduating from dental 

school ( provide dates 

in mm/yyyy format 
please}. 



Completed File 

Once the dentist has submitted 

all the necessary documents 

needed for credentialing to 

their Provider Relations 

Representative, Network 

Development Specialist, or to 

MCNA's Credentialing 

Department for verification, the 

credentialing file is considered 

complete. 



PROCESSING TIME 
MCNA's Credentialing Team will validate 

qualifications for participation. All applicants must 

be approved by MCNA's credentialing committee 

prior to participation. Upon submission of all 

required elements, our average turnaround time is 

30-days. ~ 
·• 
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Notification 
• All applicants must be approved by MCNA's credentialing 

committee prior to participation. 

• Once the credentialing process is complete, the provider 
will be notified via a Welcome Letter from the 
Credentialing Department notifying them that they are 
credentialed, the date they are effective, and their 
provider and office identification numbers. 

• If credentialing has been denied, a letter is sent via 
Certified Mail notifying the applicant of the reason for the 
denial. 



Provider Orientation 

Once the provider has been admitted as a 

participating MCNA provider; the Credentialing 

Department notifies the Provider Relations 

Department so the Provider Orientation and 

training can be scheduled within thirty (30} days of 

the effective date. 



Re-Credentialing 

MCNA provider Re-Credentialing occurs 
every 3 years for all participating 
providers. The Credentialing 
Department will notify providers due for 
re-credentialing 120 days prior to the re
credentialing date via emait fax, and 
phone calls. Any provider who elects to 
not submit their application by their re
credentialing due date will be 
terminated. 



Additional Support 

Your Provider Relations Team and Network 

Development Representatives are always 

available to provide assistance and guidance for 

any credentialing situation or questions that may 
. 

anse. 

Remember; we are here to help! We are your first 

point of contact. 
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We welcome your feedback on our Provider Training program! Please fill out this form and return it to the MCNA Representative. If you 
have any questions or would like to contact MCNA, please call our Provider Relations Hotline at 1-855-PRO-MCNA (1-855-776-6262). 

I 

Workshop Information 

Workshop Title Workshop Date 

Workshop Trainer Workshop Location 

Training Evaluation 

Please rate the following items on a scale of one to ten, with one being abysmal, five being acceptable, and ten being perfect. 

Training Content 

Usefulness of the Material 

Trainer's Delivery and Expertise 

Overall Satisfaction 

Would you recommend this course to others? 

1 

1 

1 

1 

YES 

2 

2 

2 

2 

3 

3 

3 

3 

NO 

4 

4 

4 

4 

5 6 

5 6 

5 6 

5 6 

7 

7 

7 

7 

8 

8 

8 

8 

9 10 

9 10 

9 10 

9 10 

Why or why not?: - --------------------------------

Other thoughts you would like to share with us? 
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The MCNA Quality Improvement Committee (QIC) has approved the 2016 Quality Assessment and 
Performance Improvement Program that includes the review and monitoring of internal systems, dental 
credentialing, management systems, and committee structures. Activities of the program fall under the 
direction of the Chief Dental Officer (CDO) who is a Doctor of Dental Surgery (DDS), the Nebraska 
Dental Director who is a DDS, and the Vice President of Dental Management and Quality Improvement. 
The Quality Assessment and Performance Improvement Program shall be known as the MCNA Quality 
Improvement Program (QI Program) and will be in compliance with state and federal requirements and 
laws and applicable accreditation standards. 

MCNA will submit the QI Program description to the Nebraska ML TC 
for approval prior to implementation, and will notify the ML TC of 
changes in a timely manner. The ongoing QI Program is designed to 
objectively and systematically monitor and evaluate the quality and 
appropriateness of patient care, and to resolve identified problems 
using the prevailing professional standards of care. The QI Program 
is built on the foundation of the Institute for Healthcare Improvement's 
(IHI) Triple Aim framework approach to optimizing the U.S.'s health 
system and improving the quality of health care and health care 
delivery. 

• Improving the patient experience of care (including quality and satisfaction); 

• Improving the health populations; 

• Reducing the per capita cost of health care. 

IHI concluded that without a simultaneous focus on all three aims the U.S. would not be able to counter 
the predicted trends in healthcare expenditures. The National Healthcare Expenditure Projections, 
2010-2020, cites the US health care system as the most costly in the world, accounting for 17% of the 
gross domestic product and estimates that percentage to grow to nearly 20% by 2020. MCNA is 
committed to the Triple Aim approach to ensure the Nebraska Medicaid recipients have a positive 
patient experience and improved overall oral health status while reducing the overall costs of health 
care delivery. 

The QI Program is accompanied by a subset of written policies and procedures that describe multi
disciplinary processes to address components of effective healthcare management, and processes for 
ongoing monitoring and evaluation that promote quality of care. QI staff monitors key areas of dental 
care delivery to identify problems and achieve early recognition of opportunities to improve the delivery 
of quality dental care. MCNA does not delegate functions of quality assessment and performance 
improvement. 

The QI Program includes performance improvement projects (PIPs) that are designed to enhance 
clinical and non-clinical efficiency. High risk and high volume areas of patient care receive priority in the 
selection of quality assessment and performance improvement activities. The PIPs are targeted 
towards improving utilization and are focused upon improving dental health outcomes, all while eliciting 
the highest levels of member and provider satisfaction. Specific interventions are determined and 
implemented based on the outcomes of PIPs, member and provider satisfaction surveys, performance 
measures, dental record audits, and other quality activities. Performance improvement projects that 
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include goals and objectives will also be implemented in response to the External Quality Review 
Organization's (EQRO) audit, in the event that the audit uncovers areas of opportunity. As required, 
MCNA will submit a separate improvement that specifically addresses the findings of the EQRO. 

The QI Program provides a clear, concise statement of the mission, goals, and objectives of the plan. 
The ongoing internal and external review of the provision of dental care services shall include, but not 
be limited to, the following: 

• A written statement of goals and objectives that stresses health outcomes as the principle 
criteria for the evaluation of the quality of care rendered to members; 

• A written statement describing how state-of-the-art methodology has been applied to developing 
a case-orientated system for monitoring care, which when implemented, provides interpretation 
and analysis of patterns of care rendered to individual patients by individual providers; 

• A written plan describing the program's objectives, organization, and problem-solving activities; 

• A written plan describing oversight and delegation activities; 

• Mechanisms to ensure the provision of policies and procedures to meet objectives; and 

• Mechanisms to maintain, aggregate, and analyze information about the nature of issues raised 
by members, and on their resolution. 

Quality Improvement Structure 
The structure of the program requires the active participation of the executive leadership, contracted 
providers, and department leaders and managers through their involvement in the QIC in order to 
realize its full potential. The QIC ensures the effectiveness of the QI Program. Through interrelated QI 
subcommittees and structures, and a continuous flow of information, the QIC assesses information and 
data that measures MCNA operational and provider performance. 

This structure enables MCNA to perform its core managed care processes through each of its 
operational departments: Utilization Management, Provider Relations, Network Management, Call 
Center Operations (Member Services), Quality Improvement, Grievances and Appeals and Claims 
(Operations). The Administration and Information Technology departments also provide support for 
these core processes. The framework of the QI Program ensures an ongoing process of exchanging 
information across organizational departments and to stakeholders to improve the quality of clinical 
care and services received by members. Details of the structure, processes, indicators, and outcomes 
are described in this QI Program and its attachments. 

The QI Program ensures that findings, conclusions, recommendations, actions taken, and results of 
actions taken are documented and reported through the organization channels that have been 
established for quality assurance accountability to the QIC, Board of Directors, and relevant staff for the 
integration of best practices. 
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The success of the QI Program at MCNA is dependent upon a dedicated and knowledgeable group of 
professionals including, but not limited to, the administrative staff, committee members, department 
managers, and MCNA dental providers. All participants in the QI Program are committed to its 
objectives, processes, responsibilities, and authority. MCNA will pursue all opportunities to improve 
dental clinical care and services in accordance with MCNA policy and Medicaid regulations, as well as 
delegated requirements. 

II. Purpose and Authority 
The QI Program structure has been established by MCNA's Health Plan Board of Directors, who retains 
ultimate authority and accountability for the QI Program. The MCNA QI Program is designed to 
objectively initiate, monitor, and evaluate standards of dental practice that address the needs of the 
member. Assessment of standards, objectives, and outcomes is the mechanism by which patient care
related activities are evaluated, upgraded, and improved for the benefit of members and practitioners. 
The intention of the QI Program is to demonstrate accountability for the quality of dental care that is 
reviewed and approved by MCNA's QIC and all state and federal regulatory agencies. 

The implementation, maintenance, and support of the QI Program fall under the authority of MCNA's 
QIC. The COO maintains accountability for the overall function of the QI Program and serves as the 
chairperson of the QIC. MCNA's Nebraska Dental Director also maintains accountability for the QI 
Program and serves as the co-chair of the QIC and the Chair of its subcommittees. The QI Program's 
effectiveness is monitored and assessed by the QIC and reported to the Board of Directors. On an 
annual basis, the QIC reviews, assesses, makes recommendations, and approves the QI Program for 
the upcoming year. The Board of Directors also assesses the annual QI Program evaluation and makes 
recommendations as needed. 

Ill. Roles and Responsibilities 
The Board oversees and evaluates the impact and effectiveness of the QI Program, provides strategic 
direction, and ensures incorporation of the program into MCNA's business operations. The Board has 
delegated the development, implementation and review of the QI Program to the Quality Improvement 
Committee (QIC), chaired by MCNA's Chief Dental Officer (COO), Dr. Ronald Ruth, and co-chaired by 
our Nebraska Dental Director, Dr. Scott Wieting. 

The COO is charged with the responsibility of implementing the QI Program. The CDO is responsible 
for the overall functioning of the QI Program and its results. The COO, as the chair, and Dental Director 
as the co-chair, of the Quality Improvement Committee, are responsible for Quality Improvement, 
Credentialing, and Utilization Management functions. On an annual basis, the COO, Dental Director, 
the Vice President of Dental Management and Quality Improvement, and the Director of Quality 
Improvement and Risk Management develop a QI Program evaluation for the QIC's assessment and 
approval. The outcomes of the QI Program are reported to the Board of Directors. 

MCNA's leadership is responsible for the oversight and prioritization of all individual and combined QI 
activities. MCNA management, staff, members, and providers are active participants in the QI Program. 
They are essential in assessing the quality of dental care and services provided to MCNA members 
and in recommending improvement strategies as needed. As part of the QI Program, these participants 
assist in identifying, planning, evaluating, and monitoring processes and outcomes related to member 
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care and services. For leadership development with quality improvement fundamentals, the COO and 
Dental Director will attend quality forums and workshops throughout each calendar year that are held 
by healthcare quality organizations such as the Institute for Child Health Policy (ICHP), National 
Association for HealthCare Quality (NAHQ), and Health Care Compliance Association (HCCA). 

• Chief Executive Officer (CEO) 
(DDS, MSD, and Board Certified Periodontist) 
Responsible for the plan's program management, financial oversight, staff management, public 
relations and coordination with partner organizations, and working with the Board to develop 
and implement a strategic vision. 

• Plan President 
(DDS, MSD, Board Eligible Pediatric Dentist) 
Provides oversight and direction for MCNA's operations and clinical functions in the Nebraska, 
Iowa, Idaho, Texas, and Louisiana markets. 

• Nebraska Dental Director 
(DDS, General Dentist) 
Provides oversight of the clinical aspects of the plan, ensures implementation of the QI 
Program, and monitors the dental care delivery system. 

• Nebraska Executive Director 
(DDS, MS, Pediatric Dentist) 
Provides oversight of the administrative aspects of the plan, ensures implementation of the QI 
Program, and monitors the dental care delivery system. 

• Chief Operating Officer (COO) 
Directs, coordinates, and manages the day-to-day operations of the plan and ensures that all 
services to members and providers are delivered in compliance with contractual requirements 
and in a timely manner. 

• Chief Dental Officer (COO) 
(DDS) 
Provides overall direction of and guidance for clinical activities of the plan, oversees the 
utilization management program, and monitors the utilization of dental services. 

• Chief Information and Security Officer 
Oversees all aspects of the organization's information technology and systems. Also directs the 
planning and implementation of enterprise IT systems in support of business operations in order 
to improve cost effectiveness, service quality, and business development. 

• Chief Compliance and Privacy Officer 
Ensures that there is an understanding of, and compliance with, Ml TC regulations, and all 
Medicaid requirements. Coordinates and oversees new and ongoing audits, surveys, and 
reviews, and assures the monitoring of, responses to, reporting of and compliance with 
Medicaid legislation, regulatory, and policy requirements binding upon the plan. 
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Responsible for leading corporate strategic and tactical legal initiatives and providing senior 
management with effective advice on the plan's strategies and their implementation. 

• Vice President of External Affairs and Deputy General Counsel 
Directs aspects of litigation of claims with General Counsel and manages in-house and outside 
organizational partnerships. 

• Vice President of Operations 
Provides overall direction of and guidance for the non-clinical operational activities of the plan, 
with the objective of maximizing growth and profitability, as well as day-to-day leadership and 
management of all non-clinical company operations. 

• Vice President of Dental Management and Quality Improvement 
Oversees all clinical functions involved in the administration of Medicaid and CHIP Dental 
Benefits and leads the Utilization Management, Case Management, and Quality Improvement 
departments. 

• Associate Vice President of Administration and Operations 
Oversees all call center operations, provider relations, and member services, including member 
advocates outreach specialists, with the objective of ensuring access to care for our members 
and educating providers about the plan's benefit structure and business processes. 

• Director of Quality Improvement and Risk Management 
Directs the day-to-day activities of the QI Program, and ensures compliance with regulatory 
agencies regarding quality management. Implements and provides ongoing oversight of the 
organization's internal risk management program. 

• Director of Utilization Management and Case Management 
Provides leadership for the Utilization Management Department and oversees the Case 
Management Program. The Director establishes and implements workflow processes and 
monitors outcomes to ensure business goals and contractual requirements are met. 

• Director of Grievances and Appeals 
Responsible for the direct oversight and administration of the grievances and appeals functions . 

• Director of Call Center Operations 
Leads and directs the Member Hotline, Provider Hotline, and Care Connections Team. Ensures 
the department achieves overall quality service goals and delivers excellent levels of customer 
service. 

• Director of Network Development 
Maintains networks of dental health providers throughout all regions of the states in which the 
plan operates. 

• Director of Credentialing 
Ensures all network providers are fully credentialed in accordance with NCQA and URAC 
requirements. This includes a thorough background check to ensure providers are in good 
standing with all state and federal requirements. 
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Leads department in all aspects of the organization's claims processing and payment activities, 
including claims auditing functions. 

• Director of Human Resources 
Provides director oversight and administration of all human resource related policies and 
procedures, including ensuring that all MCNA clinical reviewers maintain the appropriate dental 
licensure. 

IV. Scope 
MCNA regards clinical quality of care and service performance measures (PMs) as critically important 
aspects of the dental managed care organization. MCNA will comply with ML TC's input and oversight 
regarding specific PMs to report, reporting format, and the reporting frequency. MCNA tracks PMs 
monthly and will comply with ML TC's reporting guidelines. The scope of the QI Program includes, 
without limitation, the objectives and approaches utilized in quality improvement together with 
measures that are quantifiable in accordance with contract performance standards and set 
benchmarks. The QI Program scope is comprised of actionable duties that are necessary to support 
and quantify demonstrable change for analyzing the successful delivery of dental services to the plan's 
population. In addition, the program scope details planned tasks and activities that support the QI 
Program's objective to initiate, monitor. and evaluate standards that impact the delivery of dental care 
and services to members. The identification, tracking, and trending of PMs includes: 

• Evaluation of medical necessity appeals; 

• Evaluation of access to services; 

• Evaluation of clinical performance (peer review}; 

• Evaluation as to the appropriate use of tests, studies, and dental services (e.g., lab, x-ray); 

• Measurement and evaluation of member satisfaction; 

• Evaluation of and monitoring of call center performance measures for both the Member and 
Provider Hotlines that include average speed of answer, abandonment rate, and service level; 

• Adherence to timeframes for claims processing; 

• Evaluation of and monitoring of the timely payment of claims, and of the financial and 
procedural accuracy of claims processing; 

• Evaluation of outcomes of care using criteria developed by dentists and other professionals to 
analyze patient care patterns and clinical performance for dental services provided; 

• Evaluation and monitoring of the quality of provider services that includes the availability of 
services (access to providers, appointment procedures, etc.}, the accessibility of services 
(telephone systems, Member Services, etc.) and member satisfaction with services; 
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• Establishment of a system using measurable criteria to identify, prioritize, and implement 
improvements to the quality of care and services; 

• Compliance with the MCNA Credentialing Program (credentialing/re-credentialing) to determine 
that all providers meet MCNA standards; 

• Analysis of the incident reporting system; 

• Completion of utilization management (over-and under-utilization} analysis; 

• Evaluation of case management functions; 

• Completion of dental record reviews; 

• Evaluation of claims data; 

• Evaluation of member appeals; 

• Evaluation of provider and member complaints and grievances; 

• Completion of provider profiling; 

• Completion of clinical focused studies performed by the quality improvement staff led by the 
CDO, Dental Director, Vice President of Dental Management and Quality Improvement, and the 
Director of Quality Improvement and Risk Management. The study topics are related to oral 
health objectives such as increasing the utilization of preventive dental service and access to 
the oral health system, and are based on ML TC's performance standards or national standards 
developed by the Centers for Medicare and Medicaid Services (CMS). Studies involve analyzing 
member data by race, sex, socioeconomics, and demographics; 

• Evaluation of medical/dental records quarterly for: 

o History recording 

o Caries detection 

o Radiographic studies as appropriate 

o Written treatment plan 

o Preventive dental services 

o Indicated follow-up care; 

• Evaluation of provider, member (consumer), and client satisfaction surveys; and 

• Evaluation of practice office surveys. 

• Evaluation of quarterly results in the Practice Site Performance Reports 
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All findings, conclusions, recommendations, and actions taken are documented and report through 
established organizational channels. All performance measures are evaluated and re-measured at least 
annually to monitor performance improvement. 

V. Goals and Objectives 
The goals of MCNA's QI Program have been established to align with, and strategically support, the 
National Quality Strategy (NQS) which is led by the Agency for Healthcare Research and Quality on 
behalf of the U.S. Department of Health and Human Services (HHS). The NQS consists of three aims. 
expanding on IHl's Triple Aim, six health care priorities, and nine levers/actionable items to execute 
their strategy. MCNA has adopted the NQS' three aims as our overarching goals to drive better, more 
affordable health care for Nebraska's Medicaid recipients. 

• Better Care: Improve the overall quality, by making oral health care more patient-centered, 
reliable, accessible, and safe. 

• Healthy People/Healthy Communities: Improve the health of the Nebraska population by 
supporting proven interventions to address behavioral, social, and environmental determinants 
of oral health in addition to delivering higher-quality care. 

• Affordable Care: Reduce the cost of quality oral health care for individuals, families, and 
government. 

MCNA has coupled the three aims/goals above with the national and Nebraska specific findings from 
the American Dental Association's report The Oral Health System: A State-by-State Analysis, 2016, to 
establish a defined process which: 

• Achieves the optimum quality dental care through processes, structures, and data management 
systems in place at MCNA daily by the oversight of leadership for each operational department; 

• Affirms the Quality Improvement Committee has the ultimate authority for, responsibility for, and 
accountability for the effectiveness of the QI Program on a quarterly basis through meetings to 
review the effectiveness of the QI Program's objectives and operational processes; 

• Maintains a framework by which specific delegated responsibilities set for by Ml TC to fulfill 
contractual obligations are met according to the contracted entity's delegated requirements 
through delegation oversight review on a quarterly basis at the QIC; 

• Measures the level of accessibility, availability, and continuity/coordination of care, and 
facilitates Quality Improvement through appointment availability surveys, after-hours access, 
geo access, access related complaints, and on-site facility audits quarterly; 

• Communicates all QI activities and outcomes achieved through the QI process throughout the 
organization, including to the providers, Board of Directors, management, staff, members, and 
the community through the Provider Newsletter monthly, the Quality Review newsletter 
quarterly, and the QIC quarterly, and weekly leadership meetings; 
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• Identifies and prioritizes strategies for the improvement of 
dental care and services utilizing the Plan-Do-Study-Act 
(PDSA), also called PDCA {Plan-Do-Check-Act), as a model 
for continuous improvement, starting new performance 
improvement projects, implementing change, planning data 
collection, and completing analysis in order to prioritize 
problems or root causes when conducting PIPs and 
measuring quarterly progress; 

• Establishes thresholds and benchmarks annually, including 
performance indicators, through the review of the specific 
contract and national standard publications (i.e., American 
Dental Association, The Oral Health Care System: A State
by-State Analysis, 2016, Healthy People 2020, NCQA 
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Quality Compass, National Health Interview Survey, US Centers for Disease Control and 
Prevention (CDC), Agency for Healthcare Research and Quality (AHRQ}, and state-contracted 
external quality review organizations (EQROs). 

• Identifies and prioritizes strategies for the improvement of dental care and services quarterly at 
QIC and weekly leadership meetings; 

• Strives to improve and to enhance MCNA's dental care delivery system in compliance with 
accepted dental practices and assesses member acceptability, accessibility, and continuity of 
dental care and services routinely through weekly meetings with an assigned business analyst 
and reporting unit; and 

• Cultivates a continuous quality improvement (CQI) management style that is woven throughout 
the organization with special emphasis on the member, measurement of key performance 
indicators, empowerment of employees, and a commitment to the improvement of dental care 
and services through quarterly QIC, subcommittee and Compliance Committee meetings, in 
addition to annual employee trainings and participation in company Compliance and Quality 
awareness activities. The CQI style is designed to meet the following objectives: 

o Educating members and providers through outreach and health education activities on a 
monthly or quarterly basis through community outreach and provider in-service trainings, 
webinars, or conferences; 

o Ensuring members are provided culturally and linguistically appropriate services with 
materials available in their primary language, accommodating communication assistance 
needs when requested, and routinely conducting office site visits; 

o Developing programs for populations with special needs through the Case Management 
Unit once data is analyzed and target audience is identified; 

o Conducting performance improvement projects and select studies in clinical and service 
areas in collaboration with state Medicaid agencies and EQROs yearly or as requested 
by the ML TC and EQRO; 

o Conducting satisfaction surveys for members and providers/practitioners; 
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o Fostering an environment that assists practitioners and providers with improving the 
safety of their practice by conducting monthly or quarterly office site visits; 

o Conducting oversight of risk management through routine reporting at each quarterly 
QIC; 

o Providing quarterly feedback to providers regarding opportunities for improvement both 
in practice management and clinical care in accordance with adopted ADA, AAPD, and 
EPSDT clinical practice guidelines; and 

o Evaluating the effectiveness of the QI Program monthly. 

VI. Compliance with MCNA, Medicaid, and Contracted Entity 
Requirements 
The QI Program has been developed to be consistent with all federal and state Medicaid rules and 
regulations applicable to all MCNA-contracted entities, including providers. 

VII. Conflict of Interest Statement 
On an annual basis each director identifies any potential conflicts of interest that may exist in his or her 
role as a director of the organization. This may include, but is not limited to, relationships, associations, 
or business dealings with vendors, suppliers, or individuals with whom the organization may have a 
contractual relationship. 

In the event that a director identifies a potential conflict of interest, he or she fully discloses all relevant 
information to the Chairman of the QIC. The Chairman, at his sole discretion, may discuss the matter 
with the Board of Directors or members of the corporation. 

The Chairman gathers as much information as he or she feels necessary and then submits the matter 
to the members of the corporation for a determination. The determination of the members is final. 

Any director, officer, or member of management is required to report to the Chairman any potential 
conflicts of interest that may exist or of which he or she may be aware. 

Any director may at any time excuse himself or herself from discussions and/or determinations in 
connection with a conflict of interest with vendors or contractors with whom that director has a 
relationship. 

VIII. Committee Structure 
The Quality Improvement Committee has the authority to promote organizational accountability in 
identifying, assessing, and correcting quality of care issues, as well as in improving dental care 
services. Provider and organizational participation is essential in accomplishing these tasks. 
Membership Term: Annual, with no restrictions on member re-appointment. 

The QIC and its four subcommittees are responsible for the implementation of and operation of the QI 
Program. 
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The QIC meets on a quarterly basis. This committee is an interdisciplinary committee that includes 
administrative staff and dentists. The MCNA Board of Directors has delegated the implementation of 
and oversight of the QI Program to the QIC. 

Members of the QIC are appointed by the Board of Directors. Its meetings are chaired by the CDO. All 
provider advisory appointments and member appointments are at the discretion of the chair. 

QIC Membership 

• Chaired by: Chief Dental Officer 
• Co-Chairs: Nebraska Dental Director 
• Plan President 
• Nebraska Executive Director 
• Chief Operating Officer 
• Chief Information and Security Officer 
• Chief Compliance and Privacy Officer 
• Senior Vice President and General Counsel 
• Vice President of External Affairs and Deputy General Counsel 
• Vice President of Operations 
• Associate Vice President of Administration and Operations 
• Vice President of Dental Management and Quality Improvement 
• Director of Quality Improvement and Risk Management 
• Director of Utilization Management and Case Management 
• Director of Grievances and Appeals 
• Director of Call Center Operations 
• Director of Network Development 
• Director of Credentialing 
• Director of Claims Management 
• Director of Human Resources 
• Clinical Reviewers (licensed dentists) 
• Participating Network Dentists 

Other departments may be represented by ad hoc members when necessary. 

QIC Main Functions 

The QIC is the functional means of the QI Program's implementation. The committee's main functions 
are: 

• Providing oversight and review of the QI Program's subcommittees; 

• Evaluating quality training materials prior to their dissemination, including CMS protocols; 

• Implementing quality training for providers about standards for dental record keeping, utilization 
of preventative services (sealants, prophylaxis, and fluoride), missed appointments and 
continuity of care, oral hygiene instruction (brushing and flossing), and compliance with the 
American Academy of Pediatric Dentistry's periodicity schedule; 
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• Developing educational materials to teach parents and members about oral health and 
preventative services; 

• Conducting review and giving input into strategies for targeting outreach to children with special 
health care needs, pregnant women, EPSDT eligible children, and adult members that have not 
seen a dentist in a 12-month period of time; 

• Tracking indicators, reviewing studies and quarterly reports, and ensuring follow up on the 
resolution of opportunities for improvement; 

• Suggesting and reviewing new and/or improved QI activities; 

• Reviewing and approving all policies and procedures; 

• Reviewing and approving the Dental Utilization Management Program and Plan; 

• Assessing the quality and appropriateness of dental care furnished to members with special 
healthcare needs; 

• Ensuring the completion of staff education and training related to QI activities; 

• Providing guidance to staff on QI priorities and projects; 

• Assuring the communication of necessary information with departments and services when 
problems or opportunities arise to improve patient care; 

• Reviewing the scope, objectives, organization, and effectiveness of the QI Program at least 
annually, as necessary, and presenting the results to the Board of Directors; 

• Determining issues and subjects for review {e.g., accessibility and availability studies); 

• Approving quality indicators for each of the reporting departments; 

• Approving the selection of PIPs and/or focused studies, as well as the study design procedures; 

• Monitoring the QI work plan and program activities to ensure assigned tasks are initiated and 
completed according to schedule, and overseeing the documentation of the results of activities; 

• Monitoring progress in meeting QI goals; 

• Reviewing, approving, and monitoring corrective action plans; 

• Researching, identifying, and removing any communication barriers that may impede members 
from effectively making complaints against MCNA; 

• Reviewing all member complaints and grievances to identify areas for improvement, take 
corrective action, and assess their effectiveness; 
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• Ensuring a comprehensive, culturally competent network of dental services that members can 
readily access; 

• Reviewing claims processing quality indicators on a quarterly basis; 

• Conducting individual primary care dentist and primary care dentist practice quality performance 
measure profiling; 

• Reviewing performance reporting on performance measures from delegated entities; and 

• Reporting findings to the Board of Directors, relevant stakeholders, other departments, and 
contracted providers as required at least quarterly. 

QIC Voting Rights/Procedures 

• The QIC will operate by majority rule and a quorum. 
• All QIC members will have voting rights on all non-clinical issues. 
• Only clinical members will have voting rights for clinical issues. 
• A quorum will be required when voting on dental issues. 
• A quorum will consist of nine members with a minimum of five voting members. 
• No member may vote if he or she is involved personally in the case. 
• All matters that require the QIC's approval are reported as committee resolutions to the Board of 

Directors. 

Each meeting will have an agenda. Minutes will be recorded and may be publicly displayed. Minutes of 
the previous meeting will be reviewed at each QIC meeting. They will be maintained in a locked file. 
Attendance will be taken at each QIC meeting. Attendance is mandatory for all members unless prior 
approval for an excused absence is obtained from the COO. 

2. The Credentialing Subcommittee 
The Credentialing subcommittee of the QIC supports MCNA's credentialing and recredentialing efforts. 
This committee meets at least quarterly or as needed. During the Credentialing Committee (CC) 
meetings, issues and credentialing documents are examined thoroughly. Quarterly reports are 
presented to the QIC committee for review and action. 

The Chairperson of the CC is appointed by the Board of Directors. The committee is chaired by the 
COO and co-chaired by the Dental Director. All provider advisory appointments and member 
appointments are at the discretion of the chair and co-chair. 

CC Membership 

• Chaired by: Chief Dental Officer 
• Co-Chaired by: Nebraska Dental Director 
• Nebraska Executive Director 
• Vice President of Operations 
• Vice President of Dental Management and Quality Improvement 
• Chief Compliance and Privacy Officer 
• Clinical Reviewers 
• Participating Dentists 
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• Director of Quality Improvement and Risk Management 
• Director of Credentialing 
• Associate Vice President of Administration and Operations 
• Credentialing Coordinators 

Other departments may be represented by ad hoc members when necessary. 

CC Main Functions 

• Approving or denying applicants seeking network participation. 
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• Reviewing and evaluating all issues, but specifically quality issues related to applicants and 
providers. 

• Conducting ongoing monitoring and oversight of providers seeking recredentialing. 

CC Objectives 

The CC supports initial provider credentialing and recredentialing efforts. The CC is responsible for the 
evaluation of and approval of the quality of dental providers who provide services to MCNA members. 
The CC allows input from currently credentialed dentists regarding all credentialing review activities. 
The CC objectives are: 

• To review and approve all dentists according to the Credentialing policies and procedures; and 
• To review and make determinations on all clinical issues found during the verification process. 

CC Voting Rights/Procedures 

• The CC will operate by majority rule. 
• All CC Committee members will have voting rights on all non-clinical issues. 
• Only the provider members will have voting rights on clinical issues. 
• A quorum will be required when voting on clinical issues. 
• A quorum will consist of at least two of the three provider committee members. 
• No member may vote if he or she is involved personally in the case. 
• All final decisions and comments will be submitted to the QIC for final approval. 

Each meeting will have an agenda. Minutes will be recorded and may be publicly displayed. Minutes of 
the previous meeting will be reviewed at each CC meeting. They will be maintained in a locked file. 
Attendance will be taken at each CC meeting. Attendance is mandatory for all members unless prior 
approval for an excused absence is obtained from the COO. 

3. The Peer Review Subcommittee 
The Peer Review subcommittee of the QIC supports MCNA's efforts to provide due diligence to 
network providers regarding professional competence and provider disputes. It also works to ensure 
members receive high quality dental care according to prevailing standards of the dental care industry. 
The committee objectively and methodically assesses, evaluates, and resolves issues related to the 
quality and appropriateness of care, safety, and services. 

Peer Review Membership 

• Chaired by: Nebraska Dental Director 
• Chief Dental Officer 
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• Director of Quality Improvement and Risk Management 
• At least three qualified dentists, meeting the following criteria: 
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o At least one of the providers must be a participating provider of MCNA who is not 
involved in network management and is a clinical peer of the participating provider that 
filed the dispute 

o One participating dentist who practices in the same specialty as the appealing provider 
• Other departments may be represented by ad hoc members when necessary 

Peer Review Main Functions 

• Acting as the peer review component and providing resolution to provider disputes involving 
adverse patient incidents associated with professional competence, professional conduct, and 
the quality of care and services rendered to members. 

• Reviewing the complaint or allegation against a provider and evaluating whether the severity of 
the issue requires a corrective action for that provider up to and including reduction, suspension, 
and termination from MCNA's participating provider network. 

• Reporting the disposition of peer reviews to the QIC on a quarterly basis. 

Peer Review Voting Rights/Procedures 

• The Peer Review Committee will operate by majority rule. 
• Only the qualified dentists will have voting rights. 
• A quorum will consist of at least three qualified dentists (active license and non-excluded parties 

listed). 
• No member may vote if he or she is involved personally in the case or if, for any reason, with or 

without disclosure, finds the need to recuse themselves. 

Each meeting will have an agenda. Minutes will be recorded and they will be maintained in a locked file 
and may not be publicly displayed. 

4. The Utilization Management Subcommittee 
The Utilization Management subcommittee of the QIC supports the dental utilization management 
process for MCNA members. The Utilization Management Committee (UMC) monitors the medical 
appropriateness and necessity of dental care services utilizing clinical criteria and policy in addition to 
the effects of prior authorization utilization trends. 

UMC Membership 

• Chaired by: Nebraska Dental Director 
• Co-Chair: Director of Utilization Management and Case Management 
• Nebraska Executive Director 
• Chief Dental Officer 
• Clinical Reviewers 
• Chief Compliance and Privacy Officer 
• Vice President of Operations 
• Vice President of Dental Management and Quality Improvement 
• Director of Quality Improvement and Risk Management 
• Director of Grievances and Appeals 
• Managers of Utilization Management and Referrals 
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Other departments may be represented by ad hoc members when necessary. 

UMC Main Functions 

• Developing and assessing of the UM portion of the organizational QI Work Plan. 
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• Monitoring for the consistent application of medical necessity criteria and clinical practice 
guidelines. 

• Reducing inappropriate and/or unnecessary dental services without adversely affecting the 
outcome of the delivery of services. 

• Reviewing and assessing trends in clinical grievances and appeals and providing 
recommendations to the utilization review process based upon findings. 

• Reviewing the effectiveness of the utilization review process and recommending changes to the 
process as needed. 

• Reviewing effectiveness of the case management program and recommending changes to the 
processes and/or program as needed. 

UMC Voting Rights/Procedures 

• Only clinical members of the UM Committee have voting rights. 
• The committee requires five members to attend for a quorum with a minimum of four voting 

members. 

The UMC will maintain copies of all minutes, reports, and other documents in a manner ensuring strict 
confidentiality. Access to such documentation is restricted to regulating agencies and to those 
individuals who have prior authorization from the COO. The minutes for each meeting will be 
maintained under the jurisdiction of the Director of Utilization Management and Case Management and 
may be publicly displayed. 

5. The Grievances and Appeals Subcommittee 
The Grievances and Appeals subcommittee of the QIC supports the continual improvement process for 
addressing member and provider dental complaints, grievances, and appeals, and the improvement of 
member and provider satisfaction. The Grievances and Appeals Committee (GAC) focuses on 
complaints, grievances, and appeals patterns in relation to the care and services provided to MCNA's 
members and providers. 

GAC Membership 
• Chaired by: Nebraska Dental Director 
• Co-Chair: Director of Grievances and Appeals 
• Nebraska Executive Director 
• Chief Dental Officer 
• Chief Compliance and Privacy Officer or Compliance Manager 
• Associate Vice President of Administration and Operations 
• Director of Call Center Operations 
• Director of Quality Improvement and Risk Management 
• Director of Claims Management 
• Director of Utilization Management 
• Manager of Provider Relations 

Other departments may be represented by ad hoc members when necessary. 
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• Reviewing complaints, grievances, and appeals reports and providing reports to the QIC. 
• Performing analysis of reports to track and trend departmental effectiveness. 
• Monitoring and developing corrective actions to improve outcomes. 
• Incorporating any recommendations received back from QIC and revising interventions when 

necessary. 

GAC Voting Rights/Procedures 
• The GAC will operate by majority rule. 
• A quorum will consist of at least six members with a minimum of four voting members. 
• All GAC members will have voting rights on all non-clinical/dental issues. 
• Only the provider members will have voting rights on clinical issues. 
• No member may vote if he or she is involved personally in the case. 

Each meeting will have an agenda. Attendance will be taken at each GAC meeting. Minutes will be 
recorded. Minutes of the previous meeting will be reviewed at each GAC meeting and may be publicly 
displayed. They will be maintained in a secured file in the Grievances and Appeals Department. 

The activities and functions of the GAC are conducted in compliance with HIPAA privacy regulations 
and in a manner that maintains the confidentiality of all proceedings and any member information used 
in committee deliberations. 

IX. Confidentiality 
MCNA staff, committee members, and any other person who acts for or on behalf of MCNA are subject 
to MCNA's confidentiality policies and procedures. These comprehensive documents describe how 
MCNA complies with all HIPAA, HITECH, state, and federal laws and regulations, including 42 CFR 
2.00. 

Employees, committee members, consultants, and others must execute a confidentiality statement at 
the time of employment or committee appointment and annually thereafter. Access to personally 
identifiable health information or specific practitioner information and/or results of QI monitoring is 
provided on a need-to-know basis only, unless otherwise required by law. Member, practitioner, and 
facility information is confidential and subject to applicable state and federal law, utilizing the "minimum 
necessary" rule. Member dental records are kept in a locked environment, away from public access. 
Any data shared outside of MCNA is blinded and is not member identifiable. The Compliance 
Committee is responsible for the development, implementation, and monitoring of MCNA's 
confidentiality policies and procedures. MCNA's Compliance and Privacy Officer is a member of the 
Quality Improvement Committee. 

Quality Improvement activities are confidential and are not considered discoverable or admissible in a 
court of law, under P.L 2-603. The Health Care Quality Management Act (99-660, 19986) was enacted 
to improve the quality of medical/dental care and provides immunity from liability for damages with 
respect to actions taken in the course of such review. All Quality Improvement Committee (QIC) 
members and invited guests will sign a Confidentiality Agreement prior to participation in a meeting. All 
of the Confidentiality Agreements will be stored in the office of the Director of Quality Improvement and 
Risk Management. 
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X. Quality Improvement Activities with Other Departments and 
Functions 
Quality Improvement is the responsibility of all staff, in all departments, all of the time. The following is a 
brief description of the monitoring activities conducted by the department to ensure quality improvement 
remains an active part of all areas within MCNA. 

Member Services Responsibilities (Call Center Operations and Grievances and 
Appeals Departments) 

• To handle member comments, inquiries, complaints, grievances, and appeals. 

• To communicate Member's Rights and Responsibilities. 

• To maintain a member's privacy and confidentiality; as well as to adhere to HIPAA privacy 
standards for identifying the member's identity with at least three pieces of information before 
releasing Protected Health Information (PHI). 

• To monitor and report member satisfaction. 

• To develop and implement member surveys, ensuring that opportunities for improvement are 
identified, actions are taken to improve service and care, and that follow up occurs. 

• To monitor telephone activity to ensure quality member service. 

• To track grievance and appeal timeliness. 

Utilization Management Responsibilities 
• To review inpatient and outpatient encounter data, noting trends and taking action as needed. 

• To determine pre~authorizations, specialty referrals, second opinions, and/or cases of special 
circumstances. 

• To evaluate the effects of prior authorization utilization. 

• To reconsider appeals based upon new supporting evidence and supportive documentation. 

• To report high-risk events such as large case management and adverse determinations. 

• To ensure staff compliance with policies and procedures. 

• To ensure provider adherence to Standards of Care. 

• To conduct inter-rater reliability tests. 

• To direct and analyze periodic reviews of enrollee service utilization patterns. 
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Case Management Responsibilities 
• To manage the integration of resources from MCNA, providers. and the community in order to 

provide effective care for members who qualify for the Case Management Program. 

• To coordinate with management activities regarding quality initiatives. 

• To refer members for dental specialty care. 

• To coordinate care for Children with Special Health Care Needs. 

• To document emergency room care and use for the tracking of outcomes when applicable. 

Provider Relations Responsibilities 
• To provide education for providers, in conjunction with the QI Department, related to the 

program through updates to the Provider Manual, site visits, etc. 

• To ensure that provider contracts are up to date. 

• To ensure the appropriate availability of dental services. 

• To monitor, investigate, and implement resolution for provider complaints and appeals. 

• To conduct surveys that measure and monitor provider satisfaction and to implement 
interventions as warranted. 

• To analyze and report on the Provider Satisfaction Survey results. 

• To ensure network adequacy through the evaluation of GEO Access reports of member access
related complaints and of the provider network for deficient access points. 

• To provide education for charting error reduction and encourage providers to adopt electronic 
health/dental records (EHRs). 

Credentialing Responsibilities 
• To oversee audits of provider files for completeness and accuracy. 

• To coordinate, with the QI Department, review of providers with quality of care issues during the 
credentialing and recredentialing processes. 

• To process and track initial and re-credentialed primary and specialty providers in addition to 
facilities. 

• To process and track the termination and/or suspension of primary and specialty providers, as 
well as facilities. 

Risk Management/Patient Safety 
• To report risk management/patient safety issues to the QIC. 
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• To comply with all state and federal risk management requirements. 
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• To evaluate and, if necessary, refer risk management/quality of care/patient safety issues from 
the staff or other outside sources to the appropriate MCNA client representative, or state or 
federal regulatory official. 

Improvement of Health Outcomes 
• To report clinical and administrative performance measures to the QIC. 

• To comply with all state and federal clinical and administrative reporting requirements. 

• To evaluate compliance with performance standards. 

• To identify performance trends for early and periodic screening, diagnostic, and treatment 
(EPSDT) services for member age categories. 

• To report PMs and PIPs data by race, sex, and demographics. 

• To identify improvement opportunities and development interventions at the QIC. 

Information Systems Responsibilities 
• To provide the system resources dedicated to the QI Program. 

• To provide support for the QI Department in generating the regular and ad hoc reports needed 
to analyze the member population and trends in care. 

• To monitor turnaround time for the receipt and posting of eligibility. 

Enrollment Responsibilities 
• To report monthly membership enrollment by prescribed due dates. 

• To ensure member enrollment materials and annual benefit packets are mailed timely. 

Claims Responsibilities 
• To report on the timeliness of claims payments to the QIC on a monthly basis. 

• To ensure follow-up on complaints from members and providers regarding claims payment, and 
to report the information to the QIC on a monthly basis. 

Human Resources Responsibilities 
• To conduct monthly New Employee Orientation. 

• To provide staff education about dental managed care and QI activities. 

• To conduct audits of employee files. 
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• To develop and implement compliance-related standards, training, and monitoring for MCNA. 

• To enforce protocols and ensure mechanisms are in place that provide corporate-wide 
compliance for exchanging Protected Health Information (PHI) and complying with the Health 
Insurance Portability and Accountability Act (HIPAA). 

• To analyze regulatory environment and legal requirements and identify specific risk areas. 

• To develop standards of operations to promote legal and ethical behavior. 

• Monitor internal and external audits and reviews for the purpose of indentifying problems and 
implementing corrective and preventable action. 

• To develop a Fraud, Waste, and Abuse Committee to review preliminary and full investigations 
and make recommendations. 

• To develop a Special Investigations Unit (SIU) to collect and trend data (practice and utilization 
patterns) for provider profiling to identify irregularities and possible fraud, waste and abuse. 

XI. Patient Safety 
The following program is in place for collecting and providing information that addresses potential or 
identified patient safety issues. Regardless of delegated functions, whenever potential quality-of-care 
concerns are identified, the safety of the member is secured prior to communication with the 
responsible entity. Throughout the year, the QI Department collaborates with the health plans, 
providers, and members to improve the identification of, and response to, safety issues in treatment 
communities. 

Identification of potential patient safety issues and quality of care concerns is accomplished through 
adverse incident reporting, member and provider complaints/grievances regarding quality of care 
issues, MCNA staff reports from utilization review, case management reviews and site visits, and 
member satisfaction data. All potential safety and quality of care concerns are reported to the Quality 
Improvement Committee and investigated by the QI Department in conjunction with the Utilization 
Management and Provider Relations departments. The timeframe of the initiation of an investigation will 
depend upon the seriousness of the situation. For the most serious cases, where members are clearly 
at risk of imminent harm, investigation begins immediately. For all other situations, investigation begins 
within one business day. 

XII. Approach to Serving a Culturally and Linguistically Diverse 
Membership 
In accordance with 42 CFR 438.206, MCNA has a comprehensive written Cultural Competency 
Program (CCP) describing MCNA's system to ensure that services are provided in a culturally 
competent manner to all members, including those with limited English proficiency. The CCP describes 
how providers, MCNA employees, and information systems will effectively provide services to people of 
all cultures, races, ethnic backgrounds, and religions in a manner that recognizes values, affirms, and 
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respects the worth of the individual enrollees and protects and preserves their dignity. The CCP is 
updated annually and submitted to the QIC form approval and reported to the Board of Directors. 

MCNA may distribute a summary of the CCP to network providers if the summary includes information 
about how the provider may access the full CCP on the MCNA website. A complete description of the 
program can be found in the Cultural Competency Program description. 

XIII. Evaluation of the QI Program and Annual Work Plan 
The QIC reviews the progress of the QI Program monthly. A 
comprehensive evaluation of the QI Program is completed 
annually and is used to develop the following year's program. 
All documents are approved through the QIC and reported to 
the Board of Directors. 

The QI Department, in collaboration with the Quality 
Improvement Committee, develops an Annual Work Plan. In 
conjunction with contracted entity input and department 
leaders, the Annual Work Plan is updated annually. Results are 
reported to the QIC. On an annual basis. the work plan is 
reviewed by the QIC and reported to the Board of Directors. As 
necessary, selected areas of performance from the work plan 
may be brought to the QIC and Board of Directors more frequently. The Annual Work Plan may be 
expanded whenever additional opportunities for quality improvement are identified. In the event MCNA 
does not meet contract specific performance targets for Performance Measures, the QI Department 
and appropriate personnel will adhere to the state agency's requirements for submission of a corrective 
action plan in accordance with the contract timeframe (e.g. 60 calendar days after being notified) that 
provides resolution to the identified deficiencies. MCNA may also be subject to sanctions for poor 
performance on quality and performance measures. 

QI Program Evaluation 
Under the direction of the COO and Vice President of Dental Management and Quality Improvement, 
and with input from department heads, the Director of Quality Improvement and Risk Management 
produces a formal written assessment of the effectiveness of the QI Program. The assessment reviews 
the previous year's quality projects, initiatives, measurement techniques, prevention activities, and 
outcomes. It guides the development of the QI Program for the next year, and informs departmental QI 
plans. The evaluation assists staff in identifying the priority areas for study, annual quality improvement 
initiatives, resources needed to achieve objectives, and timeframes for the implementation of and the 
completion of initiatives. 

The QIC reviews the evaluation report and assesses the adequacy of the program assessment. The 
QIC approves the evaluation. Information about this evaluation is published in the MCNA Provider 
newsletter, and providers are informed that the evaluation in its entirety is available on the MCNA 
website Provider Portal and in hard copy by request. The recommendations of the QIC are incorporated 
into the new annual work plan. The annual evaluation results are shared with all MCNA staff through 
summaries presented in departmental and staff meetings, and the entire evaluation report is posted on 
the MCNA Intranet site. 
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XIV. Monitoring and Identifying Opportunities for Improvement 
MCNA utilizes Key Performance Indicators (KPls) to measure, analyze, and improve performance. 
Indicators are selected and defined by developing standards for performance, which take into account 
contractual requirements that are to be met. The selection and definition of indicators also includes the 
review of contract and state-specific and national standard publications (i.e., Healthy People 2020, 
NCQA Quality Compass, National Health Interview Survey, US Centers for Disease Control and 
Prevention (CDC), Agency for Healthcare Research and Quality {AHRQ), and state-contracted external 
quality review organizations (EQROs)). The KPls are approved by the QIC and reported to the Board of 
Directors. Below are examples of KPls. 

Key Performance Indicators 

Telephone Access Measure Performance Standard 

Percent % of Call Center calls answered by a live person or IVR within 3 
95% 

rings or 15 seconds 

Average daily hold time after initial IVR response <2 minutes 95% 

Call Center call abandonment rate % <3% 

Utilization Management Measure Performance Standard 

Percent % of standard service authorizations pro~essed with 14 calendar 100% 
days or as extended within allowable timeframes 

Grievances Measure Performance Standard 

Percent % of grievances acknowledged within 5 business days of receipt 100% 

Percent% of grievances resolved within 21 business days 100% 

Claims Measure Performance Standard 

% of clean paper claims paid within 30 calendar days of receipt 100% 

% of clean electronic claims paid within 14 calendar days of receipt 100% 

The indicators are monitored through standard reporting requirements that each department head uses 
to assess progress. This reporting allows for structured communication with the QI Department. The 
KP ls are a standing agenda item for the QIC and subsequently reported to the Board of Directors. 
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In support of QI, MCNA provides information systems resources and other support staff that have the 
responsibility for working with personnel in each clinical and administrative department to identify 
problems related to quality of care for all covered dental care and professional services. Resources are 
available to aid in prioritizing problem areas for resolution, designing strategies for change, 
implementing improvement activities, measuring success, and determining if dental care is acceptable 
under current state and federal standards. 

Title 

Chief Executive Officer 

Plan President 

Nebraska Dental Director 

Nebraska Executive Director 

Chief Operating Officer 

Chief Dental Officer 

Chief Information and Security Officer 

Chief Compliance and Privacy Officer 

Senior Vice President and General Counsel 

Vice President of External Affairs and Deputy General Counsel 

Vice President of Operations 

Vice President of Dental Management and Quality Improvement 

Associate Vice President of Administration and Operations 

Director of Quality Improvement and Risk Management 

Director of Utilization Management and Case Management 

Director of Grievances and Appeals 

Director of Call Center Operations 

Director of Network Development 

Director of Credentialing 

Director of Claims Management 

Director of Human Resources 

Manager of Quality Improvement 

Manager of Credentialing 

Manager of Member Advocate Outreach Specialists 

Clinical Reviewer(s) 

Provider Relations Representative (x3) 

Credentialing Specialist (x2) 
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July 25, 2016 

Smith Family Dentistry 
123 Main Street 
Baton Rouge, LA 7080 I. 

RE: 2016 Summer Sealant Campaign 

Dear MCNA Provider: 

We are pleased to announce the launch of our 2016 Summer Sealant Campaign. At MCNA, we 
take pride in delivering high quality access to dental care and service excellence to our 
participating providers. As you may know, in 20 IO the Centers for Medicare and Medicaid 
Services (CMS) challenged all states to increase the rate of sealant use for 6-9 year olds by I 0 
percentage points over a five-year period. lncreasing sealant use for our members is a top priority 
for MCNA but we cannot accomplish this without your help. 

To better understand the baniers providers face in the delivery of sealants, we sought counsel 
from our Louisiana Dental Advisory Group (DAC), which is comprised of MCNA participating 
providers, and representatives from the LSU School of Dentistry and the Louisiana Dental 
Association (LDA ). The DAC is the voice of our provider network and they have given us the 
following recommendations for increasing sealant use: 

l. Increase the fee associated with each sealant. As part of MCNA's Summer Sealant 
Campaign, we will be adding $10.00 to our standard fee for each sealant placed on all 
eligible 6-9 year olds on dates of service from July 25, 2016 to September 30, 2016. 

[Terms: $10.00 will be added to Code D1351 rate ($25.51 + $10.00) for sealants applied 
to first permanent molars TlD Nos. 3, 14, 19, and 30.] 

2. Place a notification banner on the eligibility screen for 6-9 year olds. MCNA has 
added a Benefit Alert that will appear on the eligibility screen for all 6-9 year olds in the 
portal and on the print eligibility confirmation page. 

3. Distribute a roster of eligible members to providers so they can contact members 
and schedule an appointment. MCNA has attached an additional listing of eligible 
members that were seen by your practice at least once during the last nine months. This 
listing includes only 6~9 year olds who are currently eligible to receive sealants in 
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accordance with the Louisiana benefits. We are requesting your assistance in outreaching 
to these members to schedule an appointment for AAPD recommended preventive care, 
including sealants. For your convenience, we have included the member's last date of 
service in your practice and the most recent member contact infonnation. 

In addition to the foregoing initiatives, MCNA will assist you in making the most of our 2016 
Summer Sealant Campaign as follows: 

• Our Care Connections Team of skilled multi-lingual member advocates is making 
outbound calls to members to provide education about the benefits of preventive care and 
to assist them with scheduling an appointment. 

• We are sending text message reminders promoting preventive dental care and our 
member services hotline to assist members in scheduling an appointment. 

• We are collaborating with the LSU School of Dentistry to hold a Sealant Saturday event 
inviting only those members who do not yet have a dental home. 

• Our Member Services team reviews every incoming member call for internal care gap 
alerts, including those for sealants. The representatives will make every effort to assist 
the member with scheduling an appointment prior to completing the call. 

MCNA recognizes the time and effort you and your staff commit to providing services to ow· 
members. We strive to reduce your administrative burden as much as possible so that you can 
focus on the delivery of high quality dental care. We sincerely appreciate your partnership and 
look forward to improving the clinical outcomes for Louisiana's EPSDT members 

Sincerely yours, 

DeDe Davis 
Vice President of Dental Management 
And Quality Improvement 

Dr. David McKeon 
Executive Director, Louisiana Plan 

200 West Cypress Creek Road • Suite 500 • Fort Lauderdale, Florida 33309 
(855) 701-6262 • Fax (504) 335-2263 • www.mcna.net 
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We will add $10.00 to ouR standaRd fee 
for each sealant placed on first permanent molars (TIDs 3, 14, 19, and 30) of eligible Louisiana 
EPSDT members aged 6 - 9 years. 

The Summer Sealant Slam benefits your office and children in the Louisiana EPSDT Dental 
Program by: 

• Automatically increasing your reimbursement by $10.00 for CDT code D1351 each 
time you submit a claim for any eligible MCNA member on dates of service from 
July 25, 2016, to September 30, 2016. 

• Increasing awareness and utilization of dental sealants as a powerful preventive service. 

• Providing MCNA members without a dental home access to these services at special 
Sealant Saturday events, which are hosted by MCNA in partnership with the 
Louisiana State University School of Dentistry. 

For more information, please call MCNA's Provider Hotline at 1-855-701-6262. We look forward 
to connecting with you about this initiative and how we can assist your office in providing this 
important preventive service to the greatest number of members possible. 



mcna 
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Do you need help finding a dentist? Please call MCNA's Member Hotline at 
1-855-702-6262 and we will help you schedule an appointment. 

You can also visit our website at www.mcnala.net to search for a dentist with 
our Provider Directory. 

Toll Free: (855) 702-6262 • TTY: (800) 846-5277 • Web: http://www.mcnala.net • Follow us on f t I 
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Disaster Recovery Plan 
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ADDENDUM SIX 

 REVISED SCHEDULE OF EVENTS 
 
 
Date:  November 4, 2016  
 
To:  All Bidders  
 
From:  Michelle Thompson/Teresa Fleming, Buyers 

AS Materiel State Purchasing Bureau 
 
RE:  Addendum for Request for Proposal Number 5427Z1  
 
 

 
ACTIVITY DATE/TIME 

8.  Evaluation period November 4 – 18, 2016 
October 31, 2016 – 
November 30, 2016  

9.  “Oral Interviews/Presentations and/or Demonstrations” (if 
required) TBD 

10.  Post “Letter of Intent to Contract” to Internet at: 
http://das.nebraska.gov/materiel/purchasing.html   November 23, 2016 

December 7, 2016 
11.  
   

Contract finalization period  November 28, 2016 – 
January 3, 2017 

December 7, 2016 – 
January 16, 2017 

12.  Contract award January 3, 2017 
January 16, 2017 

13.  Contractor start date July 1, 2017 
 
 
This addendum will become part of the proposal and should be acknowledged with the Request for 
Proposal. 

http://das.nebraska.gov/materiel/purchasing.html
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ADDENDUM FIVE 

 #34 QUESTION and ANSWER 
 
 
Date:  October 25, 2016  
 
To:  All Bidders  
 
From:  Michelle Thompson/Teresa Fleming, Buyers 

AS Materiel State Purchasing Bureau 
 
RE:  Addendum for Request for Proposal Number 5427 Z1  
  to be opened October 31, 2016 at 2:00 p.m. Central Time 
 
 

Questions and Answers 
 
Following are the questions submitted and answers provided for the above mentioned Request for 
Proposal. The questions and answers are to be considered as part of the Request for Proposal.  It is 
the Bidder’s responsibility to check the State Purchasing Bureau website for all addenda or 
amendments. 

 
This addendum will become part of the proposal and should be acknowledged with the Request for 
Proposal.

Question 
Number 

RFP 
Section 

Reference 

RFP 
Page 

Number 

Question State Response 

34. Section 
II.P 

Page 6 According to the Nebraska 
Secretary of State's Office, and 
Chapter 21 Section 20,168 (4) The 
Requirements of the Business 
Corporation Act shall not be 
applicable to foreign or alien 
insurers, which are subject to the 
requirements of Chapter 44.  
Please confirm that a foreign 
insurer authorized to transact the 
business of accident and health 
insurance by the Nebraska 
Department of Insurance will not be 
required to submit a Secretary of 
State certification with their bid, 
pursuant to Section II.P of the RFP. 

Confirmed, though effective January 
1, 2017, Neb. Rev. Stat. 21-20,168(4) 
is replaced by a materially identical 
provision found at section 202 (MBCA 
14.40) of LB749 (2014).  However, 
the contractor may be required to 
provide a Certificate of Authority or a 
Certificate of Good Standing from the 
Department of Insurance. 



 

Page 2 
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# Document Section Change From: Change to: 

1 RFP IV.A.e.iii.a Two (2) DBPM 
networks in Cass, 
Dodge, Douglas, Gage, 
Lancaster, Otoe, Sarpy, 
Saunders, Seward, and 
Washington counties. 

Two (2) MCO networks in Cass, 
Dodge, Douglas, Gage, 
Lancaster, Otoe, Sarpy, 
Saunders, Seward, and 
Washington counties. 

2 RFP IV.A.e.iii.b Two (2) DBPM 
networks in Adams, 
Antelope, Arthur, 
Banner, Blaine, Boone, 
Box Butte, Boyd, 
Brown, Buffalo, Burt, 
Butler, Cedar, Chase, 
Cherry, Cheyenne, 
Clay, Colfax, Cuming, 
Custer, Dakota, Dawes, 
Dawson, Deuel, Dixon, 
Dundy, Fillmore, 
Franklin, Frontier, 
Furnas, Garden, 
Garfield, Gosper, 
Grant, Greeley, Hall, 
Hamilton, Harlan, 
Hayes, Hitchcock, Holt, 
Hooker, Howard, 
Jefferson, Johnson, 
Kearney, Keith, Keya 
Paha, Kimball, Knox, 
Lincoln, Logan, Loup, 
Madison, McPherson, 
Merrick, Morrill, Nance, 
Nemaha, Nuckolls, 
Pawnee, Perkins, 
Phelps, Pierce, Platte, 
Polk, Red Willow, 
Richardson, Rock, 
Saline, Scotts Bluff, 
Sheridan, Sherman, 
Sioux, Stanton, Thayer, 
Thomas, Thurston, 
Valley, Wayne, 
Webster, Wheeler, and 
York counties. 

Two (2) MCO networks in Adams, 
Antelope, Arthur, Banner, Blaine, 
Boone, Box Butte, Boyd, Brown, 
Buffalo, Burt, Butler, Cedar, 
Chase, Cherry, Cheyenne, Clay, 
Colfax, Cuming, Custer, Dakota, 
Dawes, Dawson, Deuel, Dixon, 
Dundy, Fillmore, Franklin, 
Frontier, Furnas, Garden, 
Garfield, Gosper, Grant, Greeley, 
Hall, Hamilton, Harlan, Hayes, 
Hitchcock, Holt, Hooker, Howard, 
Jefferson, Johnson, Kearney, 
Keith, Keya Paha, Kimball, Knox, 
Lincoln, Logan, Loup, Madison, 
McPherson, Merrick, Morrill, 
Nance, Nemaha, Nuckolls, 
Pawnee, Perkins, Phelps, Pierce, 
Platte, Polk, Red Willow, 
Richardson, Rock, Saline, Scotts 
Bluff, Sheridan, Sherman, Sioux, 
Stanton, Thayer, Thomas, 
Thurston, Valley, Wayne, 
Webster, Wheeler, and York 
counties. 

3 RFP IV.D.2; 
Table 1 

Add new section The Dental Director must be 
licensed to practice in the State of 
Nebraska. 

4 RFP IV.G.12.c Add new section The provider may discontinue 
seeing their members as long as 
they provide their members thirty 
(30) days of emergency care 
while in transition of finding a new 
dental home. 
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5 RFP IV.G Add new section 14. Member Handbook 
 
a. The DBPM must develop, 
maintain, and post to the member 
portal of its website a member 
handbook in both English and 
Spanish. In addition to the 
requirements described in this 
RFP, the handbook must comply 
with the requirements in 42 CFR 
438.10. 
b. The draft member 
handbook must be submitted to 
MLTC for review and approval a 
minimum of thirty (30) calendar 
days after date of award. 
c. The DBPM must publish 
the member handbook on its 
website in the member portal. It 
must also have hard copies 
available and inform members 
how to obtain a hard copy 
member handbook if they want it. 
d. At a minimum, the DBPM 
must review and update the 
member handbook annually. The 
DBPM must submit the updated 
handbook to MLTC for review and 
approval a minimum of 45 
calendar days before it is to be 
implemented. If the DBPM wishes 
to make changes to the handbook 
more frequently than annually, the 
revised language must still be 
submitted to MLTC a minimum of 
45 calendar days prior to 
proposed implementation. 
e. The DBPM’s updated 
member handbook must be made 
available to all members on an 
annual basis, through its website. 
When there is a significant 
change in the Member Handbook, 
the DBPM must provide members 
written notice of the change a 
minimum of 30 calendar days 
before the effective date of the 
change, that they may receive a 
new hard copy if they want it, and 
the process for requesting it. 
f. At a minimum, the 
member handbook must include: 
i. A table of contents.  
ii. A general description of 
basic features of how the DBPM 
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operates and information about 
the DBPM in particular.  
iii. A description of the 
Member Services department, 
what services it can provide, and 
how member services 
representatives (MSRs) may be 
reached for assistance. The 
member handbook shall provide 
the toll-free telephone number, fax 
number, email address, and 
mailing address of the Member 
Services department as well as its 
hours of operation. 
iv. A section that stresses 
the importance of a member 
notifying Medicaid Eligibility of any 
change to its family size, mailing 
address, living arrangement, 
income, other health insurance, 
assets, or other situation that 
might affect ongoing eligibility. 
v. Member rights/protections 
and responsibilities, as specified 
in 42 CFR 438.100 and this RFP. 
vi. Appropriate and 
inappropriate behavior when 
seeing a DBPM provider. This 
section must include a statement 
that the member is responsible for 
protecting his/her ID cards and 
that misuse of the card, including 
loaning, selling, or giving it to 
another person, could result in 
loss of the member’s Medicaid 
eligibility and/or legal action. 
vii. Instructions on how to 
request no-cost multi-lingual 
interpretation and translation 
services. This information must be 
included in all versions of the 
member handbook. 
viii. A description of the dental 
home selection process and the 
dental home’s role as coordinator 
of services. 
ix. The member’s right to 
select a different dental home 
within the DBPM network. 
x. Any restrictions on the 
member’s freedom of choice of 
DBPM providers. 
xi. A description of the 
purpose of the Medicaid and 
DBPM ID cards, why both are 
necessary, and how to use them. 
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xii. The amount, duration and 
scope of benefits available to the 
member under the contract 
between the DBPM and MLTC in 
sufficient detail to ensure that 
members understand the benefits 
for which they are eligible. 
xiii. Procedures for obtaining 
benefits, including authorization 
requirements. 
xiv. The extent to which, and 
how, members may obtain 
benefits, including from out-of-
network providers. 
xv. Information about health 
education and promotion 
programs, including chronic care 
management. 
xvi. Appropriate utilization of 
services including not using the 
ED for non-emergent conditions. 
xvii. How to make, change, 
and cancel dental appointments 
and the importance of cancelling 
or rescheduling an appointment, 
rather than being a “no show”. 
xviii. Information about a 
member’s right to a free second 
opinion per 42 CFR 438.206(b)(3) 
and how to obtain it. 
xix. The extent to which, and 
how, after-hours and emergency 
coverage are provided, including:  
a) What constitutes an 
emergency medical condition, 
emergency services, and post-
stabilization services, as defined 
in 42 CFR 438.114(a) and 42 
CFR 422.113(c). 
b) That prior authorization is 
not required for emergency 
services. 
c) The process and 
procedures for obtaining 
emergency services, including 
use of the 911-telephone system. 
d) That, subject to provisions 
of 42 CFR Part 438, the member 
has a right to use any hospital or 
other setting for emergency care. 
xx. The policy about referrals 
for specialty care and for other 
benefits not furnished by the 
member’s dental home. 
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xxi. How to obtain emergency 
and non-emergency medical 
transportation. 
xxii. Information about the 
EPSDT program and the 
importance of children obtaining 
these services. 
xxiii. Information about 
member copayments. The 
charging of a copayment is at the 
discretion of the DBPM. If the 
DBPM chooses to ask its 
providers to charge copayments, 
this cost-sharing must be in 
compliance with 42 CFR 447.50 
through 447.57, and cannot 
exceed the amounts specified at 
471 NAC 3-008.  
xxiv. The importance of 
notifying the DBPM immediately if 
the member files a workers’ 
compensation claim, has a 
pending personal injury or medical 
malpractice lawsuit, or has been 
involved in an accident of any 
kind. 
xxv. How and where to access 
any benefits that are available 
under the Medicaid State Plan 
that are not covered under the 
DBPM’s contract with MLTC, 
either because the service is 
carved out or the DBPM will not 
provide the service because of a 
moral or religious objection. 
xxvi. That the member has the 
right to refuse to undergo any 
medical service, diagnosis, or 
treatment or to accept any health 
service provided by the DBPM if 
the member objects (or in the 
case of a child, if the parent or 
guardian objects) on religious 
grounds. 
xxvii. Member grievance, 
appeal, and state fair hearing 
procedures and timeframes, as 
described in 42 CFR 438.400-424 
and this RFP, as follows: 
 
a) For grievances and 
appeals:  
1). Definitions of a grievance 
and an appeal.  
2). The right to file a 
grievance or appeal.  
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3). The requirements and 
timeframes for filing a grievance 
or appeal.  
4). The availability of 
assistance in the filing process.  
5). The toll-free number(s) 
the member can use to file a 
grievance or an appeal by 
telephone.  
6). The fact that, when 
requested by a member, benefits 
can continue if the member files 
an appeal within the timeframes 
specified for filing at 477 NAC 10-
001. Pursuant to the same 
regulation, the member should 
also be notified that the member 
may be required to pay the cost of 
services furnished while the 
appeal is pending, if the final 
decision is adverse to the 
member.  
 
b) For state fair hearing:  
1). Definition of a state fair 
hearing.  
2). The right to request a 
hearing.  
3). The requirements and 
timeframes for requesting a 
hearing.  
4). The availability of 
assistance to request a fair 
hearing.  
5). The rules on 
representation at a hearing.  
6). The fact that, when 
requested by a member, benefits 
can continue if the member files a 
request for a state fair hearing 
within the timeframes specified for 
filing at 477 NAC 10-001. 
Pursuant to the same regulation, 
the member should also be 
notified that the member may be 
required to pay the cost of 
services furnished while the 
appeal is pending, if the final 
decision is adverse to the 
member.  
 
xxviii. How a member may 
report suspected provider fraud 
and abuse, including but not 
limited to, the DBPM’s and 
MLTC’s toll-free telephone 
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number and website links created 
for this purpose.  
xxix. Any additional information 
that is available upon request, 
including but not limited to:  
a) The structure and 
operation of the DBPM.  
b) The DBPM physician 
incentive plan (42 CFR 438.6).  
c) The DBPM service 
utilization policies.  
d) How to report alleged 
marketing violations to MLTC.  
e) Reports of transactions 
between the DBPM and parties in 
interest (as defined in section 
1318(b) of the Public Health 
Service Act) provided to the State.  
 
xxx. A minimum of once a 
year, the DBPM must notify 
members of the option to receive 
the Member Handbook and the 
provider directory in either 
electronic or paper format. 
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6 RFP IV.G Add new section  15. Member Website 
 
a. The DBPM must maintain 
a website that includes a member 
portal. The member portal must 
be interactive and accessible 
using mobile devices, and have 
the capability for bi-directional 
communications (i.e., members 
can submit questions and 
comments to the DBPM and 
receive responses). 
b. The DBPM website must 
include general and up-to-date 
information about the Nebraska 
Medicaid program and the DBPM. 
All material to be included on the 
website must be submitted and 
approved by MLTC in advance of 
its intended posting. MLTC will 
review and approve or request 
changes as quickly as practical 
but within 30 calendar days of 
receipt. 
c. The DBPM must remain 
compliant with applicable privacy 
and security requirements 
(including but not limited to 
HIPAA) when providing member 
eligibility or member identification 
information on its website. 
d. The DBPM website 
should, at a minimum, be in 
compliance with Section 508 of 
the Americans with Disabilities 
Act, and meet all standards the 
Act sets for people with visual 
impairments and disabilities that 
make usability a concern. 
e. The DBPM website must 
follow all written marketing 
guidelines included in Section IV 
G - Member Services and 
Education. 
f. Use of proprietary items 
that would require use of a 
specific browser or other interface 
is not allowed.  
g. The DBPM must provide 
the following information on its 
website, and such information 
must be easy to find, navigate 
among, and be reasonably 
understandable to all members: 
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i. The most recent version 
of the member handbook in both 
English and Spanish. 
ii. Telephone contact 
information for the DBPM, 
including the toll free customer 
service number prominently 
displayed and a 
telecommunications device for the 
deaf (TDD) number.  
iii. A searchable list of 
network providers, with a 
designation of open or closed 
panels. This directory must be 
updated in real time, for changes 
to the DBPM network. 
iv. A link to the enrollment 
broker’s website and the 
enrollment broker’s toll free 
number for questions about 
enrollment. 
v. A link to the Medicaid 
Eligibility website 
(http://accessnebraska.ne.gov) for 
questions about Medicaid 
eligibility. 
vi. Information about how to 
file grievances and appeals. 
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7 RFP IV.G Add new section 16. Requirements for Member 
Materials 
 
a. The DBPM must comply 
with the following requirements for 
all written member materials, 
regardless of the means of 
distribution (for example, printed, 
web, advertising, and direct mail). 
b. The DBPM must write all 
member materials in a style and 
reading level that will 
accommodate the reading skill of 
DBPM members. In general, the 
writing should be at no higher 
than a 6.9 grade level, as 
determined by the Flesch–Kincaid 
Readability Test. 
c. MLTC reserves the right 
to require the DBPM to submit 
evidence that written member 
materials were tested against the 
6.9 grade reading-level standard. 
d. The DBPM must 
distribute member materials to 
each new member within 30 
calendar days of enrollment. One 
of these documents must describe 
the DBPM’s website, the materials 
that the members can find on the 
website and how to obtain written 
materials if the member does not 
have access to the website. 
e. Written material must be 
available in alternative formats, 
communication modes, and in an 
appropriate manner that considers 
the special needs of those who, 
for example, have a visual, 
speech, or hearing impairment; 
physical or developmental 
disability; or, limited reading 
proficiency.  
f. All members and 
Medicaid enrollees must be 
informed that information is 
available in alternative formats 
and communication modes, and 
how to access them. These 
alternatives must be provided at 
no expense to each member. 
g. The DBPM must make its 
written information available in the 
prevalent non-English languages 
in the State. Currently, the 
prevalent non-English language in 
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the State is Spanish. The DBPM 
must make its written information 
available in any additional non-
English languages identified by 
MLTC during the duration of the 
contract. 
h. All written materials must 
be clearly legible with a minimum 
font size of twelve-point, with the 
exception of member identification 
(ID) cards, or as otherwise 
approved by MLTC. 
i. The quality of materials 
used for printed materials must 
be, at a minimum, equal to the 
materials used for printed 
materials for the DBPM’s 
commercial plans, if applicable. 
j. The DBPM’s name, 
mailing address, (physical 
location, if different), and toll-free 
telephone number must be 
prominently displayed on all 
marketing materials, including the 
cover of all multi-page materials. 
k. All multi-page written 
member materials must notify the 
member that real-time oral 
interpretation is available for any 
language at no expense to them, 
and how to access those services. 
l. All written materials 
related to DBPM enrollment and 
dental home selection must 
advise members to verify with 
their usual providers that they are 
participating providers in the 
selected DBPM and are available 
to see the member. 
m. Marketing materials must 
be made available by the DBPM 
across the State. Materials may 
be customized for particular 
locations or populations within the 
State. 
n. All marketing activities 
must provide for equitable 
distribution of materials without 
bias toward or against any group. 
o. Marketing materials must 
accurately reflect information that 
is applicable to an average 
member of the DBPM. 
p. In all member materials, 
the DBPM must include the date 
of issue or revision. 
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q. Copies of all member 
mailings/materials (print and 
multimedia) must be provided. 

8 RFP IV.I.9 Add new section g. The DBPM must 
completely process credentialing 
applications from the provider 
within thirty (30) calendar days of 
receipt of a completed 
credentialing application. A 
completed application includes all 
necessary documentation and 
attachments.  
 
h. “Completely process” 
means that the DBPM must: 
 
i. Review, approve, and 
load approved providers to its 
provider files in its system and 
submit the information in the 
weekly electronic provider file to 
MLTC or MLTC’s designee, or  
ii. Deny the application and 
ensure that the provider is not 
used by the DBPM. A provider 
whose application is denied must 
receive written notification of the 
decision, with a description of 
his/her/its appeal rights. 

9 RFP IV.D.2, 
Table 1 

1. Planning and 
working with Provider 
Services staff to 
expand and enhance 
physical and behavioral 
health services for 
American Indian 
members. 

1. Planning and working with 
Provider Services staff to expand 
and enhance dental services for 
American Indian members. 

10 RFP IV.P.5.b b. Pursuant to 
Neb. Rev. Stat. §71-
831, the DBPM must 
hold back 2% of the 
aggregate of all income 
and revenue earned by 
the DBPM and related 
parties under the 
contract in a separate 
account. The hold-back 
constitutes the 
maximum amount 
available to the DBPM 
to earn via the quality 
performance program.  

b. Pursuant to Neb. Rev. 
Stat. §71-831, the DBPM must 
hold back 1.5% of the aggregate 
of all income and revenue earned 
by the DBPM and related parties 
under the contract in a separate 
account. The hold-back 
constitutes the maximum amount 
available to the DBPM to earn via 
the quality performance program. 
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11 RFP IV.V.4 The DBPM must have a 
contracted provider 
network in place, 
sufficient in size and 
composition, to meet 
MLTC’s access 
standards and the 
requirements of the 
covered population 
ninety (90) calendar 
days prior to the 
contract’s start date. 
The DBPM should 
submit to MLTC a 
network development 
plan with its proposal. 
This plan must be 
updated upon contract 
award and bi-weekly 
until the contract start 
date. The plan must 
detail the DBPM’s 
network, including 
GeoAccess reports, 
and describe any 
provider network gaps 
and the DBPM’s 
remediation plans. 
Additional requirements 
regarding network 
adequacy are included 
in Section IV.I – 
Provider Network 
Requirements of this 
RFP. 

The DBPM must have a 
contracted provider network in 
place, sufficient in size and 
composition, to meet MLTC’s 
access standards and the 
requirements of the covered 
population thirty (30) calendar 
days prior to the contract’s start 
date. The DBPM should submit to 
MLTC a network development 
plan with its proposal. This plan 
must be updated upon contract 
award and bi-weekly until the 
contract start date. The plan must 
detail the DBPM’s network, 
including GeoAccess reports, and 
describe any provider network 
gaps and the DBPM’s remediation 
plans. Additional requirements 
regarding network adequacy are 
included in Section IV.I – Provider 
Network Requirements of this 
RFP. 
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12 RFP IV.U.4.iv iv. Network 
Performance 
Requirement 
 
Between the date of 
award and the contract 
start date, the DBPM 
must have a contracted 
provider network in 
place, sufficient in size 
and composition to 
meet the service 
requirements of its 
members on the 
contract start date. The 
required attestation of 
network sufficiency 
must be submitted to 
MLTC a minimum of 
ninety (90) calendar 
days prior to the 
contract start date. 
MLTC may assess a 
penalty of $1,000.00, 
per calendar day, for 
each day that the 
provider network is not 
adequate to meet the 
service needs of its 
members. 

iv. Network Performance 
Requirement 
 
Between the date of award and 
the contract start date, the DBPM 
must have a contracted provider 
network in place, sufficient in size 
and composition to meet the 
service requirements of its 
members on the contract start 
date. The required attestation of 
network sufficiency must be 
submitted to MLTC a minimum of 
thirty (30) calendar days prior to 
the contract start date. MLTC may 
assess a penalty of $1,000.00, 
per calendar day, for each day 
that the provider network is not 
adequate to meet the service 
needs of its members. 

13 Attachment 
12 

Provider 
Network List 

Description: 
Submit list of all 
network providers via 
the 
provider enrollment file 
as described in Section 
IV.I - Provider Network. 
Due Date: 
90 days prior to 
contract start date.  

Description: 
Submit list of all network providers 
via the 
provider enrollment file as 
described in Section 
IV.I - Provider Network. 
Due Date: 
30 days prior to contract start 
date. 

14 Attachment 
11 

#58 Section IV.O – Program 
Integrity 

Section IV.R – Claims 
Management  
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ADDENDUM THREE 

 QUESTIONS and ANSWERS 
 
 
Date:  October 21, 2016  
 
To:  All Bidders  
 
From:  Michelle Thompson/Teresa Fleming, Buyers 

AS Materiel State Purchasing Bureau 
 
RE:  Addendum for Request for Proposal Number 5427 Z1  
  to be opened October 31, 2016 at 2:00 p.m. Central Time 
 
 

Questions and Answers 
 
Following are the questions submitted and answers provided for the above mentioned Request for 
Proposal. The questions and answers are to be considered as part of the Request for Proposal.  It is 
the Bidder’s responsibility to check the State Purchasing Bureau website for all addenda or 
amendments. 



Question 
Number 

RFP 
Section 

Reference 

RFP 
Page Number 

Question State Response 

1. Glossary of 
Terms xiii Appears to be a very broad definition of 

subcontractors, covering any entity that does 
any work related to the contract, example, a 
company that simply assembles creditialing 
information for DentaQuest to review to 
make creditialing decisions.  Is that the 
intent?   

A subcontractor is any organization or 
person who provides a function or service 
outside the scope of a provider agreement. 

2. Project 
Desctition and 
Scope of Work 

Page 140 j- 
Subcontracto
rs 

There are several  detailed requirements, 
such as page 140 tracking hours, in which 
we do not do for most of our 
subcontractorsIn the cases it does not apply, 
is it okay to put "not applicable" in these 
circumstances? 

The intent is for the bidder to provide i -iv for 
any and all subcontractors.  If “not 
applicable” is the appropriate response, 
provide as such. 

3. Attachment 7, 
8 and 14 Attachment 

7, 8 and 14 
Will you be providing a narrative that 
identifies the specific data assumptions and 
methodologies behind the specific payment 
rates for each age band? 

Please review the PowerPoint presented 
during the Pre-Proposal Conference for 
the specific assumptions within the rate 
development. MLTC will provide a data 
book when the rates are updated in the 
Spring of 2017. 
The PowerPoint can be found at the 
following website: 
http://das.nebraska.gov/materiel/purchasi
ng/5427/5427.html.  
And the direct link to the PowerPoint is: 
http://das.nebraska.gov/materiel/purchasing
/5427/Optumas%20Dental%20Rate%20Pre
sentation.pptx 

4. Attachment 7 Attachment 7 What Fee Schedules were used during the 
experience period as well as any fee 
schedule changes during the experience 
period and expected during contract year? 

The underlying reimbursement for the rate 
development is Medicaid FFS. The only fee 
schedule change was for the repricing of 
the UNMC provider services at the average 
of the top 5 Commercial Dental Providers in 
Nebraska. 

http://das.nebraska.gov/materiel/purchasing/5427/5427.html
http://das.nebraska.gov/materiel/purchasing/5427/5427.html
http://das.nebraska.gov/materiel/purchasing/5427/Optumas%20Dental%20Rate%20Presentation.pptx
http://das.nebraska.gov/materiel/purchasing/5427/Optumas%20Dental%20Rate%20Presentation.pptx
http://das.nebraska.gov/materiel/purchasing/5427/Optumas%20Dental%20Rate%20Presentation.pptx
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5. Attachment 7 
and 14 

Attachment 7 
and 14 

Will you be providing membership growth or 
decline as well as providing monthly 
membership in relation to FY 2014, FY 2015 
and future expectations? 

Due to the fluctuation in the monthly 
membership, the annual membership 
provided in Attachment 7 is a more accurate 
data point to use in your own calculation of 
risk as it relates to the capitation rates 
offered in the RFP.  The projected 
membership has not been fully defined as it 
related to the upcoming biennium budget.   

6. Attachment 7, 
8 and 14 Attachment 

7, 8 and 14 
Will you be providing the member access 
rates (Current) and Expected? 

The access rate assumed within the rate 
development is consistent with the access 
rate that was present within FFS during the 
base data time period of FY14-FY15.  The 
State’s actuaries will not be providing any 
additional information surrounding expected 
access.   

7. Attachment 7, 
8 and 14 Attachment 

7, 8 and 14 
What assumptions were used for Trending? Please see Slide 9 and 10 of the FY18 

Rates PowerPoint that was presented 
during the Pre-Proposal Conference for 
the trend assumptions. The PowerPoint 
can be found at the following website: 
http://das.nebraska.gov/materiel/purchasi
ng/5427/5427.html.  
And the direct link to the PowerPoint is: 
http://das.nebraska.gov/materiel/purchasing
/5427/Optumas%20Dental%20Rate%20Pre
sentation.pptx 

8. Attachment 7 
and 14 Attachment 7 

and 14 
Will you be providing Claim Lag data for the 
FY 2014 and FY 2015?  

Since the IBNR adjustment shown on Slide 
7 of the Optumas Dental Rate Presentation 
(please find link in the response to Question 
7) is “de minimis” no further information will 
be provided. 

9. Attachment 7, 
8 and 14 

Attachment 
7, 8 and 14 

Will you be providing the assumptions for 
Coordinated care savings or Managed care 
savings? 

There are no assumptions for coordinated 
care savings or managed care savings. 
Those savings are dependent upon how the 
DBPM manages the program. The State 

http://das.nebraska.gov/materiel/purchasing/5427/5427.html
http://das.nebraska.gov/materiel/purchasing/5427/5427.html
http://das.nebraska.gov/materiel/purchasing/5427/Optumas%20Dental%20Rate%20Presentation.pptx
http://das.nebraska.gov/materiel/purchasing/5427/Optumas%20Dental%20Rate%20Presentation.pptx
http://das.nebraska.gov/materiel/purchasing/5427/Optumas%20Dental%20Rate%20Presentation.pptx
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does not anticipate savings, but requires 
the DBPM to manage a more efficient and 
sustainable program. 

10. Attachment 7 Attachment 7 Will you be providing DCode level 
experience/utilization? 

Yes, please see Attachment 16.  

11. Attachment 7, 
8 and 14 

Attachment 
7, 8 and 14 

Will you be providing any program changes 
assumed in the rating? 

All adjustments, including policy 
adjustments was shared during the Pre-
proposal Conference (please find link in the 
response to Question 7).   

12. Attachment 7, 
8 and 14 

Attachment 
7, 8 and 14 

Confirmation that “Net Medical Rate” only 
includes claim cost. 

Confirmed. 

13. Attachment 7, 
8 and 14 

Attachment 
7, 8 and 14 

Confirmation that “Loaded Rate” excludes 
ACA/HIPF Taxes. 

Since the program is new during FY18, the 
ACA/HIPF tax does not apply during the 
first contract year. 

14.  Page viii “Auto assignment” states that an enrollee, 
who does not select a dental home within a 
predetermined length of time during 
enrollment activities is automatically 
assigned to a dental home.”  How does 
automatic assignment work?  

The DBPM will develop an algorithm that 
MLTC must approve. The algorithm may 
account for previous member-provider 
relations, familial relations, provider 
location, etc. 

15.   Can dentists through the DBM get 
assistance with reasonably priced language 
interpretation so they are in compliance with 
OCR 1557 Rule?  Language line is 
approximately $4.95/minute.  Can this be 
added to the contract? 

This will not be required of the DBPM. The 
DBPM could propose this as a value-add 
service.   

16.   What is the total cost of the contract?  We 
couldn’t find it listed.  If you do the math, it 
appears to be in the range of $55 million.  
Why is not just stated? 

The total cost of the contract is dependent 
on the final capitation rates and the 
membership mix for each month of the 
contract. 

17.   Can you require that the dentist portal 
include the ability to access the amount of 

The bidder should provide a response that 
meets the requirements of the RFP. 
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the $1,000 cap that has been spent for an 
adult patient?  Otherwise, the dentist has no 
way of knowing what was spent in another 
clinic and could go over the cap. 

18.  Page 38 “Providers may not bill members any amount 
greater than would be owed if the DBPM 
provided the services directly (i.e., no 
balance billing by providers is permitted).” 
With a $1,000 cap on adult benefit, how will 
non-covered services be handled? How will 
covered services once the member reaches 
the annual maximum be handled? Are these 
determinations being left to the DBPM? 

The DBPM may provide value-added 
services above what Medicaid currently 
covers. There are no planned changes to 
the policy related to Non-covered services. 

19.  Page 40 “The Dental Director must be currently 
licensed as a Doctor of Dentistry (“dentist”) 
with no restrictions or other licensure 
limitations.” – The Dental Director should be 
licensed in the state of Nebraska. 

Please see Addendum Four, #3.  

20.  Page 48 Value added services: Minimizing the 
occurrences of missed appointments through 
member incentives, technology-based 
appointment reminders, member education, 
or other mechanisms identified by the 
DBPM. Consider that case management 
services also be included specifically in this 
sentence.  

Case management is not precluded as a 
proposed value-added service. 

21. 
8(e)(ii) Page 8 discusses minimizing the occurrences of 

missed appointments through member 
incentives, technology-based appointment 
reminders, member education, or other 
mechanisms identified by the DBPM.  Is 
there a mechanism that requires the DBM to 
track missed/late cancelled appointments to 
help the Provider? 

No. MLTC identified that as a priority for 
potential value-added services, but the 
DBPM will have the discretion to decide 
which value-added services it would like to 
propose.  Please see Section IV.E.8.d. 
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22.  Page 57 Notice to Members of Provider Termination 
mentions “When timely notice from the 
provider is received, the notice to the 
member must be provided within fifteen (15) 
calendar days of the receipt of the 
termination notice from the provider.” Timely 
notice is not defined.  Include standard 
protocol that a dentist may to discontinue 
seeing a patient as long as patient is 
provided 30 days of emergency care while in 
transition of finding a new dental home. 

Please see Addendum Four, #4. 

23.   Can MLTC require the dentist portal to 
include what dental services the patient has 
received in the last 12 months to avoid 
duplicating services and billing?  For 
example, dentist #1 could place a sealant, 
but in 6 months it falls off.  Dentist #2, not 
knowing that the sealant was placed, billed, 
and lost, places another sealant and bills for 
it.  Now dentist #2 is in violation of the rule 
that sealants can only be billed out every 2 
years. 

Please see response to Question 17. 

24.  Page 64/65 For the first year of the contract period, the 
DBPM must accept into its network any 
dental provider participating in the Medicaid 
program provided the dental provider is 
licensed and in enrolled with DHHS and 
accepts the terms and conditions of the 
contract offered to them by the DBPM. This 
provision also does not interfere with 
measures established by the DBPM to 
control costs and quality consistent with its 
responsibilities under this contract nor does 
it preclude the DBPM from using different 
reimbursement amounts for different 

The DBPM and provider will negotiate 
reimbursement through the contracting 
process but are required to reimburse no 
less than the published Medicaid fee-for-
service rate in effect on July 1, 2016 for the 
first year of the contract. 
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specialties or for different practitioners in the 
same specialty [42 CFR §438.12(b)(1)]. Note 
this opens the door to the DBPM negotiating 
rates with individual providers just like the 
commercial sector. Some dentists may 
experience lowering reimbursement rates 
especially after the first year.   It sounds like 
the DBPM can pay a differentiated rates for 
dentists in network for good reason (under 
provider incentives).  Good reason might be 
one dentist in the whole community/county 
being in network or a lack of specialists and 
one specialist is seeing a disproportionate 
amount of patients/members.  Are we 
understanding this correctly?  

25.  Page 68 Credentialing and Re-credentialing of 
Providers and Clinical Staff – The contract 
does not appear to stipulate how quickly 
credentialing should be accomplished. This 
is a problem in some states that takes up to 
6 months to credential a new provider and 
this becomes an issue. 30 days is preferred. 

Please see Addendum Four, #8. 
 

26.  Page 74 The DBPM must develop, establish, and 
maintain a provider advisory committee to 
create network development and 
management strategies and procedures.  
Include the requirement that the DBPM 
should share the Reporting Dashboard 
(page 125) with the advisory committee. 

The Reporting Dashboard is an internal tool 
to ensure accountability. While MLTC or the 
DBPM may share the dashboard with 
external stakeholders, MLTC will not include 
that requirement in the RFP. 

27.  Page 77 QAPI Committee: The RFP asks the DBPM 
to describe how they will get provider input 
into any QAPI plan.  Include a representative 
from the NDA on the QAPI Committee. 

Per Section IV.M.2.a.i-iii of the RFP 
establishes the minimum QAPI Committee 
membership. 
 
The bidder should provide a response that 
meets the requirements of the RFP. 
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28.  Page 82 The DBPM must submit an electronic copy 
of the UM policies and procedures to MLTC 
for written approval within thirty (30) calendar 
days from the date of award, annually 
thereafter, and prior to any revisions.  The 
NDA requests that state to share this for 
input or request the state include a 
requirement in the contract that the DBPM 
needs to seek input on these from the NDA. 

The bidder must meet all of the 
requirements of this RFP. 
 
The bidder should provide a response that 
meets the requirements of the RFP. 

29.  Page 99 For the first year of the contract, the DBPM 
rate of reimbursement must be no less than 
the published Medicaid fee-for-service rate in 
effect on July 1, 2016, unless MLTC has 
granted an exception for a provider-initiated 
alternative payment arrangement.” Can 
MLTC stipulate that the FFS fee schedule is 
the floor always rather than just the first 
year?  

No, the DBPM and the providers should 
negotiate and contract alternative payment 
methods rather than only rely upon the fee 
schedule. 

30.   Will the provider manual be available to 
dentists before they are asked to sign the 
provider contract? 

MLTC will require the DBPM to submit for 
approval to MLTC its provider manual 
within thirty (30) days after contract award. 
Providers are free to contract with the 
DBPM before or after receiving the 
Provider Manual.   
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31.  Page 111 MLTC reserves the right to review any claim 
paid by the DBPM or its designee. The 
DBPM has the right to collect or recoup any 
overpayments identified by the DBPM from 
providers of service in accordance with 
existing laws or regulations. However, if an 
overpayment is identified by the State or its 
designee one year or later from the date of 
payment, the DBPM will collect and remit the 
overpayment to MLTC. In the event the 
DBPM does not collect mispayments from 
the provider within 30 calendar days of 
notification of the overpayment, the DBPM 
must refund the overpayment to MLTC. 
Failure by the DBPM to collect an 
overpayment from a provider does not 
relieve the DBPM from remitting the 
identified overpayment to MLTC.” Nowhere 
in the contract does it say how far back the 
DBPM can go to claim overpayments. 
Neb.Rev.Stat. § 68-974 states that all 
recovery audit contractors retained by the 
department when conducting a recovery 
audit shall review claims within two years 
from the date of the payment.  Does this two 
year lookback period apply to the DBPM?  If 
not, include a two year lookback limitation. 

The bidder must meet all of the 
requirements of this RFP. 
 
MLTC cannot limit the timeframe associated 
with any audit the Medicaid program is 
subject to. 

32.   Would you mind clarifying Form A Bidder 
Contact Sheet?  Do you have a specific 
order or location you would like this included 
in the response?  

Bidders should complete Form A, Bidder 
Contact Sheet and include with their 
proposal response. 
 
The State does not have a specific order or 
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location.  The sections of the proposal 
response should be separated by an 
identified tab. 

33. Section IV.C.2 Page 35 Will a certificate of authority to conduct the 
business of accident and health insurance 
issued by the Nebraska Department of 
Insurance to a foreign (Texas) insurer satisfy 
the licensure requirements of this RFP? 

No, the contractor will be required to obtain 
a certificate of authority from the State of 
Nebraska before go live. 

34. Section II.P Page 6 According to the Nebraska Secretary of 
State's Office, and Chapter 21 Section 
20,168 (4) The Requirements of the 
Business Corporation Act shall not be 
applicable to foreign or alien insurers, which 
are subject to the requirements of Chapter 
44.  Please confirm that a foreign insurer 
authorized to transact the business of 
accident and health insurance by the 
Nebraska Department of Insurance will not 
be required to submit a Secretary of State 
certification with their bid, pursuant to 
Section II.P of the RFP. 

The State is looking into this and will 
provide a response at a later date. 

35. Section D 
Staffing 
Requirements 
2.c 

Page 38 Is the replacement of key staff approved by 
state prior to job offer?  Is this also required 
for initial hires? 

MLTC must approve initial and 
replacement hires of key staff prior to the 
key staff starting. 

36. Section D 
Staffing 
Requirements 

Page 42 What will Dental QA and Government 
Quality be doing, separation of 
responsibilities? 

MLTC requires the DBPM to employ a 
staff member dedicated to the daily 
business of quality management and 
improvement. MLTC’s role in quality 
assurance is to review and audit the 
DBPM’s quality measures and initiatives. 
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37. Section E 
Core Medicaid 
Dental Benefits 

Page 45 How often are the state benefit grid (from 
website) updated with CDT codes? 

The program reviews the yearly release of 
any new code updates from the ADA 
around November or December for the 
following year. MLTC implements or 
makes needed additions or revisions to 
the codes and fee schedule for a January 
1 release. MLTC also reviews and adds or 
revises the fee schedule during our fiscal 
year with a release date of each July 1. 

38. Section E 
Core Medicaid 
Dental Benefits 

Page 45 Will we have access to the incumbent’s 
current clinical guidelines? 

This is a new program and there is no 
incumbent. Nebraska Medicaid’s clinical 
guidelines can be found in the Medicaid & 
Long-Term Care Rules and Regulations. 

39 Section H 
Grievance and 
Appeals 

Page 59 Is there a time period when a member 
cannot file a grievance, i.e. 180 days after 
date of service or occurrence? 

The DBPM must establish their grievance 
system that meets all relevant Federal and 
State regulatory requirements. 

40. Section H 
Grievance and 
Appeals 
4.d.ii 

Page 61 Requirement of only 1 level of appeal-does it 
then required to go to a Fair Hearing? 

Per 42 CFR 438.402, the DBPM may 
have only one level of appeal for 
enrollees. 

41. Section H 
Grievance and 
Appeals 
7.a 

Page 63 Are all Fair Hearings telephonic?  Are there 
any requirements to present in person? 

Fair hearings are held in the DHHS 
Hearing Office in the State Office Building 
in Lincoln. The parties are permitted to 
appear in person or by telephone. 

42. Section H 
Grievance and 
Appeals 
7.a 

Page 65 Will we be provided the number of 
grievances, appeals, Fair Hearings 
historically? 

The Fair Hearing Office opens appeals as 
directed by the Divisions. They opened 2 
Medical Assistance Dental appeals in 
2016 and 10 in 2015. In addition, they 
opened 99 Recovery Audit Contractor 
appeals in 2015, all of which appear to 
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involve dental providers. It is estimated 
that a number of appeals opened as 
Medical Assistance Payment appeals 
involved dental providers, but they do not 
track those appeals by provider type. 

43. Section I  
Provider 
Network 
Requirements 

Page 64 Will the State consider Letters of Intent or 
Letters of Agreements as acceptable for the 
necessary network coverage requirements? 

Letters of Intent and Letters of Agreement 
are not required as part of the proposal. 
MLTC will determine network adequacy by 
the provider enrollment file, as well as 
data and analysis attesting to the 
sufficiency of the DBPM’s network. 

44. Section I  
Provider 
Network 
Requirements 
1.f 

Page 65 Can the Plan terminate providers “without 
cause” 

No, except when the provider does not act 
on re-validation. In this case, the plan may 
terminate.   

45. Section I  
Provider 
Network 
Requirements 
1.h.v 

Page 65 Is the methodology of the access surveys 
determined by the dental plan? 

Yes, but the DBPM must submit the 
survey for MLTC’s approval. 

46. Section I  
Provider 
Network 
Requirements 
5.c 

Page 66 We do not currently contract and list 
prosthodontists, will this be required for NB? 

No. Contracts are not required but the 
services must be available.   
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47. Section I  
Provider 
Network 
Requirements 
5.e 

Page 67 Is the dental plan able to interpret this 
requirement, and have a mechanism to 
require some requirements for specialty 
referrals, or are all specialty referrals to be 
“self-directed”? 

The DBPM will submit their proposed 
process for MLTC approval during 
contract finalization. 

48. Section V 
Proposal 
Instructions 
A 

Page 138 Where would the State prefer the Scope of 
Work response to be included within the 
Technical Proposal? 

The State does not have a specific order.  
The sections of the proposal response 
should be separated by an identified tab. 

49. Attachment 4 
Dental Access 
Standards 

 Will the State be providing a census? Yes, please see Attachment 17. This is a 
census based on CFS service areas, 
which can be found here: 
http://dhhs.ne.gov/children_family_service
s/Documents/SvcAreaMap-NEW.pdf 

50. Attachment 14 
- COA-level 
Rate 
Development 

Page 3 There is an UNMC % adjustment applied to 
the base data.  Can you please provide 
additional detail on what this adjustment 
accounts for and how it was calculated? 

The State provided their actuary with the 
UNMC provider IDs. The State’s actuary 
used that information to identify the UNMC 
claims inherent in the FFS data, and 
repriced the claims to an enhanced fee 
schedule provided by the State. This 
enhanced fee schedule reflects the 
average reimbursement of the top 5 
Commercial Dental Providers in 
Nebraska. 

51. Attachment 1   Are there any limitations on the levels of 
Incentive Bonuses or Activities that improve 
health care quality that can be included as 
Net Qualified Medical Expense? 

The definition for activities that improve 
quality is consistent with the Medicaid 
Managed Care Final Rule released by 
CMS. As such, there is no predefined 
maximum associated with these types of 
services. 

http://dhhs.ne.gov/children_family_services/Documents/SvcAreaMap-NEW.pdf
http://dhhs.ne.gov/children_family_services/Documents/SvcAreaMap-NEW.pdf
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52. Attachment 1   Please define what is considered to be 
"related-party medical margin" 

Related-party medical margin is any 
margin built into sub-capitation 
arrangements between a parent and 
subsidiary company, to the extent they 
exist. 

53. Attachment 1   Is the 2% Hold Back included in the 
calculation of "revenue earned" described in 
Section 3 of the MLR Calculation 
description? If so, is an adjustment allowed 
in the event a porion of the holdback is not 
ultimately "earned" by the DBPM? 

The MLR calculation will include the 
portion of the hold back that is ultimately 
earned by the DBPM. 

54. Attachment 7   Please describe what, if any, adjustments 
have been made to the base experience 
data presented in the data book. Were any 
claims excluded and, if yes, why? Was there 
any repricing of historical claims to reflect 
payment at 100% of the dental fee 
schedule? 

No dental claims were excluded. 
All claims are reimbursed at a 100% 
dental fee schedule so claims were not 
repriced. 

55. Attachment 7   Can the state provide the mapping used to 
align dental service codes with the CoS 
descriptions contained in the data book? 

Please see Attachment 18. 

56. Attachment 7   Please describe the methodology used to 
categorize members in specific age cells. Is 
cell determined based on age at a point in 
time or does a member change cells within a 
SFY on their birthdate? 

The rating cohorts are based on the 
member’s age at the time the claim was 
incurred within the rate development. 
Operationally, a member’s age cohort will 
be determined on a monthly basis when 
capitation payments are made. 

57. Attachment 7   Does the state anticipate any significant 
shifts in the projected population distribution 
relative to what was seen in the base 
experience period(s)? If yes, please 
describe. 

MLTC does not anticipate shifts in the 
population distribution relative to the base 
data. 
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58. Attachment 7   Please confirm that the Units column reflects 
the sum of actual service units submitted for 
each claims and does not represent visits or 
encounters. 

Confirmed. 

59. Attachment 8   Please confirm that there are no planned 
adjustments to the capitation rates shown in 
this exhibit. It is assumed rates will be paid 
as shown with no adjustments for risk, 
region, gender differences in a particular 
DCO's membership distribution. 

The rates will be updated in the Spring of 
2017 to incorporate more recent base 
data and any new policy changes that may 
be in effect during the FY18 contract 
period. 

60. Attachment 13   Please provide a file containing projected 
membership by each county within the state 

Due to counties having populations small 
enough to potentially identify individuals 
enrolled in Medicaid, MLTC cannot 
provide that information. However, please 
see the response to Question 49. 

61. Attachment 14   Please provided further detail around the 
UNMC Repricing factors applied in the rate 
development. What is the purpose of this 
adjustment? How were the SFY14 and 
SFY15 Adjustments estimated? 

Please see response to Question 50. 
There was no estimated adjustments 
because MLTC had actual data. 

62. Attachment 14   What is the rationale for the 50/50 blending 
of SFY14 and 15 claims experience? I would 
expect greater weight would be assigned to 
the more recent data. 

During the rate development process the 
FY14 data is trended forward one year to 
FY15 in order to place both years of data 
on the same basis prior to blending. There 
were no significant reasons that led MLTC 
to believe the FY15 base data more 
accurately represents the expected 
experience for the FY18 contract period, 
thus an equal blend of FY14 and FY15 
was used when developing the final rates. 
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63. Attachment 14   Please describe the process for determining 
the 2.0% Utilization Trend assumed in the 
rate development. Any detailed analysis 
supporting this estimate would be 
appreciated. 

MLTC reviewed historical FFS data to 
help inform the aggregate PMPM trend 
across all services. This aggregate PMPM 
trend was uniformly distributed between 
the utilization and unit cost components of 
the trend assumption. These trend 
assumptions will be refined at the more 
detailed category of service level when the 
FY18 rates are updated in the Spring of 
2017. 

64. Attachment 14   Please describe the process for determining 
the Unit Cost Trend assumed in the rate 
development. Are there any known changes 
to the state fee schedule included in this 
estimate? Any detailed analysis supporting 
this estimate would be appreciated. 

See the response to Question 63. 

65. Attachment 14   Please confirm that the rate development 
assumes the annual trends shown in this 
exhibit will be compounded annually across 
a 36 month period. Additionally, please 
confirm that the annualized trends are 
EXACTLY as they appear in the exhibit (i.e. 
rounded to the nearest tenth of a percent) 
and that the 36 month compounding is NOT 
rounded in the calculation.  

Confirmed. The FY14 base data was 
trended for 12 months in order to place 
both years of data on the same basis prior 
to blending. The two years were then 
blended together and trended from the 
midpoint of the FY15 time period 
(12/30/2014) to the midpoint of the FY18 
time period (12/30/2017). The trends 
shown during the Pre-proposal 
Conference are the exact trends used in 
the rate development. However, please 
note that trends are applied at the COA 
and COS level of detail. As such, the 
trends shown on the “COA Rate 
Development” exhibit will be the effective 
COA trends across all services. 
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66. RFP 
Document 
P.2.k 

97 Can the state provide the certification 
document referenced in P.2.k on page 97? 
The rate development has been provided in 
Attachment 14 but the accompanying 
narrative would be helpful in better 
understanding the specific components of 
the development. 

MLTC will provide a databook when the 
rates are updated in the Spring of 2017. 

67. RFP 
Document P.7. 

101 Please provide further detail around the 
supplemental payments DBPM's are 
required to "pass through" to UNMC 
providers. Is it the intention of this program to 
be revenue neutral to the DBPM or does 
over/under utlization risk exist? Additionally, 
what is meant by the statement "these 
payments are calculated into the captiation 
rate on a quarterly basis"? This would imply 
the capitation rates shown in Attachment 8 
will be modified multiple times per year??? 

The UNMC supplemental payment is a 
per member per month amount that is 
calculated based on utilization of service 
provided by the UNMC providers. The 
intention is to be revenue neutral. The 
UNMC supplemental payment is 
calculated quarterly and does not impact 
capitation rates. 

68. RFP 
Document 
R.12.a 

112 Has the states actuary assumed a certain 
level of expected Third Party Liability 
payments in their rate development and, if 
so, what is the projected amount? This 
question is meant to include COB dollars as 
well. 

The dollars underlying the rate 
development are the Medicaid paid 
amounts inherent in the FFS data. As 
such, MLTC is assuming that the TPL 
recovered in the contract period will 
resemble the level of TPL inherent in the 
base data. 

69. Section IV.C.3 
Accreditation 

35 Section IV.C.3, page 35, requires that the 
DBPM obtain Health Plan Accreditation 
through NCQA. Per our understanding of 
NCQA accreditation requirements, the 
DBPM would not qualify to apply for Health 
Plan Accreditation through NCQA. The 
DBPM could apply for NCQA Certification for 
the functions of Utilization Management 

MLTC will accept URAC for accreditation. 
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and/or Credentialing. Additionally URAC 
offers a comprehensive Dental Benefit Plan 
Accreditation.  
 
Can the State please clarify the requirement 
around NCQA? Is the requirement meant to 
reference NCQA Certification in Utilization 
Management and/or Credentialing? 
Additionally, would the State consider URAC 
accreditation in lieu of NCQA certification as 
the URAC accreditation is more 
comprehensive than NCQA certification.  

70. IV.G Member 
Services and 
Education 

51 Describe proposed member education 
content and materials and "attach examples" 
used with Medicaid or CHIP populations in 
other states. Describe innovative methods 
the DBPM has used for member education. 
Describe how the DBPM will provide 
equitable member education throughout the 
State. "Provide examples" and descriptions 
of how member education will be used to 
improve service coordination including:          
                                                                        
   - The use of technological tools, including 
social media and mobile technology.              
                                                                        
    - Partnership with community-based 
organizations for education and outreach.     
                                                                        
    Please confirm requested examples are 

not included in the page limit. 

MLTC confirms that requested examples 
are not included in the page limit. 

71. RFP Dental 
Management 
Document 

4 Would the state please confirm that all 
attachments can be placed behind a tab for 
attachments behind the technical narrative?  

This formatting is acceptable to the State. 
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72. RFP Dental 
Management 
Document 

4 Will the State please confirm that Calibri 
11pt. Font with 1 inch margins on all sides is 
acceptable for all required responses? 

This formatting is acceptable to the State. 

73. RFP Dental 
Management 
Document 

4 Please confirm that a 10pt. font is acceptable 
for all tables and figures.  

This formatting is acceptable to the State. 

74. Attachment 11 
- Proposal 
Statements 
and  
IV.L Care 
Coordination 
Question 40 

9 “Describe how the DBPM will assist 
members to identify and gain access to 
community resources that provide services 
the Medicaid program does not cover.” Is the 
State solely referring to the identification and 
access to dental resources the Medicaid 
program does not cover? 

MLTC requires the DBPM to direct 
members to community resources that 
broadly help improve health outcomes. 

75. SPB RFP 
Revised: 
01/29/2016 
page 41  

41 Can the State please clarify that question #1. 
should be "dental health services" and not 
"physical and behavioral health services"? 
Tribal Network Liaison*  The Tribal Network 
Liaison is responsible for:  
1. Planning and working with Provider 
Services staff to expand and enhance 
physical and behavioral health services for 
American Indian members.  
2. Serving as the single point of contact with 
tribal entities and all DBPM staff on 
American Indian issues and concerns.  
3. Advocating for American Indian members 
with case management and member 
services staff.  

Please see Addendum Four, #9. 

76. R. Claims 
Management, 
6. Paid Claims 
Sampling, a. 

107 Does the State require the provision of EOBs 
for all Medicaid recipients? 

MLTC does not require this but the DBPM 
must have a method to verify services. 
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77. R. Claims 
Management, 
6. Paid Claims 
Sampling, c. 

107 Regarding the language,"The service 
verification surveys may be conducted at any 
point after a claim has been paid, but no 
more than 45 calendar days after the date of 
payment. This sampling may be performed 
by 
mail, telephonically, or in person (e.g., during 
case management on-site visits)." Please 
provide additional detail regarding 
expectations for conducting service 
verification surveys, i.e., what should these 
surveys contain? and is the expectation that 
this process is conducted as part of 
credentialing and/or UM? 

The DBPM will submit for MLTC’s 
approval their proposed surveys. While 
this process may be used for credentialing 
or utilization management, the primary 
purpose is to ensure the DBPM and 
MLTC comply with Federal law regarding 
claims payment, processing, and 
verification that beneficiaries received 
billed for services. 
 
The bidder should provide a response that 
meets the requirements of the RFP. 

78. R. Claims 
Management, 
6. Paid Claims 
Sampling, c. 

107 Regarding the language, " Concurrent review 
will be allowed when tied back to a 
successfully adjudicated claim." Is the 
State's expecation that the plan conducts 
concurrent reviews for dental services? 

Yes. 

79. Attachment 11 p.2, Q18 Question 18 requests "an overview of the 
proposed member website, including how it 
will satisfy requirements in this RFP." The 
Scope does not mention a member website; 
will the state please provide additional detail 
regarding the requirements for a "member 
website" and "member portal." 

Please see Addendum Four. 

80. Attachment 11 p.2, Q17 Question 17 requests written material and 
references the "appropriate reading level" for 
all member materials. Please provide the 
appropriate grade reading level for the state 
of Nebraska.  

The DBPM must write all member 
materials in a style and reading level that 
will accommodate the reading skill of the 
members. In general, the writing should 
be at no higher than a 6.9 grade level, as 
determined by the Flesch–Kincaid 
Readability Test. 
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81. Attachment 12 p.1 Will the state provide additional detail 
regarding requirements for the draft copy of 
a Member Handbook? Section IV.G; is the 
Member Handbook also called Member 
Orientation as referenced in IV.G.4.a?  

Yes. Please see Addendum Four, #5. 

82. Covered 
Benefits 

43 Is transportation the responsibility of the 
member's health plan? 

No 

83. Covered 
Benefits 

43 Is the facility component of an emergency 
room visit the the responsibility of the 
member's health plan? 

Yes, the DBPM will not be responsible for 
outpatient or inpatient hospital claims. 

84. Covered 
Benefits 

43 Is the facility component of dental services 
performed in a hospital setting (in patient or 
outpatient) the responsibility of the member's 
health plan? 

Yes, please see the response to Question 
83. 

85. Provider 
Network 
Requirements 

64 Can the state provide a file of their existing 
provider network, including name, address 
and phone numbers? 

Please see Attachment 19. The 
spreadsheet provides the following: 
Provider Number, Business Name, Title 
Code, Provider Type Code, Practice Type 
Code, Address, City, Pay to Name, Pay to 
Name Address, Pay to Name City.   
MLTC looked at paid dental claims on 
MLTC’s claims history database, and 
found there were two Provider Types who 
bill on dental claims: 

• Dentists (DDS) – Provider Type 40 
• Tribal 638 Clinic – Provider Type 26 

MLTC also found two different provider 
types usually listed as the rendering 
provider: 

• Dentists (DDS) – Provider Type 40 
• Licensed Dental Hygienist – Provider 
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Type 42 

Furthermore, there were a small number 
of claims where the rendering provider 
was a personal care aid (Provide Type 33) 
or MD (Provider Type 01) or DO (Provider 
Type 02).  MLTC did not consider them for 
this listing. 
The attached spreadsheet lists all active 
providers with a Provider Type of 40, 42, 
or 26 
There can be multiple entries for the same 
provider/person if: 

• The provider has multiple Medicaid 
Provider IDs (normally to bill with 
multiple locations) 

• The provider has multiple NPIs attached 
to a single Medicaid Provider ID 

• The provider has multiple Taxonomy 
codes attached to a single Medicaid 
Provider ID 

86. III.F.3 
“Insurance 
Coverage 
Amounts 
Required” 

10 The RFP contains a requirement for Abuse 
& Molestation Insurance as part of the 
Commercial General Liability Insurance the 
bidder is to maintain. Would the State of 
Nebraska waive this requirement? 

Provide all exceptions to Section III. 
Terms and Conditions under 
“NOTES/COMMENTS” in the applicable 
table. 

87. III.F.3 
“Insurance 
Coverage 
Amounts 
Required” 

10 The RFP contains a limit of $7,000,000 for 
Commercial Crime Coverage. Would the 
State of Nebraska accept $2,000,000? 

See the response to Question 86. 
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88. III.F.3 
“Insurance 
Coverage 
Amounts 
Required” 

10 The RFP contains a limit of $15,000,000 for 
Cyber Liability Coverage. Would the State of 
Nebraska accept $10,000,000? 

See the response to Question 86. 

89. III.F.4 
“Evidence of 
Coverage” 

11 Several of the coverage limits contained in 
III.F.3 would require an adjustment to the 
bidder’s current insurance limits which would 
come at a cost to the bidder.  
 
The RFP states in III.F.4: “The Contractor 
should furnish the State, with their proposal 
response, a certificate of insurance coverage 
complying with the above requirements ….”  
 
Is this a mandatory requirement? May the 
bidder provide a certificate of insurance 
coverage evidencing required coverage after 
the intent to award decision? 

The Certificate of Insurance is not a 
mandatory requirement of the RFP.  
Bidders may provide a Certificate of 
Insurance in their proposal response.   
The awarded bidder must provide a 
certificate of insurance coverage after the 
intent to award. 
 

90. IV.I.1 
“Provider 
Network 
Requirements” 

64 (78) Is Bidder expected to build a network of 
Providers on a contracted Provider 
Agreement or Letter of Intent basis before 
we submit our bid? 
Or will we show in the RFP how we will build 
the Medicaid network if awarded? 

No. 
MLTC requires the DBPM to provide a 
description of how the bidder will build 
their Medicaid network if awarded. 

91. Attachment 8 – 
Dental Rates 

Attachment 8 Is the Total Loaded Rate ($19.94) the full-
risk price for all 5-years until December 31, 
2022? Or is it only for Fiscal-Year 2018? 

These rates are only applicable for the 
SFY18 contract period. 
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92. IV.4.2  
“Key Staff 
Positions” 

39-40 (53-
54) 

May we contact the current Nebraska Dental 
Director, Dr. Charles Craft? No, that would be a violation of the RFP; 

Section II. D. Communication with 

State Staff and Evaluators. 
93. IV.4.2  

“Key Staff 
Positions” 

39-40 (53-
54) 

Is Bidder expected to hire a Dental Director 
before the RFP is awarded? Or can we 
identify a candidate, and upon award of the 
contract, hire that person before go-live? 

MLTC does not expect the DBPM to hire a 
Dental Director before MLTC awards the 
contract. Please see Section IV.D.2 of the 
RFP to find MLTC’s requirements 
regarding the hiring key staff. 

94. IV.4.2  
“Key Staff 
Positions” 

39-40 (53-
54) 

What specifically is/was Dr. Craft’s job 
description? 
 
Do his responsibilities require him to be 
present in the office M-F, 9a-5p? 

Dr. Craft is employed by the DHHS, 
Division of Public Health.  He is not a 
member of MLTC’s staff.  
MLTC does not have that information. 

95. II.P “Secretary 
of State/ Tax 
Commissioner” 

6 (20) Bidder is registered with the Secretary of 
State. We cannot find anything about 
registering with the Tax Commissioner. 
 
What are the requirements here? 

The Secretary of State and the Tax 
Commissioner do not have separate 
requirements. 
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96. Att. 11 
#58 
Section IV.O 

13, of 
Attachment 
11 

Question 58 refers to RFP Section IV.O, 
however the body of the question  
“Describe the DBPM’s method and process 
for capturing TPL and payment information 
from its claims system. Explain how the 
DBPM will use this information”. 
 
Seems to be referring to Section IV.R of the 
main document. Can you confirm?  

Yes, MLTC confirms.  
Please see Addendum Four, #14. 

97. Att. 15 BAA Does the Business Associate Agreement 
which is contained in Attachment 15 need to 
be signed by the offerer and included in the 
proposal or whether the State and the 
successful bidder sign the BAA during the 
contract finalization period. 

The State will require the awarded 
contractor to sign a Business Associate 
Agreement (BAA).  The bidder is not 
required to submit the signed BAA as part 
of the proposal response.  

98. Att. 11 
“Proposal 
Statements 
and Questions” 
#3 

Att. 11, p.1 Question No. 3 states: “Describe the 
approach the DBPM will take to ensure 
compliance with all relevant provisions of 
Part 438 of Chapter 42 of the CFR, Title 471, 
477, and 482 NAC.” There is no page limit to 
the bidder’s response. 
 
There are several hundred pages of 
regulations contained within the above cited 
sections. Bidder respectfully requests that 
the State explain if bidders are to address in 
general terms their compliance “approach” 
and how, in general, they will ensure 
compliance with Part 438 of Chapter 42 of 
the CFR, Title 471, 477, and 482 NAC or 
whether the State requests a detailed 
explanation of how the bidder will “ensure 
compliance with all relevant provisions” of 
these sections. 

Bidders should describe their general 
approach to compliance regarding the 
cited regulations; however, the State did 
not put a limitation on the depth of detail 
the bidder may provide. 
The bidder should provide a response that 
meets the requirements of the RFP. 
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99. I. Scope of the 
Request for 
Proposal, A. 
Schedule of 
Events 

Page 1 a. Will any extensions be considered or 
granted to the bid deadline of 
October 25, 2016? 

b. Will any alternative effective dates 
(other than July 1, 2017) be 
considered? 

c. What activities will be completed in 
the contract finalization period? 
i. What process will be used for 

this activity? 

a. See Addendum Two – Revised 
Schedule of Events.  
b. The State anticipates to go-live with this 
program on July 1st.  
c. The contract finalization period is the 
time allowed to negotiate terms and 
conditions, process a compliant Certificate 
of Insurance, Performance Bond, and 
Certificate of Good Standing. .  
i. this process will be facilitated by the 
State Purchasing Bureau. 

100. II Procurement 
Procedures, B. 
General 
Information. 

Page 2 a. Will any other forms of contract be 
considered besides a fixed price 
contract? 

No. 

101. II Procurement 
Procedures, C. 
Customer 
Service. 
 

Page 2 a. With respect to development of 
enhancements, please define what 
the State envisions as the needed 
enhancements? 
i.   How will success be 

defined? 
ii.  How will success be 

measured? 
b. What are the customer service 

industry’s best practices and 
processes? 
i.   How are these determined? 
ii.   What measurable criteria is  

          the State considering? 

Section II, C. Customer Service on page 2 
refers to Customer as the State of 
Nebraska.  This requirement is an 
overarching requirement of the Contractor 
in relation to the State. 

102. III. Terms and 
Conditions. 
 

Page 7 a. Does the following sentence mean 
that if the Bidder requires a contract 
deviation that the bidder will not be 
considered?   
 
“The State of Nebraska will not 

The State will not substitute the 
contractor’s contract for the State’s 
contract. The State will negotiate terms, 
but not to the point that our contract does 
not exist. 
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consider proposals that…or terms for 
those of the State of Nebraska’s.” 
 

b. It appears that the Terms and 
Conditions section indicates the 
Bidder must accept the Terms and 
Conditions as written with no 
modifications.  The State may then 
consider additional elements from the 
Bidder but only if the Bidder agrees to 
the Terms and Conditions as stated 
first.  Is this a correct interpretation? 

a.   “The State of Nebraska will not 
consider proposals that propose the 

substitution of the bidder’s 

contract, agreements, or terms for 
those of the State of Nebraska’s.”   
The State will not replace its terms and 
conditions for the bidder’s contract, 
agreements or terms.  

 
b. “Bidders are expected to closely read 

the Terms and Conditions and 
provide a binding signature of intent 
to comply with the Terms and 
Conditions; provided, however, a 
bidder may indicate any exceptions to 
the Terms and Conditions by (1) 
clearly identifying the term or 
condition by subsection, and (2) 
including an explanation for the 
bidder’s inability to comply with such 
term or condition which includes a 
statement recommending terms and 
conditions the bidder would find 
acceptable.” 
The bidder may either “Accept”, 
“Reject” or “Reject & Provide 
Alternative within RFP Response”.  
The State will negotiate Terms and 
Conditions with the awarded bidder 
during the contract finalization period.  
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103. III. Terms and 
Conditions. A. 
General. 

Page 7 a. Please define and/or direct us to the 
rules of contract interpretation as 
established in the State of Nebraska? 

Case law statutes 

104. F. Insurance 
Requirements. Page 9 a. What is the State turnaround time for 

approval? Once a compliant Certificate of Insurance 
is received by the awarded bidder; the 
approval will be determined in a couple of 
business days. 

105. L. State of 
Nebraska 
Personnel 
Recruitment 
Prohibition. 
 

Page 13 a. Are there any circumstances under 
which this prohibition could be 
altered?  For example, the expertise 
of State employees currently 
engaged in delivering the Medicaid 
Dental services could be of value to 
the plan members and in the best 
interests of the members to continue 
to engage rather than lose due to the 
transition. 

 See the response to Question 86. 

106. Z. Early 
Termination. 
 

Page 17 a. Is the correct interpretation that the 
Contractor may not terminate the 
plan before 12/31/22?  For any 
reason? 

See the response to Question 86. 

107. 8. Merger, 
Reorganization
, and Change 
of Ownership 

Page 36 a. Does this requirement apply to just 
the Contractor, or does it also apply 
to any Subcontractors? 

This requirement only applies to the 
Contractor, although MLTC expects the 
Contractor to notify MLTC of any material 
change that would affect members or 
providers. 

108. 2. Key Staff 
positions 
 

Page 39 a. Does the State have existing job 
descriptions for each position? 
 

b. Will the State furnish those 
descriptions to the Bidders? 

MLTC only provides the minimum duties 
and requires that hired staff are qualified.  
MLTC requires the DBPM to produce the 
job descriptions. 
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109. E1a. General 
Provisions 

Page 43 a. What are considered the prevailing 
dental community standards? 
i. How are these determined? 
ii. What measurable criteria is 

the State considering? 

Prevailing dental community standards 
are determined by Medicaid’s Rules and 
Regulations and the measurable criteria 
MLTC is considering can be found in 
Attachment 6 of the RFP. 

110. F. Fee-For-
Service (FFS). 
1. DBPM FFS 
Claim 
Services. 
 

Page 48 i. Is this an additional service 
the Contractor is to provide 
without regard to incremental 
additional costs to the 
Contractor? 

ii. Is there any amount included 
in the administration fee for 
the Contractor’s general or 
other administrative 
expenses? 

iii. Is there any amount included 
in the administration fee for 
Contractor profit margin? 

MLTC will not make any additional 
considerations regarding the additional 
service of paying fee-for-service claims. 
Section IV.F.1 DBPM FFS Claim Services 
of the RFP prescribes payment. 

111. I. Provider 
Network 
Requirements. 
 

Page 64 a. Will the state provide a list of all 
providers (including TIN, location, 
claim volume, etc.) currently 
contracted with the State for this 
Medicaid Dental program. 
i. If so, when will this list be 

provided? 
b. Are there any exception or non-

standard payments, or fee schedules, 
to providers for access or other 
reasons? 
i. If so, how are these amounts 

determined? 
ii. If so, under what 

circumstances are these 
exceptions allowed? 

iii. If so, how do these amounts 

a. Please see Question 85. 
b. There are only two exceptions to the 
fee schedule. The UNMC supplemental 
payment, which calculated in accordance 
with the following link: 
http://dhhs.ne.gov/medicaid/Documents/4.
19bitem10.pdf 
The other exception is the encounter rate 
paid to IHS facilities as determined by 
Medicare. 

http://dhhs.ne.gov/medicaid/Documents/4.19bitem10.pdf
http://dhhs.ne.gov/medicaid/Documents/4.19bitem10.pdf
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differ from the standard fee 
schedule set by the MLTC? 

112. I. Provider 
Network 
Requirements. 
4. Geographic 
Standards. 
 

Page 64 a. Will the State make any allowances 
in the Geographic Standards for 
current gaps between the existing 
State provider network and the 
Geographic Standards? 

b. How does the State envision the 
Contractor resolving gaps between 
access and Geographic Standards 
when no provider exists in an area 
that meets the Geographic 
Standards? 

c. What is the timeframe in which a 
Contractor must meet the 
Geographic Standards when a new 
member residence is identified that is 
not within the Geographic 
Standards? 

a. MLTC will not make any allowances for 
network adequacy gaps. 
b. MLTC requires the DBPM to develop a 
provider network availability plan to 
identify such gaps and describe the 
remedial action(s) that the DBPM will take 
to address those gaps.   
c. MLTC requires the DBPM to have an 
adequate network, as stated in the RFP, 
at the contractor start date.   

113. I. Provider 
Network 
Requirements. 
10. Provider 
Enrollment in 
Medicaid. 
 

Page 68 a. Does this requirement only apply to 
the provider network the Contractor 
develops for this Medicaid Dental 
program? 

b. When a Contractor maintains 
multiple commercial provider 
networks, does this requirement 
mean the Contractor must require 
providers in those commercial 
networks to become providers to NE 
Medicaid Dental? 

a. Yes, this requirement only applies to 
providers who wish to provide Nebraska 
Medicaid dental benefits.  
b. No provider is required to become a 
Nebraska Medicaid provider. However, 
the DBPM must contract with all providers 
the DBPM intends to reimburse for 
providing Medicaid dental services.   
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114. P. DBPM 
Reimbursemen
t. 
 

Page 96 a. If there are any exception or non-
standard payments, or fee schedules 
to providers for access or other 
reasons, are these amounts included 
in the determination of the capitation 
rate? 

b. Is the intent for the Contractor to 
agree to any method of determination 
and/or any assumptions used in the 
determination of the capitation rate? 

c. How often during the life of the 
contract will capitation rates be 
updated?  Annually?  Semi-Annually? 
i. On what date?   
ii. How far in advance of their 

effective date/application? 
d. If the method and/or assumptions for 

determining the capitation rate 
changes from time to time, does the 
Contractor have the ability to approve 
of these changes?  Or is this element 
“take it or leave it”? 

 
e. If the fee schedule for providers is 

changed by the State (for any 
reason), will the capitation rate be 
changed prior to the implementation 
of the fee schedule changes? 

f.  Have the implications of the 
requirements of the RFP been 
factored into the determination of the 
future capitation rates? 
i. In other words, if the RFP 

includes changes, 
enhancements, 

a. There were no adjustments related 
to reimbursement other than the UNMC 
adjustment described in the response to 
Question 50. 
b. The Contractor should evaluate 
the proposed capitation rate and the 
associated actuarial assumptions and 
determine if the proposed rates are 
feasible for the Contractor’s business 
model. 
c. Capitation rates will be updated on 
an annual basis and will be submitted to 
CMS no later than April 1st of the 
preceding contract period (i.e. the SFY19 
rates will be submitted to CMS by April 
1st, 2018). 
d. MLTC will provide substantiation 
and documentation of all aspects of the 
rate development methodology, however, 
the State will look to CMS/OACT for 
approval. The Contractor should evaluate 
the proposed capitation rate and the 
associated actuarial assumptions and 
determine if the proposed rates are 
feasible for the Contractor’s business 
model.  
e.  Significant changes in fee 
schedules will prompt a review of existing 
rates. To the extent that the impact is 
greater than +/- 1.5%, MLTC will update 
the rates prior to implementation.   
f. MLTC has developed the rates 
consistent with State policy.  As such, 
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improvements, system 
changes and other 
requirements that increase 
utilization and/or cost 
compared to current practices 
and outcomes, have these 
components been factored 
into the determination of the 
future capitation rate? 

ii. Will such prospective 
implications be included in the 
determination?  Or will the 
capitation rate always be 
“after the fact”? 

g.  Is there any allowance for the 
Contractor’s costs of initial 
implementation included in the 
capitation rate? 

h.  Is there any allowance for the 
Contractor’s costs of on-going 
changes, enhancements, system 
changes, future implementations, 
etc. included in the capitation rate? 

utilization is assumed to only increase by 
the secular utilization trend.  To the extent 
MLTC knows ahead of time of the rate 
implications, MLTC does include them. 
 
 
 
 
 
 
 
g. The capitation rates do not include 
any additional funds for implementation 
costs.  
h. MLTC intends to use the DBPM’s 
encounter data for prospective contract 
periods. As such, any enhancements or 
system changes that are reflected in the 
encounter data will be considered in future 
rate development cycles. 

115. U. Contract 
Monitoring. 
 

Page 126 a. Is there a maximum limit to the 
amount of monetary actions, 
damages, sanctions, penalties, etc. 
that may be applied under the 
Contract for any one item? 

b. Is there an aggregate annual 
maximum on the amount of monetary 
actions, damages, sanctions, 
penalties, etc. that may be applied 
under the Contract? 
i.  If so, is it limited to the 2% 

a. No. 
b. No. 
i. No, the 1.5% (please see 
Addendum Four) holdback constitutes the 
maximum amount available to the DBPM 
to earn via the quality performance 
program.  
ii. There is no maximum to liquated 
damages, sanctions, penalties, etc.  
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holdback? 
ii.  If not limited to the 2% 

holdback, what is the 
maximum? 

iii.  If no maximum, please 
confirm that the correct 
interpretation is that there is 
no limit to the amount of 
these items that may be 
levied on the Contractor. 

iii. That is the correct interpretation. 

116.   I wanted to email you and ask about the 
NCQA Certification that is required in the 
dental RFP. Dental plans aren’t eligible for 
HPA through NCQA and wanted to point that 
out. We have noticed this is a requirement in 
the RFP? I am not sure if this was just 
carried over by mistake from the Heritage 
plan requirements with the health plans? 

See response to Question 69. 

117 Quality 
Performance 
Program 
Measures – 
CY1 

Attachment 9 Does the performance guarantee Average 

Speed to Answer: Calls to 
Member/Provider lines must be answered 
on average within 30 seconds imply the 
call center will answer 100% of the calls 
within 30 seconds?   
 
Can this be negotiated to fall in-line with 
standards of 80% of calls answered in 30 
seconds? 

MLTC does not expect the DBPM call 
center to answer 100% of the calls within 
30 seconds. MLTC does require the 
average time for the call center to answer 
a call to be within 30 seconds. MLTC 
predicates this metric on average call 
wait-times and it is not negotiable.   

118 Section III, OO 
– Proprietary 
Information 

23 We would like clarification on how the 
State wishes for Proprietary Information to 
be marked on Original Proposal?   
Would it be acceptable to redact the 
proprietary information on the original RFP, 

Yes, it would be acceptable for the bidder 
to redact the proprietary information on 
the original RFP and provide a document 
with the applicable information.  Package 
proprietary information according to 
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then, on a separate document named 
PROPRIETARY, include the information 
redacted from the original RFP, along with 
the page number and paragraph where the 
information would be included? 

Section III. OO Proprietary. 

119 Section IV, F,  
-Fee-For-
Service (FFS) 
Dental Claims 
Management 
and 
Processing 

48 How many FFS members will there be under 
the FFS arrangement? 
How will the State identify FFS members? 

Remaining fee-for-service members are 
yet to be determined.  
MLTC will identify the FFS members by 
their eligibility category.  
 

120. Section IV.F     
FFS-Claims 
Management 
and 
Processing 

Attachment 
11, page 16 

Please elaborate on what is meant by 
claim brokering. What is the state 
looking for specifically with Question 76 
and 77?  
 Is the state referring to claim 
negotiating and financial settlement with 
providers?  

See Section IV.F.1:  
 The State is currently in the 
process of replacing its aged Medicaid 
Management Information System (MMIS). 
As part of this transition, the State is 
moving toward a model of contracting with 
risk-bearing entities for the provision of 
services for nearly all Medicaid members 
and services. As this transition continues, 
the State will be responsible for 
processing fewer FFS claims for fewer 
members. Rather than procure a 
standalone claims processing system for 
these remaining needs, the State intends 
to enter into a services agreement with the 
DBPM for the management and 
processing of remaining FFS dental 
claims.   
 In addition to the DBPM 
responsibilities outlined in this RFP, MLTC 
will pay the DBPM an administrative 
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processing fee for each unique 
adjudicated FFS claim or adjustment on a 
monthly basis. MLTC will provide the per 
unique claim initial rate. Payment for FFS 
dental claims management services will 
be paid separately from managed care 
capitation payments. 

121. Terms and 
Conditions, F 4 
Evidence of 
Coverage 

 

Under the Terms and Conditions, F 4 
Evidence of Coverage, it asks we provide 
a certificate of insurance, but not sure if 
we are to fax it or include in our response 
or both.  If we do need to fax the form, can 
you confirm we need fax by the opening 
date of 10/25?   
F. 4. EVIDENCE OF COVERAGE 

The Contractor should furnish the 
State, with their proposal 
response, a certificate of 
insurance coverage complying 
with the above requirements to 
the attention of the Buyer at 402-
471-2089 (fax) 

 
Administrative Services 
State Purchasing Bureau 
1526 K Street, Suite 130 
Lincoln, NE 68508 
 

These certificates or the cover 
sheet must reference the RFP 
number, and the certificates must 
include the name of the 
company, policy numbers, 
effective dates, dates of 
expiration, and amounts and 

See the response to Question 89. 
The Certificate of Insurance does not 
need to be faxed before the opening date. 
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types of coverage afforded.  If the 
State is damaged by the failure of 
the Contractor to maintain such 
insurance, then the Contractor 
shall be responsible for all 
reasonable costs properly 
attributable thereto. 

 
Notice of cancellation of any 
required insurance policy must be 
submitted to Administrative 
Services State Purchasing 
Bureau when issued and a new 
coverage binder must be 
submitted immediately to ensure 
no break in coverage.   

122. III.FF 
“Performance 
Bond” 

19-20 The RFP states: “The Contractor will be 
required to supply a bond executed by a 
corporation authorized to contract surety in 
the State of Nebraska, payable to the State 
of Nebraska, which shall be valid for the 
life of the contract to include any renewal 
and/or extension periods.” 
 
The contract term is 5 years and there are 
two potential 1 year extensions after the 
initial term for a potential 7 year contract. 
Bidder is unable to obtain a 5 to 7 year bond 
term but is able to obtain the bond for the 
first year which will be extended via a 
continuation certificate/annual bond form 
every year thereafter, including extensions. 
Can the State of the Nebraska please advise 
if it will accept a one year, continuous 
renewal bond? 

Yes, the State of Nebraska will accept a 
one year, continuous renewable bond. 
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123. 

  

I refer to RFP 5427 Z1 (Medicaid Dental 
Benefit Program). The RFP provides for 
page limitations for responses. As a courtesy 
to the reader, our format includes a copy of 
the question before each of our responses. 
While some questions may be one or two 
sentences long, other questions are more 
extensive in length. We would like to confirm 
that a recitation of the question would not 
contribute towards our page limitations.  

The recitation of the question will not 
contribute towards the page limitations. 

 
 
This addendum will become part of the proposal and should be acknowledged with the Request for Proposal.
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Byron L. Diamond 
Director 

Acting Director 

Pete Ricketts, Governor 
 

 

Materiel Division  Bo Botelho, Administrator 

Administrative Services    1526 K Street, Suite 130  Lincoln, Nebraska 68508    Phone: 402-471-6500   Fax: 402-471-2089 

 

ADDENDUM TWO 

 REVISED SCHEDULE OF EVENTS 
 
 
Date:  October 19, 2016  
 
To:  All Bidders  
 
From:  Michelle Thompson/Teresa Fleming, Buyers 

AS Materiel State Purchasing Bureau 
 
RE:  Addendum for Request for Proposal Number 5427Z1  
  to be opened October 25, 2016  October 31, 2016 at 2:00 p.m. Central Time 
 
 

 

ACTIVITY DATE/TIME 

5. 1 State responds to written questions through Request for 
Proposal “Addendum” and/or “Amendment” to be posted to 
the Internet at:  
http://das.nebraska.gov/materiel/purchasing.html  

October 17, 2016 
TBD 

6. 1 Proposal opening 
Location: State Purchasing Bureau 
  1526 K Street, Suite 130 
  Lincoln, NE 68508 

October 25, 2016 
October 31, 2016 

2:00 PM 
Central Time 

7. 1 Review for conformance of mandatory requirements October 26 - 28, 2016 
November 1 – 3, 2016 

8. 1 Evaluation period October 31 –  
November 15, 2016 

November 4 – 18, 2016  
9. 1 “Oral Interviews/Presentations and/or Demonstrations” (if 

required) TBD 

10. 1 Post “Letter of Intent to Contract” to Internet at: 
http://das.nebraska.gov/materiel/purchasing.html   November 21, 2016 

November 23, 2016 

http://das.nebraska.gov/materiel/purchasing.html
http://das.nebraska.gov/materiel/purchasing.html


 

 

Byron L. Diamond 
Director 

Acting Director 

Pete Ricketts, Governor 
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ACTIVITY DATE/TIME 

11.  
   

Contract finalization period  November 22, 2016 –  
January  3, 2017 

November 28, 2016 – 
January 3, 2017 

12. 1 Contract award January 3, 2017 
13. 2 Contractor start date July 1, 2017 

 
 
This addendum will become part of the proposal and should be acknowledged with the Request for 
Proposal. 



 

 
Byron L. Diamond 

Director 
Acting Director 

Pete Ricketts, Governor 
 

 

Materiel Division  Bo Botelho, Administrator 

Administrative Services    1526 K Street, Suite 130  Lincoln, Nebraska 68508    Phone: 402-471-6500   Fax: 402-471-2089 

 

ADDENDUM ONE 

 REVISED SCHEDULE OF EVENTS 
 
 
Date:  October 17, 2016  
 
To:  All Bidders  
 
From:  Michelle Thompson/Teresa Fleming, Buyers 

AS Materiel State Purchasing Bureau 
 
RE:  Addendum for Request for Proposal Number 5427Z1  
  to be opened October 25, 2016 at 2:00 p.m. Central Time 
 
 

 
ACTIVITY DATE/TIME 

5.  State responds to written questions through Request for 
Proposal “Addendum” and/or “Amendment” to be posted to 
the Internet at:  
http://das.nebraska.gov/materiel/purchasing.html  

October 17, 2016 
TBD 

6.  Proposal opening 
Location: State Purchasing Bureau 
  1526 K Street, Suite 130 
  Lincoln, NE 68508 

October 25, 2016 
2:00 PM 

Central Time 
7.  Review for conformance of mandatory requirements October 26 - 28, 2016 
8.  Evaluation period October 31 –  

November 15, 2016  
9.  “Oral Interviews/Presentations and/or Demonstrations” (if 

required) TBD 

10.  Post “Letter of Intent to Contract” to Internet at: 
http://das.nebraska.gov/materiel/purchasing.html   November 21, 2016 

11.  
   

Contract finalization period  November 22, 2016 –  
January  3, 2017 

12.  Contract award January 3, 2017 
13.  Contractor start date July 1, 2017 

 
 
This addendum will become part of the proposal and should be acknowledged with the Request for 
Proposal. 

http://das.nebraska.gov/materiel/purchasing.html
http://das.nebraska.gov/materiel/purchasing.html


 

State of Nebraska (State Purchasing Bureau) 

REQUEST FOR PROPOSAL FOR CONTRACTUAL 
SERVICES FORM 

RETURN TO:  
State Purchasing Bureau  
1526 K Street, Suite 130 
Lincoln, Nebraska 68508 
Phone: 402-471-6500 
Fax: 402-471-2089 

SOLICITATION NUMBER RELEASE DATE 
RFP 5427 Z1 September 1, 2016 

OPENING DATE AND TIME PROCUREMENT CONTACT 
October 25, 2016 2:00 p.m. Central Time Michelle Thompson / Teresa Fleming 

This form is part of the specification package and must be signed in ink and returned, along with proposal documents, by the opening 
date and time specified. 

PLEASE READ CAREFULLY! 
SCOPE OF SERVICE 

The State of Nebraska, Administrative Services (AS), Materiel Division, State Purchasing Bureau, is issuing this Request for Proposal, 
RFP Number 5427 Z1 for the purpose of selecting a qualified contractor to manage the Medicaid Dental Benefit Program. 
 
The State of Nebraska intends to award one (1) contract for the scope of work as described in Section IV.A – Program Description through 
IV.W – Termination of DBPM Contract.   
 
Written questions are due no later than October 3, 2016, and should be submitted via e-mail to as.materielpurchasing@nebraska.gov 
Written questions may also be sent by facsimile to (402) 471-2089. 
 
A Pre-Proposal Conference with mandatory attendance will be held on Tuesday, September 27, 2016 from 1:00 – 3:00 PM Central Time 
at Nebraska State Office Building, 301 Centennial Mall South, Lower Level, Conference Room A, Lincoln, NE 68509.  
 
Bidder should submit one (1) original of the entire proposal.  Proposals must be submitted by the proposal due date and time. 
 
PROPOSALS MUST MEET THE REQUIREMENTS OUTLINED IN THIS REQUEST FOR PROPOSAL TO BE CONSIDERED VALID.  
PROPOSALS WILL BE REJECTED IF NOT IN COMPLIANCE WITH THESE REQUIREMENTS. 
 
1. Sealed proposals must be received in State Purchasing Bureau by the date and time of proposal opening per the schedule of 

events.  No late proposals will be accepted.  No electronic, e-mail, fax, voice, or telephone proposals will be accepted. 
2. This form “REQUEST FOR PROPOSAL FOR CONTRACTUAL SERVICES” MUST be manually signed, in ink, and returned by the 

proposal opening date and time along with bidder’s proposal and any other requirements as specified in the Request for Proposal 
in order for a bidder’s proposal to be evaluated. 

3. It is the responsibility of the bidder to check the website for all information relevant to this solicitation to include addenda and/or 
amendments issued prior to the opening date.  Website address is as follows:  http://das.nebraska.gov/materiel/purchasing.html  

 
IMPORTANT NOTICE: Pursuant to Neb. Rev. Stat. § 84-602.02, all State contracts in effect as of January 1, 2014, and all contracts 
entered into thereafter, will be posted to a public website.  Beginning July 1, 2014, all contracts will be posted to a public website managed 
by the Department of Administrative Services.  
 
In addition, all responses to Requests for Proposals will be posted to the Department of Administrative Services public website. The public 
posting will include figures, illustrations, photographs, charts, or other supplementary material.  Proprietary information identified and 
marked according to state law is exempt from posting.  To exempt proprietary information you must submit a written showing that the 
release of the information would give an advantage to named business competitor(s) and show that the named business competitor(s) 
will gain a demonstrated advantage by disclosure of information.  The mere assertion that information is proprietary is not sufficient.  
(Attorney General Opinion No. 92068, April 27, 1992)  The agency will then determine if the interests served by nondisclosure outweigh 
any public purpose served by disclosure.  Cost proposals will not be considered propriety.  
  
To facilitate such public postings, the State of Nebraska reserves a royalty-free, nonexclusive, and irrevocable right to copy, reproduce, 
publish, post to a website, or otherwise use any contract or response to this RFP for any purpose, and to authorize others to use the 
documents.  Any individual or entity awarded a contract, or who submits a response to this RFP, specifically waives any copyright or 
other protection the contract or response to the RFP may have; and, acknowledge that they have the ability and authority to enter into 
such waiver.  This reservation and waiver is a prerequisite for submitting a response to this RFP and award of the contract.  Failure to 
agree to the reservation and waiver of protection will result in the response to the RFP being non-conforming and rejected.   
 

Any entity awarded a contract or submitting a RFP agrees not to sue, file a claim, or make a demand of any kind, and will indemnify, hold, 
and save harmless the State and its employees, volunteers, agents, and its elected and appointed officials from and against any and all 
claims, liens, demands, damages, liability, actions, causes of action, losses, judgments, costs, and expenses of every nature, including 
investigation costs and expenses, settlement costs, and attorney fees and expenses (“the claims”), sustained or asserted against the 
State, arising out of, resulting from, or attributable to the posting of contracts, RFPs and related documents. 
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BIDDER MUST COMPLETE THE FOLLOWING 
 
By signing this Request for Proposal for Contractual Services form, the bidder guarantees compliance with the provisions stated in this 
Request for Proposal, agrees to the terms and conditions unless otherwise agreed to (see Section III) and certifies that bidder maintains 
a drug free work place environment. 
 
Per Nebraska’s Transparency in Government Procurement Act, Neb. Rev Stat § 73-603 DAS is required to collect statistical information 
regarding the number of contracts awarded to Nebraska Contractors.  This information is for statistical purposes only and will not be 
considered for contract award purposes. 
 
_____ NEBRASKA CONTRACTOR AFFIDAVIT: Bidder hereby attests that bidder is a Nebraska Contractor.  “Nebraska Contractor” 
shall mean any bidder who has maintained a bona fide place of business and at least one employee within this state for at least the six 
(6) months immediately preceding the posting date of this RFP. 
 
_____ I hereby certify that I am a Resident disabled veteran or business located in a designated enterprise zone in accordance 
with Neb. Rev. Stat. § 73-107 and wish to have preference, if applicable, considered in the award of this contract.  
 
 

FIRM:   

COMPLETE ADDRESS:   

TELEPHONE NUMBER:  ____________________ FAX NUMBER:   

SIGNATURE:            DATE:   

TYPED NAME & TITLE OF SIGNER: _____________________________________________________________________________  
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GLOSSARY OF ACRONYMS 

 
ACD: Automatic Call Distribution System 

ADA: Americans with Disabilities Act 

AHRQ: Agency for Healthcare Research and Quality 

ASC: Ambulatory Surgical Center 

BCP: Business Continuity Plan 

CAHPS: Consumer Assessment of Healthcare Providers and Subsystems 

CAP: Corrective Action Plan 

CAQH: Council for Affordable Quality Healthcare 

CFR: Code of Federal Regulations 

CHIP: Nebraska Children’s Health Insurance Program 

CME: Confirmation of DBPM Enrollment 

CMS: Centers for Medicare and Medicaid Services 

COA: Certificate of Authority 

COB: Coordination of Benefits 

CPA: Certified Public Accountant 

CPT: Current Procedural Terminology 

CQI: Continuous Quality Improvement 

DBP: Dental Benefits Program 

DBPM: Dental Benefits Program Manager 

DHHS: Nebraska Department of Health and Human Services 

DME: Durable Medical Equipment 

DOI: Department of Insurance 

DQA: Dental Quality Alliance 

DRP: Disaster Recovery Plan 

ECM: Electronic Claims Management 

EFT: Electronic Funds Transfer 

EOB: Explanation of Benefits 

EPSDT: Early and Periodic Screening, Diagnostic, and Treatment 

EQR: External Quality Review 

EQRO: External Quality Review Organization 

FDA: Food and Drug Administration 

FFP: Federal Financial Participation 

FFS: Fee For Service 

FQHC: Federally Qualified Health Center 



  vi SPB RFP Revised:  01/29/2016 
 

FWA: Fraud, Waste and Abuse 

HCBS: Home and Community Based Services Waiver 

HCPCS: Healthcare Common Procedure Coding System 

HEDIS: Healthcare Effectiveness Data and Information Set 

HIPAA: Health Insurance Portability and Accountability Act 

HIPF: Health Insurance Providers Fee 

IHS: Indian Health Service 

IS: Information Systems 

I/T/U: Indian Health Services/Tribal 638/Urban Indian Health 

IVR: Interactive voice response 

MCO: Managed Care Organization 

MFPAU:  Medicaid Fraud and Patient Abuse unit 

MITA: Medicaid Information Technical Architecture 

MLR: Medical Loss Ratio 

MLTC: Nebraska DHHS, Division of Medicaid and Long-Term Care 

MM: Member Months 

MMIS: Medicaid Management Information System 

NAC: Nebraska Administrative Code 

NCCI: National Correct Coding Initiative 

NCQA: National Committee for Quality Assurance 

NEMT: Non-Emergency Medical Transportation  

NMMCP: Nebraska Medicaid Managed Care Program 

NMPI:  Nebraska Medicaid Program Integrity 

NPI: National Provider Identifier 

OEM: Original Equipment Manufacturer 

OIG: Office of the Inspector General 

PACE: Program of All-inclusive Care for the Elderly 

PAHP: Prepaid Ambulatory Health Plan 

PCP: Primary Care Provider 

PCS: Provider Complaint System 

PHI: Personal Health Information 

PIHP: Prepaid Inpatient Health Plan 

PIP: Performance Improvement Project 

PMPM: Per Member, Per Month 

QAPI: Quality Assurance and Performance Improvement 
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QI: Quality Improvement 

QM: Quality Management 

QPP: Quality Performance Program 

RA: Remittance Advice 

RFP: Request for Proposal 

RHC: Rural Health Clinic 

SDF: Software development firm 

SHD: Systems Help Desk 

SSAE: Standards for Attestation Engagements 

TPL: Third Party Liability 

TTY/TDD: Telephone Typewrite and Telecommunications Device for the Deaf 

UM: Utilization Management 

UNMC: University of Nebraska Medical Center 

UR: Utilization Review 

VPN: Virtual Private Network 
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GLOSSARY OF TERMS 

ACCESSNebraska: The State service delivery system for public benefits, accessible through a toll-free telephone number 
and website. 
 
Action: Defined in this RFP as the: 

1. Denial or limited authorization of a requested service, including the type or level of service. 
2. Reduction, suspension, or termination of a previously authorized service. 
3. Denial, in whole or in part, of payment for a service. 
4. Failure of a DBPM to act within timeframes provided in this RFP or as directed by the State. 
5. Failure of a DBPM to process grievances, appeals, or expedited appeals within required timeframes. 

 
Addendum:  Something to be added or deleted to an existing document; a supplement. 
 
Adjudicate: To pay or deny a claim. 
 
Adjustment: Modification to an adjudicated claim. 
 
Agency:  Any state agency, board, or commission other than the University of Nebraska, the Nebraska State colleges, the 
courts, the Legislature, or any other office or agency established by the Constitution of Nebraska.  
 
Agent/Representative:  A person authorized to act on behalf of another. 
 
Allowable quality improvement expense: A DBPM’s expenditure on qualified quality improvement activities described in 
Attachment 1 – Medical Loss Ratio Requirements of this RFP. 
 
Amend:  To alter or change by adding, subtracting, or substituting.   
 
Amendment:  A written correction or alteration to a document. 
 
Appeal: A request for review of an action. 
 
Appropriation:  Legislative authorization to expend public funds for a specific purpose.  Money set apart for a specific use. 
 
Auto assignment: The process by which an enrollee, who does not select a dental home within a predetermined length of 
time during enrollment activities is automatically assigned to a dental home. 
 
Award:  All purchases, leases, or contracts which are based on competitive proposals will be awarded according to the 
provisions in the Request for Proposal.  The State reserves the right to reject any or all proposals, wholly or in part, or to 
award to multiple bidders in whole or in part.  The State reserves the right to waive any deviations or errors that are not 
material, do not invalidate the legitimacy of the proposal, and do not improve the bidder’s competitive position.  All awards 
will be made in a manner deemed in the best interest of the State. 
 
Best and Final Offer (BAFO):  In a competitive bid, the final offer submitted which contains the bidder’s (vendor’s) most 
favorable terms for price.  
 
Bid/Proposal:  The offer submitted by a vendor in a response to written solicitation.  
 
Bid Bond:  An insurance agreement, accompanied by a monetary commitment, by which a third party (the surety) accepts 
liability and guarantees that the vendor will not withdraw the bid. 
 
Bidder:  A vendor who submits an offer bid in response to a written solicitation. 
 
Business:  Any corporation, partnership, individual, sole proprietorship, joint-stock company, joint venture, or any other 
private legal entity. 
 
Business Day:  Any weekday, except State-recognized holidays. 
 
Calendar Day:  Every day shown on the calendar including Saturdays, Sundays, and State/Federal holidays.   
 
Cancellation: To call off or revoke a purchase order without expectation of conducting or performing it at a later time. 
 
Capitation payment: A monthly payment by the State to a DBPM on behalf of each member of a DBPM for the provision of 
covered services under the contract. 
 



  ix SPB RFP Revised:  01/29/2016 
 

Children’s Health Insurance Program (CHIP): Nebraska’s CHIP program is a combination Medicaid CHIP state with a 
Medicaid CHIP expansion program under Title XXI called “Kid’s Connection”. Kid’s Connection provides health care 
coverage to targeted low-income uninsured children, from birth through age 18, in families with incomes at or below 200 
percent of the federal poverty level. The separate CHIP program provides Medicaid coverage for the unborn children of 
pregnant women who are otherwise not Medicaid eligible. 
 
Clean claim: A claim, received by a DBPM for adjudication, that requires no further information, adjustment, or alteration by 
the provider of the services, or by a third party, in order to be processed and paid by the DBPM. It does not include a claim 
from a provider who is under investigation for fraud or abuse, or a claim under review for medical necessity. 
 
Claim: A bill for services, a line item of service, or all services for one member within a bill. 
 
Collusion:  An agreement or cooperation between two or more persons or entities to accomplish a fraudulent, deceitful, or 
unlawful purpose. 
 
Commodities: Any equipment, material, supply or goods; anything movable or tangible that is provided or sold. 
 
Commodities Description: Detailed descriptions of the items to be purchased; may include information necessary to obtain 
the desired quality, type, color, size, shape, or special characteristics necessary to perform the work intended to produce the 
desired results.  
 
Competition:  The effort or action of two or more commercial interests to obtain the same business from third parties. 
 
Complaint: See grievance. 
 
Confidential Information: Unless otherwise defined below, “Confidential Information” shall also mean proprietary trade 
secrets, academic and scientific research work which is in progress and unpublished, and other information which if released 
would give advantage to business competitors and serve no public purpose (see Neb. Rev. Stat. § 84-712.05(3)).  In 
accordance with Nebraska Attorney General Opinions 92068 and 97033, proof that information is proprietary requires 
identification of specific, named competitor(s) who would be advantaged by release of the information and the specific 
advantage the competitor(s) would receive. 
 
Contract:  An agreement between two or more parties creating obligations that are enforceable or otherwise recognizable at 
law; the writing that sets forth such an agreement.  
 
Contract Administration:  The management of the contract which includes and is not limited to; contract signing, contract 
amendments and any necessary legal actions. 
 
Contract Management: The management of day to day activities at the agency which includes and is not limited to ensuring 
deliverables are received, specifications are met, handling meetings and making payments to the Contractor.  
 
Contract Period: The duration of the contract. 
 
Contractor:  Any individual or entity having a contract to furnish commodities or services. 
 
Cooperative Purchasing: The combining of requirements of two or more political entities to obtain advantages of volume 
purchases, reduction in administrative expenses or other public benefits.  
 
Copyright:  A property right in an original work of authorship fixed in any tangible medium of expression, giving the holder 
the exclusive right to reproduce, adapt and distribute the work.   
 
Core benefits and services: The minimum package of services to which a member is entitled under the Nebraska Medicaid 
State Plan and that must be provided by a DBPM to members enrolled in the DBP.  
 
Customer Service: The process of ensuring customer satisfaction by providing assistance and advice on those products or 
services provided by the Contractor. 
 
Default:  The omission or failure to perform a contractual duty.  
 
Dental home: An ongoing relationship between the dentist and the patient, inclusive of all aspects of oral health care 
delivered in a comprehensive, continuously accessible, coordinated, and family-centered way. 
 
Deviation: Any proposed change(s) or alteration(s) to either the terms and conditions or deliverables within the scope of the 
written solicitation or contract.   
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Disenroll: See Disenrollment, below. 
 
Disenrollment: A change in the status of a member from being enrolled in the DBPM. 
 
Documentation: The user manuals and any other materials in any form or medium customarily provided by the contractor to 
the users of the licensed software that will provide the State with sufficient information to operate, diagnose, and maintain the 
licensed software properly, safely, and efficiently. 
 
Earned hold-back: The portion of the hold-back a DBPM may keep based upon MLTC’s determination of the DBPM’s 
results compared with identified performance measures.   
 
Emergency medical condition: A medical condition manifesting itself by acute symptoms of sufficient severity (including 
severe pain) that a prudent layperson, who possesses an average knowledge of health and medicine, could reasonably 
expect the absence of immediate medical attention to result in the following: (1) placing the health of the individual (or, with 
respect to a pregnant woman, the health of the woman or her unborn child) in serious jeopardy; (2) serious impairment to 
bodily functions; or, (3) serious dysfunction of any bodily organ or part. 
 
Emergency services: Covered inpatient and outpatient services that are either furnished by a provider that is qualified to 
furnish these services under Title 42 CFR, or the services needed to evaluate or stabilize an emergency medical condition. 
 
Encounter data: Line-level utilization and expenditure data for services furnished to members through a DBPM.  
 
Enrollee: An individual entitled to benefits under Title XIX or Title XXI of the Social Security Act and under the rules for 
participation in the Nebraska Medical Assistance Program. 
 
Enrollment file: A proprietary data file provided by the State to a DBPM. It is the basis for monthly payments to the DBPM. 
 
Evaluation: The process of examining an offer after opening to determine the vendor’s responsibility, responsiveness to 
requirements, and to ascertain other characteristics of the offer that relate to determination of the successful award. 
 
Evaluation Committee:  Committee(s) appointed by the requesting agency that advises and assists the procuring office in 
the evaluation of bids/proposals (offers made in response to written solicitations). 
 
Extension:  Continuance of a contract for a specified duration upon the agreement of the parties beyond the original 
Contract Period.  Not to be confused with “Renewal Period”. 
 
Federally qualified health centers: A designation that includes all organizations receiving grants under Section 330 of the 
Public Health Service Act. 
 
Fee-for-service: A method of provider reimbursement based on payments for each service rendered.   
 
Forfeited hold-back: The portion of the hold-back a DBPM must forfeit, based upon MLTC’s determination of the DBPM‘s 
results compared with identified performance measures. Forfeited hold-back may also be referred to as unearned hold-back. 
 
Foreign Corporation:  A foreign corporation that was organized and chartered under the laws of another state, government, 
or country. 
 
Generally accepted actuarial principles: The common set of actuarial standards, as determined by the American 
Academy of Actuaries.  
 
Grievance: A written or verbal expression of dissatisfaction about any matter other than an action.  
 
Health Insurance Providers Fee (HIPF): As required by Section 9010 of the Patient Protection and Affordable Care Act 
(ACA), the fee imposed on each covered entity engaged in the business of providing health insurance for United States 
health risks.   
Hold-back: The portion of the DBPM’s revenue that the DBPM must reserve in the hold-back account and may potentially 
earn based upon MLTC’s determination of the DBPM’s results on identified performance measures. 
 
Hold-back account: The account a DBPM must establish for the purpose of reserving the hold-back.  
 
Information system(s) (IS): A combination of computing and telecommunications hardware and 
software that is used in: (a) the capture, storage, manipulation, movement, control, display, interchange and/or transmission 
of information, i.e., structured data that may include digitized audio and video and documents, as well as non-digitized audio 
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and video; and/or (b) the processing of information and non-digitized audio and video for purposes of enabling or facilitating 
a business process or related transaction. 
 
Insolvency: A financial condition that exists when an entity is unable to pay its debts as they become due in the usual 
course of business, or when the liabilities of the entity exceed its assets.   
 
Late Bid/Proposal: An offer received after the Opening Date and Time. 
 
Mandatory/Must:  Required, compulsory, or obligatory.  
 
Material change: Changes affecting the delivery of care or services provided under this RFP. Material changes include, but 
are not limited to, changes in composition of the provider network, subcontractor network, the DBPM‘s complaint and 
grievance procedures; healthcare delivery systems, services, changes to expanded services; benefits; geographic service 
area; enrollment of a new population; procedures for obtaining access to or approval for healthcare services; any and all 
policies and procedures that required MLTC approval prior to implementation; and the DBPM’s capacity to meet minimum 
enrollment levels. MLTC must make the final determination as to whether a change is material. 
 
May:  Discretionary, permitted; used to express possibility. 
 
Medicaid fraud: Fraud is defined by Federal law (42 CFR 455.2) as "an intentional deception or misrepresentation made by 
a person with the knowledge that the deception could result in some unauthorized benefit to himself or some other person. It 
includes any act that constitutes fraud under applicable Federal or State law." 
 
Medical loss ratio (MLR): The percentage of qualifying revenue spent on covered services for members and allowable QI 
expenses under this contract.  
 
Medical necessity: Health care services and supplies that are medically appropriate and: 

1. Necessary to meet the basic health needs of the member. 
2. Rendered in the most cost-efficient manner and type of setting appropriate for the delivery of the covered service. 
3. Consistent in type, frequency, and duration of treatment with scientifically-based guidelines of national medical, 

research, or health care coverage organizations or governmental agencies. 
4. Consistent with the diagnosis of the condition. 
5. Required for means other than convenience of the client or his/her provider. 
6. No more intrusive or restrictive than necessary to provide a proper balance of safety, effectiveness, and efficiency. 
7. Of demonstrated value. 
8. No more intensive level of service than can be safely provided. 

Member: A Medicaid enrollee who is currently enrolled with a DBPM. 
 
Must:  See Shall/Will/Must.  
 
Nebraska Medicaid Program (NE Medicaid or Medicaid): NE Medicaid provides health care services to eligible elderly 
and disabled individuals and eligible low-income pregnant women, children and parents. NE Medicaid also includes the 
Children’s Health Insurance Program and home and community-based services for individuals qualified for Medicaid waivers 
NE Medicaid is administered by the Division of Medicaid and Long Term Care (MLTC) of the Nebraska Department of Health 
and Human Services (DHHS). 
 
Net qualified medical expense (for the medical loss ratio): The sum of: 

1. Claims incurred 
2. Claims incurred but not paid, plus provisions for adverse deviation and loss adjustment expense 
3. Medical incentive bonuses 
4. Activities that improve health care quality, per 45 CFR 158.150 
5. Less related-party medical margin  

 
Non-quality improvement (QI) administrative expenses: All non-benefit expenses of operating pursuant to the 
requirements of this contract, other than medical, prescription drugs, DME, and other benefits for the contract year. Non-
benefit, administrative expenses include: 

1. Direct administration: customer service, enrollment, medical management, claims administration, etc. 
2. Indirect administration: accounting, actuarial, legal, human resources, etc. 

Non-QI administrative expense rate: Non-QI Administrative Expenses divided by Qualifying Revenue.  
 
Open Market Purchase: Authorization may be given to an agency to purchase items above direct purchase authority due to 
the unique nature, price, quantity, location of the using agency, or time limitations by the AS Materiel Division, State 
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Purchasing Bureau. 
 
Opening Date and Time:  Specified date and time for the public opening of received, labeled, and sealed formal proposals.   
 
Outsourcing:  The contracting out of a business process which an organization may have previously performed internally or 
has a new need for, to an independent organization from which the process is purchased back. 
 
Payroll & Financial Center (PFC): Electronic procurement system of record.  
 
Peer review: A process of evaluating work completed by practitioners in the same professional field.   
 
Performance Bond:  An insurance agreement, accompanied by a monetary commitment, by which a third party (the surety) 
accepts liability and guarantees that the Contractor fulfills any and all obligations under the contract.  
 
Practitioner: A Medicaid enrolled provider who is licensed, registered, or certified by MLTC to practice in the State. 
 
Pre-Bid/Pre-Proposal Conference:  A meeting scheduled for the purpose of clarifying a written solicitation and related 
expectations. 
 
Prepaid ambulatory health plan (PAHP): As defined in 42 CFR §438.2, a PAHP is an entity that: 

1. Provides medical services to enrollees under contract with the State agency, and on the basis of prepaid capitation 
payments, or other payment arrangements that do not use State plan payment rates. 

2. Provides, arranges for, or otherwise has responsibility for the provision of any inpatient hospital or institutional 
services for its enrollees. 

3. Does not have a comprehensive risk contract. 
 
Product:  Something that is distributed commercially for use or consumption and that is usually (1) tangible personal 
property, (2) the result of fabrication or processing, and (3) an item that has passed through a chain of commercial 
distribution before ultimate use or consumption.  
 
Project:  The total scheme, program, or method worked out for the accomplishment of an objective, including all 
documentation, commodities, and services to be provided under the contract. 
 
Proposal:  See Bid/Proposal. 
 
Proprietary Information:  Proprietary information is defined as trade secrets, academic and scientific research work which 
is in progress and unpublished, and other information which if released would give advantage to business competitors and 
service no public purpose (see Neb. Rev. Stat. § 84-712.05(3)). In accordance with Attorney General Opinions 92068 and 
97033, proof that information is proprietary requires identification of specific named competitor(s) advantaged by release of 
the information and the demonstrated advantage the named competitor(s) would gain by the release of information. 
 
Protest:  A complaint about a governmental action or decision related to a Request for Proposal or resultant contract, 
brought by a vendor who has timely submitted a bid response in connection with the award in question, to AS Materiel 
Division or another designated agency with the intention of achieving a remedial result. 
 
Provider: Any individual or entity furnishing Medicaid services under an agreement with the Medicaid agency under the FFS 
model, or for the managed care program, any individual or entity who/that is engaged in the delivery of health care services 
and is legally authorized to do so by the State in which it delivers the services. 
 
Public Proposal Opening:  The process of opening correctly submitted offers at the time and place specified in the written 
solicitation and in the presence of anyone who wished to attend.  
 
Quality management: The continuous process of assuring appropriate, timely, accessible, available, and medically 
necessary delivery of services and maintaining established guidelines and standards reflective of the current state of dental 
health knowledge.   
 
Readiness review: MLTC’s assessment of the DBPM’s ability to fulfill the contract.  Such review may include but not be 
limited to review of proper licensure, operational protocols, DBPM standards, and DBPM systems.  This review may be done 
as a desk review, on-site review, or combination and may include interviews with pertinent DBPM personnel. 
 
Related party medical margin: The difference between medical costs incurred, including a related-party relationship and 
those incurred in the absence of a related-party arrangement.  An arrangement whereby a DBPM pays a related party a sub-
capitation. 
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Release Date:  The date of public release of the written solicitation to seek offers 
 
Renewal Period:  Optional contract periods subsequent to the original Contract Period for a specified duration with 
previously agreed to terms and conditions.  Not to be confused with Extension.  
 
Request for Proposal (RFP):  A written solicitation utilized for obtaining competitive offers.  
 
Responsible Bidder:  A bidder who has the capability in all respects to perform fully and lawfully all requirements with 
integrity and reliability to assure good faith performance. 
 
Responsive Bidder:  A bidder who has submitted a bid which conforms to all requirements of the solicitation document. 
 
Risk contract: A contract under which the contractor: (1) assumes risk for the cost of the services covered under the 
contract; and (2) incurs loss if the cost of furnishing the services exceeds the payments under the contract. 
 
Significant Business Transaction: Any business transaction or series of transactions during any State fiscal year that 
exceed(s) $25,000 or five percent (5%) of the DBPM’s total operating expenses, whichever is greater. 
 
Shall/Will/Must:  An order/command; mandatory. 
 
Should:  Expected; suggested, but not necessarily mandatory.  
 
Solvency: The minimum standard of financial health for a DBPM, where assets exceed liabilities and timely payment 
requirements can be met. 
 
Software License:  Legal instrument with or without printed material that governs the use or redistribution of licensed 
software. 
 
Sole Source – Commodity:  When an item is available from only one source due to the unique nature of the requirement, 
its supplier, or market conditions. 
 
Sole Source – Services:  A service of such a unique nature that the vendor selected is clearly and justifiably the only 
practical source to provide the service.  Determination that the vendor selected is justifiably the sole source is based on 
either the uniqueness of the service or sole availability at the location required.  
 
Specifications:  The detailed statement, especially of the measurements, quality, materials, and functional characteristics, 
or other items to be provided under a contract.  
 
State: The State of Nebraska or Nebraska. 
 
State fair hearing: A request by a member or provider to appeal a decision made by a DBPM, addressed to the State. 
 
State share: A portion of funds originally contributed by the State, rather than the Federal government, to the operation of the 
Medicaid program. 
 
Subcontractor: Any subcontractor including any organization or person who provides a function or service for a DBPM 
specifically related to securing or fulfilling the DBPM’s obligations under the terms of a contract. A subcontractor does not 
include a provider unless the provider is responsible for services other than those that could be covered by a provider 
agreement. 
 
System (see Module):  Any collection or aggregation of two (2) or more Modules that is designed to function, or is 
represented by the Contractor as functioning or being capable of functioning, as an entity. 
 
Termination:  Occurs when either party, pursuant to a power created by agreement or law, puts an end to the contract prior 
to the stated expiration date.  All obligations which are still executory on both sides are discharged but any right based on 
prior breach or performance survives.  
 
Third-party liability (TPL): Refers to the legal obligation of third parties to pay part or all of the expenditures for medical 
assistance furnished under a Medicaid state plan. 
 
Third-party resource: Any individual, entity, or program that is or may be liable to pay all or part of the cost of any medical 
services furnished to a member. 
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Trade Secret:  Information, including, but not limited to, a drawing, formula, pattern, compilation, program, device, method, 
technique, code, or process that (a) derives independent economic value, actual or potential, from not being known to, and 
not being ascertainable by proper means by, other persons who can obtain economic value from its disclosure or use; and 
(b) is the subject of efforts that are reasonable under the circumstances to maintain its secrecy (see Neb. Rev. Stat. §87-
502(4)). 
 
Trademark:  A word, phrase, logo, or other graphic symbol used by a manufacturer or vendor to distinguish its product from 
those of others, registered with the U.S. Patent and Trademark Office.  
 
Turnover:  Those activities that the DBPM is required to perform upon termination or expiration of the contract in situations 
in which the DBPM must transition contract operations to MLTC or a third party. 
 
Upgrade:  Any change that improves or alters the basic function of a product of service. 
 
Value-added services: Those services a DBPM provides in addition to services covered under this contract for which the 
DBPM receives no additional payment from the State. 
 
Vendor:  An individual or entity lawfully conducting business in the State of Nebraska, or licensed to do so, who seeks to 
provide goods or services under the terms of a written solicitation. 
 
Vendor Performance Report:   A report issued to the Contractor by State Purchasing Bureau when products or services 
delivered or performed fail to meet the terms of the purchase order, contract, and/or specifications, as reported to State 
Purchasing Bureau by the agency. The State Purchasing Bureau shall contact the Contractor regarding any such report. The 
vendor performance report will become a part of the permanent record for the Contractor. The State may require vendor to 
cure. Two such reports may be cause for immediate termination. 
 
Will: See Shall/Will/Must. 
 
Work Day:  See Business Day.
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I. SCOPE OF THE REQUEST FOR PROPOSAL 

 
The State of Nebraska, Administrative Services (AS), Materiel Division, State Purchasing Bureau (hereafter known as State 
Purchasing Bureau), is issuing this Request for Proposal, RFP Number  5427 Z1 for the purpose of selecting a qualified 
Contractor to  manage the Medicaid Dental Benefit Program. Any resulting contract is not an exclusive contract to furnish the 
services provided for in this Request for Proposal, and does not preclude the purchase of similar services from other sources.  
 
A contract resulting from this Request for Proposal will be issued from date of award through December 31, 2022.  The contract 
has the option to be renewed for two (2) additional one (1) year periods as mutually agreed upon by all parties. The State 
reserves the right to extend the period of this contract beyond the termination date when mutually agreeable to the Contractor 
and the State of Nebraska.  
 
ALL INFORMATION PERTINENT TO THIS REQUEST FOR PROPOSAL CAN BE FOUND ON THE INTERNET AT:  
http://das.nebraska.gov/materiel/purchasing.html  
 
A. SCHEDULE OF EVENTS  

The State expects to adhere to the tentative procurement schedule shown below.  It should be noted, however, that 
some dates are approximate and subject to change.  
 

ACTIVITY DATE/TIME 

1.  Release Request for Proposal September 1, 2016 
2.  Last day to submit “Notification of Intent to Attend Pre-Proposal Conference”  September 22, 2016 
3.  Mandatory Pre-Proposal Conference  

Location: Nebraska State Office Building 
                             301 Centennial Mall South 
                             Lower Level, Conference Room A 
  Lincoln, NE 68509 
 
* Registration Advisement: 
Bids will only be accepted from those Companies/Firms which properly 
register their attendance at this meeting by completing all of the required 
information on the State Registration Sheet. 

 
 
 
 

September 27, 2016 
1:00 – 3:00 PM 
Central Time 

4.  Last day to submit written questions after Pre-Proposal Conference October 3, 2016 
5.  State responds to written questions through Request for Proposal 

“Addendum” and/or “Amendment” to be posted to the Internet at:  
http://das.nebraska.gov/materiel/purchasing.html  

 
October 17, 2016 

6.  Proposal opening 
Location: State Purchasing Bureau 
  1526 K Street, Suite 130 
  Lincoln, NE 68508 

 
October 25, 2016 

2:00 PM 
Central Time 

7.  Review for conformance of mandatory requirements October 26 - 28, 2016 
8.  Evaluation period October 31 –  

November 15, 2016  
9.  “Oral Interviews/Presentations and/or Demonstrations” (if required) TBD 
10.  Post “Letter of Intent to Contract” to Internet at: 

http://das.nebraska.gov/materiel/purchasing.html   
November 21, 2016 

11.     Contract finalization period  November 22, 2016 –  
January  3, 2017 

12.  Contract award January 3, 2017 
13.  Contractor start date July 1, 2017 

 
 
 
 
 
 
 
 
 
 

http://das.nebraska.gov/materiel/purchasing.html
http://das.nebraska.gov/materiel/purchasing.html
http://das.nebraska.gov/materiel/purchasing.html
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II. PROCUREMENT PROCEDURES 

 
A. PROCURING OFFICE AND CONTACT PERSON   

Procurement responsibilities related to this Request for Proposal reside with the State Purchasing Bureau.  The point 
of contact for the procurement is as follows: 
 
Name:   Michelle Thompson / Teresa Fleming   
Agency:   State Purchasing Bureau  
Address:  1526 K Street, Suite 130 
  Lincoln, NE  68508 
Telephone: 402-471-6500 
Facsimile:  402-471-2089 
E-Mail:  as.materielpurchasing@nebraska.gov  
 

B. GENERAL INFORMATION  

The Request for Proposal is designed to solicit proposals from qualified vendors who will be responsible for managing 
the Medicaid Dental Benefit Program.  Proposals that do not conform to the mandatory items as indicated in the 
Request for Proposal will not be considered. 
 
Proposals shall conform to all instructions, conditions, and requirements included in the Request for Proposal.  
Prospective bidders are expected to carefully examine all documentation, schedules, and requirements stipulated in 
this Request for Proposal, and respond to each requirement in the format prescribed. 
 
A fixed-price contract will be awarded as a result of this proposal.  In addition to the provisions of this Request for 
Proposal and the awarded proposal, which shall be incorporated by reference in the contract, any additional clauses 
or provisions required by the terms and conditions will be included as an amendment to the contract. 
 

C. CUSTOMER SERVICE 

In addition to any specified service requirements contained in this agreement, the Contractor agrees and understands 
that satisfactory customer service is required. Contractor will develop or provide technology and business procedures 
designed to enhance the level of customer satisfaction and to provide the customer appropriate information given 
their situation. Contractor, its employees, Subcontractors, and agents must be accountable, responsive, reliable, 
patient, and have well-developed communication skills as set forth by the customer service industry’s best practices 
and processes.  
 

D. COMMUNICATION WITH STATE STAFF AND EVALUATORS 

From the date the Request for Proposal is issued until a determination is announced regarding the selection of the 
Contractor, contact regarding this project between potential Contractors and individuals employed by the State is 
restricted to only written communication with the staff designated above as the point of contact for this Request for 
Proposal.  Bidders shall not have any communication with, or attempt to communicate with or influence in any way, 
any evaluator involved in this RFP.   
 
Once a Contractor is preliminarily selected, as documented in the intent to contract, that Contractor is restricted from 
communicating with State staff until a contract is signed.  Violation of this condition may be considered sufficient 
cause to reject a Contractor’s proposal and/or selection irrespective of any other condition. 
 
The following exceptions to these restrictions are permitted: 
 
1. written communication with the person(s) designated as the point(s) of contact for this Request for 

Proposal or procurement; 
2. contacts made pursuant to any pre-existing contracts or obligations; 
3. state staff and/or Contractor staff present at the Pre-Proposal Conference when recognized by the State 

Purchasing Bureau staff facilitating the meeting for the purpose of addressing questions; and 
4. State-requested presentations, key personnel interviews, clarification sessions or discussions to finalize a 

contract. 
 
Violations of these conditions may be considered sufficient cause to reject a bidder’s proposal and/or selection 
irrespective of any other condition.  No individual member of the State, employee of the State, or member of the 
Evaluation Committee is empowered to make binding statements regarding this Request for Proposal.  The buyer 
will issue any clarifications or opinions regarding this Request for Proposal in writing. 
 
 

mailto:as.materielpurchasing@nebraska.gov
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E. WRITTEN QUESTIONS AND ANSWERS  

Any explanation desired by a bidder regarding the meaning or interpretation of any Request for Proposal provision 
must be submitted in writing to the State Purchasing Bureau and clearly marked “RFP Number 5427 Z1; Medicaid 
Dental Benefit Program Questions”.  It is preferred that questions be sent via e-mail to 
as.materielpurchasing@nebraska.gov.  Questions may also be sent by facsimile to 402-471-2089, but must include 
a cover sheet clearly indicating that the transmission is to the attention of Michelle Thompson / Teresa Fleming, 
showing the total number of pages transmitted, and clearly marked “RFP Number 5427 Z1; Medicaid Dental Benefit 
Program Questions”. 
 
It is recommended that Bidders submit questions sequentially numbered, include the RFP reference and page 
number using the following format. 
  

Question 
Number 

RFP Section 
Reference 

RFP Page 
Number 

Question 

    
 
Written answers will be provided through an addendum to be posted on the Internet at 
http://das.nebraska.gov/materiel/purchasing.html  on or before the date shown in the Schedule of Events. 
 

F. PRE-PROPOSAL CONFERENCE   

A pre-proposal conference will be held on the date, time, and location shown in the Schedule of Events.  Attendance 
at the pre-proposal conference is mandatory in order to submit a proposal.  Bidders will have an opportunity to ask 
questions at the conference to assist in the clarification and understanding of the Request for Proposal requirements.  
The State will make every reasonable attempt to answer those questions before the end of the conference. Bidders 
attending the pre-proposal meeting may submit further questions in writing for questions which the bidder requires 
an official written response as shown in the Schedule of Events. 
 
Written answers to written questions along with a list of conference attendees will be provided through an addendum 
to be posted on the Internet at 
http://das.nebraska.gov/materiel/purchasing.html on or before the date shown in the Schedule of Events.  Verbal 
responses provided during the pre-proposal meeting shall not be binding on the State of Nebraska. 
 
1. NOTIFICATION OF INTENT TO ATTEND MANDATORY PRE-PROPOSAL CONFERENCE  

Notification of attendance should be submitted to the State Purchasing Bureau via e-mail 
(as.materielpurchasing@nebraska.gov), facsimile (402-471-2089), hand delivery or US mail by the date 
shown in the Schedule of Events.  Potential bidders should utilize the “Notification of Intent to Attend Pre-
Proposal Conference” (see Form B) that accompanies this document to the contact person shown on the 
cover page of the Request for Proposal Form.  This form should be filled out in its entirety and returned no 
later than the date shown in the Schedule of Events.   
 

G. ORAL INTERVIEWS/PRESENTATIONS AND/OR DEMONSTRATIONS   

The Evaluation Committee(s) may conclude after the completion of the Technical Proposal evaluation that oral 
interviews/presentations and/or demonstrations are required in order to determine the successful bidder.  All bidders 
may not have an opportunity to interview/present and/or give demonstrations; the State reserves the right to select 
only the top scoring bidders to present/give oral interviews in its sole discretion. The scores from the oral 
interviews/presentations and/or demonstrations will be added to the scores from the Technical Proposal.  The 
presentation process will allow the bidders to demonstrate their proposal offering, explaining and/or clarifying any 
unusual or significant elements related to their proposals.  Bidders’ key personnel may be requested to participate in 
a structured interview to determine their understanding of the requirements of this proposal, their authority and 
reporting relationships within their firm, and their management style and philosophy.  Bidders shall not be allowed to 
alter or amend their proposals.  Only representatives of the State and the presenting bidders will be permitted to 
attend the oral interviews/presentations and/or demonstrations. 
 
Once the oral interviews/presentations and/or demonstrations have been completed the State reserves the right to 
make a contract award without any further discussion with the bidders regarding the proposals received. 
 
Detailed notes of oral interviews/presentations and/or demonstrations may be recorded and supplemental information 
(such as briefing charts, et cetera) may be accepted; however, such supplemental information shall not be considered 
an amendment to a bidders' proposal.  Additional written information gathered in this manner shall not constitute 
replacement of proposal contents. 
 
Any cost incidental to the oral interviews/presentations and/or demonstrations shall be borne entirely by the bidder 
and will not be compensated by the State. 
 

mailto:as.materielpurchasing@nebraska.gov
http://das.nebraska.gov/materiel/purchasing.html
http://das.nebraska.gov/materiel/purchasing.html
mailto:as.materielpurchasing@nebraska.gov
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H. SUBMISSION OF PROPOSALS  

The following describes the requirements related to proposal submission, proposal handling, and review by the State. 
 
To facilitate the proposal evaluation process, one (1) original of the entire proposal must be submitted.  Proposals 
must be submitted by the proposal due date and time.  A separate sheet must be provided that clearly states which 
sections have been submitted as proprietary or have copyrighted materials.  All proprietary information the bidder 
wishes the State to withhold must be submitted in accordance with the instructions outlined in Section III, Proprietary 
Information.  Proposal responses should include the completed Form A, Bidder Contact Sheet.  Proposals must 
reference the Request for Proposal number and be sent to the specified address.  Please note that the address label 
should appear as specified in Section II part A on the face of each container or bidder’s bid response packet.  Rejected 
late proposals will be returned to the bidder unopened, if requested, at bidder's expense.  If a recipient phone number 
is required for delivery purposes, 402-471-6500 should be used.  The Request for Proposal number must be included 
in all correspondence. 
 
Emphasis should be concentrated on conformance to the Request for Proposal instructions, responsiveness to 
requirements, completeness, and clarity of content. Proposal responses should be concise.  If the bidder’s proposal 
is presented in such a fashion that makes evaluation difficult or overly time consuming, it is likely that the proposal 
will be rejected. 
 
The Technical Proposal should be presented in separate sections (loose-leaf binders are preferred) on standard 8 
½” x 11” paper, except that charts, diagrams and the like may be on fold-outs which, when folded, fit into the 8 ½” by 
11” format.  Pages may be consecutively numbered for the entire proposal, or may be numbered consecutively within 
sections.  Figures and tables should be numbered consecutively within sections.  Figures and tables should be 
numbered and referenced in the text by that number.  They should be placed as close as possible to the referencing 
text. 
 

I. PROPOSAL OPENING  

The sealed proposals will be publicly opened and the bidding entities announced on the date, time, and location 
shown in the Schedule of Events.  Proposals will be available for viewing by those present at the proposal opening. 
Vendors may also contact the State to schedule an appointment for viewing proposals after the Intent to Award has 
been posted to the website. 
 

J. LATE PROPOSALS 

Proposals received after the time and date of the proposal opening will be considered late proposals.  Rejected late 
proposals will be returned to the bidder unopened, if requested, at bidder's expense.  The State is not responsible for 
proposals that are late or lost due to mail service inadequacies, traffic, or any other reason(s). 
 

K. REJECTION OF PROPOSALS  

The State reserves the right to reject any or all proposals, wholly or in part, or to award to multiple bidders in whole 
or in part.  The State reserves the right to waive any deviations or errors that are not material, do not invalidate the 
legitimacy of the proposal and do not improve the bidder’s competitive position.  All awards will be made in a manner 
deemed in the best interest of the State. 
 

L. EVALUATION OF PROPOSALS 

All proposals that are responsive to the Request for Proposal will be evaluated.  Each category will have a maximum 
possible point potential.  The State will conduct a fair, impartial, and comprehensive evaluation of all responsive 
proposals in accordance with the criteria set forth below. The State may elect to use a third-party to conduct credit 
checks as part of the corporate overview evaluation.  Areas that will be addressed and scored during the evaluation 
include: 
 
1. Corporate Overview should  include but is not limited to: 

a. the ability, capacity, and skill of the bidder to deliver and implement the system or project that 
meets the requirements of the Request for Proposal; 

b. the character, integrity, reputation, judgment, experience, and efficiency of the bidder; 
c. whether the bidder can perform the contract within the specified time frame; 
d. the quality of bidder performance on prior contracts; 
e. such other information that may be secured and that has a bearing on the decision to award the 

contract; and 
2. Technical Approach. 
 
Neb. Rev. Stat. § 73-107 allows for a preference for a resident disabled veteran or business located in a designated 
enterprise zone.  When a state contract is to be awarded to the lowest responsible bidder, a resident disabled veteran 
or a business located in a designated enterprise zone under the Enterprise Zone Act shall be allowed a preference 
over any other resident or nonresident bidder, if all other factors are equal. 
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Resident disabled veterans means any person (a) who resides in the State of Nebraska, who served in the United 
States Armed Forces, including any reserve component or the National Guard, who was discharged or otherwise 
separated with a characterization of honorable or general (under honorable conditions), and who possesses a 
disability rating letter issued by the United States Department of Veterans Affairs establishing a service-connected 
disability or a disability determination from the United States Department of Defense and (b)(i) who owns and controls 
a business or, in the case of a publicly owned business, more than fifty percent of the stock is owned by one or more 
persons described in subdivision (a) of this subsection and (ii) the management and daily business operations of the 
business are controlled by one or more persons described in subdivision(a) of this subsection. Any contract entered 
into without compliance with this section shall be null and void. 
 
Therefore, if a resident disabled veteran or business located in a designated enterprise zone submits a bid in 
accordance with Neb. Rev. Stat. § 73-107 and has so indicated on the RFP cover page under “Bidder must complete 
the following” requesting priority/preference to be considered in the award of this contract, the following will need to 
be submitted by the vendor within ten (10) business days of request: 
 
1. Documentation from the United States Armed Forces confirming service;  
2. Documentation of discharge or otherwise separated characterization of honorable or general (under 

honorable conditions); 
3. Disability rating letter issued by the United States Department of Veterans Affairs establishing a service-

connected disability or a disability determination from the United States Department of Defense; and 
4. Documentation which shows ownership and control of a business or, in the case of a publicly owned 

business, more than fifty percent of the stock is owned by one or more persons described in subdivision 
(a) of this subsection; and the management and daily business operations of the business are controlled 
by one or more persons described in subdivision (a) of this subsection. 

 
Failure to submit the requested documentation within ten (10) business days of notice will disqualify the bidder from 
consideration of the preference. 
 
Evaluation criteria will be released with the Request for Proposal.  Evaluation criteria and a list of respondents will be 
posted to the State Purchasing Bureau website at http://das.nebraska.gov/materiel/purchasing.html   
 

M. EVALUATION COMMITTEE  

Proposals will be independently evaluated by members of the Evaluation Committee(s).  The Evaluation 
Committee(s) will consist of staff with the appropriate expertise to conduct such proposal evaluations.  Names of the 
members of the Evaluation Committee(s) will not be published. 
 
Prior to award, bidders are advised that only the point of contact indicated on the front cover of this Request for 
Proposal For Contractual Services Form can clarify issues or render any opinion regarding this Request for Proposal.  
No individual member of the State, employee of the State, or member of the Evaluation Committee(s) is empowered 
to make binding statements regarding this Request for Proposal. 
 
Any contact, or attempted contact, with an evaluator that is involved with this RFP may result in the rejection of this 
proposal and further administrative actions may be taken. 
 

N. MANDATORY REQUIREMENTS  

The proposals will first be examined to determine if all mandatory requirements listed below have been addressed to 
warrant further evaluation. Proposals not meeting mandatory requirements will be excluded from further evaluation.  
The mandatory requirement items are as follows: 
 
1. Request for Proposal For Contractual Services form, signed in ink; 
2. Corporate Overview; 
3. Completed Section III; and 
4. Technical Approach. 
 

O. REFERENCE CHECKS 

The State reserves the right to check any reference(s), regardless of the source of the reference information, including 
but not limited to, those that are identified by the company in the proposal, those indicated through the explicitly 
specified contacts, those that are identified during the review of the proposal, or those that result from communication 
with other entities involved with similar projects. The State may use a third-party to conduct reference checks. 
Information to be requested and evaluated from references may include, but is not limited to, some or all of the 
following: financial stability of the company, project description and background, job performed, functional and 
technical abilities, communication skills and timeliness, cost and schedule estimates and accuracy, problems (poor 
quality deliverables, contract disputes, work stoppages, et cetera), overall performance, and whether or not the 

http://das.nebraska.gov/materiel/purchasing.html


 Page 6  SPB RFP Revised: 01/29/2016 
 

reference would rehire the firm or individual.  Only top scoring bidders may receive reference checks, and negative 
references may eliminate bidders from consideration for award.  
 

P. SECRETARY OF STATE/TAX COMMISSIONER REGISTRATION REQUIREMENTS  

All bidders should be authorized to transact business in the State of Nebraska.  All bidders are expected to comply 
with all Nebraska Secretary of State Registration requirements.  It is the responsibility of the bidder to comply with 
any registration requirements pertaining to types of business entities (e.g. person, partnership, foreign or domestic 
limited liability company, association, or foreign or domestic corporation or other type of business entity).  The bidder 
who is the recipient of an Intent to Award will be required to certify that it has so complied and produce a true and 
exact copy of its current (within ninety (90) calendar days), valid Certificate of Good Standing or Letter of Good 
Standing; or in the case of a sole proprietorship, provide written documentation of sole proprietorship.  This must be 
accomplished prior to the award of the contract.  Construction Contractors are expected to meet all applicable 
requirements of the Nebraska Contractor Registration Act and provide a current, valid certificate of registration.  
Further, all bidders shall comply with any and all other applicable Nebraska statutes regarding transacting business 
in the State of Nebraska.  Bidders should submit the above certification(s) with their bid. 
 
If a bank is registered with the Office of Comptroller of Currency, it is not required to register with the State. However, 
the Office of Comptroller of Currency does have a certificate of good standing/registration. The bank could provide 
that for verification. (Optional) 
 

Q. VIOLATION OF TERMS AND CONDITIONS 

Violation of the terms and conditions contained in this Request for Proposal or any resultant contract, at any time 
before or after the award, shall be grounds for action by the State which may include, but is not limited to, the following: 
 
1. Rejection of a bidder’s proposal; 
2. Withdrawal of the Intent to Award; 
3. Termination of the resulting contract; 
4. Legal action; or 
5. Suspension of the bidder from further bidding with the State for the period of time relative to the 

seriousness of the violation, such period to be within the sole discretion of the State. 
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III. TERMS AND CONDITIONS 

 
By signing the “Request for Proposal for Contractual Services” form, the bidder guarantees compliance with the provisions 
stated in this Request for Proposal, agrees to the Terms and Conditions unless otherwise agreed to, and certifies bidder 
maintains a drug free work place environment. 
 
Bidders are expected to closely read the Terms and Conditions and provide a binding signature of intent to comply with the 
Terms and Conditions; provided, however, a bidder may indicate any exceptions to the Terms and Conditions by (1) clearly 
identifying the term or condition by subsection, and (2) including an explanation for the bidder’s inability to comply with such 
term or condition which includes a statement recommending terms and conditions the bidder would find acceptable.  Rejection 
in whole or in part of the Terms and Conditions may be cause for rejection of a bidder’s proposal.  Bidders must include 
completed Section III with their proposal response. 
 

The State of Nebraska is soliciting bids in response to the RFP.  The State of Nebraska will not consider proposals that propose 
the substitution of the bidder’s contract, agreements, or terms for those of the State of Nebraska’s.  Any License, Service 
Agreement, Customer Agreement, User Agreement, Bidder Terms and Conditions, Document, or Clause purported or offered 
to be included as a part of this RFP must be submitted as individual clauses, as either a counter-offer or additional language, 
and each clause must be acknowledged and accepted in writing by the State.  If the Bidder’s clause is later found to be in 
conflict with the RFP or resulting contract the Bidder’s clause shall be subordinate to the RFP or resulting contract. 
 
A. GENERAL 

 
Accept 
(Initial) 

Reject 
(Initial) 

Reject & Provide 
Alternative within 
RFP Response 
(Initial) 

NOTES/COMMENTS: 

 
 
 

   

 
The contract resulting from this Request for Proposal shall incorporate the following documents: 
 
1. Amendment to Contract Award with the most recent dated amendment having the highest priority;  
2. Contract Award and any attached Addenda; 
3. The Request for Proposal form and the Contractor’s Proposal, signed in ink; 
4. Amendments to RFP and any Questions and Answers; and 
5. The original RFP document and any Addenda. 
  
These documents constitute the entirety of the contract.  
 
Unless otherwise specifically stated in a contract amendment, in case of any conflict between the incorporated 
documents, the documents shall govern in the following order of preference with number one (1) receiving preference 
over all other documents and with each lower numbered document having preference over any higher numbered 
document: 1) Amendment to Contract Award with the most recent dated amendment having the highest priority, 2) 
Contract Award and any attached Addenda, 3) the signed Request for Proposal form and the Contractor’s Proposal, 
4) Amendments to RFP and any Questions and Answers, 5) the original RFP document and any Addenda. 
 
Any ambiguity in any provision of this contract which shall be discovered after its execution shall be resolved in 
accordance with the rules of contract interpretation as established in the State of Nebraska. 
 
Once proposals are opened they become the property of the State of Nebraska and will not be returned. 
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B. AWARD 

 
Accept 
(Initial) 

Reject 
(Initial) 

Reject & Provide 
Alternative within 
RFP Response 
(Initial) 

NOTES/COMMENTS: 

 
 
 

   

 
All purchases, leases, or contracts which are based on competitive proposals will be awarded according to the 
provisions in the Request for Proposal.  The State reserves the right to reject any or all proposals, in whole or in part, 
or to award to multiple bidders in whole or in part, and at its discretion, may withdraw or amend the Request for 
Proposal at any time.  The State reserves the right to waive any deviations or errors that are not material, do not 
invalidate the legitimacy of the proposal, and do not improve the bidder’s competitive position.  All awards will be 
made in a manner deemed in the best interest of the State.  The Request for Proposal does not commit the State to 
award a contract.  If, in the opinion of the State, revisions or amendments will require substantive changes in 
proposals, the due date may be extended. 
 
By submitting a proposal in response to this Request for Proposal, the bidder grants to the State the right to contact 
or arrange a visit in person with any or all of the bidder’s clients. 
 
Once intent to award decision has been determined, it will be posted to the Internet at: 
http://das.nebraska.gov/materiel/purchasing.html 
 
Protest procedure is available on the Internet at: 
http://das.nebraska.gov/materiel/purchase_bureau/docs/vendors/protest/ProtestGrievanceProcedureForVendors.pd
f  
 
Any protests must be filed by a vendor within ten (10) business days after the intent to award decision is posted to 
the Internet. 
 

C. COMPLIANCE WITH CIVIL RIGHTS LAWS AND EQUAL OPPORTUNITY EMPLOYMENT / 
NONDISCRIMINATION  

 
Accept 
(Initial) 

Reject 
(Initial) 

Reject & Provide 
Alternative within 
RFP Response 
(Initial) 

NOTES/COMMENTS: 

 
 
 

   

 
The Contractor shall comply with all applicable local, state, and federal statutes and regulations regarding civil rights 
laws and equal opportunity employment. The Nebraska Fair Employment Practice Act prohibits Contractors of the 
State of Nebraska, and their Subcontractors, from discriminating against any employee or applicant for employment, 
with respect to hire, tenure, terms, conditions, compensation, or privileges of employment because of race, color, 
religion, sex, disability, marital status, or national origin (Neb. Rev. Stat. §§ 48-1101 to 48-1125).   The Contractor 
guarantees compliance with the Nebraska Fair Employment Practice Act, and breach of this provision shall be 
regarded as a material breach of contract.  The Contractor shall insert a similar provision in all Subcontracts for 
services to be covered by any contract resulting from this Request for Proposal. 

  

http://das.nebraska.gov/materiel/purchasing.html
http://das.nebraska.gov/materiel/purchase_bureau/docs/vendors/protest/ProtestGrievanceProcedureForVendors.pdf
http://das.nebraska.gov/materiel/purchase_bureau/docs/vendors/protest/ProtestGrievanceProcedureForVendors.pdf
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D. PERMITS, REGULATIONS, LAWS 

 
Accept 
(Initial) 

Reject 
(Initial) 

Reject & Provide 
Alternative within 
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(Initial) 

NOTES/COMMENTS: 

 
 
 

   

 
The Contractor shall procure and pay for all permits, licenses, and approvals necessary for the execution of the 
contract.  The Contractor shall comply with all applicable local, state, and federal laws, ordinances, rules, orders, and 
regulations.  
 

E. OWNERSHIP OF INFORMATION AND DATA  

 
Accept 
(Initial) 

Reject 
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Reject & Provide 
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NOTES/COMMENTS: 

 
 
 

   

 
The State of Nebraska shall have the unlimited right to publish, duplicate, use, and disclose all non-proprietary 
information and data developed or derived by the Contractor pursuant to this contract. 
 
The Contractor must guarantee that it has the full legal right to the materials, supplies, equipment, and other rights or 
titles (e.g. rights to licenses transfer or assign deliverables) necessary to execute this contract.  The contract price 
shall, without exception, include compensation for all royalties and costs arising from patents, trademarks, and 
copyrights that are in any way involved in the contract.  It shall be the responsibility of the Contractor to pay for all 
royalties and costs, and the State must be held harmless from any such claims.   
 

F. INSURANCE REQUIREMENTS 

 
Accept 
(Initial) 

Reject 
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Reject & Provide 
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NOTES/COMMENTS: 

 
 
 

   

 
The Contractor shall not commence work under this contract until all the insurance required hereunder has been 
obtained and such insurance has been approved by the State.  The Contractor shall maintain all required insurance 
for the life of this contract and shall ensure that the State Purchasing Bureau has the most current certificate of 
insurance throughout the life of this contract.  If Contractor will be utilizing any Subcontractors, the Contractor is 
responsible for obtaining the certificate(s) of insurance required herein under from any and all Subcontractor(s).  The 
Contractor is also responsible for ensuring Subcontractor(s) maintain the insurance required until completion of the 
contract requirements. The Contractor shall not allow any Subcontractor to commence work on any Subcontract until 
all similar insurance required of the Subcontractor has been obtained and approved by the Contractor.  Approval of 
the insurance by the State shall not limit, relieve, or decrease the liability of the Contractor hereunder.  
  
If by the terms of any insurance a mandatory deductible is required, or if the Contractor elects to increase the 
mandatory deductible amount, the Contractor shall be responsible for payment of the amount of the deductible in the 
event of a paid claim. 
 
Insurance coverages shall function independent of all other clauses in the contract, and in no instance shall the limits 
of recovery from the insurance be reduced below the limits required by this section. 
 
1. WORKERS’ COMPENSATION INSURANCE 

The Contractor shall take out and maintain during the life of this contract the statutory Workers’ 
Compensation and Employer's Liability Insurance for all of the contactors’ employees to be engaged in work 
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on the project under this contract and, in case any such work is sublet, the Contractor shall require the 
Subcontractor similarly to provide Worker's Compensation and Employer's Liability Insurance for all of the 
Subcontractor’s employees to be engaged in such work.  This policy shall be written to meet the statutory 
requirements for the state in which the work is to be performed, including Occupational Disease.  This policy 
shall include a waiver of subrogation in favor of the State.  The amounts of such insurance shall not be less 
than the limits stated hereinafter. 
 

2. COMMERCIAL GENERAL LIABILITY INSURANCE AND COMMERCIAL AUTOMOBILE LIABILITY 
INSURANCE 
The Contractor shall take out and maintain during the life of this contract such Commercial General Liability 
Insurance and Commercial Automobile Liability Insurance as shall protect Contractor and any Subcontractor 
performing work covered by this contract from claims for damages for bodily injury, including death, as well 
as from claims for property damage, which may arise from operations under this contract, whether such 
operation be by the Contractor or by any Subcontractor or by anyone directly or indirectly employed by either 
of them, and the amounts of such insurance shall not be less than limits stated hereinafter. 
 
The Commercial General Liability Insurance shall be written on an occurrence basis, and provide 
Premises/Operations, Products/Completed Operations, Independent Contractors, Personal Injury, and 
Contractual Liability coverage.  The policy shall include the State, and others as required by the contract 
documents, as Additional Insured(s).  This policy shall be primary, and any insurance or self-insurance 
carried by the State shall be considered excess and non-contributory.  The Commercial Automobile Liability 
Insurance shall be written to cover all Owned, Non-owned, and Hired vehicles. 
 

3. INSURANCE COVERAGE AMOUNTS REQUIRED 
 

COMMERCIAL GENERAL LIABILITY  

General Aggregate  $4,000,000 
Products/Completed Operations Aggregate $4,000,000 
Personal/Advertising Injury  $1,000,000 per occurrence 
Bodily Injury/Property Damage  $1,000,000 per occurrence 
Medical Payments $10,000 any one person 
Damage to Rented Premises $300,000 each occurrence 
Contractual Included 
Independent Contractors Included 
Abuse & Molestation Included 
If higher limits are required, the Umbrella/Excess Liability limits are allowed to satisfy the higher limit. 
WORKER’S COMPENSATION 

Employers Liability Limits $500K/$500K/$500K 
Statutory Limits- All States Statutory - State of Nebraska 
USL&H Endorsement Statutory 
Voluntary Compensation Statutory 
COMMERCIAL AUTOMOBILE LIABILITY  

Bodily Injury/Property Damage  $1,000,000 combined single limit 
Include All Owned, Hired & Non-Owned Automobile 
liability 

Included 

UMBRELLA/EXCESS LIABILITY 

Over Primary Insurance  $5,000,000  
PROFESSIONAL LIABILITY 
Errors and Omissions $7,000,000 
COMMERCIAL CRIME 

Crime/Employee Dishonesty Including 3rd Party Fidelity $7,000,000 
CYBER LIABILITY 

Breach of Privacy, Security Breach, Denial of Service, 
Remediation, Fines and Penalties 

$15,000,000 

SUBROGATION WAIVER   

“Workers’ Compensation policy shall include a waiver of subrogation in favor of the State of Nebraska.” 
LIABILITY WAIVER 

“Commercial General Liability & Commercial Automobile Liability policies shall be primary and any insurance or 
self-insurance carried by the State shall be considered excess and non-contributory.” 
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4. EVIDENCE OF COVERAGE 
The Contractor should furnish the State, with their proposal response, a certificate of insurance coverage 
complying with the above requirements to the attention of the Buyer at 402-471-2089 (fax) 
 

Administrative Services 
State Purchasing Bureau 
1526 K Street, Suite 130 
Lincoln, NE 68508 

 
These certificates or the cover sheet must reference the RFP number, and the certificates must include the 
name of the company, policy numbers, effective dates, dates of expiration, and amounts and types of 
coverage afforded.  If the State is damaged by the failure of the Contractor to maintain such insurance, then 
the Contractor shall be responsible for all reasonable costs properly attributable thereto. 
 
Notice of cancellation of any required insurance policy must be submitted to Administrative Services State 
Purchasing Bureau when issued and a new coverage binder must be submitted immediately to ensure no 
break in coverage.   
 

G. COOPERATION WITH OTHER CONTRACTORS  
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The State may already have in place or choose to award supplemental contracts for work related to this Request for 
Proposal, or any portion thereof.   
 
1. The State reserves the right to award the contract jointly between two or more potential Contractors, if 

such an arrangement is in the best interest of the State.   
2. The Contractor must agree to cooperate with such other Contractors, and shall not commit or permit any 

act which may interfere with the performance of work by any other Contractor. 
 

H. INDEPENDENT CONTRACTOR  
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It is agreed that nothing contained herein is intended or should be construed in any manner as creating or establishing 
the relationship of partners between the parties hereto.  The Contractor represents that it has, or will secure at its 
own expense, all personnel required to perform the services under the contract.  The Contractor’s employees and 
other persons engaged in work or services required by the contractor under the contract shall have no contractual 
relationship with the State; they shall not be considered employees of the State. 
 
All claims on behalf of any person arising out of employment or alleged employment (including without limit claims of 
discrimination against the Contractor, its officers, or its agents) shall in no way be the responsibility of the State.  The 
Contractor will hold the State harmless from any and all such claims.  Such personnel or other persons shall not 
require nor be entitled to any compensation, rights, or benefits from the State including without limit, tenure rights, 
medical and hospital care, sick and vacation leave, severance pay, or retirement benefits. 
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I. CONTRACTOR RESPONSIBILITY  

 
Accept 
(Initial) 

Reject 
(Initial) 

Reject & Provide 
Alternative within 
RFP Response 
(Initial) 

NOTES/COMMENTS: 

 
 
 

   

 
The Contractor is solely responsible for fulfilling the contract, with responsibility for all services offered and products 
to be delivered as stated in the Request for Proposal, the Contractor’s proposal, and the resulting contract.  The 
Contractor shall be the sole point of contact regarding all contractual matters. 
 
If the Contractor intends to utilize any Subcontractor's services, the Subcontractor's level of effort, tasks, and time 
allocation must be clearly defined in the Contractor's proposal.  The Contractor shall agree that it will not utilize any 
Subcontractors not specifically included in its proposal in the performance of the contract without the prior written 
authorization of the State.  Following execution of the contract, the Contractor shall proceed diligently with all services 
and shall perform such services with qualified personnel in accordance with the contract. 
 

J. CONTRACTOR PERSONNEL  
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The Contractor warrants that all persons assigned to the project shall be employees of the Contractor or specified 
Subcontractors, and shall be fully qualified to perform the work required herein.  Personnel employed by the 
Contractor to fulfill the terms of the contract shall remain under the sole direction and control of the Contractor.  The 
Contractor shall include a similar provision in any contract with any Subcontractor selected to perform work on the 
project. 
 
Personnel commitments made in the Contractor's proposal shall not be changed without the prior written approval of 
the State.  Replacement of key personnel, if approved by the State, shall be with personnel of equal or greater ability 
and qualifications. 
 
The State reserves the right to require the Contractor to reassign or remove from the project any Contractor or 
Subcontractor employee. 
 
In respect to its employees, the Contractor agrees to be responsible for the following: 
 
1. any and all employment taxes and/or other payroll withholding; 
2. any and all vehicles used by the Contractor’s employees, including all insurance required by state law; 
3. damages incurred by Contractor’s employees within the scope of their duties under  the contract; 
4. maintaining workers’ compensation and health insurance and submitting any reports on such insurance to 

the extent required by governing State law; and  
5. determining the hours to be worked and the duties to be performed by the Contractor’s employees. 
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K. CONTRACT CONFLICTS 

 
Accept 
(Initial) 

Reject 
(Initial) 

Reject & Provide 
Alternative within 
RFP Response 
(Initial) 

NOTES/COMMENTS: 

    

 
Contractor shall insure that contracts or agreements with sub-contractors and agents, and the performance of 
services in relation to this contract by sub-contractors and agents, does not conflict with this contract.  
 

L. STATE OF NEBRASKA PERSONNEL RECRUITMENT PROHIBITION  
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The Contractor shall not recruit or employ any State employee or agent who has worked on the Request for Proposal 
or project, or who had any influence on decisions affecting the Request for Proposal or project, for a period of two 
years after the date of award. 
 

M. CONFLICT OF INTEREST  
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By submitting a proposal, bidder certifies that there does not now exist any relationship between the bidder and any 
person or entity which is or gives the appearance of a conflict of interest related to this Request for Proposal or project. 
 
The bidder certifies that it shall not take any action or acquire any interest, either directly or indirectly, which will 
conflict in any manner or degree with the performance of its services hereunder or which creates an actual or 
appearance of conflict of interest.  
 
The bidder certifies that it will not employ any individual known by bidder to have a conflict of interest. 
 

N. PROPOSAL PREPARATION COSTS  

 
Accept 
(Initial) 

Reject 
(Initial) 

Reject & Provide 
Alternative within 
RFP Response 
(Initial) 

NOTES/COMMENTS: 

 
 
 

   

 
The State shall not incur any liability for any costs incurred by bidders in replying to this Request for Proposal, in the 
demonstrations and/or oral presentations, or in any other activity related to bidding on this Request for Proposal. 
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O. ERRORS AND OMISSIONS  
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The bidder shall not take advantage of any errors and/or omissions in this Request for Proposal or resulting contract.  
The bidder must promptly notify the State of any errors and/or omissions that are discovered. 
 

P. BEGINNING OF WORK  
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The bidder shall not commence any billable work until a valid contract has been fully executed by the State and the 
successful Contractor.  The Contractor will be notified in writing when work may begin. 
 

Q. ASSIGNMENT BY THE STATE  
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The State shall have the right to assign or transfer the contract or any of its interests herein to any agency, board, 
commission, or political subdivision of the State of Nebraska.  There shall be no charge to the State for any 
assignment hereunder.   
 

R. ASSIGNMENT BY THE CONTRACTOR  
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The Contractor may not assign, voluntarily or involuntarily, the contract or any of its rights or obligations hereunder 
(including without limitation rights and duties of performance) to any third party, without the prior written consent of 
the State, which will not be unreasonably withheld. 
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S. DEVIATIONS FROM THE REQUEST FOR PROPOSAL 
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The requirements contained in the Request for Proposal become a part of the terms and conditions of the contract 
resulting from this Request for Proposal.  Any deviations from the Request for Proposal must be clearly defined by 
the bidder in its proposal and, if accepted by the State, will become part of the contract.  Any specifically defined 
deviations must not be in conflict with the basic nature of the Request for Proposal, mandatory requirements, or 
applicable state or federal laws or statutes.  “Deviation”, for the purposes of this RFP, means any proposed changes 
or alterations to either the contractual language or deliverables within the scope of this RFP.  The State discourages 
deviations and reserves the right to reject proposed deviations. 
 

T. GOVERNING LAW  
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The contract shall be governed in all respects by the laws and statutes of the State of Nebraska.  Any legal 
proceedings against the State of Nebraska regarding this Request for Proposal or any resultant contract shall be 
brought in the State of Nebraska administrative or judicial forums as defined by State law.  The Contractor must be 
in compliance with all Nebraska statutory and regulatory law.  
 

U. ATTORNEY'S FEES  
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In the event of any litigation, appeal, or other legal action to enforce any provision of the contract, the Contractor 
agrees to pay all expenses of such action, as permitted by law, including attorney's fees and costs, if the State is the 
prevailing party. 
 

V. ADVERTISING  
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The Contractor agrees not to refer to the contract award in advertising in such a manner as to state or imply that the 
company or its services are endorsed or preferred by the State.  News releases pertaining to the project shall not be 
issued without prior written approval from the State. 
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W. STATE PROPERTY  
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The Contractor shall be responsible for the proper care and custody of any State-owned property which is furnished 
for the Contractor's use during the performance of the contract.  The Contractor shall reimburse the State for any loss 
or damage of such property; normal wear and tear is expected. 
 

X. SITE RULES AND REGULATIONS  
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The Contractor shall use its best efforts to ensure that its employees, agents, and Subcontractors comply with site 
rules and regulations while on State premises. If the Contractor must perform on-site work outside of the daily 
operational hours set forth by the State, it must make arrangements with the State to ensure access to the facility and 
the equipment has been arranged.  No additional payment will be made by the State on the basis of lack of access, 
unless the State fails to provide access as agreed to between the State and the Contractor. 
 

Y. NOTIFICATION  
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During the bid process, all communication between the State and a bidder shall be between the bidder’s 
representative clearly noted in its proposal and the buyer noted in Section II.A.  Procuring Office and Contact Person, 
of this RFP. After the award of the contract, all notices under the contract shall be deemed duly given upon delivery 
to the staff designated as the point of contact for this Request for Proposal, in person, or upon delivery by U.S. Mail, 
facsimile, or e-mail.  Each bidder should provide in its proposal the name, title, and complete address of its designee 
to receive notices. 
 
1. Except as otherwise expressly specified herein, all notices, requests, or other communications shall be in 

writing and shall be deemed to have been given if delivered personally or mailed, by U.S. Mail, postage 
prepaid, return receipt requested, to the parties at their respective addresses set forth above, or at such 
other addresses as may be specified in writing by either of the parties.  All notices, requests, or 
communications shall be deemed effective upon personal delivery or three (3) calendar days following 
deposit in the mail. 

 
2. Whenever the Contractor encounters any difficulty which is delaying or threatens to delay its timely 

performance under the contract, the Contractor shall immediately give notice thereof in writing to the State 
reciting all relevant information with respect thereto.  Such notice shall not in any way constitute a basis for 
an extension of the delivery schedule or be construed as a waiver by the State of any of its rights or 
remedies to which it is entitled by law or equity or pursuant to the provisions of the contract.  Failure to give 
such notice, however, may be grounds for denial of any request for an extension of the delivery schedule 
because of such delay. 
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Either party may change its address for notification purposes by giving notice of the change, and setting forth the new 
address and an effective date. 
 
For the duration of the contract, all communication between Contractor and the State regarding the contract shall 
take place between the Contractor and individuals specified by the State in writing.  Communication about the contract 
between Contractor and individuals not designated as points of contact by the State is strictly forbidden. 
 

Z. EARLY TERMINATION  
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The contract may be terminated as follows: 
1. The State and the Contractor, by mutual written agreement, may terminate the contract at any time. 

 
2. The State, in its sole discretion, may terminate the contract for any reason upon thirty (30) calendar day’s 

written notice to the Contractor.   Such termination shall not relieve the Contractor of warranty or other 
service obligations incurred under the terms of the contract including turnover requirements as described 
in Section IV.W – Termination of DBPM Contract.  In the event of termination the Contractor shall be 
entitled to payment, determined on a pro rata basis, for services satisfactorily performed or provided.  
 

3. The State will provide the Contractor with a timely written Notice of Intent to Terminate (Notice) that states 
the nature and basis of the penalty or sanction and pre-termination hearing rights. 
 

4. The Contractor may, at the discretion of the State, be allowed to correct the deficiencies within the thirty 
(30) calendar day notice period, unless other provisions in this Section demand otherwise, prior to the 
issuance of a Notice of Termination. 
 

5. In accordance with 42 CFR §438.710, the State will conduct a pre-termination hearing upon the request of 
the DBPM as outlined in the Notice to provide DBPM the opportunity to contest the nature and basis of the 
sanction. 
 

a. The request must be submitted in writing to the State prior to the determined date of 
termination stated in the Notice. 

 
b. The DBPM must receive a written notice of the outcome of the pre-termination hearing, if 

applicable, indicating decision reversal or affirmation. 
 

6. The State will notify Medicaid members enrolled in the DBPM in writing, consistent with 42 CFR §438.710 
and §438.722, of the affirming termination decision and of their options for receiving Medicaid services and 
to disenroll immediately. 
 

7. The State may terminate the contract immediately for the following reasons: 
 
a. if directed to do so by statute; 
b. Contractor has made an assignment for the benefit of creditors, has admitted in writing its inability 

to pay debts as they mature, or has ceased operating in the normal course of business; 
c. a trustee or receiver of the Contractor or of any substantial part of the Contractor’s assets has 

been appointed by a court; 
d. fraud, misappropriation, embezzlement, malfeasance, misfeasance, or illegal conduct pertaining 

to performance under the contract by its Contractor, its employees, officers, directors, or 
shareholders; 

e. an involuntary proceeding has been commenced by any party against the Contractor under any 
one of the chapters of Title 11 of the United States Code and (i) the proceeding has been pending 
for at least sixty (60) calendar days; or (ii) the Contractor has consented, either expressly or by 
operation of law, to the entry of an order for relief; or (iii) the Contractor has been decreed or 
adjudged a debtor; 

f. a voluntary petition has been filed by the Contractor under any of the chapters of Title 11 of the 
United States Code; 
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g. Contractor intentionally discloses confidential information; 
h. Contractor has or announces it will discontinue support of the deliverable; 
i. second or subsequent documented “vendor performance report” form deemed acceptable by the 

State Purchasing Bureau; or 
j. Contractor engaged in collusion or actions which could have provided Contractor an unfair 

advantage in obtaining this contract. 
 

AA. FUNDING OUT CLAUSE OR LOSS OF APPROPRIATIONS  
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The State may terminate the contract, in whole or in part, in the event funding is no longer available.  The State’s 
obligation to pay amounts due for fiscal years following the current fiscal year is contingent upon legislative 
appropriation of funds for the contract.  Should said funds not be appropriated, the State may terminate the contract 
with respect to those payments for the fiscal years for which such funds are not appropriated.  The State will give the 
Contractor written notice thirty (30) calendar days prior to the effective date of any termination, and advise the 
Contractor of the location (address and room number) of any related equipment.  All obligations of the State to make 
payments after the termination date will cease and all interest of the State in any related equipment will terminate.  
The Contractor shall be entitled to receive just and equitable compensation for any authorized work which has been 
satisfactorily completed as of the termination date.  In no event shall the Contractor be paid for a loss of anticipated 
profit. 
 

BB. BREACH BY CONTRACTOR  
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The State may terminate the contract, in whole or in part, if the Contractor fails to perform its obligations under the 
contract in a timely and proper manner.  The State may, by providing a written notice of default to the Contractor, 
allow the Contractor to cure a failure or breach of contract within a period of thirty (30) calendar days (or longer at 
State’s discretion considering the gravity and nature of the default).  Said notice shall be delivered by Certified Mail, 
Return Receipt Requested, or in person with proof of delivery.  Allowing the Contractor time to cure a failure or breach 
of contract does not waive the State’s right to immediately terminate the contract for the same or different contract 
breach which may occur at a different time.  In case of default of the Contractor, the State may contract the service 
from other sources and hold the Contractor responsible for any excess cost occasioned thereby. 
 
Pursuant to 42 CFR §438.708 the State may provide benefits to members through other options included in the 
Medicaid State Plan if the State, at its sole discretion, determines that the Contractor has failed to carry out the 
substantive terms of the contract, or meet applicable requirements in Sections 1932, 1903(m) or 1905(t) of the Social 
Security Act. 
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CC. ASSURANCES BEFORE BREACH  
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If any document or deliverable required pursuant to the contract does not fulfill the requirements of the Request for 
Proposal/resulting contract, upon written notice from the State, the Contractor shall deliver assurances in the form of 
additional Contractor resources at no additional cost to the project in order to complete the deliverable, and to ensure 
that other project schedules will not be adversely affected. 
 

DD. ADMINISTRATION – CONTRACT TERMINATION  
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1. Contractor must provide confirmation that upon contract termination all deliverables prepared in 

accordance with this agreement shall become the property of the State of Nebraska; subject to the 
ownership provision (section E) contained herein, and is provided to the State of Nebraska at no additional 
cost to the State. 
 

2. Contractor must provide confirmation that in the event of contract termination, all records that are the 
property of the State will be returned to the State within thirty (30) calendar days.  Notwithstanding the 
above, Contractor may retain one copy of any information as required to comply with applicable work 
product documentation standards or as are automatically retained in the course of Contractor’s routine 
back up procedures. 
 
 

EE. PENALTY  
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The State has the option to invoke penalties as described in Section IV – Project Description. 
 

FF. PERFORMANCE BOND  
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The Contractor will be required to supply a bond executed by a corporation authorized to contract surety in the State 
of Nebraska, payable to the State of Nebraska, which shall be valid for the life of the contract to include any renewal 
and/or extension periods.  The amount of the bond must be $10,000,000.00.  The bond will guarantee that the 
Contractor will faithfully perform all requirements, terms and conditions of the contract.  Failure to comply shall be 
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grounds for forfeiture of the bond as liquidated damages.  Amount of forfeiture will be determined by the agency 
based on loss to the State.  The bond will be returned when the service has been satisfactorily completed as solely 
determined by the State, after termination or expiration of the contract.   
 
The Contractor must obtain and maintain a performance bond, rated a minimum of A by A.M. Best Company, of a 
standard commercial scope from a surety company or companies holding a certificate of authority to transact surety 
business in the state. The Contractor must not leverage the bond as collateral for debt or create other creditors using 
the bond as security.  The Contractor must be in breach of this contract if it fails to maintain or renew the performance 
bond as required by this contract. 
 
1. The Contractor must obtain a performance bond in an amount equal to $10,000,000.00. The bond will 

guarantee that the selected contractor will faithfully perform all requirements, terms and conditions of the 
contract. Failure to comply must be grounds for forfeiture of the bond as liquidated damages. Amount of 
forfeiture will be determined by the agency based on loss to the State. The bond will be returned when the 
service has been satisfactorily completed as solely determined by the State, after termination or expiration 
of the contract. 
 

2. The Contractor agrees that if it is declared to be in default of any term of this contract, MLTC may elect to, 
in addition to any other remedies it may have under this contract, obtain payment under the performance 
bond for the following: 
 
a. Making funds available through a consensus proceeding in the appropriate court for payment to 

subcontracted providers and non-contracted health care providers for reimbursement due to 
nonpayment of claims by Contractor, in the event of a breach of Contractor’s obligation under this 
contract; 

b. Reimbursing MLTC for any payments made by MLTC on behalf of the Contractor; 
c. Reimbursing MLTC for any extraordinary administrative expenses incurred by a breach of 

Contractor’s obligations under this contract, including, expenses incurred after termination of this 
contract by MLTC; 

d. Making any payments or expenditures deemed necessary to MLTC, in its sole discretion, incurred 
by MLTC in the direct operation of the contract pursuant to the terms of this contract and to 
reimburse MLTC for any extraordinary administrative expenses incurred in connection with the 
direct operation of the Contractor; and 

e. The Contractor must reimburse MLTC for expenses exceeding the performance bond amount. 
 

GG. FORCE MAJEURE  
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Neither party shall be liable for any costs or damages resulting from its inability to perform any of its obligations under 
the contract due to a natural disaster, or other similar event outside the control and not the fault of the affected party 
(“Force Majeure Event”). A Force Majeure Event shall not constitute a breach of the contract.  The party so affected 
shall immediately give notice to the other party of the Force Majeure Event. The State may grant relief from 
performance of the contract if the Contractor is prevented from performance by a Force Majeure Event.  The burden 
of proof for the need for such relief shall rest upon the Contractor.  To obtain release based on a Force Majeure 
Event, the Contractor shall file a written request for such relief with the State Purchasing Bureau.  Labor disputes with 
the impacted party’s own employees will not be considered a Force Majeure Event and will not suspend performance 
requirements under the contract. 
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HH. PAYMENT  
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State will render payment to Contractor when the terms and conditions of the contract and specifications have been 
satisfactorily completed on the part of the Contractor as solely determined by the State.  Payment will be made by 
the responsible agency in compliance with the State of Nebraska Prompt Payment Act (See Neb. Rev. Stat. §§ 81-
2401 through 81-2408).  The State may require the Contractor to accept payment by electronic means such as ACH 
deposit. In no event shall the State be responsible or liable to pay for any services provided by the Contractor prior 
to the Effective Date, and the Contractor hereby waives any claim or cause of action for any such services. 
 

II. RIGHT TO AUDIT 
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Contractor shall establish and maintain a reasonable accounting system that enables the State to readily audit 
contract. The State and its authorized representatives shall have the right to audit, to examine, and to make copies 
of or extracts from all financial and related records (in whatever form they may be kept, whether written, electronic, 
or other) relating to or pertaining to this contract kept by or under the control of the Contractor, including, but not 
limited to those kept by the Contractor, its employees, agents, assigns, successors, and Subcontractors. Such 
records shall include, but not be limited to, accounting records, written policies and procedures; all paid vouchers 
including those for out-of-pocket expenses; other reimbursement supported by invoices; ledgers; cancelled checks; 
deposit slips; bank statements; journals; original estimates; estimating work sheets; contract amendments and 
change order files; back charge logs and supporting documentation; insurance documents; payroll documents; 
timesheets; memoranda; and correspondence.  
  
Contractor shall, at all times during the term of this contract and for a period of five (5) years after the completion of 
this contract, maintain such records, together with such supporting or underlying documents and materials. The 
Contractor shall at any time requested by the State, whether during or after completion of this contract and at 
Contractor’s own expense make such records available for inspection and audit (including copies and extracts of 
records as required) by the State. Such records shall be made available to the State during normal business hours 
at the Contractor’s office or place of business. In the event that no such location is available, then the financial records, 
together with the supporting or underlying documents and records, shall be made available for audit at a time and 
location that is convenient for the State.  Contractor shall ensure the State has these rights with Contractor’s assigns, 
successors, and Subcontractors, and the obligations of these rights shall be explicitly included in any subcontracts or 
agreements formed between the Contractor and any Subcontractors to the extent that those Subcontracts or 
agreements relate to fulfillment of the Contractor’s obligations to the State. 
  
Costs of any audits conducted under the authority of this right to audit and not addressed elsewhere will be borne by 
the State unless certain exemption criteria are met. If the audit identifies overpricing or overcharges (of any nature) 
by the Contractor to the State in excess of one-half of one percent (.5%) of the total contract billings, the Contractor 
shall reimburse the State for the total costs of the audit. If the audit discovers substantive findings related to fraud, 
misrepresentation, or non-performance, the Contractor shall reimburse the State for total costs of audit. Any  
adjustments and/or payments that must be made as a result of any such audit or inspection of the Contractor’s 
invoices and/or records shall be made within a reasonable amount of time (not to exceed 90 days) from presentation 
of the State’s findings to Contractor. 
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JJ. TAXES  
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The State is not required to pay taxes of any kind and assumes no such liability as a result of this solicitation.  Any 
property tax payable on the Contractor's equipment which may be installed in a state-owned facility is the 
responsibility of the Contractor. 
 

KK. INSPECTION AND APPROVAL  
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Final inspection and approval of all work required under the contract shall be performed by the designated State 
officials.  The State and/or its authorized representatives shall have the right to enter any premises where the 
Contractor or Subcontractor duties under the contract are being performed, and to inspect, monitor or otherwise 
evaluate the work being performed.  All inspections and evaluations shall be at reasonable times and in a manner 
that will not unreasonably delay work. 
 

LL. CHANGES IN SCOPE/CHANGE ORDERS  
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The State may, upon the written agreement of Contractor, make changes to the contract within the general scope of 
the RFP.   The State may, at any time work is in progress, by written agreement, make alterations in the terms of 
work as shown in the specifications, require the Contractor to make corrections, decrease the quantity of work, or 
make such other changes as the State may find necessary or desirable.  The Contractor shall not claim forfeiture of 
contract by reasons of such changes by the State.   
 
Corrections of any deliverable, service or performance of work required pursuant to the contract shall not be deemed 
a modification. Changes or additions to the contract beyond the scope of the RFP are not permitted; however, the 
contract must meet all applicable federal legal requirements and regulations, including Medicaid laws, rules and 
regulations, and any future amendments to the contract that are required to bring Nebraska in compliance with federal 
Medicaid law must be deemed part of the scope of the requested bid.  Changes or additions to the contract beyond 
the scope of the RFP are not permitted except as noted herein. 
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MM. SEVERABILITY  
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If any term or condition of the contract is declared by a court of competent jurisdiction to be illegal or in conflict with 
any law, the validity of the remaining terms and conditions shall not be affected, and the rights and obligations of the 
parties shall be construed and enforced as if the contract did not contain the particular provision held to be invalid. 
 

NN. CONFIDENTIALITY  
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All materials and information provided by the State or acquired by the Contractor on behalf of the State shall be 
regarded as confidential information.  All materials and information provided by the State or acquired by the Contractor 
on behalf of the State shall be handled in accordance with federal and state law, and ethical standards.  The 
Contractor must ensure the confidentiality of such materials or information.  Should said confidentiality be breached 
by a Contractor; Contractor shall notify the State immediately of said breach and take immediate corrective action. 
 
It is incumbent upon the Contractor to inform its officers and employees of the penalties for improper disclosure 
imposed by the Privacy Act of 1974, 5 U.S.C. 552a.  Specifically, 5 U.S.C. 552a (i)(1), which is made applicable to 
Contractors by 5 U.S.C. 552a (m)(1), provides that any officer or employee of a Contractor, who by virtue of his/her 
employment or official position has possession of or access to agency records which contain individually identifiable 
information, the disclosure of which is prohibited by the Privacy Act or regulations established thereunder, and who 
knowing that disclosure of the specific material is prohibited, willfully discloses the material in any manner to any 
person or agency not entitled to receive it, shall be guilty of a misdemeanor and fined not more than $5,000. 
 

OO. PROPRIETARY INFORMATION  
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Data contained in the proposal and all documentation provided therein, become the property of the State of Nebraska 
and the data becomes public information upon opening the proposal. If the bidder wishes to have any information 
withheld from the public, such information must fall within the definition of proprietary information contained within 
Nebraska’s public record statutes.  All proprietary information the bidder wishes the State to withhold must be 
submitted in a sealed package, which is separate from the remainder of the proposal, and provide supporting 
documents showing why such documents should be marked proprietary.  The separate package must be 
clearly marked PROPRIETARY on the outside of the package.  Bidders may not mark their entire Request for 
Proposal as proprietary.  Failure of the bidder to follow the instructions for submitting proprietary and copyrighted 
information may result in the information being viewed by other bidders and the public.  Proprietary information is 
defined as trade secrets, academic and scientific research work which is in progress and unpublished, and other 
information which if released would give advantage to business competitors and serve no public purpose (see Neb. 
Rev. Stat. § 84-712.05(3)).  In accordance with Attorney General Opinions 92068 and 97033, bidders submitting 
information as proprietary may be required to prove specific, named competitor(s) who would be advantaged by 
release of the information and the specific advantage the competitor(s) would receive.  Although every effort will be 
made to withhold information that is properly submitted as proprietary and meets the State’s definition of proprietary 
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information, the State is under no obligation to maintain the confidentiality of proprietary information and accepts no 
liability for the release of such information. 
 

PP. CERTIFICATION OF INDEPENDENT PRICE DETERMINATION/COLLUSIVE BIDDING 
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By submission of this proposal, the bidder certifies that it is the party making the foregoing proposal and that the 
proposal is not made in the interest of, or on behalf of, any undisclosed person, partnership, company, association, 
organization, or corporation; that the proposal is genuine and not collusive or sham; that the bidder has not directly 
or indirectly induced or solicited any other bidder to put in a false or sham proposal, and has not directly or indirectly 
colluded, conspired, connived, or agreed with any bidder or anyone else to put in a sham proposal, or that anyone 
shall refrain from bidding; that the bidder has not in any manner, directly or indirectly, sought by agreement, 
communication, or conference with anyone to fix the proposal price of the bidder or any other bidder, or to fix any 
overhead, profit, or cost element of the proposal price, or of that of any other bidder, or to secure any advantage 
against the public body awarding the contract of anyone interested in the proposed contract; that all statements 
contained in the proposal are true; and further that the bidder has not, directly or indirectly, submitted the proposal 
price or any breakdown thereof, or the contents thereof, or divulged information or data relative thereto, or paid, and 
will not pay, any fee to any corporation, partnership, company association, organization, proposal depository, or to 
any member or agent thereof to effectuate a collusive or sham proposal.  
 

QQ. STATEMENT OF NON-COLLUSION  
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The proposal shall be arrived at by the bidder independently and be submitted without collusion with, and without any 
direct or indirect agreement, understanding or planned common course of action with, any person; firm; corporation; 
bidder; Contractor of materials, supplies, equipment or services described in this RFP.  Bidder shall not collude with, 
or attempt to collude with, any state officials, employees or agents; or evaluators or any person involved in this RFP.  
The bidder shall not take any action in the restraint of free competition or designed to limit independent bidding or to 
create an unfair advantage. 
 
Should it be determined that collusion occurred, the State reserves the right to reject a bid or terminate the contract 
and impose further administrative sanctions. 
 

RR. PRICES  
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Price information is provided under Section IV.P – DBPM Reimbursement. 
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SS. ETHICS IN PUBLIC CONTRACTING  
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No bidder shall pay or offer to pay, either directly or indirectly, any fee, commission compensation, gift, gratuity, or 
anything of value to any State officer, legislator, employee or evaluator based on the understanding that the receiving 
person’s vote, actions, or judgment will be influenced thereby.  No bidder shall give any item of value to any employee 
of the State Purchasing Bureau or any evaluator.   
 
Bidders shall be prohibited from utilizing the services of lobbyists, attorneys, political activists, or consultants to secure 
the contract.  It is the intent of this provision to assure that the prohibition of state contact during the procurement 
process is not subverted through the use of lobbyists, attorneys, political activists, or consultants. It is the intent of 
the State that the process of evaluation of proposals and award of the contract be completed without external 
influence.  It is not the intent of this section to prohibit bidders from seeking professional advice, for example consulting 
legal counsel, regarding terms and conditions of this Request for Proposal or the format or content of their proposal. 
 
If the bidder is found to be in non-compliance with this section of the Request for Proposal, they may forfeit the 
contract if awarded to them or be disqualified from the selection process. 
 
In compliance with the Byrd Anti-Lobbying Amendment, contractors who apply or bid must file the required certification 
that each tier will not use federal funds to pay a person or employee or organization for influencing or attempting to 
influence an officer or employee of any federal agency, a member of Congress, officer or employee of Congress, or 
an employee of a member of Congress in connection with obtaining any federal contract, grant or any other award 
covered by 31 U.S.C. §1352. Each tier must also disclose any lobbying with nonfederal funds that takes place in 
connection with obtaining any federal award. Such disclosures are forwarded from tier-to-tier up to the recipient (45 
CFR §3). 
 

TT. INDEMNIFICATION  
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1. GENERAL 

The Contractor agrees to defend, indemnify, hold, and save harmless the State and its employees, 
volunteers, agents, and its elected and appointed officials (“the indemnified parties”) from and against any 
and all claims, liens, demands, damages, liability, actions, causes of action, losses, judgments, costs, and 
expenses of every nature, including investigation costs and expenses, settlement costs, and attorney fees 
and expenses (“the claims”), sustained or asserted against the State, arising out of, resulting from, or 
attributable to the willful misconduct, negligence, error, or omission of the Contractor, its employees, 
Subcontractors, consultants, representatives, and agents, except to the extent such Contractor liability is 
attenuated by any action of the State which directly and proximately contributed to the claims. 
 

2. INTELLECTUAL PROPERTY 
The Contractor agrees it will, at its sole cost and expense, defend, indemnify, and hold harmless the 
indemnified parties from and against any and all claims, to the extent such claims arise out of, result from, 
or are attributable to, the actual or alleged infringement or misappropriation of any patent, copyright, trade 
secret, trademark, or confidential information of any third party by the Contractor or its employees, 
Subcontractors, consultants, representatives, and agents; provided, however, the State gives the Contractor 
prompt notice in writing of the claim.  The Contractor may not settle any infringement claim that will affect 
the State’s use of the Licensed Software without the State’s prior written consent, which consent may be 
withheld for any reason. 
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If a judgment or settlement is obtained or reasonably anticipated against the State’s use of any intellectual 
property for which the Contractor has indemnified the State, the Contractor shall, at the Contractor’s sole 
cost and expense, promptly modify the item or items which were determined to be infringing, acquire a 
license or licenses on the State’s behalf to provide the necessary rights to the State to eliminate the 
infringement, or provide the State with a non-infringing substitute that provides the State the same 
functionality.  At the State’s election, the actual or anticipated judgment may be treated as a breach of 
warranty by the Contractor, and the State may receive the remedies provided under this RFP. 
 

3. PERSONNEL 
The Contractor shall, at its expense, indemnify and hold harmless the indemnified parties from and against 
any claim with respect to withholding taxes, worker’s compensation, employee benefits, or any other claim, 
demand, liability, damage, or loss of any nature relating to any of the personnel provided by the Contractor. 
 

4. SELF-INSURANCE 

The State of Nebraska is self-insured for any loss and purchases excess insurance coverage pursuant to 
Neb. Rev. Stat. § 81-8,239.01 (Reissue 2008). If there is a presumed loss under the provisions of this 
agreement, Contractor may file a claim with the Office of Risk Management pursuant to Neb. Rev. Stat. §§ 
81-8,829 – 81-8,306 for review by the State Claims Board. The State retains all rights and immunities under 
the State Miscellaneous (Section 81-8,294), Tort (Section 81-8,209), and Contract Claim Acts (Section 81-
8,302), as outlined in Neb. Rev. Stat. § 81-8,209 et seq. and under any other provisions of law and accepts 
liability under this agreement to the extent provided by law. 

 
UU. NEBRASKA TECHNOLOGY ACCESS STANDARDS  
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Contractor shall review the Nebraska Technology Access Standards, found at http://nitc.nebraska.gov/standards/2-
201.html and ensure that products and/or services provided under the contract are in compliance or will comply with 
the applicable standards to the greatest degree possible.  In the event such standards change during the Contractor’s 
performance, the State may create an amendment to the contract to request the contract comply with the changed 
standard at a cost mutually acceptable to the parties. 
 

VV. ANTITRUST 
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The Contractor hereby assigns to the State any and all claims for overcharges as to goods and/or services provided 
in connection with this contract resulting from antitrust violations which arise under antitrust laws of the United States 
and the antitrust laws of the State. 
 

  

http://nitc.nebraska.gov/standards/2-201.html
http://nitc.nebraska.gov/standards/2-201.html
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WW. DISASTER RECOVERY/BACK UP PLAN 
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The Contractor shall have a disaster recovery and back-up plan, of which a copy should be provided to the State, 
which includes, but is not limited to equipment, personnel, facilities, and transportation, in order to continue services 
as specified under the specifications in the contract in the event of a disaster.   
 

XX. TIME IS OF THE ESSENCE 
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Time is of the essence in this contract.  The acceptance of late performance with or without objection or reservation 
by the State shall not waive any rights of the State nor constitute a waiver of the requirement of timely performance 
of any obligations on the part of the Contractor remaining to be performed. 
 

YY. RECYCLING 
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Preference will be given to items which are manufactured or produced from recycled material or which can be readily 
reused or recycled after their normal use as per Neb. Rev. Stat. § 81-15,159. 
 

ZZ. DRUG POLICY 
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Contractor certifies it maintains a drug free work place environment to ensure worker safety and workplace integrity.  
Contractor agrees to provide a copy of its drug free workplace policy at any time upon request by the State. 
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AAA. EMPLOYEE WORK ELIGIBILITY STATUS 
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The Contractor is required and hereby agrees to use a federal immigration verification system to determine the work 
eligibility status of employees physically performing services within the State of Nebraska. A federal immigration 
verification system means the electronic verification of the work authorization program authorized by the Illegal 
Immigration Reform and Immigrant Responsibility Act of 1996, 8 U.S.C. 1324a, known as the E-Verify Program, or 
an equivalent federal program designated by the United States Department of Homeland Security or other federal 
agency authorized to verify the work eligibility status of an employee. 
 
If the Contractor is an individual or sole proprietorship, the following applies: 
 
1. The Contractor must complete the United States Citizenship Attestation Form, available on the 

Department of Administrative Services website at http://das.nebraska.gov/materiel/purchasing.html  
 
The completed United States Attestation Form should be submitted with the Request for Proposal response. 
 

2. If the Contractor indicates on such attestation form that he or she is a qualified alien, the Contractor agrees 
to provide the US Citizenship and Immigration Services documentation required to verify the Contractor’s 
lawful presence in the United States using the Systematic Alien Verification for Entitlements (SAVE) 
Program.  

  
3. The Contractor understands and agrees that lawful presence in the United States is required and the 

Contractor may be disqualified or the contract terminated if such lawful presence cannot be verified as 
required by Neb. Rev. Stat. § 4-108. 

 
BBB. CERTIFICATION REGARDING DEBARMENT, SUSPENSION AND INELIGIBILITY 
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The Contractor, by signature to this RFP, certifies that the Contractor is not presently debarred, suspended, proposed 
for debarment, declared ineligible, or voluntarily excluded by any federal department or agency from participating in 
transactions (debarred).  The Contractor also agrees to include the above requirements in any and all Subcontracts 
into which it enters.  The Contractor shall immediately notify the Department if, during the term of this contract, 
Contractor becomes debarred.  The Department may immediately terminate this contract by providing Contractor 
written notice if Contractor becomes debarred during the term of this contract. 
 
Contractor, by signature to this RFP, certifies that Contractor has not had a contract with the State of Nebraska 
terminated early by the State of Nebraska. If Contractor has had a contract terminated early by the State of Nebraska, 
Contractor must provide the contract number, along with an explanation of why the contract was terminated early. 
Prior early termination may be cause for rejecting the proposal. 
 

  

http://das.nebraska.gov/materiel/purchasing.html
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CCC. OFFICE OF PUBLIC COUNSEL  
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If it provides, under the terms of this contract and on behalf of the State of Nebraska, health and human services to 
individuals; service delivery; service coordination; or case management, Contractor shall submit to the jurisdiction of 
the Office of Public Counsel, pursuant to Neb. Rev. Stat.  §§ 81-8,240 et seq.  This section must survive the 
termination of this contract and shall not apply if Contractor is a long-term care facility subject to the Long-Term Care 
Ombudsman Act, Neb. Rev. Stat.  §§ 81-2237 et seq. 
 

DDD. LONG-TERM CARE OMBUDSMAN 
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If it is a long-term care facility subject to the Long-Term Care Ombudsman Act, Neb. Rev. Stat.  §§ 81-2237 et seq., 
Contractor shall comply with the Act.  This section shall survive the termination of this contract. 
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IV. PROJECT DESCRIPTION AND SCOPE OF WORK 

 
The bidder should provide the following information in response to this Request for Proposal.   
 
A. PROGRAM DESCRIPTION 

 

1. Description of the Current Medicaid Program 
 
a. The State of Nebraska’s Medicaid program is administered by the Department of Health and 

Human Services (DHHS), Division of Medicaid & Long-Term Care (MLTC). DHHS is comprised of 
six (6) divisions: 
 
i. The Division of Behavioral Health provides funding, oversight, and technical assistance 

to the six (6) local behavioral health regions. The regions contract with local programs to 
provide public inpatient, outpatient, emergency community mental health, and substance 
use disorder services. 
 

ii. The Division of Children and Family Services administers child welfare, adult protective 
services, economic support programs, and the youth rehabilitation and treatment 
centers. 
 

iii. The Division of Developmental Disabilities administers publicly-funded community-based 
disability services. The Division also operates several sites that provide services for 
individuals with developmental disabilities. 
 

iv. MLTC administers the Medicaid program, which provides health care services to eligible 
elderly and disabled individuals, and low income pregnant women, children, and 
parents.  The Division also administers non-institutional home and community-based 
services for qualified individuals, the aged, adults and children with disabilities, and 
infants and toddlers with special needs.   
 

v. The Division of Public Health is responsible for preventive and community health 
programs and services. It also regulates and licenses health-related professionals, 
health care facilities, and services. 
 

vi. The Division of Veterans’ Homes oversees the State Veterans’ Homes located in 
Bellevue, Norfolk, Grand Island and Scottsbluff. 
 

b. Nebraska Medicaid currently provides health care coverage for approximately 230,000 individuals 
each month at an annual cost of approximately $1.8 billion. 
 

c. The Nebraska Medicaid Managed Care Program (NMMCP), implemented in July 1995, includes 
approximately 189,000 individuals enrolled in physical health managed care and approximately 
229,000 individuals enrolled in behavioral health managed care. Those individuals who are 
enrolled in behavioral health managed care, but not physical health managed care, receive their 
physical health services from the Nebraska Medical Assistance Program under a fee-for-service 
(FFS) reimbursement model.  
 

d. NMMCP is authorized under section 1932 of the Social Security Act, which permits a state to 
operate a managed care program through its Medicaid State Plan. Additionally, Nebraska 
operates a 1915(b) waiver in order to require special needs children and Native Americans to 
participate in the managed care program. The 1915(b) waiver permits Nebraska Medicaid to 
operate the behavioral health managed care program. 
 

e. NMMCP currently includes: 
 
i. Physical health managed care provided, through comprehensive at risk contracts that 

are fully-capitated and require the contracted entity to be a managed care organization 
(MCO) or health insuring organization.  
 

ii. Behavioral health managed care provided through an at risk contract which is not 
comprehensive, but is fully-capitated, and requires that the managed care entity be a 
prepaid inpatient health plan (PIHP). 
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iii. Physical health managed care currently provided through: 
 
a) Two (2) DBPM networks in Cass, Dodge, Douglas, Gage, Lancaster, Otoe, 

Sarpy, Saunders, Seward, and Washington counties.  
 

b) Two (2) DBPM networks in Adams, Antelope, Arthur, Banner, Blaine, Boone, 
Box Butte, Boyd, Brown, Buffalo, Burt, Butler, Cedar, Chase, Cherry, 
Cheyenne, Clay, Colfax, Cuming, Custer, Dakota, Dawes, Dawson, Deuel, 
Dixon, Dundy, Fillmore, Franklin, Frontier, Furnas, Garden, Garfield, Gosper, 
Grant, Greeley, Hall, Hamilton, Harlan, Hayes, Hitchcock, Holt, Hooker, 
Howard, Jefferson, Johnson, Kearney, Keith, Keya Paha, Kimball, Knox, 
Lincoln, Logan, Loup, Madison, McPherson, Merrick, Morrill, Nance, Nemaha, 
Nuckolls, Pawnee, Perkins, Phelps, Pierce, Platte, Polk, Red Willow, 
Richardson, Rock, Saline, Scotts Bluff, Sheridan, Sherman, Sioux, Stanton, 
Thayer, Thomas, Thurston, Valley, Wayne, Webster, Wheeler, and York 
counties. 
 

iv. Behavioral health managed care provided through one statewide PIHP network. 
 

v. MLTC currently contracts with vendors to perform the following services for the NMMCP: 
 
a) Physical health managed care services. 

 
b) Behavioral health managed care services. 

 
c) Enrollment broker services. 

 
d) External quality review (EQR) services. 

 
e) Actuarial services. 

 
f) Pharmacy benefit management services. 

 
2. Implementation of Heritage Health 

 
MLTC anticipates the launch of the Heritage Health managed care program on January 1, 2017. The 
implementation of Heritage Health brings several notable changes to the State’s managed care program 
including: 
 
a. Integration of physical and behavioral health managed care through three (3) contracted MCO’s 

for all 93 counties in the State of Nebraska. 
 

b. Inclusion of pharmacy services in the core benefit package and the MCO capitation rate. 
 

c. Inclusion of the Aged, Blind and Disabled populations who are dually eligible for Medicaid and 
Medicare, in a home and community-based services (HCBS) waiver program, or living in an 
institution, for integrated physical health, behavioral health, and pharmacy services. 
 

d. Expansion of enrollment broker services to complete the process of member enrollment.  
 

3. Current Nebraska Medicaid Dental Program 
 

a. Nebraska Medicaid currently provides Medicaid eligible individuals with covered dental services 
through a fee-for-service (FFS) program as described in 471 NAC 6. Nebraska Medicaid pays for 
covered services when those services meet the following basic criteria: 
 
i. Provided to an individual who is Medicaid eligible on the day that they receive the 

service. 
 

ii. Dentally necessary. 
iii. Treatment provided is the least costly service meeting the treatment needs.  

 
iv. Reasonable in amount and duration of care, treatment or service. 
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v. Within the scope of the coverage criteria contained in NAC 471 6. 
 

vi. Within accepted dental or medical practice standards. 
 

vii. Within the limitations contained in 471 NAC 6-005. 
 

viii. Provided in accordance with prior authorization requirements contained in 471 NAC 6-
004 and 6-005. 

 
b. For Medicaid eligible individuals age 21 and older, dental coverage is limited to $1,000.00 per 

fiscal year. The $1,000.00 limit is calculated at the Medicaid dental fee schedule rate for the 
treatment provided or on the all-inclusive encounter rate paid to Indian Health Service (IHS) or 
Federally Qualified Health Centers (FQHC) facilities. 

 
4. Purpose of this Solicitation 

 
a. MLTC seeks to transition the delivery of dental services for Medicaid and CHIP eligible individuals 

to a capitated, Prepaid Ambulatory Health Plan (PAHP).  
 

b. The purpose of this RFP is to solicit proposals from qualified bidders to manage the Medicaid 
Dental Benefit Program (DBP) for all eligible Medicaid recipients, utilizing the most cost-effective 
manner and in accordance with the terms and conditions detailed in this RFP. 

 
c. MLTC believes oral health is a vital part of an individual’s overall health status. The State 

anticipates the implementation of a Dental PAHP and the selection of a Dental Benefits Program 
Manager (DBPM) will advance MLTC’s oral health goals, which include: 
 
i. Improved access to routine and specialty dental care. 

 
ii. Improved coordination of care. 

 
iii. Better dental health outcomes. 

 
iv. Increased quality of dental care. 

 
v. Outreach and education to promote dental health. 

 
vi. Increased personal responsibility and self-management. 

 
vii. Overall savings to the Nebraska Medicaid program by preventing treatable dental 

conditions from becoming costly medical conditions.  
 

d. MLTC anticipates it will select one qualified bidder to act as the DBPM. 
 

e. The DBPM awarded this contract must be prepared to deliver services to a population of 
approximately 230,000 Medicaid enrollees. 

 
f. This RFP solicits proposals, details proposal requirements, defines MLTC’s minimum service 

requirements, and outlines the state’s process for evaluating proposals and selecting the DBPM. 
 

5. Excluded Populations 
 
a. Aliens who are eligible for Medicaid for an emergency condition only. 

 
b. Beneficiaries who have excess income or who are required to pay a premium, except those who 

are continuously eligible due to a share of cost obligation to a nursing facility or for HCBS Waiver 
services.   

 
c. Participants in the Program for All-Inclusive Care for the Elderly (PACE). 

 
d. Beneficiaries with Medicare coverage where Medicaid only pays co-insurance and deductibles. 

 
e. Inmates of public institutions. 
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f. 599 CHIP Clients. 
 

6. Changes to Population Groups and Services 
 
MLTC may add, delete, or otherwise modify included and excluded population groups and services. If 
changed, the contract will be amended, and the DBPM given as much advance notice as reasonably 
possible. 

 
B. ELIGIBILITY AND ENROLLMENT 

 

1. Enrollment 
 
a. MLTC or its designee will provide Nebraska Medicaid recipient information to the DBPM via a 

daily 834 electronic file transfer, hereafter referred to as the “Member File”. The DBPM will utilize 
the Member File to identify all individuals eligible for enrollment, based on predetermined 
eligibility criteria as outlined in this RFP. The DBPM’s responsibilities subsequent to eligibility 
determination will include, but will not necessarily be limited to, the following: 
 
i. Being available by telephone to provide assistance to DBP potential members, and 

educating the Medicaid eligible about the DBP in general, including the manner in which 
services typically are accessed under the DBPM, the role of the dental home, the 
responsibilities of the DBPM member, his/her right to file grievances and appeals, and 
the rights of the member to choose any dental home within the DBPM, subject to the 
capacity of the provider. 
 

ii. Educating the member, or in the case of a minor, the member’s parent or guardian, 
about benefits and services available through the DBP. 
 

iii. Identifying any barriers to access to care for the DBP members such as the necessity for 
multi-lingual interpreter services and special assistance needed for members with visual 
and hearing impairment and members with physical or mental disabilities. 
 

b. Enrollment Procedures 
 
i. Effective Date of Enrollment  

 
DBPM enrollment for members in a given month will be effective at 12:01AM on the first 
(1st) calendar day of the month of Medicaid eligibility.  

  
ii. Change in Status 

 
The DBPM agrees to report in writing to MLTC any changes in contact information or 
living arrangements for families or individual members within five (5) business days of 
identification, including changes in mailing address, residential address, email address, 
telephone number and insurance coverage. 

 
c. Disenrollment 

 
i. Disenrollment is any action taken by MLTC or its designee to remove a DBP member 

from the DBP following the receipt and approval of a written request for disenrollment or 
a determination made by MLTC or its designee that the member is no longer eligible for 
Medicaid or the DBP. 
 

ii. MLTC will notify the DBPM of the member’s disenrollment due to the following reasons: 
 
a) Loss of Medicaid eligibility or loss of DBP enrollment eligibility. 

 
b) Death of a member. 

 
c) Member’s intentional submission of fraudulent information.  

 
d) Member becomes an inmate in a public institution. 

 
e) Member moves out-of-state. 
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f) To implement the decision of a hearing officer in an appeal proceeding by the 

member against the DBPM or as ordered by a court of law. 
 

d. Disenrollment Effective Date 
 
i. The effective date of disenrollment must be no later than the first day of the second 

month following the calendar month the request for disenrollment is submitted. 
 

ii. If MLTC or its designee fails to make a disenrollment determination by the first day of the 
second month following the month in which the request for disenrollment is submitted, 
the disenrollment is considered approved. The DBPM must process all member file 
updates from the MLTC prior to the reconciliation process. Noncompliance with the 
reconciliation process may result in administrative sanctions. 
 

iii. MLTC and the DBPM must reconcile enrollment/disenrollment issues at the end of each 
month utilizing an agreed upon procedure. 
 

e. Enrollment and Disenrollment Updates 
 

i. Daily Updates 
 

MLTC or its designee will provide updates to the DBPM daily via electronic 
media (ASC X12N 834 Benefit Enrollment and Maintenance transaction) of 
members newly enrolled with the DBPM. The DBPM must have written policies 
and procedures for receiving these updates, incorporating them into its 
management information system, and ensuring this information is available to 
its providers. Policies and procedures must be provided to MLTC for review 
and approval a minimum of 60 calendar days prior to the contract start date. 

 
ii. Weekly Reconciliation 

 
a) The DBPM is responsible for weekly reconciliation of the 

enrollment/disenrollment file received from MLTC or its designee. 
 

b) The DBPM must provide written notification to the enrollment broker of any 
data inconsistencies within ten (10) calendar days of receipt of the file. 

 
c) The DBPM will receive a monthly electronic file (ASC X12N 820 transaction) 

from MLTC listing all members for whom the DBPM received a capitation 
payment and the amount received. The DBPM is responsible for reconciling 
this file against its internal records. It is the DBPM’s responsibility to notify 
MLTC of any discrepancies within three (3) months of file receipt. Lack of 
compliance with reconciliation requirements may result in the withholding of a 
portion of future monthly payments or other liquidated damages as defined in 
this RFP. 

 
C. BUSINESS REQUIREMENTS 

 
1. Compliance with State and Federal Laws and Regulations 

 
a. The DBPM must abide by all relevant provisions found in 42 CFR, Part §438, Managed Care; Title 

471 Nebraska Administrative Code (NAC) Nebraska Medical Assistance Program Services; Title 
477 NAC, Medicaid Eligibility; and Title 482 NAC, Nebraska Medicaid Managed Care. 
 

b. The contract that result from this RFP must comply with all applicable Federal and State laws and 
regulations including but not limited to Title IX of the Education Amendments of 1972 (regarding 
educational programs and activities); the Age Discrimination Act of 1975; the Rehabilitation Act of 
1973; the Americans with Disabilities Act; and 45 CFR parts §160 and §164 (the Health 
Insurance Portability and Accountability Act [HIPAA] privacy rule). 
 

c. The DBPM must comply with any applicable Federal and State laws that pertain to member rights 
and ensure that its staff and affiliated providers also do this when furnishing services to members.   
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2. Dental Benefit Program Manager Licensure 
 
The DBPM must have a Certificate of Authority (COA) to transact the business of insurance in Nebraska 
as a Prepaid Limited Health Service Organization by the contractor start date.  

 
3. Accreditation  

 
a. The DBPM must attain health plan accreditation from the National Committee for Quality 

Assurance (NCQA). If the DBPM is not currently accredited by NCQA, the DBPM must attain 
NCQA accreditation within eighteen (18) months of the date of award. 
 

b. The DBPM’s application for accreditation must be submitted as soon after the date of award as 
allowed by NCQA. The DBPM must provide MLTC with a copy of all correspondence between the 
DBPM and NCQA regarding the application process, the accreditation requirements, and the 
DBPM’s progress toward accreditation. 
 

c. Achievement of provisional accreditation status will require a corrective action plan (CAP) within 
thirty (30) calendar days of receipt of the final report from NCQA. Any failure to obtain full NCQA 
accreditation and to maintain the accreditation thereafter will be considered a breach of the 
contract and may result in contract termination at the sole discretion of the State.  

 
4. Business Location 

 
The DBPM must establish and maintain a business office or work site within the State, staffed with the 
primary contract personnel and managers responsible for the services provided under the contract. The 
DBPM is responsible for all costs related to securing and maintaining the facility for start-up and ongoing 
operations, including, but not limited to, hardware and software acquisition and maintenance, leasehold 
improvements, utilities, telephone service, office equipment, supplies, janitorial services, security, storage, 
transportation, document shredders, and insurance. If any activities are approved by MLTC to be 
performed offsite, then the DBPM must provide toll-free communications with MLTC staff to conduct those 
business operations. The DBPM must provide meeting space to MLTC as requested when onsite at the 
DBPM’s location. 

 
5. Cooperation with Other Entities and Programs 

 
a. The DBPM must develop processes and procedures and designate points of contact for 

collaboration with other entities and programs that serve members including but not limited to: 
 
i. Nebraska Office of Oral Health and Dentistry programs including the Oral Health Access 

for Young Children program. More information on this program can be found at:  
http://dhhs.ne.gov/publichealth/Pages/dental_index.aspx  
 

ii. Together For Kids and Families – Medical/Dental Home Work Group 
 

iii. Division of Behavioral Health funded programs. 
 
iv. Division of Children and Family Services funded programs that support the safety, 

permanency, and well-being of children in the care and custody of the State. 
 
v. Division of Developmental Disabilities programs that involve rehabilitative and 

habilitative services for persons with developmental disabilities. 
 
vi. The Nebraska Department of Education Early Development Network. 
 
vii. Community agencies including but not limited to the Area Agencies on Aging and 

League of Human Dignity Waiver Offices. 
 
viii. The Office of Probation. 
 
ix. Other MLTC programs, initiatives, and contractors related to dental care and health care 

coordination, including Heritage Health MCOs. 
 

b. The DBPM must collaborate with these entities and programs when serving members and 
identifying and responding to members’ health needs.  It must address and attempt to resolve any 

http://dhhs.ne.gov/publichealth/Pages/dental_index.aspx
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coordination of care issues with Heritage Health MCOs and other State agencies and their 
contractors, tribes, and other community providers as expeditiously as possible.  
 

c. The DBPM must also collaborate with these entities and programs and its network providers 
regarding planning initiatives and system transformation.    
 

6. Service Orientation, Interoperability, and Data Exchange  
 
The State’s Medicaid program is undergoing significant modernization across many projects. In alignment 
with CMS-MITA guidance, key objectives shared by all MLTC projects include high levels of 
capability/maturity with respect to service orientation, interoperability, and data exchange. MLTC expects 
the DBPM to transmit and receive data in compliance with all applicable Federal (including but not limited 
to HIPAA), and State standards and mandates, both currently and in the future. The DBPM must work with 
MLTC to develop and support an effective data exchange between the DBPM and all stakeholders 
involved in the Medicaid program, including MLTC. The DBPM must also provide to MLTC at its request 
reports via electronic data exchanges to support enhanced analytics and report drill-down capabilities.  

 
7. Financial Viability/Solvency Requirements 

 
a. Insolvency 

 
 The DBPM must provide that its Medicaid members are not held liable for: 
 

i. The DBPM’s debts in the event of the DBPM’s insolvency. 
 

ii. The cost of covered services provided to the member, for which MLTC does not pay the 
DBPM. 

 
iii. The cost of covered services provided to the member, for which MLTC or the DBPM 

does not pay the individual or health care provider that furnishes the services under a 
contractual, referral, or other arrangement. 

 
iv. Payments for covered services furnished under a contract, referral, or other 

arrangement to the extent that those payments are in excess of the amount that the 
member would owe if the DBPM provided the services directly. 

 
b. Solvency 

 
A non-federally-qualified DBPM must provide adequate assurances that Medicaid enrollees will 
not be liable for the entity’s debt if the entity becomes insolvent. 

 
c. Continue Services During Insolvency   

 
The DBPM must continue to cover services for members for the duration of time for which 
payment has been made, as well as for inpatient admissions up until discharge. 

 
8. Merger, Reorganization, and Change of Ownership  

 
a. The DBPM must submit notification to MLTC of a merger, reorganization, or change of ownership 

a minimum of one hundred, eighty (180) days prior to its proposed effective date. The DBPM 
must also submit a detailed merger, reorganization, or transition plan to MLTC for review a 
minimum of ninety (90) calendar days prior to the effective date of the proposed change. The 
purpose of the plan’s review is to ensure uninterrupted services to members, evaluate the new 
entity's ability to maintain and support the contract requirements, and ensure that services to 
members are not diminished. In addition, the DBPM must provide adequate assurances to MLTC 
that the major components of its organization and programs are not adversely affected by such 
merger, reorganization, or change in ownership. Nothing in this provision limits in any way the 
State’s ability to approve or refuse assignment of this contract, as provided herein. 

 
b. A proposed merger, reorganization, or change in ownership of the DBPM requires prior approval 

of MLTC and will require a contract amendment. 
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9. Audit Requirements    
 
a. The DBPM must: 
 

i. Maintain books, records, documents, and other evidence pertaining to services 
rendered, equipment, staff, financial records, health records, and the administrative 
costs and expenses incurred pursuant to this contract as well as medical information 
relating to members as required for purposes of audit; or administrative, civil, or criminal 
investigations or prosecution per all retention requirements of this RFP. The DBPM must 
ensure that this provision also applies to subcontractors, providers, or other entities 
providing goods or services under this contract. The DBPM must provide MLTC with 
adequate assurances of its compliance with the immediately preceding sentence.  

 
ii. Establish and maintain an internal audit function responsible for providing an 

independent review and evaluation of the DBPM’s accuracy of financial recordkeeping, 
the reliability and integrity of information, the adequacy of internal controls, and 
compliance with applicable laws, policies, procedures, and regulations. The DBPM’s 
internal audit function must perform audits to ensure the economical and efficient use of 
resources by all of its departments to accomplish the objectives and goals of each 
department.  Further, the DBPM’s internal audit department is responsible for performing 
the claims payment accuracy tests described in Section IV.R – Claims Management. 
 

b. Audit Business Transaction 
 
i. The DBPM must obtain an audit of its business transactions from a licensed certified 

public accountant (CPA), including but not limited to, the financial transactions made 
under this contract. 

 
ii. No later than December 1 of each year, the DBPM must submit a copy of the fully 

executed engagement letter with the CPA to MLTC. 
 
iii. No later than June 1 of each year, the DBPM must submit a full and complete copy of 

the audit report to MLTC. 
 

c. MLTC and CMS may inspect and audit any records of the DBPM or its subcontractors. There is 
no restriction on the right of MLTC or the Federal government to conduct whatever inspections 
and audits are necessary to assure quality, appropriateness, or timeliness of services, and 
reasonableness of costs. 
 

10. Access to Records 
 
The DBPM must allow Federal agencies to require changes, remedies, changed conditions, access and 
records retention, suspension of work, and other clauses approved by the Office of Federal Procurement 
Policy. In addition, the US Department of Health and Human Services (DHHS) awarding agencies, the 
Federal DHHS Inspector General, the US Comptroller General, or any of their duly authorized 
representatives, have the right of timely and unrestricted access to any books, documents, papers, or 
other records of the DBPM that are pertinent to the contract, in order to make audits, examinations, 
excerpts, transcripts, and copies of such documents.  
 

11. Compliance 
 
The DBPM is responsible for compliance with all contract requirements, regardless of whether the DBPM 
enters into a subcontract to delegate performance of the contract requirements. The DBPM must submit all 
proposed subcontracts for the provision of any services under this RFP to MLTC for prior review and 
approval a minimum of one hundred, twenty (120) calendar days prior to their planned implementation. 
Prior to selecting a subcontractor, the DBPM must evaluate the prospective subcontractor’s ability to 
perform the activities to be delegated a minimum of ninety (90) calendar days prior to the planned contract 
start date. MLTC reserves the right to participate in these evaluations, and the DBPM must submit a copy 
of its findings to MLTC a minimum of thirty (30) calendar days prior to the contract start date. The DBPM 
must monitor and formally review a subcontractor’s performance on an ongoing basis. 
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12. Confidentiality 
 
The DBPM must establish and implement procedures consistent with the confidentiality requirements in 45 
CFR Parts §160 and §164 for health records and any other health and enrollment information that 
identifies a particular member, as well as any and all other applicable provisions of privacy law. 
 

13. Protections Against Liability 
 
Providers may not bill members any amount greater than would be owed if the DBPM provided the 
services directly (i.e., no balance billing by providers is permitted). 

 
14. Data Certification 
 

Data submitted by the DBPM to MLTC must be certified as required by 42 CFR §438.606: 
 
a. The data that must be certified includes, but is not limited to, all documents specified by MLTC, 

enrollment information, encounter data, and other information contained in contracts and 
proposals. The certification must attest, based on best knowledge, information, and belief, to the 
accuracy, completeness, and truthfulness of the documents and data. The DBPM must submit 
this certification concurrently with the certified data and documents. 

 
b. Data and documents the DBPM submits to MLTC must be certified by the DBPM Executive 

Director or an individual who has been delegated authority to sign for, and who reports directly to, 
the DBPM Executive Director. 

 
15. Moral or Religious Objections 

 
a. A DBPM that would otherwise be required to provide, reimburse for, or provide coverage of, a 

counseling or referral service is not required to do so if the DBPM objects to the service on moral 
or religious grounds. 

 
b. If the DBPM elects to not provide, reimburse for, or provide coverage of a counseling or referral 

service because of an objection on moral or religious grounds, the bidder must furnish this 
information to MLTC with the bidder’s proposal response to this RFP or whenever it adopts the 
policy during the term of the contract. The information provided must be consistent with the 
requirements of 42 CFR §438.10. The DBPM’s members and potential members must be 
informed of this policy before and during enrollment and within ninety (90) calendar days after 
adopting the policy with respect to any particular service.  

 
c. If the DBPM elects to not provide, reimburse for, or provide coverage of a counseling or referral 

service, the DBPM must inform the member where and how to access the covered service. 
 
 

D. STAFFING REQUIREMENTS 

 
1. General Requirements 

 
a. The DBPM must have in place organizational, operational, managerial, and administrative 

systems capable of fulfilling all contract requirements. The DBPM must be staffed by qualified 
persons in numbers appropriate to the DBPM’s enrollment. 
 

b. For the purposes of this contract, the DBPM must not employ or contract with any individual who 
has been debarred, suspended, or otherwise lawfully prohibited from participating in any public 
procurement activity or from participating in non-procurement activities under regulations issued 
under Executive Order 12549 or under guidelines implementing Executive Order 12549 [42 CFR 
438.610(a) and (b), 42 CFR 1001.1901(b), and 42 CFR 1003.102(a)(2)]. The DBPM must screen 
all employees and subcontractors to determine whether any of them have been excluded from 
participation in federal health care programs. The Federal DHHS Office of Inspector General 
website, which can be searched by the name of any individual, can be accessed at: 
https://oig.hhs.gov/exclusions/index.asp. 
 

c. The DBPM must employ sufficient staff and utilize appropriate resources to achieve contractual 
compliance. The DBPM’s resource allocation must be adequate to achieve required outcomes in 
all functional areas within the organization. Adequacy will be evaluated based on outcomes and 

https://oig.hhs.gov/exclusions/index.asp
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compliance with contractual and MLTC policy requirements, including the requirement for 
providing culturally competent services. If the DBPM does not achieve the desired outcomes or 
maintain compliance with contractual obligations, additional monitoring and regulatory action may 
be employed by MLTC, including but not limited to, requiring the DBPM to hire additional staff and 
application of monetary penalties as specified in this RFP. 

 
d. The DBPM must perform criminal background checks on all employees of the DBPM and 

subcontractor staff assigned to, or proposed to be assigned to, any aspect of this contract and 
who have access to electronic protected health information on Medicaid applicants and 
recipients. The DBPM must, upon request, provide MLTC with a satisfactory criminal background 
check or an attestation that a satisfactory criminal background check has been completed for 
these DBPM staff or subcontractor staff.  
 

e. The DBPM will be responsible for any additional costs associated with on-site audits or other 
oversight activities that result when required systems are located outside of the State. 
 

f. The DBPM must remove or reassign, upon written request from MLTC, any DBPM employee or 
subcontractor’s employee that MLTC deems at its sole discretion to be unacceptable. The DBPM 
must hold MLTC harmless for actions taken as a result hereto. 

 
g. A minimum of 45 calendar days prior to the contract start date, the DBPM must submit to MLTC 

for review and approval a Human Resources and Staffing Plan. This plan must describe how the 
DBPM will obtain and maintain the staffing level needed to accomplish the duties outlined in this 
RFP. The DBPM is required to recruit, hire, train, supervise, and, if necessary, terminate, such 
professional and support personnel as are necessary to carry out the terms of this contract. All 
staff must have experience and expertise in working with the populations served by the Medicaid 
program. 

 
h. The DBPM must provide to MLTC, in writing, a list of all officers and members of the DBPM’s 

Board of Directors. This information must be provided to MLTC prior to the contract’s start date. 
The DBPM must notify MLTC, in writing, within ten (10) business days of any change to its 
officers or Board members. 
 

2. Key Staff Positions 
 
a. The DBPM must comply with minimum key staffing requirements in Table 1 listed below. 

 
i. For each key staff position marked with an asterisk in the table, the staff member must 

be based in the State.  
 

All positions listed in the table must be full-time, i.e. a minimum of 40 hours per week. 
 

ii. The DBPM must submit to MLTC the names and resumes for all proposed key staff, for 
review and approval, prior to hire. 
 

iii. An individual Key Staff member may hold no more than two (2) positions, with the 
exception of Executive Director and Dental Director, which may hold no more than one 
(1) position. 

 
b. The DBPM must submit to MLTC the names, resumes, and contact information for all key staff 

listed below a minimum of 30 calendar days prior to the contract’s start date.  
 

c. In the event of a change of any key staff at any point during the contract’s duration, the DBPM 
must notify MLTC in writing within two business days of the change. The name of the interim 
contact person shall be included with this notification.  
 

d. Replacement of key staff requires prior written approval from MLTC. This approval will not be 
unreasonably withheld, provided a suitable candidate is proposed.  The DBPM must replace any 
key staff member with a person of equivalent experience, knowledge, and talent. The name and 
resume of the proposed employee must be submitted to MLTC, for review and approval, along 
with a proposed revised organizational chart complete with key staff time allocation to the MLTC 
contract.   
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 Table 1. Key Staff  

 
Title Minimum Duties 

Executive Director* 1. The Executive Director must hold a Senior Executive or Management position 
in the DBPM’s organization 

2. The Executive Director must be authorized and empowered to represent the 
DBPM regarding all matters pertaining to the contract prior to such 
representation. The Executive Director must act as liaison between the DBPM 
and MLTC and must have responsibilities that include, but are not limited to: 

3. Ensuring the DBPM’s compliance with the terms of the contract, including 
securing and coordinating resources necessary for such compliance. 

4. Receiving and responding to all inquiries and requests made by MLTC related 
to the contract, in the timeframes and formats specified by MLTC. Where 
practicable, MLTC will consult with the DPBM to establish mutually acceptable 
timeframes and formats. 

5. Attending and participating in regular meetings or conference calls with MLTC. 
6. Making best efforts to promptly resolve any issues identified either by the 

DBPM or MLTC that may arise and are related to the contract. 
7. Meeting with MLTC representative(s) on a periodic or as needed basis to 

review the DBPM’s performance and resolve issues. 
8. Meeting with MLTC at the time and place requested by MLTC, if MLTC 

determines that the DBPM is not in compliance with the requirements of the 
contract. 

Dental Director* 1. The Dental Director must be currently licensed as a Doctor of Dentistry 
(“dentist”) with no restrictions or other licensure limitations. 

2. The Dental director must comply with applicable federal and state statutes and 
regulations. 

3. The Dental Director must be available Monday through Friday, between 8am 
and 5pm CST for Utilization Review decisions, and must be authorized and 
empowered to represent the DBPM regarding clinical issues, Utilization 
Review and quality of care inquiries. 

Operations Manager The Operations Manager is responsible for:  
1. Managing the day-to-day operations of the DBPM’s departments, staff, and 

functions to ensure that performance measures and MLTC and Federal 
requirements are met. 

2. May serve as the primary contact with MLTC for all DBPM operational issues.   
Finance Manager The Finance Manager is responsible for overseeing all financial-related supervision 

of activities implemented by the DBPM, including all audit activities, accounting 
systems, financial reporting, and budgeting.  

Program Integrity Officer* The Program Integrity Officer must have experience in health care and/or risk 
management and report directly to the Executive Director. 
The Program Integrity Officer is responsible for: 
1. Overseeing all activities required by State and Federal rules and regulations 

related to the monitoring and enforcement of the fraud, waste, abuse, (FWA) 
and erroneous payment compliance program. 

2. Developing/overseeing methods to prevent and detect potential FWA and 
erroneous payments. 

3. Developing policies and procedures, investigating unusual incidents, and 
designing/implementing any corrective action plans. 

4. Reviewing records and referring suspected member FWA to MLTC and other 
duly authorized enforcement agencies. 

5. Managing the DBPM’s Special Investigations Unit to communicate with the 
State’s Medicaid Fraud Control Unit.   

Grievance System 
Manager* 

The Grievance System Manager is responsible for: 
1. Managing/adjudicating member grievances, appeals, and requests for fair 

hearing. 
2. Managing/adjudicating provider grievances and appeals.  
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Title Minimum Duties 

Business Continuity 
Planning and Emergency 

Coordinator 

The Business Continuity Planning and Emergency Coordinator is responsible for: 

1. Ensuring continuity of benefits and services for members who may experience 
evacuation to other areas of the State, or out-of-state, during disasters. 

2. Managing and overseeing the DBPM's emergency management plan.  
Contract Compliance 

Coordinator* 
The Contract Compliance Coordinator will be the primary contact with MLTC on all 
DBPM contract compliance issues. This individual is responsible for: 
1. Coordinating the preparation and execution of contract requirements. 
2. Coordinating the tracking and submission of all contract deliverables. 
3. Answering inquiries from MLTC. 
4. Coordinating/performing random and periodic audits and ad hoc visits. 

Performance and Quality 
Improvement Coordinator* 

The Performance and Quality Improvement Coordinator must, at minimum, be a 
CPHQ or CHCQM or have comparable experience and education in data and 
outcomes measurement as described in 42 CFR 438.200 - 438.242. The 
Performance and Quality Improvement Coordinator serves as MLTC’s contact 
person for quality performance measures.  Primary responsibilities include: 
1. Focusing organizational efforts on the improvement of clinical quality 

performance measures. 
2. Utilizing data to develop intervention strategies to improve outcomes. 
3. Developing and implementing performance improvement projects, both 

internal and across DBPMs. 
4. Reporting quality improvement and performance outcomes to MLTC.   

Provider Services Manager* The Provider Services Manager is responsible for: 
1. Provider contracting and credentialing activities. 
2. Coordinating communications between the DBPM and its subcontracted 

providers. 
3. Managing the Provider Services staff. 
4. Working collaboratively with MLTC to establish methodologies for processing 

and responding to provider concerns. 
5. Developing provider trainings in response to identified needs or changes in 

protocols, processes, and forms. 
6. Enhancing DBPM-provider communication strategies. 
7. Notifying MLTC of correspondence sent to providers for informational and 

training purposes. 
Member Services Manager* The Member Services Manager is responsible for: 

1. Coordinating communications between the DBPM and its members. 
2. Ensuring there are sufficient member services representatives, including 

sufficient culturally and linguistically appropriate services, to enable members 
to receive prompt resolution of their problems or questions and appropriate 
education about participation in the Medicaid managed care program. 

3. Managing the Member Services staff.   
Claims Administrator The Claims Administrator is responsible for: 

1. Developing, implementing, and administering a comprehensive Nebraska 
Medicaid Managed Care claims processing system capable of paying claims 
in accordance with State and Federal requirements and the terms of this 
contract. 

2. Developing cost avoidance processes. 
3. Meeting claims processing timelines. 
4. Ensuring minimization of claims recoupments. 
5. Meeting MLTC encounter reporting requirements.  

Information Management 
and Systems Director 

The Information Management and Systems Director must have relevant training 
and a minimum of seven (7) years of experience in information systems, data 
processing, and data reporting to oversee all DBPM information systems functions. 
The position is responsible for: 
1. Establishing and maintaining connectivity with MLTC information systems. 
2. Providing necessary and timely data and reports to MLTC. 

Encounter Data Quality 
Coordinator 

The Encounter Data Quality Coordinator is responsible for: 
1. Organizing and coordinating services and communication between DBPM 

administration and MLTC for the purpose of identifying, monitoring, and 
resolving encounter data validation and management issues. 
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Title Minimum Duties 

2. Serving as the DBPM's encounter expert to answer questions, provide 
recommendations, and participate in problem-solving and decision-making 
related to encounter data processing and submissions. 

3. Analyzing activities related to the processing of encounter data and data 
validation studies to enhance accuracy and output. 

Tribal Network Liaison* The Tribal Network Liaison is responsible for: 
1. Planning and working with Provider Services staff to expand and enhance 

physical and behavioral health services for American Indian members. 
2. Serving as the single point of contact with tribal entities and all DBPM staff on 

American Indian issues and concerns. 
3. Advocating for American Indian members with case management and 

member services staff.  
 

3. Additional Required Staff  
The DBPM must comply with additional staff requirements below: 

 
a. The DBPM must have full-time clinical and support staff to conduct daily business in an efficient 

and effective manner. This includes, but is not limited to, administration; accounting and finance; 
fraud and abuse; utilization management; quality management and improvement; member 
services, education, and outreach; grievances and appeals; provider services; claims processing; 
and reporting. 
 

b. Provider services staff to enable providers to receive prompt resolution of their problems and 
inquiries and appropriate education about participation in the DBPM program. There must be 
sufficient staff to maintain/enhance the DBPM’s provider network to meet MLTC’s network 
standards and work with grievances and appeals staff to resolve provider grievances and 
disputes on a timely basis.   
 

c. Member services staff to enable members to receive prompt responses and assistance.  There 
must be sufficient member services staff at all times to provide culturally and linguistically 
appropriate services. 
 

d. Claims processing staff to ensure the timely and accurate processing/adjudication of original 
claims and resubmissions.  
 

e. Encounter processing staff to ensure the timely and accurate processing and submission to 
MLTC of encounter data and reports. 
 

f. FWA investigative staff to detect and investigate FWA activities. The staff is responsible for 
preparing and updating the fraud and abuse compliance plan, conducting DBPM employee 
training and monitoring, investigating a sample of paid claim discrepancies, and responding to 
provider investigation-related inquiries/issues. Each FWA investigator must have a Bachelor’s 
degree; an Associate’s degree plus a minimum of two (2) years’ experience as a licensed health 
care provider or auditor; a minimum of four years’ experience as a certified coder or billing 
specialist; or, a minimum of five (5) years law enforcement, health care oversight, compliance, or 
auditing experience. The DBPM must have a minimum of two investigators. 
 

g. All additional required staff in this section must be located in the State with the exception of 
claims and encounter processing staff and customer service representatives staffing the toll-free 
call center. 

 
4. Written Policies, Procedures, and Position Descriptions   

 
a. The DBPM must develop and maintain written policies, procedures, and position descriptions for 

each functional area, consistent in format and style. The DBPM must have written guidelines for 
developing, reviewing and approving all policies, procedures, and job descriptions. All policies 
and procedures must be reviewed at a minimum on an annual basis to ensure that they reflect 
current practices. Once the policies are reviewed, they must be dated and signed by the DBPM's 
appropriate manager, coordinator, director, or administrator. Minutes reflecting the review and 
approval of the policies by the appropriate committee are also acceptable documentation. All 
medical and quality management policies must be approved and signed by the DBPM's Medical 
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Director. Job descriptions must be reviewed a minimum of annually to ensure that they reflect 
current duties. 
 

b. Based on provider or member feedback, if MLTC determines that a DBPM policy or process is 
inefficient or places an unnecessary burden on the members or providers, the DBPM will be 
required to work with MLTC to change the policy or procedure within a time period specified by 
MLTC. 
 

5. Staff Training and Meeting Attendance 
 

a. The DBPM must ensure that all staff members, including subcontractors, have training, 
education, experience, and orientation to complete their job responsibilities.  MLTC may require 
additional staffing for a DBPM that has substantially failed to maintain compliance with any 
provision of the contract and/or MLTC policies.  
 

b. The DBPM must provide initial and ongoing staff training that includes an overview of MLTC and 
its policies, the contract, and State and Federal requirements specific to individual job functions. 
The DBPM must ensure that all staff members who have contact with members or providers 
receive initial and ongoing training with regard to program changes, prior authorization 
modifications, and the appropriate identification and handling of quality of care/service concerns. 
 

c. The DBPM must educate staff concerning their policies and procedures on advance directives in 
accordance with 42 CFR 422.128. 

 
d. A growing body of evidence points to a correlation between social factors and increased 

occurrences of specific health conditions and a general decline in health outcomes. All DBPM 
staff must be trained on how social determinants affect members’ health and wellness. This 
training must include, but not be limited to, issues related to housing, education, food, physical 
and sexual abuse, violence, and risk and protective factors for behavioral health concerns. Staff 
must also be trained on finding community resources and making referrals to these agencies and 
other programs that might be helpful to members.   
 

e. The DBPM must provide training for staff on the needs of the Long-Term Services and Supports 
(LTSS) population, including individuals with developmental disabilities and mental health 
concerns. 
 

f. New and existing prior authorization, provider services, and member services staff must be 
trained in the geography of the State, as well as the culture and correct pronunciation of cities, 
towns, and surnames. Appropriate staff must have access to GPS or mapping search engines for 
the purposes of authorizing services, recommending providers, and transporting members to the 
most geographically appropriate location. 
 

g. The DBPM must provide the appropriate staff representation in meetings or events scheduled by 
MLTC. All meetings are considered mandatory unless otherwise notified by MLTC. 
 

h. MLTC reserves the right to attend any and all training programs and seminars conducted by the 
DBPM. The DBPM must provide MLTC a list of any training dates, times, and locations a 
minimum of 14 calendar days prior to their occurrence. 

 
E. COVERED BENEFITS AND SERVICES 

 

1. General Provisions 
 
a. The DBPM must provide members, at a minimum, with those core dental benefits and services 

specified in the RFP and as defined in the Nebraska Medicaid State Plan. The DBPM must 
possess the expertise and resources to ensure the delivery of quality dental services to DBPM 
members in accordance with Nebraska Medicaid program standards and the prevailing dental 
community standards. 
 

b. The DBPM must provide a mechanism to reduce inappropriate and duplicative use of dental 
services. Services must be furnished in an amount, duration, and scope that is not less than the 
amount, duration, and scope for the same services furnished to those that are eligible under FFS 
Medicaid, as specified in 42 CFR §§438.210(a)(1) and (2).  
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c. If new dental services are added to the Nebraska Medicaid Program, or if services are expanded, 
eliminated, or otherwise changed, the contract must be amended and MLTC will make every 
effort to give the DBPM sixty (60) days advance notice of the change. However, the DBPM must 
add, delete, or change any service as may be deemed necessary by MLTC within the timeframe 
required by MLTC if mandated by federal or state legislation or court order. 

 
2. Amount, Duration, and Scope 

 
a. The DBPM must ensure that services are sufficient in amount, duration, and scope to reasonably 

be expected to achieve the purpose for which the services are furnished. 
 

b. The DBPM must not arbitrarily deny or reduce the amount, duration, or scope of a required 
service because of diagnosis, type of illness, or condition of the member. 

 
c. The DBPM may place appropriate limits on a service (a) on the basis of certain criteria, such as 

medical necessity; or (b) for the purpose of utilization control, provided the services furnished can 
reasonably be expected to achieve their purpose. 
 

d. The DBPM must not impose service limitations that are more restrictive than those that currently 
exist under the Nebraska Medicaid State Plan. Upward variances of amount, duration and scope 
of core covered benefits and services are allowed. 
 

e. The DBPM may limit services to those which are medically necessary and appropriate, and which 
conform to professionally accepted standards of care. 
 

f. The DBPM must not portray core dental benefits or services as an expanded health benefit. 
 
3. Medically Necessary Services 

 
a. The DBPM must specify what constitutes "medically necessary services" in a manner that is no 

more restrictive than the State Medicaid program and addresses the extent to which the DBPM is 
responsible for covering services related to the following: 
 
i. The prevention, diagnosis, and treatment of health impairments. 

 
ii. The ability to achieve age-appropriate growth and development. 

 
iii. The ability to attain, maintain, or regain functional capacity. 

 
b. The DBPM may not limit services beyond the limitations in the State’s Medicaid program. 

 
4. Second Opinions 

 
When requested by the member, the DBPM must provide for a second opinion from a qualified dental 
professional within the network, or arrange for the member to obtain one outside the network, at no cost to 
the member. 

 
5. Core Medicaid Dental Benefits and Services  

 
The core dental benefits and services listed in this section are described in 471 NAC 6-005. 

 
a. Diagnostic Services 

 
i. Oral Evaluations 

 
ii. Radiographs 

 
iii. Diagnostic Casts 
 

b. Preventive Services 
 
i. Prophylaxis 

 
ii. Topical Fluoride 
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iii. Space Maintainers (Passive Appliances) 

 
iv. Recementation of space maintainers 

 
c. Restorative Services 

 
i. Amalgam or Resin 

 
ii. Crowns – Resin 

 
iii. Crowns – Porcelain 

 
iv. Recement inlay 

 
v. Recement crown 

 
vi. Prefabricated Stainless Steel Crowns 

 
vii. Prefabricated Stainless Steel Crown with Resin Window 

 
viii. Sedative filling 

 
ix. Core buildup, including any pins 

 
x. Pin retention 

 
xi. Prefabricated Post and Core in Addition to Crown 

 
xii. Temporary crown 

 
xiii. Crown repair 

 
xiv. Therapeutic Pulpotomy and Pupal Therapy 

 
xv. Root Canal Therapy and Re-treatment of Previous Root Canals 

 
xvi. Apicoectomy 

 
xvii. Emergency Treatment to Relieve Endodontic Pain 

 
xviii. Unspecified Restorative Procedure 

 
d. Periodontic Services 

 
i. Gingivectomy or Gingivoplasty per tooth or per quadrant 

 
ii. Periodontal Scaling and Root Planing 

 
iii. Full Mouth Debridement 

 
iv. Periodontal Maintenance Procedure 

 
e. Prosthodontic Services 

 
i. Complete Dentures (Maxillary and Mandibular) 

 
ii. Immediate Dentures (Maxillary and Mandibular) 

 
iii. Maxillary Partial Resin Base 

 
iv. Mandibular Partial Resin Base 

 
v. Maxillary Partial Cast Metal Base 
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vi. Mandibular Partial Cast Metal Base 

 
vii. Adjustments – Dentures and Partials 

 
viii. Repairs to Dentures and Partials 

 
ix. Rebase of Dentures and Partials 

 
x. Reline of Dentures and Partials 

 
xi. Interim Dentures (Maxillary and Mandibular) 

 
xii. Flipper Partial Dentures (Maxillary and Mandibular) 

 
xiii. Tissue Conditioning 

 
xiv. Recement fixed partial denture 

 
f. Oral and Maxillofacial Surgery Services 

 
i. Extractions Routine and Surgical 

 
ii. Tooth Reimplantation and/or Stabilization of an Accidentally Evulsed or Displaced Tooth 

and or Alveolus 
 

iii. Surgical Exposure of Impacted or Unerupted Tooth for Orthodontic Reasons 
 

iv. Biopsy of Oral Tissue (Hard or Soft) 
 

v. Alveoloplasty 
 

vi. Excisions 
 

vii. Occlusal Orthotic Device 
 

g. Orthodontic Services 
 
i. Orthodontic Treatment 

 
ii. Removable and Fixed Appliance Therapy (thumb sucking and tongue thrust) 

 
iii. Repair of Orthodontic Appliances 

 
iv. Orthodontic Retainers (Replacement) 

 
v. Repair of Bracket and Standard Fixed Orthodontic Appliances 

 
h. Adjunctive General Services 

 
i. Palliative Treatment 

 
ii. General Anesthesia 

 
iii. Analgesia, Anxiolysis, Inhalation of Nitrous Oxide 

 
iv. Intravenous Sedation/Analgesia 

 
v. Non-Intravenous Conscious Sedation 

 
vi. House Call, (Nursing Facility Call), Hospital Call, Ambulatory Surgical Center (ASC) Call 

 
vii. Office Visit – After Regularly Scheduled Hours 
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viii. Occlusal Guard 
 

i. Cosmetic dental procedures are not covered as a core benefit and/or service. 
 
 

6. EPSDT Services 
 
a. In accordance with 42 CFR §441.56(b)(1)(vi) and Attachment 2 – Dental Periodicity Schedule, the 

DBPM must provide dental screening services furnished by direct referral to a dentist for children 
beginning at 3 years of age. 
 

b. In accordance with 42 CFR §441.56(c)(2), the DBPM must provide dental care, at as early an age 
as necessary, needed for relief of pain and infections, restoration of teeth and maintenance of 
dental health. 
 

c. The DBPM must accurately report, via encounter data submissions, all dental screenings and 
access to preventive services as required for MLTC to comply with federally mandated CMS 416 
reporting requirements contained in Attachment 3 – EPSDT Reporting.  

 
7. Emergency Dental Services 

 
The DBPM must make provisions for and advise all members of the provisions governing emergency use 
pursuant to 42 CFR §438.114. Emergency-related definitions are in the Glossary of this RFP.  
 
Requirements for the DBPM to provide emergency dental services are as follows: 
 
a. The DBPM must cover services as described in this Section. Provision of these services in an 

emergency context broadens the DBPM’s responsibilities to include payment for these services to 
out-of-network providers. 
 

b. The DBPM must be responsible for dental related services provided in an emergency context 
other than those described in this Section. 

 
c. In providing for emergency dental services and care as a covered service, the DBPM must not: 

 
i. Require prior authorization for emergency dental services and care. 

 
ii. Indicate that emergencies are covered only if care is secured within a certain period of 

time. 
 

iii. Use terms such as “life threatening” or “bona fide” to qualify the kind of emergency that 
is covered. 
 

iv. Deny payment based on the member’s failure to notify the DBPM in advance or within a 
certain period of time after the care is given. 
 

d. The DBPM must not deny payment for emergency dental care. 
 

e. The DBPM must not deny payment for treatment obtained when a member had an emergency 
dental condition, including cases in which the absence of immediate dental attention would not 
have had the outcomes specified in 42 CFR §438.114(a) of the definition of an emergency dental 
condition. 

 
f. The hospital-based provider and the dental home may discuss the appropriate care and 

treatment of the member. Notwithstanding any other state law, a hospital may request and collect 
insurance or financial information from a patient in accordance with federal law to determine if the 
patient is a member of the DBPM, if emergency dental services and care are not delayed. 
 

g. The DBPM must not deny emergency dental services claims submitted by a non-contracting 
provider solely based on the period between the date of service and the date of clean claim 
submission unless that period exceeds 365 days. 
  

h. If third party liability (TPL) exists, payment of claims must be determined in accordance with this 
RFP. 
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i. The DBPM must review and approve or disapprove emergency service claims based on the 

definition of emergency dental services and care specified in the Glossary. 
 
 

8. Value-Added Services 
 
a. As permitted under 42 CFR §438.6(e), and to the extent consistent with provisions of State law, 

the DBPM may, in its discretion, offer expanded services and benefits to enrollees in addition to 
those benefits and services specified in this section of the RFP. 
 

b. These expanded services and benefits must, in the judgment of the DBPM, be medically 
appropriate and cost-effective. The expanded services may include dental care services that are 
currently non-covered services by the Medicaid State Plan or which are in excess of the amount, 
duration, and scope in the Medicaid State Plan. 

 
c. These services/benefits must be specifically defined by the DBPM with regard to amount, 

duration, and scope. MLTC will not provide any additional reimbursement to the DBPM for these 
services or benefits. 

 
d. The DBPM must provide to MLTC a description of the expanded services or benefits to be offered 

by the DBPM for approval forty-five (45) calendar days prior to implementation. Additions, 
deletions, or modifications to value-added services made during the contract period must be 
submitted to MLTC for approval a minimum of forty-five (45) calendar days prior to their 
implementation. 

 
e. The following MLTC priorities may be addressed through value-added services: 

 
i. Reducing the occurrences of dental caries (tooth decay) through the use of risk 

assessment tools, provider incentives, and member education.  
 

ii. Minimizing the occurrences of missed appointments through member incentives, 
technology-based appointment reminders, member education, or other mechanisms 
identified by the DBPM. 

 
f. Value-added services are not Medicaid-funded and, as such, are not subject to appeal and fair 

hearing rights. A denial of these services will not be considered an action for purposes of 
grievances and appeals. The DBPM must send the member a notification letter if a value-added 
service is not approved. 

 
g. Transportation to obtain these services or benefits is the responsibility of the member or the 

DBPM, at the discretion of the DBPM. 
 
 

F. FEE-FOR-SERVICE (FFS) DENTAL CLAIMS MANAGEMENT AND PROCESSING 

 
1. DBPM FFS Claims Services 

 
The State is currently in the process of replacing its aged Medicaid Management Information System 
(MMIS). As part of this transition, the State is moving toward a model of contracting with risk-bearing entities 
for the provision of services for nearly all Medicaid members and services. As this transition continues, the 
State will be responsible for processing fewer FFS claims for fewer members. Rather than procure a 
standalone claims processing system for these remaining needs, the State intends to enter into a services 
agreement with the DBPM for the management and processing of remaining FFS dental claims.  
 
In addition to the DBPM responsibilities outlined in this RFP, MLTC will pay the DBPM an administrative 
processing fee for each unique adjudicated FFS claim or adjustment on a monthly basis. MLTC will provide 
the per unique claim initial rate. Payment for FFS dental claims management services will be paid separately 
from managed care capitation payments. 
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The administrative processing fee will be adjusted yearly based on administrative expense for the FFS dental 
claims processing. Each year, the DBPM will report the PMPM costs for FFS dental claims by the following 
categories: 

 

a. Provider Services 
b. Care Coordination / Service Authorizations 
c. Member Customer Services 
d. Data Capture 
e. Claim / Adjustment Processing and Adjudication 
f. TPL/COB 
g. Grievance and Appeals 

 
All values in red below indicate a value that must be submitted by the DBPM. 

 
 

Category 
Populations not covered by 

the DBP - All Services 

Provider Services (1) 
Care Coordination / 
Service Authorizations (2) 
Member Customer 
Services (3) 

Data Capture (4) 
Claim / Adjustment 
Processing and 
Adjudication (5) 

TPL/COB (6) 

Grievance/Appeals (7) 

Total 
(1)+(2)+(3)+(4)+(5)+(6)+(7) = 

(8) 

MMs (9) 

Annual Dollar Est. (8) * (9) = (10) 

 
 

The State will use the reported values to calculate an updated total dollar estimate by taking the total PMPM 
for each population and multiplying it by the corresponding MMs (as illustrated by (10), in the above table).  
This annual dollar estimate will be divided by the FFS claim volume for each year to determine the 
administrative price per claim for the next year. 
 

MLTC will pay for a claim to be processed multiple times if the resubmission is due to provider error. If a 
claim is denied multiple times due to a DBPM error, MLTC will only pay to process the claim once. The 
DBPM must provide detailed reports to the State for validation of FFS payments and recoveries. The DBPM 
is responsible for all servicing aspects of FFS dental claims unless otherwise expressly identified as an 
exception by MLTC.  
 

The DBPM must develop and maintain claims handling and payment policies and procedures in accordance 
with Nebraska Medicaid policy, CMS’s National Correct Coding Initiative (NCCI) guidelines and Medicaid 
service limits. The DBPM must ensure accurate collection, processing, payment, and reporting of all FFS 
dental claims.  

 
2. Reimbursement for DBPM FFS Payments 

 
The DBPM must make payments for all FFS dental claims to providers. The DBPM must submit to MLTC a 
reconciliation report of all funds expended and received with remaining balance to be reimbursed for FFS 
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payments. The DBPM may submit a funding request on a weekly basis to MLTC to cover the cost of FFS 
dental claims payments. The report must be submitted with each funding request to justify the request. 
 

3. Implementation Timeframe 

 
MLTC anticipates that the implementation of the DBPM FFS claims processing functionality will occur during 
the second year of the contract. MLTC will identify the date for DBPM FFS claims services to begin and 
MLTC will coordinate with the DBPM throughout years one (1) and two (2) of the contract. The DBPM must 
submit to MLTC with its proposal the number of months that it will take to be ready to pay FFS claims. MLTC 
will provide the DBPM sufficient time to ensure a smooth implementation process.    

 
4. Functionality 

 
The DBPM must maintain the same functionality for FFS dental claims that is required for managed care 
claims as described in Section IV.R – Claims Management of this RFP.  FFS claims must be processed 
even if the billing provider is not contracted with the DBPM. The DBPM claims processing system must 
handle retroactive member eligibility and process claims accordingly. 
 
The DBPM must make system or operational changes for FFS dental claims processing within sixty (60) 
calendar days of notification by MLTC. The DBPM must correct all processing errors identified by MLTC 
immediately on notification. Recoupment of erroneous payments made to providers is the sole responsibility 
of the DBPM. MLTC will not reimburse the DBPM for uncollected recoupments for claims paid in error. 
 
The DBPM FFS claims processing system must maintain functionality to process claims for services that 
require unique provider and member reimbursement methodologies that differ from standard processing 
protocol. 
 
The DBPM must provide MLTC inquiry access to its FFS dental claims processing system to view claims 
and all information related to FFS claims processing. The DBPM must provide system user training to MLTC 
staff who support this scope of work. 

 
5. Claims Processing 

 
The DBPM must maintain the same claims processing standards for all FFS dental claims that is required 
for managed care claims, as described in Section IV.R – Claims Management of this RFP. Requirements 
for rejected claims, pended claims, adjustments, voids, and timely filing guidelines must mirror managed 
care requirements. Claim system edits for FFS dental claims must be maintained in the same manner as 
required for managed care claims. The DBPM should expect that FFS claims will have different editing and 
payment methodologies than managed care claims, and must maintain these edits and payment processes 
separately. The DBPM claims processing system must post all applicable edits to denied FFS claims during 
a single processing cycle. 
 

6. Service Authorization Procedures 

 
The DBPM must develop and administer prior authorization procedures for services paid as FFS in 
accordance with Nebraska Medicaid policy and the requirements of Section IV.N – Utilization Management 
of this RFP.  FFS claims must be paid or denied in accordance with 471 NAC Chapter 6.  
 

7. Payments to Providers 

 
The DBPM must pay FFS dental claims at fee schedule rates set by MLTC. 
 

8. Remittance Advice 

 
The DBPM must adhere to the same remittance requirements for FFS dental claims as required for managed 
care claims as outlined in Section IV.R – Claims Management of this RFP. 
 

9. Third Party Liability (TPL) 

  
The DBPM must develop and maintain a process to identify and capture information regarding other 
insurance sources (TPL) for FFS members. Information regarding TPL must be maintained on the member 
file and utilized during claims payment to ensure that Medicaid is the payer of last resort. The DBPM will 
also perform recovery activities for claims that have been paid by Medicaid where third-party coverage was 
applicable. These payment recoveries will be returned to the State in full immediately upon receipt. The 
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DBPM must expend the same level of effort on the recovery and cost avoidance of casualty claims for FFS 
dental claims as is expended on managed care claims. Denial of FFS claims for TPL coverage must comply 
with all MLTC policies and applicable law. MLTC will retain responsibility for all estate recovery activities. 
  

10. Member Services 

 
The DBPM must provide member services call center activities to all eligible FFS members in the same 
manner as required for managed care members as outlined in Section IV.G – Member Services and 
Education of this RFP. MLTC will provide the DBPM with an interface that provides FFS member eligibility. 
  

11. Provider Services 

 
The DBPM must provide a provider toll-free telephone line to all providers who render dental services to 
FFS members, according to the requirements of Section IV.J – Provider Services of this RFP. These services 
must be available to providers even if they are not contracted with the DBPM. These activities include the 
management of electronic data interchange and trading partner agreements, as well as call center support 
for provider inquiries such as member eligibility and benefit limits, claims processing issues, or other program 
clarifications. The DBPM must make provider notifications, bulletins, newsletters, FAQs and other pertinent 
information available on its website to providers participating in the FFS dental program. 
 

12. Paid Claims Sampling 

 
The DBPM must adhere to the same paid claims sampling requirements for FFS dental claims as required 
for managed care claims outlined in Section IV.R – Claims Management of this RFP. 
  

13.       Claims Dispute Management 

 
The DBPM must adhere to the same claims dispute management requirements for FFS dental claims as 
required for managed care claims outlined in Section IV.R – Claims Management of this RFP.  FFS claims 
must be disputed through the State fair hearing process. The DBPM must support MLTC in claims disputes 
by providing all required documentation and subject matter representation in the manner specified by MLTC. 
 

14. Claims Payment Accuracy 

 
The DBPM must adhere to the same claims payment accuracy requirements for FFS dental claims as 
required for managed care claims as outlined in Section IV.R – Claims Management of this RFP. 
 

15. Claims Data 

 
The DBPM must submit all data relevant to the adjudication and payment of FFS dental claims to MLTC as 
required by the State. All claims data must be submitted to MLTC in standard HIPAA formats, as applicable. 
FFS dental claims data (including adjustments and recoupments) must be submitted a minimum of monthly 
on a date designated by MLTC. Claim data must be identified as FFS and must have the appropriate account 
code on the claim. 
   

16. Audit Requirements 

 
The DBPM must adhere to all audit requirements for managing FFS dental claims as required for managed 
care claims, as outlined in Section IV.R – Claims Management of this RFP. The DBPM must support MLTC 
by providing claims payment explanations, as requested.  
 

G. MEMBER SERVICES AND EDUCATION 

 
1. General Guidelines 

 
a. Member education is defined as communication with an enrolled member of the DBPM. 

 
b. Member education can be both verbal and written. 

 
c. All member education guidelines are applicable to the DBPM, its agents, subcontractors, 

volunteers and/or providers. 
 

d. All member education activities must be conducted in an orderly, non-disruptive manner and must 
not interfere with the privacy of beneficiaries or the general community. 
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e. All member education materials and activities must comply with the requirements in 42 CFR 

§438.10 and the MLTC requirements set forth in this RFP. 
 
i. In accordance with 42 CFR §438.10(d), MLTC must provide the DBPM the prevalent 

non-English language spoken by enrollees in the state. Prevalent is defined as five 
percent of the population statewide. 
 

ii. The DBPM, as required in 42 CFR §438.10(c)(3), must be responsible for providing to 
enrollees and potential enrollees written information in the prevalent non-English 
language in the DBPM’s particular service area. 
 

iii. In accordance with 42 CFR §438.10(c)(4)-(5) the DBPM must provide enrollees oral 
interpretation services available free of charge, to all non-English languages rather than 
to only those MLTC identifies as prevalent. The DBPM is responsible for providing all 
written materials in alternative formats and in a manner that considers the special needs 
of those who, for example, are visually limited or have limited reading proficiency. 
 

f. The DBPM is responsible for creation, production and distribution of its own member education 
materials to its members. 
 

g. All member education materials, in all mediums, must be reviewed and approved in writing by 
MLTC or its designee in accordance with Social Security Act § 1932 (d)(2)(A) and 42 CFR 
§438.104. 
 

h. The DBPM must assure MLTC that member education materials are accurate and do not 
mislead, confuse, or defraud the member/potential member or MLTC as specified in Social 
Security Act § 1932 (d) and 42 CFR §438.104. 
 

i. The DBPM must participate in the state’s efforts to promote the delivery of services in a culturally 
competent manner to all members and comply with the Office of Minority Health, Department of 
Health and Human Services’ “Cultural and Linguistically Appropriate Services Guidelines” at the 
following URL: http://minorityhealth.hhs.gov/templates/browse.aspx?lvl=2&lvlID=15  and 
participate in the state’s efforts to promote the delivery of services in a culturally competent 
manner to all enrollees. 
 

2. Marketing and Member Education Plan 
 
a. The DBPM must develop and implement a plan detailing the member education activities it will 

undertake and materials it will create during the contract period. The detailed plan must be 
submitted to MLTC for review and approval within thirty (30) calendar days from the date of 
award. 
 

b. The DBPM must not begin member education activities prior to the approval of the member 
education plan. 
 

c. The DBPM member education plan must: 
 
i. List any subcontractors engaged in member education activities for the DBPM. 

 
ii. State member education goals and strategies. 

 
iii. Include the DBPM’s plans to monitor and enforce compliance with all member education 

guidelines. 
 

d. Any changes to the member education plan or included materials or activities must be submitted 
to MLTC for approval at least thirty (30) calendar days before implementation of the member 
education activity, unless the DBPM can demonstrate just cause for an abbreviated timeframe. 
 
 
 

3. Member Education Materials Approval Process 
 

http://minorityhealth.hhs.gov/templates/browse.aspx?lvl=2&lvlID=15
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a. The DBPM must obtain prior written approval from MLTC for all member education materials. 
This includes, but is not limited to, print, television and radio advertisements; handbooks, and 
provider directories; DBPM website screen shots; promotional items; brochures; letters and mass 
mailings and emails. Neither the DBPM nor its subcontractors may distribute any DBPM member 
education materials without MLTC consent. 
 

b. DBPMs must obtain prior written approval for all materials developed by a recognized entity 
having no association with the DBPM that the DBPM wishes to distribute. 
 

4. Member Education – Required Materials and Services 
 
The DBPM must ensure all materials and services do not discriminate against DBP members on the basis 
of their health history, health status or need for healthcare services. This applies to enrollment, re-enrollment 
or disenrollment materials and processes from the DBPM. 
 
a. Member Orientation 

 
i. The DBPM must have written policies and procedures for the following, but not limited 

to: 
 
a) Orienting new members of its benefits and services. 

  
b) Role of the dental home. 

 
c) What to do during the transition period. 

 
d) How to utilize services. 

 
e) What to do in a dental emergency or urgent dental situation. 

 
f) How to a file a grievance and appeal. 

 
ii. The DBPM must identify and educate members who access the system inappropriately 

and provide continuing education as needed. 
 

iii. The DBPM may propose, for approval by MLTC, alternative methods for orienting new 
members and must be prepared to demonstrate their efficacy. 
 

iv. The DBPM must have written policies and procedures for notifying newly identified 
members within ten (10) business days after receiving the Member File from MLTC.  
This notification must be in writing and include a listing of dental home names (and 
include locations, and office telephone numbers) that the member may choose as their 
primary dental care provider. 
 

v. The DBPM must submit a copy of the procedures to be used to contact DBPM members 
for initial member education to MLTC for approval within thirty (30) calendar days 
following the date of award.  
 

vi. New Medicaid eligible individuals who have not proactively selected a dental home or 
whose choice of dental home is not available will have the opportunity to select a dental 
home within the DBPM that: 1) has entered into a provider agreement with the DBPM; 
and 2) is within a reasonable commuting distance from their residence. 
 

b. Welcome Packets 
 

i. The DBPM must send a welcome packet to new members within ten (10) business days 
from the date of receipt of the Member File from MLTC.  
 

ii. The DBPM must mail a welcome packet to each new member. When the name of the 
responsible party for the new member is associated with two (2) or more new members, 
the DBPM is only required to send one welcome packet. 
 

iii. All contents of the welcome packet are considered member education materials and, as 
such, must be reviewed and approved in writing by MLTC prior to distribution according 
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to the provisions described in this RFP. Contents of the welcome packets must include 
those items specified in the contract. The welcome packet must include, but is not 
limited to: 
 
a) A welcome letter highlighting major program features and contact information 

for the DBPM. 
 

b) A Provider Directory when specifically requested by the member (also must be 
available in searchable format on-line). 
 

iv. The DBPM must adhere to the requirements for the Provider Directory as specified 
below in Section IV.G.6, its attachments, and in accordance with 42 CFR §438.10. 
 

5. Additional Member Educational Materials and Programs 
 
The DBPM must prepare and distribute educational materials, not less than two (2) times a year, that provide 
information on preventive care, health promotion, access to care or other targeted dental related issues. 
This should include notification to its members of their right to request and obtain the welcome packet at 
least once a year and any change that MLTC defines as significant at least thirty (30) calendar days before 
the intended effective date. All materials distributed must comply with the relevant guidelines established by 
MLTC for these materials and/or programs. 
 

6. Member Materials 
 
a. The DBPM must include in all member materials the following: 

 
i. The date of issue. 

 
ii. The date of revision. 

 
iii. If prior versions are obsolete. 

 
7. Member Identification (ID) Cards 

 
a. The DBPM must issue an ID card to each of its members.  At a minimum, the card must include: 

i. The member’s name. 
ii. The Member’s Medicaid ID number, as assigned by DHHS. 
iii. The DBPM’s name and address. 
iv. Instructions on what the members should do in the event of an emergency. 
v. The member’s Dental Home name and telephone numbers (including the after-hours 

number, if it is different.) 
vi. The DBPM’s toll-free number(s) for Member Services, filing a grievance, and reporting 

suspected fraud. 
 

b. The DBPM may provide the DPM member ID card in a separate mailing from the welcome 
packet.  However, the ID card must be sent no later than ten (10) business days from the date of 
receipt of the file from MLTC or the enrollment broker that identifies the new member.  As part of 
the welcome packet information, the DBPM must explain the purpose of the card and how to use 
it. 
 

c. The card may be issued without the Dental Home information if no Dental Home selection has 
been made as of the date of the card’s mailing.  One the Dental Home selection has been made 
by the member or through auto-assignment, the DBPM must reissue the card within ten (10) 
business days of the selection or auto-assignment.  As part of the mailing of the reissued card, 
the DBPM must explain the purpose of the new card, the changes between the new and previous 
card, and that the member should destroy the previous card. 

 
d. The DBPM must reissue the DBPM ID card to a member within ten(10) calendar days of notice 

that a member has lost his/her card, had a name or Dental Home change, or for any other reason 
that requires a change to the information on the current ID card. 

 
e. If the DBPM has knowledge of any DBPM member permitting the use of his/her ID card by any 

other person, the DBPM must immediately report this information to the Special Investigation Unit 
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in the Department of Health and Human Services Division of Public Health at (402) 471-9407 
(Lincoln and Greater Nebraska) or (402) 595-3789 (Omaha). 

 
f. The DBPM must ensure that its subcontractors can identify members in a manner that will not 

result in discrimination against the members, in order to provide or coordinate the provision of all 
benefits and services, expanded services, and/or out-of-network services. 
 

8. Provider Directory for Members 
 
a. The DBPM must develop and maintain a Provider Directory in two (2) formats: 

 
i. Web-based, searchable, online directory for members and the public. 

 
ii. A hard copy directory for members upon request only. 

 
b. MLTC or its designee must provide the file layout for the electronic directory to the DBPM after 

approval of the contract. The DBPM must submit templates of its provider directory to MLTC 
within thirty (30) days from the date of award. 
 

c. The hard copy directory for members must be reprinted with updates at least annually. Inserts 
may be used to update the hard copy directories monthly for new members and to fulfill only 
requests. The web-based online version must be updated in real time, however no less than 
weekly. 
 

d. In accordance with 42 CFR §438.10, the provider directory must include, but not be limited to: 
 
i. Names, locations, telephone numbers of, and non-English languages spoken by current 

contracted providers in the Medicaid enrollee’s service area, including identification of 
providers, dental homes, specialists, and providers that are not accepting new patients 
at a minimum. 
 

ii. Identification of dental homes, specialists, and dental groups in the service area. 
 

iii. Identification of any restrictions on the enrollee’s freedom choice among network 
providers. 
 

iv. Identification of hours of operation including identification of providers with non-
traditional hours (Before 8 a.m. or after 5 p.m. or any weekend hours). 
 

9. Member Call Center 
 
a. The DBPM must maintain a toll-free member service call center, physically located in the United 

States with all employees also physically located in the United States, The member service lines 
must be adequately staffed and individuals trained to accurately respond to questions regarding: 
 
i. DBPM policies and procedures. 

 
ii. Prior authorizations. 

 
iii. Access information. 

 
iv. Information on dental homes or specialists.  

 
v. Referrals to participating specialists. 

 
vi. Resolution of service and/or dental delivery problems.  

 
vii. Member grievances. 

 
b. The toll-free number must be staffed between the hours of 7:00 a.m. and 7:00 p.m., central time, 

Monday through Friday. 
 

c. The toll-free line must have an automated system, available 24-hours a day, and seven (7) days 
a week, including all federal and state holidays. This automated system must include the 
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capability of providing callers with operating instructions on what to do in case of a dental 
emergency and the option to leave a message, including instructions on how to leave a message 
and when that message will be returned. The DBPM must ensure that the voice mailbox has 
adequate capacity to receive all messages and that member services staff return all calls by close 
of business the following business day. 
 

d. The DBPM must have sufficient telephone lines to answer incoming calls. The DBPM must 
ensure sufficient staffing to meet performance standards listed in this RFP. MLTC reserves the 
right to specify staffing ratio and/or other requirements, if performance standards are not met or it 
is determined that the call center staffing/processes are not sufficient to meet member needs as 
determined by MLTC. 
 

e. The DBPM must develop a contingency plan for hiring call center staff to address overflow calls 
and emails and to maintain call center access standards set forth for DBPM performance. The 
DBPM must develop and implement a plan to sustain call center performance levels in situations 
where there is high call/email volume or low staff availability. Such situations may include, but are 
not limited to, increases in call volume, emergency situations (including natural disasters such as 
hurricanes or tornadoes), staff in training, staff illnesses, and vacations. 
 

f. The DBPM must develop telephone help line policies and procedures that address staffing, 
personnel, hours of operation, access and response standards, monitoring of calls via recording 
or other means, and compliance with standards. The DBPM must submit these telephone help 
line policies and procedures, including performance standards, to MLTC for written approval prior 
to implementation of any policies. This must include a capability to track and report information on 
each call. The DBPM call center must have the capability to produce an electronic record to 
document a synopsis of all calls. The tracking must include sufficient information to meet the 
reporting requirements. 
 

g. The DBPM must develop call center quality criteria and protocols to measure and monitor the 
accuracy of responses and phone etiquette as it relates to the toll- free telephone line. The DBPM 
must submit call center quality criteria and protocols to MLTC for review and approval at the 
Readiness Review and approval annually. 
 

10. Automatic Call Distribution (ACD) System 
 
a. The DBPM must install, operate and monitor an ACD system for the customer service telephone 

call center. The ACD system must: 
 
i. Effectively manage all calls received and assign incoming calls to available staff in an 

efficient manner. 
 

ii. Transfer calls to other telephone lines. 
 

iii. Provide an option to speak to a live person (during call center hours of operation). 
 

iv. Provide detailed analysis as required for the reporting requirements, as specified, 
including the quantity, length and types of calls received, elapsed time before the calls 
are answered, the number of calls transferred or referred; abandonment rate; wait time; 
busy rate; response time; and call volume. 
 

v. Provide a message that notifies callers that the call may be monitored for quality control 
purposes. 
 

vi. Measure the number of calls in the queue at peak times. 
 

vii. Measure the length of time callers are on hold. 
 

viii. Measure the total number of calls and average calls handled per day/week/month. 
 

ix. Measure the average hours of use per day. 
 

x. Assess the busiest times and days by number of calls. 
 

xi. Record calls to assess whether answered accurately. 
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xii. Provide a backup telephone system that must operate in the event of line trouble, 
emergency situations including natural disasters, or other problems so that access to the 
telephone lines is not disrupted. 
 

xiii. Provide interactive voice response (IVR) options that are user-friendly to members and 
include a decision tree illustrating IVR system. 
 

xiv. Inform the member to dial 911 if there is an emergency. 
 

11. Member Responsibilities 
 
a. The DBPM must encourage each member to be responsible for his/her own healthcare by 

becoming an informed and active participant in his/her care. Members have the responsibility to 
cooperate fully with providers in following mutually acceptable courses of treatment, providing 
accurate dental, medical and personal histories, and being present at scheduled appointments 
and reporting on treatment progress, such as notifying their healthcare provider promptly if 
serious side effects and complications occur, and/or worsening of the condition arises. 

 
b. The DBP members’ responsibilities must include but are not limited to: 
 

i. Presenting their Nebraska Medicaid issued Medicaid ID card when using dental 
services. 
 

ii. Being familiar with the DBP procedures to the best of the member's abilities. 
 

iii. Calling or contacting the DBPM to obtain information and have questions answered. 
 

iv. Providing participating network providers with accurate and complete dental information. 
 

v. Asking questions of providers to determine the potential risks, benefits and costs of 
treatment alternatives and following the prescribed treatment of care recommended by 
the provider or letting the provider know the reasons the treatment cannot be followed, 
as soon as possible. 
 

vi. Living healthy lifestyles and avoiding behaviors know to be detrimental to their health. 
 

vii. Following the grievance process established by the DBPM if they have a disagreement 
with a provider. 
 

viii. Making every effort to keep any agreed upon appointments, and follow-up appointments; 
and accessing preventive care services, and contacting the provider in advance if 
unable to keep the appointment. 

 
12. Notice to Members of Provider Termination 

 
a. The DBPM must give written notice of a provider’s termination to each member who received 

their primary care from, or was seen on a regular basis by the terminated provider. When timely 
notice from the provider is received, the notice to the member must be provided within fifteen (15) 
calendar days of the receipt of the termination notice from the provider. 
 

b. Failure to provide notice prior to the dates of termination will be allowed when a provider 
becomes unable to care for members due to illness, a provider dies, the provider moves from the 
service area and fails to notify the DBPM, or when a provider fails credentialing or is displaced as 
a result of a natural or man-made disaster. Under these circumstances, notice must be issued 
immediately upon the DBPM becoming aware of the circumstances. The DBPM must document 
the date and method of notification of termination. 
 
 

13. Oral and Written Interpretation Services 
 
a. The DBPM must make real-time oral interpretation services available free of charge to each 

potential member and member. This applies to all non-English languages not just those that 
Nebraska specifically requires (Spanish). The member shall not to be charged for interpretation 
services. The DBPM must notify its members that oral interpretation is available for any language 
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and written information is available in Spanish and how to access those services. On materials 
where this information is provided, the notation should be written in Spanish. 
 

b. The DBPM must ensure that translation services are provided for written marketing and member 
education materials for any language that is spoken as a primary language by more than five 
percent of the population statewide. Within 90 calendar days of notice from MLTC, materials must 
be translated and made available. Materials must be made available at no charge in that specific 
language to assure a reasonable chance for all members to understand how to access the DBPM 
and use services appropriately as specified in 42 CFR §438.10(c) (4) and (5). 

 
H. GRIEVANCES AND APPEALS  

 

1. General Requirements 
 
a. The DBPM must have a grievance system for members that meet all Federal and State 

regulatory requirements, including a grievance process, an appeal process, and access to the 
State’s fair hearing system. The DBPM must distinguish between a grievance, grievance system, 
and grievance process, as defined below: 

 
i. A grievance is a member’s expression of dissatisfaction with any aspect of care other 

than the appeal of actions.  
 

ii. The grievance system includes a grievance process, an appeal process, and access to 
the State’s fair hearing system. Any grievance system requirements apply to all three (3) 
components of the grievance system, not just to the grievance process.   
 

iii. A grievance process is the procedure for addressing members’ grievances.   
 
b. The DBPM must:  
 

i. Give members reasonable assistance in completing forms and other procedural steps, 
including but not limited to providing interpreter services and toll-free numbers with 
teletypewriter/telecommunications devices for deaf individuals and interpreter capability. 
 

ii. Acknowledge receipt of each grievance and appeal in writing to the member within ten 
(10) calendar days of receipt. 
 

iii. Ensure that individuals completing the review of grievances and appeals are not the 
same individuals involved in previous levels of review or decision-making, nor the 
subordinate of any such individual. The individual addressing a member’s grievance 
must be a health care professional with clinical expertise in treating the member’s 
condition or disease if any of the following apply: 
 
a) The denial of service is based on lack of medical necessity. 

 
b) Because of the member’s medical condition, the grievance requires expedited 

resolution. 
 

c) The grievance or appeal involves clinical issues. 
 

iv. Take into account all comments, documents, records, and any other information 
submitted by the member or his/her representative without regard to whether such 
information was submitted or considered in the initial adverse benefit decision. 
 

v. Provide access to MLTC and/or its designee for any information related to grievances or 
appeals filed by its members. MLTC will monitor enrollment and termination practices to 
ensure proper implementation of the DBPM's grievance procedures, in compliance with 
42 CFR §§438.400-424. 

 
2. Complaint and Grievance Processes 

 
a. A member may file a grievance either verbally or in writing. A provider may file a grievance when 

acting as the member’s authorized representative. 
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b. A member may file a grievance with the DBPM or the State at any time.  
 

c. The DBPM must address each grievance and provide notice, as expeditiously as the member’s 
health condition requires, within State-established timeframes and not to exceed 90 calendar 
days from the day on which the DBPM receives the grievance.   
 

d. MLTC will establish the method the DBPM must use to notify a member of the disposition of a 
grievance. 

 
3. Service Authorizations and Notices of Action 

 
a. Service Authorization 
 

i. The DBPM must provide a definition of service authorization that, at a minimum, 
includes the member’s request for the provision of a service. 
 

ii. The DBPM must assure that any decision to deny a service authorization request or to 
authorize a service in an amount, duration, or scope that is less than requested must be 
made by a health care professional who has appropriate clinical expertise in treating the 
member’s condition or disease.  

 
b. Notice of Adverse Action  
 

i. The DBPM must notify the requesting provider, and give the member written notice, of 
any decision to deny a service authorization request, or to authorize a service in an 
amount, duration, or scope that is less than requested. The notice must meet the 
requirements of 42 CFR §438.400-42.  
 

ii. The DBPM must give the member written notice of any action (not just service 
authorization actions) within the timeframes required for each type of action. The notice 
must explain: 

 
a) The action the DBPM or its subcontractor has taken or intends to take. 

 
b) The reason(s) for the action. 

 
c) The member’s right to receive, on request and free of charge, reasonable 

access to and copies of all documents, records, and other information relevant 
to the member’s claim for benefits. Such information includes medical-
necessity criteria and any processes, strategies, or evidentiary standards used 
in setting coverage limits. 
 

d) The member’s or the provider’s right to file an appeal. 
 

e) The member’s right to request a State fair hearing. 
 

f) Procedures for exercising a member’s rights to appeal or grieve a decision. 
 

g) Circumstances under which expedited resolution is available and how to 
request it. 
 

h) The member’s rights to have benefits continue pending the resolution of an 
appeal, how and the deadline by which to request that benefits be continued, 
and the circumstances under which the member may be required to pay the 
cost of these services. 

 
iii. The notice must be in writing and must meet the language and format requirements 

described in Section IV.G – Member Services and Education. 
 
c. Timeframes for Notice of Action 
 

i. The DBPM must provide notice to the member a minimum of ten (10) days before the 
date of action when the action is a termination, suspension, or reduction of previously 
authorized Medicaid-covered services. 
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ii. The period of advanced notice required is shortened to five (5) days if probable member 

fraud has been verified.  
 

iii. The DBPM must give notice by the date of the action under the following circumstances: 
 

a) The death of a member. 
 

b) A signed written member statement, which requests service termination or 
gives information requiring termination or reduction of services, if the statement 
reasonably indicates that the member understands the result of the statement 
will be a termination or reduction of services.   
 

c) The member’s admission to an institution where he or she is ineligible for 
further services. 
 

d) The member’s address is unknown and mail directed to him/her has no 
forwarding address. 
 

e) The member has been accepted for Medicaid services by another state. 
 

f) The member’s dentist prescribes the change in the level of medical care. 
 

g) The safety or health of individuals in the facility would be endangered, the 
resident’s health improves sufficiently to allow a more immediate transfer or 
discharge, an immediate transfer or discharge is required by the resident’s 
urgent medical needs. 

 
iv. The DBPM must provide notice on the date of action when the action is a denial of 

payment.  
 

v. Standard Service Authorization Denial 
 

The DBPM must give notice as expeditiously as the member's health condition requires, 
and within State-established timeframes, that may not exceed fourteen (14) calendar days 
following receipt of the request for service. The timeframe may be extended up to fourteen 
(14) additional calendar days if the member or the provider requests an extension or the 
DBPM justifies a need for additional information and the reason(s) why the extension is in 
the member's interest. If the DBPM extends the timeframe, the member must be provided 
written notice of the reason for the decision to extend the timeframe and the right to file 
an appeal if he or she disagrees with that decision. The DBPM must issue and carry out 
its determination as expeditiously as the member’s health condition requires but no later 
than the date the extension expires. 

 
vi. Expedited Service Authorization Denial 

 
For cases in which a provider indicates or the DBPM determines that following the 
standard timeframe could seriously jeopardize the member's life or health or ability to 
attain, maintain, or regain maximum function, the DBPM must make an expedited 
authorization decision and provide notice as expeditiously as the member’s health 
condition requires, and no later than seventy-two (72) hours after receipt of the request 
for service. The DBPM may extend the time period by up to fourteen (14) calendar days 
if the member requests an extension or if the DBPM justifies a need for additional 
information and the reason(s) why the extension is in the member’s interest. 

 
vii. Untimely Service Authorization Decisions 

 
The DBPM must provide notice on the date that the timeframes expire when service 
authorization decisions are not reached within the timeframes for either standard or 
expedited service authorizations. An untimely service authorization constitutes a denial 
and, therefore constitutes an adverse action. 
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4. Appeal Process 
 
a. A member may file a DBPM-level appeal. A provider, acting on behalf of the member and with the 

member’s written consent, may also file an appeal. 
 

b. The member or provider may file a DBPM-level appeal within sixty (60) calendar days from the 
date on the DBPM’s Notice of Action. 
 

c. The member or provider may file an appeal either verbally or in writing and must follow a verbal 
filing with a written signed appeal. 
 

d. The DBPM must: 
 
i. Ensure that verbal inquiries seeking to appeal an action are treated as appeals and 

confirm those inquiries in writing, unless the member or the provider requests expedited 
resolution. 
 

ii. Ensure that there is only one level of appeal for members. 
 

iii. Provide a reasonable opportunity to present evidence, and allegations of fact or law, in 
person as well as in writing. 
 

iv. Provide the member and his or her representative (free of charge and sufficiently in 
advance of the resolution timeframe for appeals) the member’s case file, including 
medical records, other documents and records, and any new or additional evidence 
considered, relied on, or generated by the DBPM (or at the direction of the DBPM) in 
connection with the appeal of the adverse benefit determination. 
 

v. Consider the member, representative, or estate representative of a deceased member 
as parties to the appeal. 

 
e. The DBPM must resolve each appeal, and provide notice, as expeditiously as the member’s 

health condition requires, within thirty (30) calendar days from the day the DBPM receives the 
appeal. The DBPM may extend the timeframes by up to fourteen (14) calendar days if the 
member requests the extension or the DBPM shows that there is need for additional information 
and the reason(s) why the delay is in the member’s interest. For any extension not requested by 
the member, the DBPM must: 
 
i. Make reasonable efforts to give the member prompt verbal notice of the delay. 

 
ii. Within two (2) calendar days, give the member written notice of the reason for the 

decision to extend the timeframe and inform the member of the right to file a grievance if 
he/she disagrees with that decision. 
 

iii. Resolve the appeal as expeditiously as the member’s health condition requires but no 
later than the date on which the extension expires. 

 
f. The DBPM must provide written notice of disposition, which must include: 

 
i. The results and date of the appeal resolution. 
 
ii. For decisions not wholly in the member’s favor: 
 

a) The right to request a state fair hearing. 
 

b) How to request a state fair hearing. 
 

c) The right to continue to receive benefits pending a hearing. 
 

d) How to request the continuation of benefits. 
 

e) If the DBPM action is upheld in a hearing, that the member may be liable for 
the cost of any continued benefit received while the appeal was pending. 

 



 Page 62  SPB RFP Revised: 01/29/2016 
 

5. Expedited Appeals Process 
 
a. The DBPM must establish and maintain an expedited review process for appeals that the DBPM 

determines (at the request of the member or his/her provider) that taking the time for a standard 
resolution could seriously jeopardize the member's life or health or ability to attain, maintain, or 
regain maximum function. Expedited appeals must follow all standard appeal regulations for 
expedited requests, except to the extent that any differences are specifically noted in the 
regulation for expedited resolution. 
 

b. The member or provider may file an expedited appeal either verbally or in writing. No additional 
member follow-up is required. 

 
c. The DBPM must inform the member of the limited time available for the member to present 

evidence and allegations of fact or law, in person and/or in writing, in the case of an expedited 
resolution. 

 
d. The DBPM must resolve each expedited appeal and provide notice as expeditiously as the 

member’s health condition requires and in no event longer than seventy-two (72) hours after the 
DBPM receives the appeal. The DBPM may extend the timeframes by up to fourteen (14) 
calendar days if the member requests the extension or the DBPM shows that there is need for 
additional information and the reason(s) why the delay is in the member’s interest. 

 
e. For any extension not requested by the member, the DBPM must give the member written notice 

of the reason for the delay. 
 

f. In addition to written notice, the DBPM must also make reasonable efforts to provide verbal notice 
of resolution. 

 
g. The DBPM must ensure that no punitive action is taken against a provider who either requests an 

expedited resolution or supports a member’s appeal. 
 

h. If the DBPM denies a request for expedited resolution of an appeal, it must: 
 
i. Transfer the appeal to the standard timeframe of no longer than thirty (30) calendar days 

from the day the DBPM receives the appeal with a possible extension of fourteen (14) 
calendar days. 
 

ii. Make a reasonable effort to give the member prompt verbal notice of the denial and a 
written notice within two (2) calendar days. 
 

6. Continuation of Benefits 
 
a. The DBPM must continue a member's benefits if any one of the following apply:  
 

i. The appeal is filed timely, meaning on or before the later of the following: 
 

a) Ten (10) calendar days after the DBPM mailing the Notice of Action; or 
 

b) The intended effective date of the DBPM’s proposed action. 
 

ii. The appeal involves the termination, suspension, or reduction of a previously authorized 
course of treatment. 

 
iii. The services were ordered by an authorized provider. 

 
iv. The authorization period has not expired. 

 
v. The member requests an extension of benefits. 

 
b. If the DBPM continues or reinstates the member's benefits while the appeal is pending, the 

benefits must be continued until one of the following occurs: 
 

i. The member withdraws the appeal. 
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ii. The member does not request an appeal within ten (10) calendar days from when the 
DBPM mails an adverse DBPM decision. 

 
iii. A state fair hearing decision adverse to the member is made. 

 
iv. The authorization expires or authorization service limits are met. 

 
c. The DBPM may recover the cost of the continuation of services furnished to the member while 

the appeal was pending if the final resolution of the appeal upholds the DBPM action. 
 

7. Access to State Fair Hearings 
 
a. A member may request a state fair hearing. The provider may also request a state fair hearing if 

the provider is acting as the member's authorized representative. A member or his/her 
representative may request a state fair hearing only after receiving notice that the DBPM is 
upholding the adverse benefit determination. 

 
b. If the DBPM takes action and the member requests a state fair hearing, the State must grant the 

member a state fair hearing. The right to a State fair hearing, how to obtain a hearing, and 
representation rules at a hearing must be explained to the member or the member’s 
representative (if any) by the DBPM. 
 

c. The member or the member’s representative (if any) may request a state fair hearing within one 
hundred, twenty (120) calendar days from the date of the DBPM’s notice of resolution. 

 
d. The parties to the State fair hearing include the DBPM, and the member and his/her 

representative (if any), or (if instead applicable) the representative of a deceased member's 
estate. 
 

e. The State must ensure that any member dissatisfied with a determination denying a member’s 
request to transfer plans/disenroll is given access to a State fair hearing. 

 
8. Reversed Appeals 

 
a. If the DBPM or the state fair hearing process reverses a decision to deny, limit, or delay services 

that were not furnished while the appeal was pending, the DBPM must authorize or provide the 
disputed services promptly, and as expeditiously as the member’s health condition requires, but 
no later than seventy-two (72) hours from the date the DBPM receives notice reversing the 
determination. 

 
b. The DBPM must pay for disputed services if the DBPM or State fair hearing decision reverses a 

decision to deny authorization of services and the member received the disputed services while 
the appeal was pending. 
 

9. Grievance and Appeal Recordkeeping Requirements 
 
The DBPM must maintain records of grievances and appeals. The record of each grievance and appeal 
must contain, at a minimum, all of the following information: 
 
a. A general description of the reason for the appeal or grievance. 
 
b. The date the grievance or appeal was received. 
 
c. The date of each review or, if applicable, review meeting. 
 
d. Resolution at each level of the appeal or grievance process, as applicable. 
 
e. Date of resolution at each level of the appeal or grievance process, as applicable. 
 
f. Name of the covered person by or for whom the appeal or grievance was filed. 
 
The DBPM is required to accurately maintain the record in a manner that is accessible to MLTC and 
available on request to CMS. 
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10. Information to Providers and Subcontractors 
 
The DBPM must provide the following grievance, appeal, and fair hearing procedures and timeframes to 
all providers and subcontractors at the time of entering into or renewing a contract:  
 
a. The member’s right to a State fair hearing, how to obtain a hearing and representation rules at a 

hearing. 
 

b. The member’s right to file grievances and appeals and the requirements and timeframes for filing 
them. 
 

c. The availability of assistance in filing grievances or appeals, and participating in State fair 
hearings. 
 

d. The toll-free number(s) to use to file verbal grievances and appeals. 
 

e. The member’s right to timely request continuation of benefits during an appeal or State fair 
hearing filing and, if the DBPM action is upheld in a hearing, that the member may be liable for 
the cost of any continued benefits received while the appeal was pending. 
 

f. Any State-determined provider appeal rights to challenge the failure of the organization to cover a 
service. 
 

11. Reporting of Complaints, Grievances, and Appeals 
 
The DBPM is required to submit to MLTC monthly data for the first six (6) months of the contract period, 
and then submit data quarterly thereafter, as specified by MLTC, about grievances and appeals. MLTC 
reserves the right to extend the monthly reporting requirement at its sole discretion. This information will be 
used by MLTC to measure the DBPM’s performance. 

 
I. PROVIDER NETWORK REQUIREMENTS  

 

1. General Provider Network Requirements 
 
a. The DBPM must maintain a network of qualified dental providers in sufficient numbers and 

locations to provide required access to covered services. The DBPM is expected to design a 
network that provides a geographically convenient flow of patients among network providers. The 
provider network must be designed to reflect the needs and service requirements of the DBPM’s 
member population. The DBPM must design its dental provider network to maximize the 
availability of primary dental services and specialty dental services. 
 

b. Services must be accessible to DBPM members in terms of timeliness, amount, duration and 
scope equal to services provided by FFS Medicaid at the time the DBPM is implemented [42 CFR 
§438.210(a)(2)]. If the network is unable to provide necessary services required under contract, 
the DBPM must ensure timely and adequate coverage of these services through an out of 
network provider until a network provider is contracted. The DBPM must ensure coordination with 
respect to authorization and payment issues in these circumstances [42 CFR §438.206(b)(4) and 
(5)]. 
 

c. All providers must be in compliance with Americans with Disabilities Act (ADA) requirements and 
provide physical access for Medicaid members with disabilities. 

 
d. The DBPM must not discriminate with respect to participation in the DBP, reimbursement or 

indemnification against any provider who is acting within the scope of his or her license or 
certification under applicable State law, solely on the provider’s type of licensure or certification 
[42 CFR §§438.12(a)(1) and (2)]. In addition, the DBPM must not discriminate against particular 
providers that service high-risk populations or specialize in conditions that require costly 
treatment [42 CFR §438.214(c)]. 
 

e. For the first year of the contract period, the DBPM must accept into its network any dental 
provider participating in the Medicaid program provided the dental provider is licensed and in 
enrolled with DHHS and accepts the terms and conditions of the contract offered to them by the 
DBPM. This provision also does not interfere with measures established by the DBPM to control 
costs and quality consistent with its responsibilities under this contract nor does it preclude the 
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DBPM from using different reimbursement amounts for different specialties or for different 
practitioners in the same specialty [42 CFR §438.12(b)(1)]. 

 
f. The DBPM may terminate a contract with a provider for cause. The DBPM must provide written 

notice of termination to the provider within fourteen (14) calendar days. The DBPM must notify 
MLTC of the termination as soon as the written notification of cancelation is sent to the provider, 
but no later than seven (7) calendar days. 
 

g. The DBPM must notify the DBPM members that their primary dental care provider’s contract has 
been terminated. Notice must be sent within fifteen (15) calendar days after receipt of issuance of 
the termination notice, as specified in 42 CFR §438.10(f)(1). This notice must include a list of 
recommended network providers available to the member in their surrounding area. 
 

h. The DBPM must also meet the following requirements: 
 
i. Ensure the provision of all core dental benefits and services specified in the contract. 

Accessibility of benefits/services, including geographic access, appointments, and wait 
times must be in accordance with the requirements in this RFP. These minimum 
requirements do not release the DBPM from ensuring that all necessary covered dental 
benefits and services required by its members are provided pursuant to this RFP. 
 

ii. Provide core dental services directly or enter into written agreements with providers or 
organizations that must provide core dental services to the members. 
 

iii. Not execute contracts with individuals or groups of providers who have been excluded 
from participation in Federal healthcare programs under either section 1128 or section 
1128A of the Social Security Act [42 CFR §438.214(d)] or state funded healthcare 
programs.  
 

iv. Not prohibit, or otherwise restrict, a healthcare professional acting within the lawful 
scope of practice, from advising or advocating on behalf of a member who is his or her 
patient for the following: 
 
a) Member’s health status, medical or behavioral healthcare, or treatment options, 

including any alternative treatment that may be self-administered. 
 

b) Information the member needs in order to decide among all relevant treatment 
options. 

 
c) The risk, benefits, and consequences of treatment and non-treatment. 

 
d) The member’s right to participate in decisions regarding his or her healthcare, 

including the right to refuse treatment, and to express preferences about future 
treatment decisions. 
 

v. Monitor provider compliance with applicable access requirements, including but not 
limited to, appointment and wait times, and take corrective action for failure to comply. 
The DBPM must conduct appointment availability surveys annually.  The surveys must 
be submitted within thirty (30) calendar days after the conclusion of each contract year. 
The survey results must be kept on file and be readily available for review by MLTC 
upon request. The DBPM may be subject to sanctions for noncompliance of providers 
with applicable appointment and wait time requirements set forth in this RFP. 
 

vi. If a member requests a provider who is located beyond access standards, and the 
DBPM has an appropriate provider within the DBPM who accepts new patients, it must 
not be considered a violation of the access requirements for the DBPM to grant the 
member’s request. 
 

vii. The DBPM must require that providers deliver services in a culturally competent manner 
to all members, including those with limited English proficiency and diverse cultural and 
ethnic backgrounds and provide for interpreters in accordance with 42 CFR §438.206. 
 

viii. The DBPM must at least quarterly validate provider demographic data to ensure that 
current, accurate, and clean data is on file for all contracted providers. Failure to do so 
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may result in monetary penalties against the DBPM; whether the data is clean, current 
or accurate shall be at the discretion of MLTC. 
 

2. General Provider Access Requirements 
 
The DBPM must ensure access to dental services (distance traveled, waiting time, length of time to obtain 
an appointment, after-hours care) in accordance with the provision of services under this RFP. MLTC will 
monitor the DBPM's service accessibility and may require that the DBPM obtain services from out-of-
network providers as necessary for the provision of core dental benefits and services. The DBPM must 
provide available, accessible, and adequate numbers of service locations, service sites, and dental 
professionals for the provision of core dental benefits and services, and must take corrective action if there 
is failure to comply by any provider.  

 
3. Appointment Availability and Referral Access Standards 

 
a. Nebraska’s appointment availability standards are included in Attachment 4 – Dental Access 

Standards. MLTC will monitor each DBPM’s compliance with these standards through quarterly 
reporting per Attachment 5 – Reporting Requirements. Additionally, walk-in patients with non-
urgent needs should be seen if possible or scheduled for an appointment consistent with 
appointment availability standards. 

 
b. The DBPM must monitor the practice of placing members who seek any covered services on 

waiting lists. If the DBPM determines that a network provider has established a waiting list and 
the service is available through another network provider, the DBPM must stop referrals to the 
network provider until such time as the network provider has openings, and take action to refer 
the member to another appropriate provider.  

 
4. Geographic Access Standards 

 
a. The DBPM must comply with maximum travel times and/or distance requirements per Attachment 

4 – Dental Access Standards. Requests for exceptions as a result of prevailing community 
standards or a lack of available providers must be submitted to MLTC in writing for approval. 
Such requests should include data on the local provider population available to the non-Medicaid 
population. 

 
b. If there are gaps in the DBPM’s provider network, the DBPM must develop a provider network 

availability plan to identify the gaps and describe the remedial action(s) that will be taken to 
address those gaps. When any gap is identified, the DBPM must document its efforts to engage 
any available providers (three good-faith attempts, for example) and must incorporate the 
circumstances of, and information to be gained by, this gap into its written plan to ensure 
adequate provider availability over time.   

 
c. The DBPM must establish a program of assertive outreach to rural areas where covered services 

may be less available than in more urban areas, and must include any gaps in its availability plan. 
The DBPM must monitor utilization across the State to ensure access and availability, consistent 
with the requirements of the contract and the needs of its members.  

 
5. Access to Specialty Providers 

 
a. The DBPM must ensure the availability of access to specialty providers. The DBPM must ensure 

access standards and guidelines to specialty providers are met as specified in this Section in 
regard to timeliness and service area. 
 

b. The DBPM must establish and maintain a provider network of dentist specialists that is adequate 
and reasonable in number, in specialty type, and in geographic distribution to meet the dental 
needs of its members (adults and children) without excessive travel requirements. This means 
that, at a minimum: 
 
i. The DBPM has signed a contract with providers of the specialty types listed below who 

accept new members and are available on at least a referral basis. 
 

ii. The DBPM is in compliance with access and availability requirements. 
 

c. The DBPM must ensure, at a minimum, the availability of the following providers: 
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i. Endodontists 

 
ii. Oral Surgeons 

 
iii. Orthodontists 

 
iv. Pedodontists 

 
v. Periodontists 

 
vi. Prosthodontists 

 
d. The DBPM must use specialists with pediatric expertise when the need for pediatric specialty 

care is significantly different from the need for a general dentist. 
 

e. The DBPM must meet standards for timely access to all specialists. In accordance with 42 CFR 
§438.208(c)(4) for members determined to need a course of treatment, the DBPM must have a 
mechanism in place to allow members to directly access a specialist as appropriate for the 
member’s condition and identified needs. 

 
6. Contracting with FQHCs and RHCs 

 
A DBPM must offer to contract with all FQHCs and RHCs in the State. If a contract cannot be reached 
between the DBPM and a FQHC or RHC, the DBPM must notify MLTC. 
 

7. Establishing Dental Homes 
 
a. Dental Home Principles 

 
The American Academy of Pediatric Dentistry defines Dental Homes as an ongoing relationship 
between the dentist and the patient, inclusive of all aspects of oral health care delivered in a 
comprehensive, continuously accessible, coordinated, and family-centered way. 

 
DHHS principles for Dental Homes include: 

 
i. Care that is comprehensive and includes acute, corrective, and preventative services. 
 
ii. Care that is individualized to each member based upon a dental exam for tooth decay 

and gum problems. 
 

iii. Care that is preventative and includes information about proper care for the member’s 
teeth and gums, and correct diet. 

 
iv. For children, care that prepares parents and guardians with guidance about what to 

expect for their child’s age for the growth of teeth and the jaw. 
 
v. For children, care that is educational and helps parents and guardians learn about their 

child’s dental health now and as their child grows. 
 
vi. Care that is provided in a culturally competent manner. 

 
b. Dental Home Requirements 

 
i. The DBPM must include in its Provider Network Development Management Plan, 

detailed in this section, a plan for establishing Dental Homes for members. The Dental 
Home plan must, at a minimum, address the following topics: 

 
a) Outreach to potential Dental Home participating providers. 

 
b) Policies and procedures for establishing and monitoring the Dental Home 

program including, but not limited to: 
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1). Covered services in the amount, duration, and scope that the DBPM 
recommends should comprise the Dental Home package. This 
package of services will be finalized with MLTC input and approval 
prior to contract start.  
 

2). Referrals to dental specialists when care cannot be provided directly 
within the Dental Home. 
 

3). Education topics to be addressed in the Dental Home setting. 
 

4). Guidelines for the management of acute dental trauma. 
 

c) Strategies for encouraging member participation, with a particular focus on 
parents or guardians of members six (6) to thirty-five (35) months of age. 

 
8. Provider Outreach and Application Processing 

 
a. The DBPM must develop standardized provider application/credentialing forms and provider 

contracts for use with all providers, and utilize standardized processes.  
 
b. The DBPM should submit its provider contract template(s) to MLTC with its proposal. 
 
c. The DBPM must notify MLTC, a minimum of fifteen (15) calendar days in advance, if it decides to 

no longer accept provider applications for primary dental care or a certain specialty because 
member needs and MLTC access standards are being met otherwise. The DBPM must also 
notify MLTC a minimum of fifteen (15) calendar days in advance of resuming acceptance of those 
provider applications.    

 
9. Credentialing and Re-credentialing of Providers and Clinical Staff 

 
a. The DBPM must have a written credentialing and re-credentialing process that complies with 42 

CFR §438.12, §438.206, §438.214, §438.224 and §438.230 for the review and credentialing and 
re-credentialing of licensed, independent providers and provider groups with whom it contracts or 
employs and with whom it does not contract but with whom it has an independent relationship. An 
independent relationship exists when the DBPM selects and directs it members to see a specific 
provider or group of providers.  Changes to the process are permissible on an annual basis 
following review and approval by MLTC. 
 

b. The process for periodic re-credentialing must be implemented at least once every thirty-six (36) 
months. 
 

c. If the DBPM has delegated credentialing to a subcontractor, there must be a written description of 
the delegation of credentialing activities within the contract. The DBPM must require that the 
subcontractor ensure that all licensed dental professionals are credentialed in accordance with 
MLTC’s credentialing requirements. MLTC will have final approval of the delegated entity. 
 

d. The DBPM must develop and implement policies and procedures for approval of new providers, 
and termination or suspension of providers to assure compliance with the contract. The policies 
and procedures should include but are not limited to the encouragement of applicable board 
certification. 
 

e. The DBPM must develop and implement a mechanism, with MLTC’s approval, for reporting 
quality deficiencies which result in suspension or termination of a network provider(s). This 
process must be submitted for review and approval thirty (30) calendar days prior to contract start 
date. 
 

f. The DBPM must develop and implement a provider dispute and appeal process, with MLTC’s 
approval, for sanctions, suspensions, and terminations imposed by the DBPM against network 
provider(s) as specified in the contract. 
 
This process must be submitted for review and approval thirty (30) calendar days from the date of 
award. 
 

10. Provider Enrollment in Medicaid  
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a. The DBPM must require that all of its contracted providers enroll with MLTC as an approved 

service provider. For specific requirements on provider enrollment, refer to the MLTC website at: 
http://dhhs.ne.gov/medicaid/Pages/med_providerenrollment.aspx  
 

b. The DBPM must begin its credentialing process concurrently with a provider’s Medicaid provider 
enrollment rather than delaying its credentialing process until MLTC has approved a provider’s 
enrollment in Medicaid.   
 

11. Provider Network Development Management Plan 
 
a. The DBPM must develop and maintain a provider Network Development and Management Plan 

which ensures that the provision of core dental benefits and services will occur [42 CFR 
§438.207(b)]. The Network Development and Management Plan must be submitted to MLTC 
within thirty (30) days from the date of award for review and approval, as well as when significant 
changes occur and annually thereafter within thirty (30) days of the start of each contract year. 
The Network Development and Management Plan must include the DBPM’s process to develop, 
maintain and monitor an appropriate provider network that is supported by written agreements 
and is sufficient to provide adequate access of all required services included in the contract. 
When designing the network of providers, the DBPM must consider the following (42 CFR 
§438.206): 
 
i. Anticipated maximum number of Medicaid members. 

 
ii. Expected utilization of services, taking into consideration the characteristics and 

healthcare needs of the members in the DBPM. 
 

iii. The numbers and types (in terms of training, experience, and specialization) of providers 
required to furnish Medicaid core dental benefits and services. 

 
iv. The numbers of DBPM providers who are not accepting new DBPM members. 

 
v. The geographic location of providers and members, considering distance, travel time, 

the means of transportation ordinarily used by members, and whether the location 
provides physical access for Medicaid enrollees with disabilities. 
 

b. The Network Provider Development and Management Plan must demonstrate the ability to 
provide access to core benefits and services as defined in this RFP, access standards in 42 CFR 
§438.206 and must include: 
 
i. Assurance of Adequate Capacity and Services 

 
ii. Establishing Dental Homes 

 
iii. Access to Dental Homes 

 
iv. Access to Specialists 

 
v. Timely Access 

 
vi. Service Area 

 
vii. Second Opinion 

 
viii. Out-of-Network Providers 

 
c. The Network Provider Development and Management Plan must identify gaps in the DBPM’s 

provider network and describe the process by which DBPM must assure all covered services are 
delivered to DBPM members. Planned interventions to be taken to resolve such gaps must also 
be included. 
 

d. The DBPM must provide GEO mapping and coding of all network providers for each provider type 
by the deadline specified in Section IV.V – Transition and Implementation, to geographically 

http://dhhs.ne.gov/medicaid/Pages/med_providerenrollment.aspx
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demonstrate network capacity. The DBPM must provide updated GEO coding to MLTC quarterly, 
or upon material change or upon request. 
 

e. The DBPM must develop and implement Network Development and Management policies and 
procedure that comply with 42 CFR §438.214(a) and (b). 

 
f. The DBPM must communicate and negotiate with the network regarding contractual and/or 

program changes and requirements. 
 

g. The DBPM must monitor network compliance with policies and rules of MLTC and the DBPM, 
including compliance with all policies and procedures related to the grievance/appeal processes 
and ensuring the member’s care is not compromised during the grievance/appeal processes. 

 
h. The DBPM must evaluate the quality of services delivered by the network. 

 
i. The DBPM must provide or arrange for medically necessary covered services should the network 

become temporarily insufficient within the contracted service area. 
 

j. The DBPM must monitor the adequacy, accessibility and availability of its provider network to 
meet the needs of its members, including the provision of care to members with limited 
proficiency in English. 

 
k. The DBPM must provide training for its providers and maintain records of such training. 

 
l. The DBPM must track and trend provider inquiries/complaints/requests for information and take 

systemic action as necessary and appropriate. 
 

m. The DBPM must ensure that provider calls are acknowledged within three (3) business days of 
receipt; resolve and/or state the result communicated to the provider within thirty (30) calendar 
days of receipt (this does not include inquiries from MLTC). If not resolved in thirty (30) days the 
DBPM must document why the issue goes unresolved; however, the issue must be resolved 
within ninety (90) calendar days. 
 

n. Inquiries from MLTC must be acknowledged by the next business day and the resolution, or 
process for resolution, communicated to MLTC within twenty-four (24) hours. 

 
12. Material Change to Provider Network 
 

a. The DBPM must provide written notice to MLTC, no later than seven (7) business days of any 
network provider contract termination that materially impacts the DBPM’s provider network, 
whether terminated by the DBPM or the provider, and such notice must include the reason(s) for 
the proposed action. A material change includes but is not limited to: 

 
i. Any change that would cause more than five percent (5%) of members to change the 

location where services are received or rendered. 
 

ii. A decrease in the total of individual dental homes by more than five percent (5%). 
 

iii. A loss of any participating specialist which may impair or deny the members’ adequate 
access to providers. 
 

iv. Other adverse changes to the composition of which impair or deny the members’ 
adequate access to providers. 

 
b. The DBPM must also submit, as needed, an assurance when there has been a significant change 

in operations that would affect adequate capacity and services. These changes would include, 
but would not be limited to, changes in expanded services, payments, or eligibility of a new 
population. 
 

c. When the DBPM has advance knowledge that a material change will occur, the DBPM must 
submit a request for approval of the material change in their provider network, including a copy of 
draft notification to affected members, sixty (60) days prior to the expected implementation of the 
change. 
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d. The request must include a description of any short-term gaps identified as a result of the change 
and the alternatives that will be used to fill them. 
 

e. Changes and alternative measures must be within the contractually agreed requirements. The 
DBPM must within thirty (30) calendar days give advance written notice of provider network 
material changes to affected members. The DBPM must notify MLTC of emergency situation and 
submit request to approve material changes. MLTC will act to expedite the approval process. 
 

f. The DBPM must notify MLTC within seven (7) calendar days of any unexpected changes (e.g., a 
provider becoming unable to care for members due to provider illness, a provider dies, the 
provider moves from the service area and fails to notify the DBPM, or when a provider fails 
credentialing or is displaced as a result of a natural or man-made disaster) that would impair its 
provider network [42 CFR §438.207(c)]. The notification must include: 

 
i. Information about how the provider network change will affect the delivery of covered 

services. 
 

ii. The DBPM’s plan for maintaining the quality of member care, if the provider network 
change is likely to affect the delivery of covered services. 

 
13. Coordination with Other Service Providers 

 
The DBPM must encourage network providers and subcontractors to cooperate and communicate with 
other service providers who serve Medicaid members in the coordination and delivery of health care 
services. Such other service providers may include: Heritage Health MCOs; FQHCs and RHCs; dental 
schools; dental hygiene programs; school systems; and non-emergency transportation providers.  

 
J. PROVIDER SERVICES 

 

1. Provider Relations 
 
a. The DBPM must, at a minimum, provide a Provider Relations function to provide support and 

assistance to all providers in their DBPM network. This function must: 
 
i. Be available Monday through Friday from 7:00 am to 5:00 pm (central time) to address 

non-emergency provider issues or requests. 
 

ii. Ensure all providers in the DBPM’s network are provided all rights outlined in the 
DBPM’s provider handbook. 

 
iii. Provide ongoing provider training, respond to provider inquiries and provide general 

assistance to providers regarding program operations and requirements. 
 

iv. Ensure regularly scheduled visits to provider sites, as well as ad hoc visits as 
circumstances dictate. 
 

b. Provider Toll-free Telephone Line 
 
i. The DBPM must operate a toll-free telephone line to respond to provider questions, 

comments and inquiries. 
 

ii. The provider access component of the toll-free telephone line must be staffed between 
the hours of 7:00 am and 7:00 pm (central time) Monday through Friday to respond to 
provider questions in all areas, including but not limited to prior authorization requests, 
provider appeals, provider processes, provider complaints, and regarding provider 
responsibilities. 

 
iii. The DBPM’s call center system must have the capability to track provider call 

management metrics. 
 

iv. After normal business hours, the provider service component of the toll-free telephone 
line must include the capability of providing information regarding normal business hours 
and instructions to verify enrollment for any DBPM member with an emergency or urgent 
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dental condition. This must not be construed to mean that the provider must obtain 
verification before providing emergency/urgent care. 

 
c. Provider Website 

 
i. The DBPM must have a provider website. The provider website may be developed on a 

page within the DBPM’s existing website (such as a portal) to meet these requirements. 
 

ii. The DBPM provider website must include general and up-to-date information about the 
DBPM and the DBP. This must include, but is not limited to: 

 
a) DBPM provider manual. 

 
b) DBPM-relevant MLTC bulletins. 

 
c) Information on upcoming provider trainings. 

 
d) A copy of the provider training manual. 

 
e) Information on the provider grievance system. 

 
f) Information on obtaining prior authorization and referrals.  

 
g) Information on how to contact the DBPM Provider Relations. 

 
iii. The DBPM provider website is considered marketing material and, as such, must be 

reviewed and approved by MLTC in writing within thirty (30) calendar days of the date of 
award. 
 

iv. The DBPM must notify MLTC when the provider website is in place and when any 
approved changes are made. 

 
v. The DBPM must remain compliant with HIPAA and any other (e.g., 42 CFR Part 31, 

Subpart F) applicable privacy and security requirements when providing any member 
eligibility or member identification information on the website. 

 
vi. The DBPM website must be in compliance with the Americans with Disabilities Act, and 

specifically meet all standards the Act sets for people with visual impairments and 
disabilities that make usability a concern, as well as any other applicable laws. 

 
d. Provider Handbook 

 
i. The DBPM must make available to MLTC for approval a provider handbook specific to the 

Nebraska DBP, no later than thirty (30) calendar days from the date of award. 
 

ii. The DBPM may choose not to distribute the provider handbook via regular mail, 
provided it submits a written notification to all providers that explains how to obtain the 
provider handbook from the DBPM’s website. This notification must also detail how the 
provider can request a hard copy from the DBPM at no charge to the provider. 

 
iii. All provider handbooks and bulletins must be in compliance with state and federal laws. 

The provider handbook must serve as a source of information regarding DBPM covered 
services, policies and procedures, statutes, regulations, telephone access, and special 
requirements to ensure all DBPM requirements are met. 

 
iv. At a minimum, the provider handbook must include the following information: 

 
a) Description of the DBPM. 

 
b) Core dental benefits and services the DBPM must provide. 

 
c) Emergency dental service responsibilities. 
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d) Policies and procedures that cover the provider complaint system. This 
information must include, but not be limited to, specific instructions regarding 
how to contact the DBPM to file a provider complaint and which individual(s) 
has the authority to review a provider complaint. 
 

e) Information about the DBPM’s Grievance System, that the provider may file a 
grievance or appeal on behalf of the member with the member’s written 
consent, the time frames and requirements, the availability of assistance in 
filing, the toll-free telephone numbers and the member’s right to request 
continuation of services while utilizing the grievance system. 
 

f) Medical necessity standards as defined by MLTC and practice guidelines.  
 

g) Practice protocols, including guidelines pertaining to the treatment of chronic 
and complex conditions. 
 

h) Dental home responsibilities. 
 

i) Other provider responsibilities under the subcontract with the DBPM.  
 

j) Prior authorization and referral procedures. 
 

k) Dental records standards. 
 

l) Claims submission protocols and standards, including instructions and all 
information necessary for a clean and complete claim and samples of clean 
and complete claims. 
 

m) DBPM prompt pay requirements. 
 

n) Notice that provider complaints regarding claims payment must be sent to the 
DBPM. 
 

o) Quality performance requirements. 
 

p) Provider rights and responsibilities. 
 

v. The DBPM must disseminate bulletins as needed to incorporate any changes to the 
provider handbook. 

 
e. Provider Outreach, Education and Training 

 
i. The DBPM must provide training to all providers and their staff regarding the 

requirements of the contract. The DBPM must make initial training available within thirty 
(30) calendar days of contracting with a provider. 
 

ii. The DBPM must also conduct ongoing training throughout the duration of this contract, 
as deemed necessary by the DBPM or MLTC, in order to ensure compliance with 
program standards and the contract. Training sessions must include, but not be limited 
to:  
 
a) Face-to-face and tele- or web-conference training sessions. 
 
b) Recorded provider training sessions on or available from the DBPM’s website. 

 
c) Documentation of training sessions and attendance, available to MLTC on 

request. 
 

iii. The DBPM must submit a copy of the provider training handbook and training schedule 
to MLTC for review and approval a minimum thirty (30) calendar days from the date of 
award. Any changes to the handbook must be submitted to MLTC a minimum of forty-
five (45) calendar days prior to scheduled changes and dissemination of such changes. 
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iv. The DBPM must develop and offer specialized initial and ongoing training in billing 
procedures, service authorization requirements, and other procedures it deems 
appropriate for network providers who/that have traditionally billed and obtained service 
authorization primarily from Medicaid. MLTC must be advised of these sessions and 
appropriate staff must be allowed to attend at their discretion. 
 

v. The DBPM must develop, establish, and maintain a provider advisory committee. The 
committee must have representation from the major provider organizations in the state, 
as well as individual providers. Whenever feasible, DBPM staff must work collaboratively 
with the provider advisory committee, as well as established provider organizations, to 
create network development and management strategies and procedures. 
 

vi. The DBPM must meet with providers and provider associations on a regular basis and at 
various locations throughout the state. In addition, the DBPM must hold a provider forum 
no less frequently than quarterly, at various locations across the state. The forums must 
be facilitated by the DBPM Executive Director or designee. The purpose of the forums is 
to improve communication between the DBPM and its providers. The forums must be 
open to all providers within the DBPM’s network. The forums must not be the only venue 
by which the DBPM communicates and participates in a discussion and review of the 
issues affecting its provider network. Provider forum meeting agendas and minutes must 
be made available to MLTC on request. The DBPM must report information discussed 
during these meetings and forums to the DBPM’s corporate leadership team and MLTC.  

 
f. Provider-Patient Communication/Anti-Gag Clause 

 
i. Subject to the limitations described in 42 CFR §438.102(a)(2), the DBPM must not 

prohibit or otherwise restrict a health care provider, acting within the lawful scope of 
his/her/its practice, from advising or advocating on behalf of a member, who is a patient 
of the provider, regardless of whether benefits for such care or treatment are provided 
under the contract, for the following: 
 
a) The member’s health status, medical care, or treatment options, including any 

alternative treatment that may be self-administered. 
 

b) Any information the member needs in order to decide among relevant 
treatment options. 
 

c) The risks, benefits, and consequences of treatment or non-treatment. 
 

d) The member’s right to participate in decisions regarding his/her health care, 
including the right to refuse treatment or to express preferences about future 
treatment decisions. 
 

ii. If the DBPM violates the anti-gag provisions set forth in 42 U.S.C. §438.102(a)(1), it will 
be subject to intermediate sanctions. 
 

iii. The DBPM must comply with the provisions of 42 CFR §438.102(a)(1)(ii) concerning the 
integrity of professional advice to members, including no interfering with providers’ 
advice to members and information disclosure requirements related to provider incentive 
plans. 

 
g. Provider Complaint System 

 
i. The DBPM must establish a Provider Complaint System (PCS) for in-network and out-

of-network providers to dispute the DBPM’s policies, procedures, or any aspect of the 
DBPM’s administrative functions. As part of the PCS, the DBPM must: 
 
a) Have dedicated provider relations staff for providers to contact via telephone, 

electronic mail, surface mail, and in person, to ask questions, file a provider 
complaint and resolve problems. 
 

b) Identify a staff person specifically designated to receive and process provider 
complaints. 
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c) Thoroughly investigate each provider complaint using applicable statutory, 
regulatory, contractual and provider subcontract provisions, collecting all 
pertinent facts from all parties and applying the DBPM’s written policies and 
procedures. 
 

d) Ensure that DBPM executives with the authority to require corrective action are 
involved in the provider complaint process as necessary. 
 

ii. The DBPM must have and implement written policies and procedures which detail the 
operation of the PCS. The DBPM must submit its PCS policies and procedures to MLTC 
for review and approval within thirty (30) calendar days of the date of award. The 
policies and procedures must include, at a minimum: 
 
a) Allowing providers thirty (30) calendar days to file a written complaint and a 

description of how providers file complaint with the DBPM and the resolution 
time. 
 

b) A description of how and under what circumstances providers are advised that 
they may file a complaint with the DBPM for issues that are DBPM provider 
complaints and under what circumstances a provider may file a complaint 
directly to MLTC for those decisions that are not a unique function of the 
DBPM. 
 

c) A description of how provider relations staff are trained to distinguish between a 
provider complaint and a member grievance or appeal in which the provider is 
acting on the member’s behalf with the member’s written consent. 
 

d) A process to allow providers to consolidate complaints of multiple claims that 
involve the same or similar payment or coverage issues, regardless of the 
number of individual patients or payment claims included in the bundled 
complaint. 
 

e) A process for thoroughly investigating each complaint using applicable sub-
contractual provisions, and for collecting pertinent facts from all parties during 
the investigation. 
 

f) A description of the methods used to ensure that DBPM executive staff with the 
authority to require corrective action are involved in the complaint process, as 
necessary. 
 

g) A process for giving providers (or their representatives) the opportunity to 
present their cases in person. 
 

h) Identification of specific individuals who have authority to administer the 
provider complaint process. 
 

i) A system to capture, track, and report the status and resolution of all provider 
complaints, including all associated documentation. This system must capture 
and track all provider complaints, whether received by telephone, in person, or 
in writing. 
 

j) A provision requiring the DBPM to report the status of all provider complaints 
and their resolution to MLTC on a monthly basis in the format required by 
MLTC. 
 

iii. The DBPM must include a description of the PCS in the Provider Handbook and include 
specific instructions regarding how to contact the DBPM’s Provider Relations staff; and 
contact information for the person from the DBPM who receives and processes provider 
complaints. 
 

iv. The DBPM must distribute the DBPM’s policies and procedures to in-network providers 
at time of subcontract and to out-of-network providers with the remittance advice. The 
DBPM may distribute a summary of these policies and procedures to providers if the 
summary includes information about how the provider may access the full policies and 
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procedures on the DBPM’s website. This summary must also detail how the in-network 
provider can request a hard copy from the DBPM at no charge to the provider. 

 
K. SUBCONTRACTING REQUIREMENTS 

 

1. As required by 42 CFR §§438.6 and  438.230, the DBPM is responsible for oversight of all subcontractors’ 
performance and must be held accountable for any function and responsibility that it delegates to any 
subcontractor, including, but not limited to:     
 
a. The DBPM must evaluate the prospective subcontractor’s ability to perform the activities to be 

delegated.  
 
b. The DBPM must ensure that the prospective subcontractor is financially stable, according to the 

DBPM’s standards.  
 
c. The DBPM must have a written contract between the DBPM and the subcontractor that specifies 

the activities and reporting responsibilities delegated to the subcontractor; it must provide for 
revoking delegation or imposing other sanctions if the subcontractor's performance is inadequate.  

 
d. The DBPM must monitor the subcontractor’s performance on an ongoing basis and subject it to 

formal review according to a periodic schedule consistent with industry standards. 
 
e. If necessary, the DBPM must identify deficiencies or areas for improvement, and take corrective 

action. 
 

2. The DBPM must submit all subcontracts for the provision of any services under this RFP to MLTC for prior 
review and approval a minimum of ninety (90) calendar days prior to their planned implementation. MLTC 
must have the right to review and approve or disapprove all subcontracts entered into for the provision of 
any services under this RFP.  
 

3. The DBPM must not execute a subcontract with any entity that has been excluded from participation in the 
Medicare and/or Medicaid program pursuant to Section 1128 of the Social Security Act (42 U.S.C. §1320a-
7), or who/which is otherwise barred from participation in the Medicaid or Medicare programs. The DBPM 
must not enter into any relationship with anyone or any entity debarred, suspended, or otherwise excluded 
from participating in procurement activities under the Federal Acquisition Regulation or from non-
procurement activities under regulations issued under Executive Orders.   

 
L. CARE COORDINATION 

 

1. Care Transition 
 
In the event a member is receiving medically necessary covered dental services the day before the 
effective date of this contract, the DBPM must authorize the continuation of services without any form or 
prior approval and regardless of whether the services are being provided by a provider within or outside 
the DBPM’s provider network. In order to ensure uninterrupted service delivery, the DBPM must accept 
authorization files from MLTC or its designee as directed to identify enrollees for whom prior approvals 
were issued prior to the effective date of this contract. The DBPM must accept and honor those prior 
approvals for the first ninety (90) days of this contract.   

 
2. DBPM and MCO Coordination 

 
a. The DBPM must designate a staff member to serve as the lead for coordination of services with 

each MCO. This staff member’s contact information must be shared with the MCOs. 
 

b. With respect to specific enrollee services, resolution of problems must be carried out between the 
MCO coordinator and the DBPM coordinator. Should systemic issues arise, the DBPM must 
make every reasonable effort to resolve the issue with the respective MCO. In the event that such 
issues cannot be resolved, the MCO and the DBPM must meet with MLTC to reach final 
resolution of matters involved. Final resolution of system issues must occur within ninety (90) 
days from referral to MLTC. 

 
M. QUALITY MANAGEMENT 

 

1. Quality Assessment and Performance Improvement (QAPI) Program 
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a. The DBPM must establish and implement a Quality Assessment and Performance Improvement 

(QAPI) program, as described in 42 CFR §438.330 to: 
 
i. Objectively and systematically monitor and evaluate the quality and appropriateness of 

care and services and promote improved patient outcomes through monitoring and 
evaluation activities. 
 

ii. Incorporate improvement strategies that include, but are not limited to: 
 
a) Performance improvement projects. 

 
b) Dental record audits. 

 
c) Performance measures. 

 
d) Surveys. 

 
iii. Detect underutilization and overutilization of services. 

 
iv. Assess the quality and appropriateness of dental care furnished to enrollees with special 

healthcare needs. 
 

b. The QAPI Program’s written policies and procedures must address components of effective 
healthcare management and define processes for ongoing monitoring and evaluation that will 
promote quality of care. High risk and high volume areas of patient care should receive priority in 
selection of QAPI activities. 
 

c. The QAPI Program must define and implement improvements in processes that enhance clinical 
efficiency, provide effective utilization, and focus on improved outcome management achieving 
the highest level of success. 
 

d. The DBPM must submit its QAPI Program description to MLTC for written approval within sixty 
(60) calendar days prior to the contract start date. 
 

e. The DBPM’s governing body must oversee and evaluate the impact and effectiveness of the 
QAPI Program. The role of the DBPM’s governing body must include providing strategic direction 
to the QAPI Program, as well as ensuring the QAPI Program is incorporated into the operations 
throughout the DBPM. 
 

2. QAPI Committee  
 
a. The DBPM must form a QAPI Committee that must, at a minimum include: 

 
i. The DBPM Dental Director must serve as either the chairman or co-chairman. 

 
ii. DBPM staff representing the various departments of the organization will have 

membership on the committee. 
 

iii. The DBPM is encouraged to include a member advocate representative on the QAPI 
Committee. 
 

b. QAPI Committee Responsibilities 
 
i. The committee must: 

 
a) Meet on a quarterly basis. 

 
b) Direct and review quality improvement (QI) activities. 

 
c) Ensure than QAPI activities are implemented throughout the DBPM. 

 
d) Review and suggest new and or improved QI activities. 
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e) Direct task forces and committees to review areas of concern in the provision of 
healthcare services to members. 
 

f) Designate evaluation and study design procedures. 
 

g) Conduct individual dental home and dental home practice quality performance 
measure profiling. 
 

h) Report findings to appropriate executive authority, staff, and departments within 
the DBPM. 
 

i) Direct and analyze periodic reviews of members’ service utilization patterns. 
 

j) Maintain minutes of all committee and sub-committee meetings and submit a 
summary of the meeting minutes to MLTC with other quarterly reports. 
 

k) Report an evaluation of the impact and effectiveness of the QAPI Program to 
MLTC annually. This report must include, but is not limited to, all care 
management activities. 
 

c. QAPI Work Plan 
 
The QAPI Committee must develop and implement a written QAPI plan which incorporates the 
strategic direction provided by the governing body. The QAPI plan must be submitted to MLTC 
within sixty (60) calendar days prior to the contract start date, by the DBPM and annually 
thereafter, and prior to revisions. The QAPI plan, at a minimum, must: 
 
i. Reflect a coordinated strategy to implement the QAPI Program, including planning, 

decision making, intervention and assessment of results. 
 

ii. Include processes to evaluate the impact and effectiveness of the QAPI Program. 
 

iii. Include a description of the DBPM staff assigned to the QAPI Program, their specific 
training, how they are organized, and their responsibilities. 
 

iv. Describe the role of its providers in giving input to the QAPI Program. 
 

d. QAPI Reporting Requirements 
 
i. The DBPM must submit QAPI reports annually to MLTC which, at a minimum, must 

include: 
 
a) Quality improvement (QI) activities. 

 
b) Recommended new and/or improved QI activities. 

 
c) Evaluation of the impact and effectiveness of the QAPI program. 

 
ii. MLTC reserves the right to request additional reports as deemed necessary. MLTC will 

notify the DBPM of additional required reports no less than sixty (60) days prior to due 
date of those reports. 
 

3. Performance Measures 
 
a. The DBPM must report clinical and administrative performance measure (PM) data on at least an 

annual basis, as specified by MLTC. 
 
i. The DBPM must report on PMs listed in Attachment 6 – Performance Measures which 

include, but are not limited to, Healthcare Effectiveness Data and Information Set 
(HEDIS) measures, CMS measures, Dental Quality Alliance (DQA) measures, and other 
measures as determined by MLTC. 
 

ii. The DBPM must have processes in place to monitor and report all performance 
measures. 
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iii. Clinical PM outcomes must be submitted to MLTC at least annually and upon MLTC 

request. 
 

iv. Administrative PMs must be submitted to MLTC at least quarterly and upon MLTC 
request.  
 

v. The reports and data must demonstrate adherence to clinical practice guidelines and 
must demonstrate changes in patient outcomes. 
 

vi. Performance measures may be used to create Performance Improvement Projects (PIP) 
which are the DBPM’s activities to design, implement and sustain systematic 
improvements based on their own data. 
 

b. Performance Measures Reporting 
 
i. All Administrative PMs are reporting measures. 

 
a) Administrative measure reporting is required at least quarterly and upon 

MLTC’s request. 
 

b) Clinical Performance measures must be reported at least annually and upon 
MLTC request 12 months after services begin. 
 

ii. MLTC may add or remove PM reporting requirements with a sixty (60) day advance 
notice. 

 
c. Performance Indicator Reporting Systems 

 
i. The DBPM must utilize MLTC-approved systems, operations, and performance 

monitoring tools and/or automated methods for monitoring. Access to such systems and 
tools must be granted to MLTC as needed for oversight. 
 

ii. The monitoring tools and reports must be flexible and adaptable to changes in the 
quality measurements required by MLTC.  

 
iii. The DBPM must provide individual dental home clinical quality profile reports. 

 
d. Performance Measure Monitoring 

 
i. MLTC will monitor the DBPM’s performance using national performance benchmarks, 

identified in Attachment 6, and other benchmarks identified by MLTC. 
 

ii. During the course of the contract, MLTC or its designee must communicate with the 
DBPM regarding the data and reports received as well as meet with representatives of 
the DBPM to review the results of performance measures. 
 

iii. The DBPM must comply with the EQR review of the QAPI Committee meeting minutes 
and annual dental audits to ensure that it provides quality and accessible healthcare to 
DBPM members, in accordance with standards contained in the contract. Such audits 
must allow MLTC or its duly authorized representative to review individual dental 
records, identify and collect management data, including but not limited to, surveys and 
other information concerning the use of services and the reasons for member 
disenrollment. 

 
iv. The standards by which the DBPM must be surveyed and evaluated will be at the sole 

discretion and approval of MLTC. If deficiencies are identified, the DBPM must formulate 
a CAP incorporating a timetable within which it will correct deficiencies identified by such 
evaluations and audits. MLTC must prior approve the CAP and will monitor the DBPM's 
progress in correcting the deficiencies. 
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e. Performance Measure Corrective Action Plan 
 
i. A CAP must be required for performance measures that do not reach the Department’s 

performance benchmark. 
 
ii. The DBPM must submit a CAP, within thirty (30) calendar days of the date of notification 

or as specified by MLTC, for the deficiencies identified by MLTC. 
 

iii. Within thirty (30) calendar days of receiving the CAP, MLTC will either approve or 
disapprove the CAP. If disapproved, the DBPM must resubmit, within fourteen (14) 
calendar days, a new CAP that addresses the deficiencies identified by MLTC. 
 

iv. Upon approval of the CAP, whether the initial CAP or the revised CAP, the  
DBPM must implement the CAP within the time frames specified by MLTC. 

 
v. MLTC may impose liquidated damages and/or sanctions pending attainment of 

acceptable quality of care. 
 

4. Performance Improvement Projects 
 
a. The DBPM must conduct a minimum of one clinical and one non-clinical PIP. PIPs must meet all 

relevant CMS requirements and be approved by MLTC prior to implementation.   
 

b. PIPs must be addressed in the DBPM’s annual QAPI Program Description, Work Plan, and 
Program Evaluation. The DBPM must report the status and results of each project to MLTC as 
outlined in the Quality Strategy.  PIPs must comply with CMS requirements, including: 

 
i. A clear study topic and question as determined or approved by MLTC.  

 
ii. Clear, defined, and measurable goals and objectives that the DBPM can achieve in each 

year of the project. 
 

iii. A study population. 
 

iv. Measurements of performance using quality indicators that are objective, measurable, 
clearly defined, and allow tracking of performance over time.  The DBPM must use a 
methodology based on accepted research practices to ensure an adequate sample size 
and statistically valid and reliable data collection practices. The DBPM must use 
measures that are based on current scientific knowledge and clinical experience. 
Qualitative or quantitative approaches may be used as appropriate. 
 

v. The methodology for evaluation of findings from data collection. 
 

vi. Implementation of system interventions to achieve quality improvement. 
 

vii. A methodology for the evaluation of the effectiveness of the chosen interventions.  
 

viii. Documentation of the data collection methodology used (including sources) and steps 
taken to ensure the data is valid and reliable. 
 

ix. Planning and initiation of activities for increasing and sustaining improvement. 
 

c. The DBPM must submit to MLTC the status or results of its PIPs in its annual QAPI Program 
Evaluation. Next steps must also be addressed, as appropriate, in the QM Program Description 
and Work Plan.  
 

d. The DBPM must implement the PIP recommendations on approval by MLTC and the QAPI 
committee. 
 

e. Each PIP must be completed in a reasonable time period to allow the results to guide its quality 
improvement activities. Information about the success and challenges of PIPs must be also 
available to MLTC for its annual review of the DBPM’s quality assessment and performance 
improvement program [42 CFR §438.330(d)]. 
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f. CMS, in consultation with the State and other stakeholders, may specify additional performance 
measures and PIPs to be undertaken by the DBPM. 
 

g. MLTC reserves the right to request additional reports from the DBPM. The DBPM will be notified 
of additional reporting requirements no less than thirty (30) calendar days prior to the due date of 
a report.   

 
5. Annual Member Satisfaction Survey 

 
a. The DBPM must conduct annual Consumer Assessment of Healthcare Providers and 

Subsystems (CAHPS) surveys and methodology to assess the quality and appropriateness of 
care to members each contract year. 
 

b. Survey results and a description of the survey process must be reported to MLTC separately for 
each required CAHPS survey. 
 

c. The survey must be administered to a statistically valid random sample of clients who are 
enrolled in the DBPM at the time of the survey.  
 

d. The surveys must provide valid and reliable data for results statewide and by parish. 
 

e. Analyses must provide statistical analysis for targeting improvement efforts and comparison to 
national and state benchmark standards. 
 

f. The most current CAHPS DBPM Survey for Medicaid enrolled individuals must be used and 
include: 
 
i. Getting Needed Care 

 
ii. Getting Care Quickly 

 
iii. How Well Providers Communicate 

 
iv. DBPM Customer Service 

 
v. Global Ratings 

 
vi. Member Satisfaction Survey Reports are due one hundred, twenty (120) calendar days 

after the end of the contract year. 
 

6. Provider Satisfaction Surveys 
 
a. The DBPM must conduct an annual provider survey to assess satisfaction with provider 

enrollment, provider communication, provider education, provider complaints, claims processing, 
claims reimbursement, and utilization management processes. The Provider Satisfaction survey 
tool and methodology must be submitted to MLTC for approval prior to administration. 
 

b. The DBPM must submit an annual Provider Satisfaction Survey Report that summarizes the 
survey methods and findings and provides analysis of opportunities for improvement. Provider 
Satisfaction Survey Reports are due one hundred, twenty (120) days after the end of the plan 
year. 
 

7. MLTC Oversight of Quality 
 
a. MLTC must evaluate the DBPM’s QAPI, PMs, and PIPs at least one (1) time per year at dates to 

be determined by MLTC, or as otherwise specified by the contract. 
 

b. If MLTC determines that the DBPM’s quality performance is not acceptable, the DBPM must 
submit a CAP for each unacceptable performance measure. If the DBPM fails to provide a CAP 
within the time specified, MLTC will sanction the DBPM in accordance with the provisions of 
sanctions set forth in the contract. 
 

c. Based on unacceptable performance, MLTC may impose sanctions or terminate the contract. 
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d. The DBPM must cooperate with MLTC, the External Quality Review Organization (EQRO), and 
any other MLTC designees during monitoring. 

 
8. External Quality Review 

 
a. The DBPM is subject to annual, external, independent reviews of the quality outcomes of, 

timeliness of, and access to, services covered under the contract, per 42 CFR §438.350. The 
EQR is conducted by MLTC’s contracted EQRO or other designee.  The EQR will include, but is 
not be limited to, annual operational reviews, PIP assessments, encounter data validation, 
focused studies, and other tasks requested by MLTC. 
 

b. The DBPM must provide the necessary information requested for these reviews, provide working 
space and internet access for EQRO staff, and make its staff available for interviews. 

 
N. UTILIZATION MANAGEMENT 

 
1. The DBPM must develop and maintain policies and procedures with defined structures and processes for 

a Utilization Management (UM) program that incorporates Utilization Review and Service Authorization, 
which include, at minimum, procedures to evaluate medical necessity and the process used to review and 
approve the provision of dental services. The DBPM must submit an electronic copy of the UM policies 
and procedures to MLTC for written approval within thirty (30) calendar days from the date of award, 
annually thereafter, and prior to any revisions. 
 

2. The UM Program policies and procedures must meet all NCQA standards or equivalent and include 
medical management criteria and practice guidelines that: 
 
a. Are adopted in consultation with a contracting dental care professionals. 

 
b. Are objective and based on valid and reliable clinical evidence or a consensus of dental care 

professionals in the particular field. 
 

c. Are considering the needs of the members. 
 

d. Are reviewed annually and updated periodically as appropriate. 
 

3. The policies and procedures must include, but not be limited to: 
 
a. The methodology utilized to evaluate the medical necessity, appropriateness, efficacy, or 

efficiency of dental care services. 
 

b. The data sources and clinical review criteria used in decision making. 
 

c. The appropriateness of clinical review must be fully documented. 
 

d. The process for conducting informal reconsiderations for adverse determinations. 
 

e. Mechanisms to ensure consistent application of review criteria and compatible decisions. 
 

f. Data collection processes and analytical methods used in assessing utilization of dental care 
services. 
 

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

5. The DBPM must identify the source of the dental management criteria used for the review of service 
authorization requests, including but not limited to: 
 
a. The vendor must be identified if the criteria were purchased. 

 
b. The association or society must be identified if the criteria are developed/recommended or 

endorsed by a national or state dental care provider association or society. 
 

c. The guideline source must be identified if the criteria are based on national best practice 
guidelines. 



 Page 83  SPB RFP Revised: 01/29/2016 
 

 
d. The individuals who will make medical necessity determinations must be identified if the criteria 

are based on the dental/medical training, qualifications, and experience of the DBPM Dental 
Director or other qualified and trained professionals. 
 

6. UM Program dental management criteria and practice guidelines must be disseminated to all affected 
providers, and members upon request. Decisions for utilization management, enrollee education, coverage 
of services, and other areas to which the guidelines apply should be consistent with the guidelines. 
 

7. The DBPM must have written procedures listing the information required from a member or dental care 
provider in order to make medical necessity determinations. Such procedures must be given verbally to 
the covered person or healthcare provider when requested. The procedures must outline the process to be 
followed in the event the DBPM determines the need for additional information not initially requested. 
 

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

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

10. The DBPM must make medical necessity determinations that are consistent with the parameters in this 
Section. 
 

11. The DBPM must submit written policies and processes for MLTC approval, within thirty (30) calendar days 
from the date of award, on how the core dental benefits and services the DBPM provides ensure: 
 
a. The prevention, diagnosis, and treatment of health impairments. 

 
b. The ability to achieve age-appropriate growth and development. 

 
c. The ability to attain, maintain, or regain functional capacity. 

 
12. The DBPM must identify the qualification of staff who will determine medical necessity. 

 
13. Determinations of medical necessity must be made by qualified and trained practitioners in accordance 

with state and federal regulations. 
 

14. The DBPM must ensure that only licensed clinical professionals with appropriate clinical expertise in the 
treatment of a member’s condition or disease must determine service authorization request denials or 
authorize a service in an amount, duration or scope that is less than requested. 
 

15. The individual(s) making these determinations must have no history of disciplinary action or sanctions; 
including loss of staff privileges or participation restrictions, that have been taken or are pending by any 
hospital, governmental agency or unit, or regulatory body that raise a substantial question as to the clinical 
peer reviewer’s physical, mental, or professional or moral character. 
 

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

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

18. The DBPM must ensure that compensation to individuals or entities that conduct UM activities is not 
structured to provide incentives for the individual or entity to deny, limit, or discontinue medically necessary 
covered services to any member in accordance with 42 CFR §438.6, 42 CFR §422.208, and 42 CFR 
§422.210. 
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19. The DBPM must report fraud and abuse information identified through the UM program to MLTC’s 

Program Integrity Unit in accordance with 42 CFR §455.1(a)(1). 
 

20. In accordance with 42 CFR §456.111 and §456.211, the DBPM Utilization Review plan must provide that 
each enrollee's record includes information needed for the UR committee to perform UR required under 
this section. This information must include, but not limited to the following: 
 
a. Identification of the enrollee. 

 
b. The name of the enrollee's dentist. 

 
c. Date of admission, and dates of application for and authorization of Medicaid benefits if 

application is made after admission. 
 

d. The plan of care required under 42 CFR §456.80 and §456.180; 
 

e. Initial and subsequent continued stay review dates described under 42 CFR §456.128, §456.133; 
§456.233 and §456.234. 
 

f. Date of operating room reservation, if applicable. 
 

g. Justification of emergency admission, if applicable. 
 

21. Utilization Management Committee 
 
a. The UM program must include a Utilization Management (UM) Committee that integrates with 

other functional units of the DBPM as appropriate and supports the QAPI Program (refer to the 
Quality Management subsection for details regarding the QAPI Program). 
 

b. The UM Committee must provide utilization review and monitoring of UM activities of both the 
DBPM and its providers and is directed by the DBPM Dental Director. The UM Committee must 
convene no less than quarterly and must submit a summary of the meeting minutes to MLTC with 
other quarterly reports. UM Committee responsibilities include: 
 
i. Monitoring providers’ requests for rendering healthcare services to its members. 

 
ii. Monitoring the dental appropriateness and necessity of healthcare services provided to 

its members utilizing provider quality and utilization profiling. 
 

iii. Reviewing the effectiveness of the utilization review process and making changes to the 
process as needed. 
 

iv. Approving policies and procedures for UM that conform to industry standards, including 
methods, timelines and individuals responsible for completing each task. 
 

v. Monitoring consistent application of “medical necessity” criteria. 
 

vi. Application of clinical practice guidelines; 
 

vii. Monitoring over- and under-utilization. 
 

viii. Review of outliers. 
 
ix. Dental Record Reviews. 

 
c. Dental record reviews must be conducted to ensure that Dental Homes provide high quality 

healthcare that is documented according to established industry standards. The DBPM must 
establish and distribute to providers standards for record reviews that include all dental record 
documentation requirements addressed in the contract. 
 

d. The DBPM must maintain a written strategy for conducting dental record reviews, reporting 
results, and the corrective action process. The strategy must be provided within thirty (30) 
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calendar days from the date of award for MLTC review and approval, and annually thereafter. 
The strategy must include, but not limited to, the following: 
 
i. Designated staff to perform this duty. 

 
ii. The method of case selection. 

 
iii. The anticipated number of reviews by practice site. 

 
iv. The tool the DBPM must use to review each site. 

 
v. How the DBPM must link the information compiled during the review to other DBPM 

functions (e.g. QI, credentialing, peer review, etc.) 
 

e. The DBPM must conduct reviews at all primary dental services providers that have treated more 
than 100 unduplicated members in a calendar year, including individual offices and large group 
facilities. The DBPM must review each site at least one (1) time during each five (5) year period. 
 

f. The DBPM must review a reasonable number of records, in a random process, at each site to 
determine compliance. A minimum of ten percent (10%) or up to ten (10) records per site must be 
reviewed. 
 

g. The DBPM must report the results of all record reviews to MLTC quarterly with an annual 
summary. 
 

22. Utilization Management Reports 
 
The DBPM must submit reports as specified in Attachment 5 – Reporting Requirements. MLTC reserves 
the right to request additional reports as deemed by MLTC. MLTC will make every effort to notify the 
DBPM of additional required reports no less than thirty (30) calendar days prior to due date of those 
reports. However, there may be occasions the DBPM will be required to produce reports in a shorter time 
frame. 

 
23. Service Authorization 

 
a. Service authorization includes, but is not limited to, prior authorization. 

 
b. The DBPM UM Program policies and procedures must include service authorization policies and 

procedures consistent with 42 CFR §438.210 and state laws and regulations for initial and 
continuing authorization of services that include, but are not limited to, the following: 
 
i. Written policies and procedures for processing requests for initial and continuing 

authorizations of services, where a provider does not request a service in a timely 
manner or refuses a service. 
 

ii. Mechanisms to ensure consistent application of review criteria for authorization 
decisions and consultation with the requesting provider as appropriate. 
 

iii. Requirement that any decision to deny a service authorization request or to authorize a 
service in an amount, duration, or scope that is less than requested is made by the 
DBPM Dental Director. 
 

iv. Provide a mechanism in which a member may submit, whether oral or in writing, a 
service authorization request for the provision of services. This process must be 
included in its member manual and incorporated in the grievance procedures. 
 

v. The DBPM's service authorization system must provide the authorization number and 
effective dates for authorization to participating providers and applicable non-
participating providers. 
 

vi. The DBPM’s service authorization system must have capacity to electronically store and 
report all service authorization requests, decisions made by the DBPM regarding the 
service requests, clinical data to support the decision, and time frames for notification of 
providers and members of decisions. 
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c. The DBPM must not deny continuation of higher level services for failure to meet medical 

necessity unless the DBPM can provide the service through an in-network or out-of-network 
provider at a lower level of care. 
 

24. Timing of Service Authorization Decisions 
 
a. Standard Service Authorization 

 
i. The DBPM must make eighty percent (80%) of standard service authorization 

determinations within two (2) business days of obtaining appropriate dental information 
that may be required regarding a proposed admission, procedure, or service requiring a 
review determination. Standard service authorization determinations must be made no 
later than fourteen (14) calendar days following receipt of the request for service unless 
an extension is requested. The DBPM must maintain documentation system to report to 
MLTC on a monthly basis all service authorizations provided in the format specified by 
MLTC. 
 

ii. An extension may be granted for an additional fourteen (14) calendar days if the 
member or the provider or authorized representative requests an extension or if the 
DBPM justifies to MLTC a need for additional information and the extension is in the 
member’s best interest. In no instance must any determination of standard service 
authorization be made later than twenty-five (25) calendar days from receipt of the 
request. 
 

b. Expedited Service Authorization 
 
i. In the event a provider indicates, or the DBPM determines, that following the standard 

service authorization timeframe could seriously jeopardize the member’s life or health or 
ability to attain, maintain, or regain maximum function, the DBPM must make an 
expedited authorization decision and provide notice as expeditiously as the member’s 
health condition requires, but no later than seventy-two (72) hours after receipt of the 
request for service. 
 

c. Post Authorization 
 
i. The DBPM may extend the seventy-two (72) hour time period by up to fourteen (14) 

calendar days if the member or if the DBPM justifies to MLTC a need for additional 
information and how the extension is in the member’s best interest. 
 

ii. The DBPM must make retrospective review determinations within thirty (30) calendar 
days of obtaining the results of any appropriate dental or medical information that may 
be required, but in no instance later than one hundred, eighty (180) calendar days from 
the date of service. 
 

iii. The DBPM must not subsequently retracts its authorization after services have been 
provided or reduce payment for an item or service furnished in reliance upon previous 
service authorization approval, unless the approval was based upon a material omission 
or misrepresentation about the member’s health condition made by the provider. 
 

d. Timing of Notice 
 
i. Approval 

 
a) For service authorization approval for a non-emergency admission, procedure 

or service, the DBPM must notify the provider of as expeditiously as the 
member’s health condition requires but not more than one (1) business day of 
making the initial determination and must provide documented confirmation of 
such notification to the provider within two (2) business days of making the 
initial certification. 
 

b) For service authorization approval for extended stay or additional services, the 
DBPM must notify the provider rendering the service, whether a healthcare 
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professional or facility or both, and the member receiving the service within one 
(1) business day of the service authorization approval. 
 

ii. Adverse Action 
 
a) The DBPM must notify the member, in writing using language that is easily 

understood, of decisions to deny a service authorization request, to authorize a 
service in an amount, duration, or scope that is less than requested, and/or any 
other action as defined in this RFP. The notice of action to members must be 
consistent with requirements in 42 CFR §438.10(c) and (d), 42 CFR 
§438.404(c), and 42 CFR §438.210(b)(c)(d) and in this RFP for member written 
materials. 
 

b) The DBPM must notify the requesting provider of a decision to deny an 
authorization request or to authorize a service in an amount, duration, or scope 
that is less than requested. 

 
iii. Informal Reconsideration 

 
a) As part of the DBPM appeal procedures, the DBPM must include an Informal 

Reconsideration process that allows the member a reasonable opportunity to 
present evidence, and allegations of fact or law, in person as well as in writing. 
 

b) In a case involving an initial determination, the DBPM must provide the 
member or a provider acting on behalf of the member and with the member’s 
written consent an opportunity to request an informal reconsideration of an 
adverse determination by the dentist or clinical peer making the adverse 
determination. 
 

c) The informal reconsideration should occur within one (1) business day of the 
receipt of the request and should be conducted between the provider rendering 
the service and the DBPM’s dentist authorized to make adverse determinations 
or a clinical peer designated by the Dental Director if the dentist who made the 
adverse determination cannot be available within one (1) business day. The 
Informal Reconsideration will in no way extend the 30 day required timeframe 
for a Notice of Appeal Resolution. 

 
iv. Exceptions to Requirements 

 
a) The DBPM must not require service authorization for emergency dental 

services as described in this Section whether provided by an in-network or out-
of-network provider. 
 

b) The DBPM must not require service authorization or referral for EPSDT dental 
screening services. 
 

c) The DBPM must not require service authorization for the continuation of 
covered services of a new member transitioning into the DBPM, regardless of 
whether such services are provided by an in-network or out-of-network 
provider, however, the DBPM may require prior authorization of services 
beyond thirty (30) calendar days. 
 

 
O. PROGRAM INTEGRITY 

 

1. General Requirements 
 
a. The DBPM must comply with all State and Federal laws and regulations relating to Fraud, Waste 

and Abuse (FWA) in the Medicaid program, including but not limited to 42 CFR. 
 

b. The Nebraska Medicaid Program Integrity Unit (NMPI) is the entity within MLTC charged with 
identifying and investigating allegations of FWA and erroneous payments. 
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c. The Medicaid Fraud and Patient Abuse Unit (MFPAU), of the Nebraska Attorney General’s office, 
has primary responsibility to investigate and prosecute provider fraud for the Nebraska Medicaid 
program. 
 

d. The DBPM must certify that all statements, reports, and claims, financial and otherwise, are true, 
accurate, and complete. The DBPM must not submit for payment purposes those claims, 
statements, or reports that it knows, or has reason to know, are not properly prepared or payable 
pursuant to Federal and State law, applicable regulations, its contract with MLTC, and MLTC 
policy.  
 

e. The DBPM must immediately report to NMPI any suspicion or knowledge of fraud including, but 
not limited to, the false or fraudulent filings of claims and the acceptance of or failure to return 
reimbursement for claims known to be fraudulent. 
 

f. The DBPM must pursue all recovery of payments identified as FWA or erroneous and reflect the 
recovery on the claim record.  In the event that the DBPM does not pursue all recoveries, 
including third-party liability (TPL), MLTC will pursue them and recoup the money. 
 

g. In accordance with 42 CFR §433 and MLTC policies and procedures, the DBPM must report 
overpayments made by MLTC to the DBPM as well as overpayments made by the DBPM to a 
provider or subcontractor. 
 

h. The DBPM, as well as its subcontractors and providers, whether contracted or non-contracted, 
must comply with all Federal requirements (42 CFR §455) about disclosure reporting. All tax-
reporting provider entities that bill or receive Nebraska Medicaid funds as a result of this contract 
must submit routine disclosures in accordance with timeframes specified in 42 CFR §455(B), 
including at the time of initial contracting, contract renewal, within 45 calendar days of any change 
to the information on the disclosure form, a minimum of annually, and at any time on request.  
 

i. The DBPM must require that all its providers and subcontractors take all the necessary actions to 
permit the DBPM to comply with the FWA and erroneous payments requirements included in this 
RFP, its contract with MLTC, and State and Federal regulations. To the extent that the DBPM 
delegates oversight responsibilities to a third party, the DBPM must require that the third party 
complies with all provisions of the contract relating to FWA and erroneous payments. Although all 
providers with whom the DBPM contracts are enrolled in the Medicaid program and subject to its 
regulations, the DBPM agrees to require, via contract, that those providers comply with 
regulations and any enforcement actions directly initiated by MLTC under its regulations, 
including but not limited to, termination and restitution. 
 

j. The DBPM must have a FWA and erroneous payments unit within the organization comprised of 
experienced staff members. The unit’s primary purpose is to prevent, detect, investigate, and 
report suspected FWA and erroneous payments that may be committed by network providers, 
members, employees, or other third parties with whom/which the DBPM contracts.   
 

k. The DBPM and its employees must cooperate fully with centralized oversight agencies 
responsible for FWA and erroneous payments detection and prosecution activities. This 
cooperation must include providing access to all necessary case information, computer files, and 
appropriate staff. In addition, this cooperation may include participating in periodic FWA and 
erroneous payments training sessions, meetings, and joint reviews of network providers or 
members. The DBPM must participate in the quarterly Nebraska Health Care Fraud Task force 
meeting by sending one of its dedicated FWA staff. 
 

l. The DBPM must cooperate fully in any investigation or prosecution by any duly authorized 
government agency, whether administrative, civil, or criminal. This cooperation must include 
providing, on request, information, access to records, and access to interview the DBPM’s 
employees and consultants, including but not limited to those with expertise in program 
administration, medical or pharmaceutical issues, or any other matter related to the investigation. 

 
m. MLTC will not transfer its law enforcement functions to the DBPM. 

 
n. When NMPI requests access to or copies of any records or data maintained by the DBPM or its 

providers, the response must be in the form and manner and by the due date requested by NMPI. 
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o. The DBPM must confirm in writing, by completing a form that MLTC will provide during the 
readiness review and on an annual basis during the duration of the contract that the DBPM’s 
Compliance Officer(s) understand all requirements related to the DBPM’s receipt of State and 
Federal funds. The DBPM must confirm that its officers understand that they are subject to 
criminal prosecution, civil action, or administration actions for any intentional false statements or 
other fraudulent conduct related to their contractual obligations.   
 

p. NMPI will seek all appropriate remedies for fraud, abuse and violation of law if it determines that 
the DBPM, a provider, employee, or subcontractor has committed fraud or abuse as defined in 
this contract, or has otherwise violated applicable law. 

 
2. Policies and Procedures 

 
a. The DBPM must have policies and procedures that are designed to prevent, reduce, detect, 

correct, and report known or suspected FWA and erroneous payments in accordance with State 
and Federal requirements and its contract with the State. Requirements for these policies and 
procedures are described in this section. 

 
b. All FWA and erroneous payment policies, and the designation of the compliance officer and 

committee must be submitted to MLTC for review and approval a minimum of 45 calendar days 
prior to the contract start date and a minimum of thirty (30) calendar days prior to the intended 
implementation of any material changes. The DBPM’s submission of new or revised policies and 
procedures for review and approval by MLTC will not void any existing policies and procedures 
that have been approved by MLTC previously. Unless otherwise required by law, the DBPM may 
continue to operate under existing policies and procedures until MLTC approves the new or 
revised policies for prospective application. The DBPM must develop and use a certification 
process that demonstrates the policies and procedures were reviewed and approved by the 
DBPM’s senior management. 

 
c. To remain in compliance with its contract with MLTC, the DBPM must comply with current FWA 

and erroneous payments policies and procedures. 
 

3. Prohibited Affiliations  
 
a. In accordance with 42 CFR §438.610, a DBPM may not knowingly have a relationship with and 

must have a proactive method to prevent the following relationship(s): 
 

i. An individual or entity who/that is debarred, suspended, or otherwise excluded from 
participating in procurement activities under the Federal Acquisition Regulation or from 
participating in non-procurement activities under regulations issued under Executive 
Order No. 12549 or under guidelines implementing Executive Order No. 12549;  

 
ii. An individual or entity who is an affiliate, as defined in the Federal Acquisition 

Regulation, of: 
 

a) A director, officer, or partner of the DBPM. 
 

b) A person with beneficial ownership of 5% or more of DBPM equity. 
 

c) A person or entity with an employment, consulting, or other arrangement with 
the DBPM under its contract with the State. 

 
iii. Any individual or entity excluded for cause from participation in any state Medicaid 

program or the Medicare program. 
 

iv. Any individual or entity listed on the Federal System for Award Management, the Office 
of Inspector General’s (OIG) List of Excluded Individuals and Entities database, or the 
Nebraska Medicaid Excluded Providers list. 

 
b. The DBPM must conduct a search of the then-current version of these lists monthly to capture 

exclusions and reinstatements that have occurred since the previous search.  
 
c. When the DBPM identifies a relationship with a debarred or excluded individual or entity, it must 

report it to NMPI within three (3) business days. The DBPM must initiate efforts to sever the 
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relationship with the debarred or excluded individual or entity immediately. Any individual or entity 
that employs or contracts with an excluded provider/individual cannot claim reimbursement from 
Medicaid for any items or services furnished, authorized, or prescribed by the excluded provider 
or individual. This prohibition applies even when the Medicaid payment itself is made to another 
provider who is not excluded. For example, a pharmacy that fills a prescription written by an 
excluded provider for a Medicaid beneficiary cannot claim reimbursement from Medicaid for that 
prescription. 

 
d. If MLTC finds the DBPM is not in compliance with these requirements, NMPI will notify the 

Federal DHHS Secretary of noncompliance and may not renew or otherwise extend the duration 
of the existing contract with the DBPM unless the Secretary provides to the State and to the 
Congress a written statement describing the compelling reasons that support renewing the 
contract. 

 
4. Excluded Providers 

 
The DBPM may not contract with or reimburse providers that are excluded by the Medicare, Medicaid, or 
Children’s Health Insurance Programs (CHIP). 

 
5. Federal Financial Participation 

 
Federal financial participation (FFP) is not available for: 
 
a. Funds paid to providers excluded by the Medicare, Medicaid, or CHIP. The DBPM is responsible 

for the return of any money paid for services provided by an excluded provider.  
 
b. Payments made to a provider or fiscal agent that fails to disclose ownership or control 

information. 
 
c. Expenditures for services furnished by providers who/that fail to comply with a request made by 

the Federal DHHS Secretary or MLTC. As applicable, FFP will be denied for expenditures for 
services furnished beginning the day following the date the information was due to the Federal 
DHHS Secretary or MLTC and ending on the day before the date the information was supplied. 

 
6. The DBPM and  MFPAU 

 
a. The DBPM and the DBPM’s subcontractors or providers, whether contracted or non-contracted, 

must make available to MFPAU, on request or as required by this contract, State or Federal law, 
any and all administrative, financial, or medical records relating to the delivery of services for 
which Nebraska Medicaid funds are expended.  

 
b. The DBPM must comply promptly with the MFPAU requests for data stored or formulated by the 

DBPM or its subcontractors, including but not limited to, claims data, encounter data, eligibility 
information, and enrollment data, if MFPAU determines it is necessary to carry out its 
responsibilities. 

 
c. When responding to a request for data, the DBPM must certify that the data supplied to MFPAU 

is true, accurate, and complete. This data must be supplied without charge and in the form and 
time frames requested by MFPAU.  

 
d. The DBPM must allow MFPAU staff access to its location(s) of business, whether within or 

outside of the state. Access to the DBPM’s places of business must be allowed during normal 
business hours, and also at other times under special circumstances when after-hour admission 
is required. Special circumstances are at the sole discretion of MFPAU.   

 
e. MFPAU has the right to recover inappropriately expended Medicaid funds directly from 

participating and non-participating providers, the DBPM, its subcontractors, and any third party in 
the DBPM network in criminally and civilly prosecuted cases or settlements. The DBPM is not 
entitled to any part of recovered funds.  

 
f. The DBPM must subrogate to DHHS any and all claims it has or may have, related to Nebraska 

Medicaid, against pharmaceutical companies, retailers, providers, or other subcontractors, 
medical device makers, or durable medical equipment manufacturers in the marketing or pricing 
of their products.   
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g. In the event that the DBPM conducts a hearing or review of its decision to institute interventions 

or sanctions against a provider, MFPAU must be provided adequate notice of the hearing, and 
furnished copies, at that time, of any and all pleadings and evidence. MFPAU has the right to 
intervene in these proceedings. If necessary for MFPAU’s investigative purposes, MFPAU may 
suspend these proceedings until MFPAU’s investigation is complete.   

 
h. Regardless of any monetary settlement, payment, intervention, sanction, or other agreement 

between the DBPM and any provider suspected of fraud, MFPAU retains the right to pursue any 
and all appropriate civil or criminal actions against the provider.  

 
7. National Provider Identifier 

 
The DBPM must require each of its contracted dental providers to have a national provider identifier. This 
identifier must be included on the provider file submitted to the State. 

 
8. Compliance Plan 

 
a. The DBPM must submit a written FWA and erroneous payments compliance plan to MLTC for 

review and approval a minimum of forty-five (45) calendar days prior to the contract start date, 
and annually thereafter by December 31st of each year. The initial compliance plan must be 
approved by MLTC before it can be implemented. Requests for revision(s) to the plan must be 
submitted in writing to MLTC a minimum of thirty (30) calendar days prior to the requested 
implementation date of the revision(s). MLTC will respond in writing with approval or questions 
within fifteen (15) calendar days. Revisions must be approved by MLTC prior to their 
implementation.   

 
b. The FWA and erroneous payments compliance plan must include the following components: 

 
i. Written policies, procedures, and standards of conduct that articulate the DBPM’s 

commitment to comply with all applicable State and Federal requirements. 
 

ii. Agreement to report all allegations of fraud to the NMPI. The policies and procedures 
must designate those staff members responsible for reporting fraud. 
 

iii. The designation of a Program Integrity Officer and compliance committee that is 
accountable to senior management and must ensure an adequately staffed compliance 
office. 
 

iv. Discussion of the compensation and qualifications of the staff, who must be adequate in 
number and training, to effectively monitor the Nebraska Medicaid contract. 

 
v. Effective lines of communication between the Program Integrity Officer and the DBPM’s 

employees, providers, and subcontractors. 
 

vi. Effective training and education for the Program Integrity Officer, DBPM employees, and 
subcontractors. 
 

vii. Detailed information about the False Claims Act and the other provisions described in 
Section 1902(a)(68)(A) of the Social Security Act. A description of the methodology and 
standard operating procedures used to prevent, identify, intervene, and investigate FWA 
and erroneous payments, and to recover overpayments or otherwise sanction providers. 
 

viii. Enforcement of standards through guidelines included in member and provider 
handbooks, trainings, and member and provider newsletters. 
 

ix. A description of the proactive specific controls in place to detect FWA and erroneous 
payments, including an explanation of the technology used to identify aberrant billing 
patterns, claims edits, post-processing review of claims, and record reviews. 
 

x. Provision that the DBPM’s FWA and erroneous payments unit has access to provider 
records.  
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xi. Procedures for ongoing monitoring and auditing of DBPM systems, including but not 
limited to, claims processing, billing and financial operations, enrollment functions, 
member services, provider services, and continuous quality improvement (CQI); and the 
DBPM’s providers, subcontractors, employees, and any others, as appropriate. 
 

xii. Procedures for timely, complete, and consistent exchange of information and 
collaboration with NMPI, MFPAU, and MLTC’s contracted EQRO regarding suspected 
fraud and abuse. 
 

xiii. Provisions for the confidential reporting of plan violations, such as a hotline to report 
violations, and a clearly designated individual, such as the Program Integrity Officer, to 
receive them. Several independent reporting paths must be created for the reporting of 
fraud so that such reports cannot be diverted by any supervisors or other personnel. 
 

xiv. Protections to ensure that no individual who reports program integrity-related violations 
or suspected FWA is retaliated against by anyone who is employed by or contracts with 
the DBPM. The DBPM must ensure that the identity of individuals reporting violations or 
suspected violations of the compliance plan must be kept confidential to the extent 
possible. Anyone who thinks that s/he has been retaliated against may report this 
violation to MLTC or the Federal DHHS OIG. 
 

xv. Provisions for a prompt response to detected offenses and for development of corrective 
action initiatives related to the contract in accordance with 42 CFR §438.608. 
 

xvi. Agreement to and the method the DBPM will use to suspend all provider payments 
when notified by MLTC to suspend payments because of a credible allegation of fraud. 
 

xvii. The method the DBPM will use to comply with requests from NMPI or the MFPAU for 
access to and copies of any records kept by the DBPM, computerized data stored by the 
DBPM, or information maintained by DBPM providers to which MLTC is authorized to 
have access. 
 

xviii. The method the DBPM will use to prevent payments to international accounts. 
 
9. Employee Education  

 
a. The DBPM must comply with Federal law to educate employees about FWA, the compliance 

plan, and false claims recoveries (Deficit Reduction Act of 2005 – Section 6032).  This includes: 
 
i. Evidence of completed, effective education for the Program Integrity Officer and the 

organization’s employees, DBPM providers, and members about the compliance plan, 
FWA, and erroneous payments and how to report any allegations regarding any of them. 
 

ii. Effective lines of communication between the compliance officer and the DBPM 
employees, DBPMs, providers, and MLTC and its designee(s). 
 

iii. Established written policies for all employees (including management), and any 
subcontractor or agent of the entity, that include detailed information about the False 
Claims Act and the other provisions named in section 1902(a)(68)(A) of the Social 
Security Act. The DBPM must include detailed information about the DBPM’s policies 
and procedures for detecting and preventing FWA. The DBPM must also include in any 
employee handbook a specific discussion of the laws described in the written policies, 
and the whistleblower rights and protections of and for employees. 

 
b. This training must be conducted annually for all employees and within thirty (30) calendar days of 

employment for new hires.  
 

c. The DBPM must require new employees to complete training within thirty (30) calendar days of 
hire related to the following in accordance with State and Federal laws:  

 
i. DBPM code of conduct training. 

 
ii. Privacy and security (including but not limited to HIPAA). 
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iii. FWA and erroneous payments. 
 

iv. Procedures for the timely, consistent exchange of information and collaboration with 
MLTC. 
 

v. Organizational chart, including the Program Integrity Officer and program integrity 
investigator(s). 
 

vi. Provisions of 42 CFR §438.610 and all relevant State and Federal laws, regulations, 
policies, procedures and guidance (including CMS’ Guidelines for Constructing a 
Compliance Program for Medicaid Managed Care Organizations and Prepaid Networks) 
issued by MLTC, DHHS, CMS, the OIG, including updates and amendments to these 
documents or any such standards established by the State. 

 
d. The DBPM must maintain a toll-free provider compliance hotline number and ensure that the 

number and an accompanying explanatory statement are distributed to its members and 
providers through its member and provider handbooks. 
 

e. The DBPM must create and disseminate written materials for educating employees, managers, 
providers, and subcontractors about health care fraud laws, the DBPM’s policies and procedures 
for preventing and detecting FWA and the rights of employees to act as whistleblowers. The 
DBPM’s education must comply with all requirements of Section 1902(a) (68) of the Social 
Security Act. 

 
10. Service Verification  

 
a. The DBPM must regularly verify that services have been actually provided. This verification may 

be conducted by mail, electronic correspondence, or telephone. Sampling criteria may include a 
representative sample or a targeted sample. The DBPM must report the results of this monitoring 
to NMPI quarterly. 

 
b. The DBPM must immediately notify NMPI of any providers who/that are excluded from the DBPM 

network or that leave the network to avoid a for-cause termination. 
 

11. Audit Requirements 
 
a. Twice each year as stated in Attachment 5, the DBPM must complete an error rate measurement 

data processing, medical necessity, and provider documentation audit of a statistically valid 
random sample of paid claims. The DBPM must prepare an error rate measurement audit plan 
and submit it to MLTC for review and approval a minimum of 45 calendar days prior to the audit’s 
planned completion date. The findings of the audit plan must be submitted to NMPI when 
completed. MLTC may require a CAP based on the audit results. 

 
b. The DBPM must also complete quarterly audits to identify services paid after the recipient’s death 

or incarceration. 
 

12. Nebraska Medicaid Program Integrity Oversight 
 
a. The DBPM must notify NMPI if it identifies patterns of data mining outliers, audit concerns, critical 

incidences, hotline calls, or other internal and external tips with potential implications about 
provider billing anomalies and/or the safety of Nebraska Medicaid members (42 CFR §455.15). 
This notification must be made on a minimum of an every two (2) week basis, unless 
circumstances warrant earlier notification. Along with such notification, the DBPM must take steps 
to triage or substantiate these tips and provide timely updates to NMPI. 

 
b. The DBPM must report all tips and make all referrals to MLTC, in writing, a minimum of every two 

(2) weeks. The DBPM must include all relevant documentation within this notification. 
 

13. Monthly Reporting to MLTC 
 
a. The DBPM must submit the following reports to NMPI in the format, reporting period, and 

timeframe specified below. The DBPM must also have documented policies and processes to 
collect the information necessary for the following reports: 
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i. A monthly cumulative report of all new referrals of potential FWA and erroneous 
payments received by the DBPM.  The report must be submitted  electronically in an 
Excel spreadsheet that includes the following details: provider name, provider national 
provider identifier (NPI), Nebraska Medicaid Provider ID number, provider type, provider 
address, date the referral was received, a summary of the allegations, the previous 
calendar year’s net payments to the provider, the current calendar years to-date net 
payments to the provider, the DBPM staff person assigned to the referral, the source of 
the referral, the potential amount at risk, and a summary of investigative activities 
completed since receipt of the referral. The report is due by the second Friday of each 
month to report the previous month’s information, if any. 
 

ii. A monthly update of all previously reported referrals of provider FWA and erroneous 
payments under review by the DBPM. The report must be sent electronically in an Excel 
spreadsheet and include the details from the new referrals report (described in the 
previous section) with updates to all investigative activities that have been completed 
since the receipt of the referral. This report is due by the second Friday of each month to 
report the previous month’s information, if any. 
 

iii. Monthly reports of claims adjudicated to finalization by the DBPM in the previous 
calendar month. The report must include the number and dollar amount of claims 
submitted, the amount disallowed and reduced, the amount of payments by other 
sources, and net payments. This information must be reported by claim type, provider 
type, and the disallowed or reduced reason. The report must be sent electronically in an 
Excel spreadsheet. It is due by the second Friday of each month to report the previous 
month’s information, if any. 
 

iv. A monthly report of all overpayments identified and collected. The report must be sent 
electronically in an Excel spreadsheet. It is due by the second Friday of each month to 
report the previous month’s information, if any.  
 

v. A monthly report of all providers that have left the DBPM provider network, including the 
provider’s name, NPI, Medicaid Provider ID number, provider type, address, and reason. 
The report must be sent electronically in an Excel spreadsheet. It is due by the second 
Friday of each month to report the previous month’s information, if any. 
 

vi. A monthly report of the DBPM’s efforts to detect and prevent FWA. The report is due by 
the second Friday of each month to report the previous month’s information, if any.  The 
content of the report must include, but is not limited to: 

 
a) Utilization review activities. 

 
b) Member and provider hotline complaints. 

 
c) DBPM QA/QI meeting minutes and reports. 

 
d) All site-visit reports. 

 
14. Collaboration with NMPI  
 

The DBPM’s Program Integrity Officer will serve as the primary point of contact for all issues related to 
FWA and erroneous payments. NMPI will hold regular meetings with the DBPM to review and discuss 
investigations, compliance, prevention, and other Program Integrity-related activities. These meetings will 
be attended, at a minimum, by the DBPM’s state-based Dental Director and Executive Director. The 
DBPM’s Program Integrity Officer and other compliance-related staff may be required to attend at the 
discretion of NMPI. 

 
15. Investigative Collaboration 

 
a. The DBPM must cooperate with all appropriate State and Federal agencies, including the MFPAU 

and the federal DHHS OIG, in investigating fraud.  
 

b. Once the DBPM discovers potential fraud, it must promptly perform an investigation of all 
incidents of suspected or confirmed fraud that occurred in the ten years preceding the 
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precipitating event. The DBPM must promptly provide the results of any preliminary investigations 
to NMPI. 
 

c. The DBPM must not notify the provider of an investigation when there is a potential credible 
allegation of fraud. 
 

d. The DBPM must cooperate and assist MLTC and any State or Federal agency charged with the 
duty of identifying, investigating, or prosecuting suspected FWA or erroneous payments. At any 
time during normal business hours, MLTC, MFPAU, the State Auditor's Office, the Office of the 
Attorney General, General Accounting Office (GAO), Comptroller General, federal DHHS, or any 
of their designees, and as often as they deem necessary during the contract period and for a 
period of six (6) years from the termination or expiration date of the contract (including any 
contract extensions/renewals), have the right, power, and authority to inspect or otherwise 
evaluate the quality, appropriateness, and timeliness of services provided under the terms of the 
contract or any other applicable laws. 
 

e. The DBPM and its subcontractors must make all program and financial records and service 
delivery sites open to the representative or any designees listed immediately above. MLTC, 
MFPAU, GAO, the State Auditor's Office, the Office of the Attorney General, and/or the 
designees of any of the above must be provided access upon request and have the right, power, 
and authority to examine and make copies, excerpts, or transcripts from any books, documents, 
papers, or records that are directly pertinent to a specific program for the purpose of making 
audits, examinations, excerpts, and transcripts; contact and conduct private interviews with 
DBPM clients, employees, and contractors; and complete on-site reviews of all matters relating to 
service delivery as specified by the contract. The rights of access in this subsection are not 
limited to the required retention period, but will last as long as records are retained. The DBPM 
must provide originals or copies (at no charge) of all records and information requested. 
Requests for information must be compiled in the form and language requested. 
 

f. The DBPM’s employees and its contractors and their employees must cooperate fully and be 
available in person for interviews and consultation regarding grand jury proceedings, pre-trial 
conferences, hearings, trials, and in any other process. 
 

g. The DBPM must notify NMPI when it denies a provider credentialing application, disenrolls a 
provider for program integrity-related reasons, or otherwise limits the ability of a provider to 
participate in the program, for program integrity reasons. 

 
16. Payment Suspension Due to Credible Allegations of Fraud 

 
a. The DBPM must comply with federal laws and regulations (such as 42 CFR §455.23) that require 

the suspension of Medicaid payments when there is a credible allegation of fraud. NMPI will 
determine whether payments should be suspended or if an exception is appropriate. NMPI will 
notify the DBPM of payment suspensions and the DBPM must then suspend payments. The 
DBPM must ensure that no Nebraska Medicaid dollars are received by a provider whose 
payments have been suspended or who/that has been terminated by MLTC. 
 

b. In cases involving potential or confirmed risk to patients, NMPI and the MFPAU may allow the 
DBPM to engage in actions that would otherwise be prohibited. Any prior approval will be 
provided to the DBPM in writing, from NMPI and the MFPAU, and will detail the action or actions 
the DBPM may take. The DBPM may not take any action against the provider at issue that is not 
specified by NMPI and the MFPAU. 
 

c. After a credible allegation of fraud, unless prior written approval is obtained from NMPI in 
coordination with the MFPAU, the DBPM must not take any of the following actions: 

 
i. Contact the subject of the investigation concerning any matter related to the 

investigation. 
 

ii. Institute any interventions, sanctions, or remedial procedures towards the subject of the 
investigation, including but not limited to hearings, suspension, or termination. 
 

iii. Take any actions to recoup or withhold improperly paid funds already paid or potentially 
due to the provider. 
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iv. File any civil action based upon the suspected fraud against the subject of the 
investigation. 
 

v. Enter into or attempt to negotiate any settlement or agreement regarding the suspected 
fraud. 
 

vi. Accept any money or other thing of value offered by the subject of the investigation in 
connection with suspected fraud. 

 
17. Recoupments 

 
If the DBPM thinks that it is appropriate to initiate a recoupment or withholding action against a provider 
under these circumstances, the DBPM must consult with both NMPI and the MFPAU to ensure that such 
action is permissible. In the event that the DBPM obtains funds from an action when recoupment or 
withholding is prohibited, the DBPM must return the funds to the provider. 

 
P. DBPM REIMBURSEMENT 

 
1. General Requirements 

 
a. The State will make monthly capitation payments to the DBPM to cover all services in the 

contract. Capitation payments will be made prospectively for prospective enrollment and 
retrospectively to the first day of the member’s enrollment, and based on the DBPM’s electronic 
enrollment file.   
 

b. The DBPM must agree to accept, as payment in full, the capitation rate and supplemental 
payments established by MLTC pursuant to the contract, and must not seek additional payment 
from a member or MLTC for any unpaid cost. 
 

c. The DBPM must assume 100% liability for any expenditures above the monthly capitation rate. 
 

d. Payment for items or services provided under this contract may not be made to any entity located 
outside of the United States. The term “United States” means the 50 states, the District of 
Columbia, Puerto Rico, the Virgin Islands, Guam, the Northern Mariana Islands, and American 
Samoa. 
 

e. The DBPM must have written policies and procedures for receiving and processing payments and 
adjustments. Any charges or expenses imposed by financial institutions for transfers or related 
actions must be borne by the DBPM. 

 
2. Capitation Rate Determination Process 

 
a. MLTC will develop cost-effective and actuarially sound rates in accordance with generally 

accepted actuarial principles and CMS rules and regulations, appropriate for the populations 
covered and the services provided, as described in this RFP. 
 

b. MLTC will not use a competitive bidding process to determine the DBPM capitation rates.   
 

c. Capitation rates will be in effect for the initial twelve (12) month contract period beginning at the 
contractor start date. 

 
d. MLTC will use a single, statewide set of capitation rates. 

 
e. The categories of aid (COA) are: 

 
i. Age 0-1 
ii. Age 2-5 
iii. Age 6-18 
iv. Age 19-24 
v. Age 25-54 
vi. Age 55-64 
vii. Age 65 and over 
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Capitation rates are developed using fee-for-service data and supplementary financial information 
for the eligible populations from State fiscal years 2014 and 2015. The following is a list of 
adjustments considered in the rate development:   

 
i. Utilization trend 

 
ii. Unit cost trend 

 
iii. Medicaid program changes  

 
iv. Coordinated care savings 

 
v. DBPM administrative allowance 

 
f. Attachment 7 – Dental Databook include databooks, provided by MLTC’s contracted actuary. 

 
g. The DBPM must provide any information requested by MLTC to assist in the determination of 

DBPM rates. MLTC will give the DBPM reasonable time to respond to the request, and the DBPM 
must fully cooperate. MLTC will make the final determination as to what is considered reasonable 
on a case by case basis. 

 
h. A minimum of annually, MLTC and its actuary will jointly review the information necessary to 

develop actuarially-sound capitation rates. This review will include an analysis of any anticipated 
fee schedule changes or other programmatic changes to the DBP, claims experience cost 
reporting information collected from the DBPM, Department of Insurance annual statements, 
various trend data sources, and administrative experience.  
 

i. Any adjusted rates will be actuarially sound and consistent with requirements set forth in 42 CFR 
§438.6(c).  Adjusted rates will require an amendment to the contract, mutually agreeable by both 
parties.   

 
j. MLTC reserves the right to adjust the capitation rate more frequently than annually as program 

changes dictate. Circumstances precipitating a rate change include and are not limited to:  
 

i. Changes to benefits and services included in the monthly capitation rates. 
 

ii. Changes in Federal law, Federal regulations, State law, State regulations, State policies, 
or the Medicaid State Plan. 
 

iii. Changes to Medicaid population groups eligible to enroll in DBP. 
 

iv. Legislative appropriations and budgetary constraints. 
 

k. MLTC’s actuary will provide, as part of its certification of capitation rates, a narrative that identifies 
the specific data, assumptions, and methodologies behind the specific payment rates for each 
rating region. This narrative will address any DBPM-specific factors that influence provision of 
services to Medicaid members, including but not limited to, reserve contributions and capital 
costs.   
 

3. Capitation Rates and Payment 
 
a. MLTC will pay the DBPM in accordance with the monthly capitation rates specified in Attachment 

8 – Dental Rates.   
 

b. The monthly capitation payment is based on member enrollment for the month.  This is 
determined by the total number of Medicaid members assigned to the DBPM as of the last 
working day of the previous month. For age group assignment purposes, age is determined at the 
beginning of the month for which the payment is intended. The DBPM will receive capitation 
payments to cover the cost of services retroactive to the first day of the month of the member’s 
enrollment.  
 

c. The entire monthly capitation payment will be paid during the month of birth, the month of death, 
and the first month of any incarceration.   
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4. Payment Adjustments 
 
a. In the event an erroneous payment is made to the DBPM, MLTC will reconcile the error by 

adjusting the DBPM’s next monthly capitation payment or future capitation payments on a 
schedule determined by MLTC. 
 

b. Adjustments to prior capitation payments may occur if it is determined that a member’s aid 
category or eligibility has changed. 
 

c. In cases of a retroactive effective date for Medicare enrollment of a member, the DBPM must 
recoup payments made to its providers. The DBPM must initiate recoupments within 60 calendar 
days of the date the DBPM becomes aware of Medicare enrollment. The DBPM must instruct the 
provider to resubmit the claim(s) to Medicare. 
 

d. The DBPM must refund payments received from MLTC for a deceased member after the month 
of death and an incarcerated member the month after entering involuntary custody. MLTC will 
recoup the payment within 30 calendar days of the date MLTC notifies the DBPM of death or 
incarceration. The DBPM must notify MLTC should the DBPM become aware of a member’s 
death or incarceration. 

 
5. MLTC Quality Performance Program 

 
a. The DBPM must participate in the MLTC Quality Performance Program (QPP), effective as of 

contract start date.  The MLTC QPP must be implemented in accordance with Neb. Rev. Stat. 
§71-831 and any successor statutes. 
 

b. Pursuant to Neb. Rev. Stat. §71-831, the DBPM must hold back 2% of the aggregate of all 
income and revenue earned by the DBPM and related parties under the contract in a separate 
account. The hold-back constitutes the maximum amount available to the DBPM to earn via the 
quality performance program.  

 
c. QPP measures for which the DBPM is eligible to earn hold-back funds are included in Attachment 

9 – Quality Performance Program Measures – Contract Year One.   
 

d. The DBPM must report its performance measures that affect the DBPM’s eligibility to earn holdback 
funds monthly, quarterly, semi-annually, annually, and upon the request by MLTC. 

 
e. All earned hold-back funds become the property of the DBPM. 

  
f. The DBPM must return unearned (forfeited) hold-back funds to MLTC.  MLTC will reimburse the 

Federal share of the forfeited funds to CMS.  The remaining State share of the forfeited hold-back 
funds will be retained by MLTC. 
 

g. No interest will be due to either party on hold-back funds retained by the DBPM or returned to 
MLTC. 

 
h. MLTC reserves the right to modify annually the measures and criteria for earning the hold-back 

funds. In the event MLTC modifies the measures or criteria, MLTC will provide the DBPM 60 
calendar days advance written notice. These measures may include operational or administrative 
measures that reflect DBPM business processes and may lead to improved access to and quality 
of care, HEDIS measures, Agency for Healthcare Research and Quality Review (AHRQ) 
measures, Dental Quality Alliance (DQA) measures, and any other MLTC-identified measures 
that represent opportunities for improvement as indicated by DBP historical performance.    

 
i. Any earned hold-back will not be included in the DBPM’s income for the year nor considered part 

of the medical loss ratio (MLR) calculation. 
 

6. Health Insurance Providers Fee 
 
a. Pursuant to Section 26 CFR Part 47 (the applicable regulations providing guidance about section 

9010 of the Affordable Care Act), the DBPM must pay the Health Insurance Providers Fee (HIPF) 
annually. The full cost of the HIPF includes both the HIPF and the allowance for the federal 
income tax liability related to the HIPF.    
 



 Page 99  SPB RFP Revised: 01/29/2016 
 

b. MLTC will pay the portion of the HIPF specifically related to the DBPM’s performance of this 
contract, with an adjustment for federal and state income tax, as described below: 

 
i. The DBPM is required to submit Internal Revenue Service Form 8963, pursuant to the 

federal regulations referenced immediately above, to MLTC by September 5th of each 
year.  
 

ii. All documents listed above and any additional data or information requested by MLTC 
must be submitted with an attestation by the reporting DBPM in accordance with the 
certification requirements specified in Section IV.T – Reporting and Deliverables.  
 

iii. Following the determination of the amount to be reimbursed and the federal and state 
income tax impact related to the HIPF fee, the capitation rate PMPM for each aid 
category will be reprocessed. The capitation payment will include the prorated HIPF 
payment through December 31st.  After January 1st, MLTC will determine a settlement, 
approved by MLTC’s actuary, showing the amount already paid by the State for its 
portion of the HIPF tax.  If the settlement calculation indicates MLTC owes the DBPM, 
the amount due will be paid in a retroactive capitation payment. 
 

iv. The DBPM and MLTC’s actuary will each calculate the HIPF, and compare the results. 
The DBPM must provide MLTC with verification of payment to the IRS. 

 
c. The Consolidated Appropriations Act of 2016, Title II, § 201, Moratorium on Annual Fee on Health 

Insurance Providers, suspends collection of the HIPF for the 2017 calendar year. 
 

7. Medical Loss Ratio  
 
The DBPM must provide an annual Medical Loss Ratio (MLR) report to MLTC, in a form, manner, and 
pursuant to a timeline prescribed by MLTC.  If the MLR (cost for health care benefits and services and 
specified quality expenditures) is less than eighty-five percent (85%), the DBPM must refund MLTC the 
difference.  (See Attachment 1 – Medical Loss Ratio Requirements for the MLR calculation methodology 
and classification of costs.)   

 
8. Return of Funds 

 
a. All amounts owed by the DBPM to MLTC, as identified through routine or investigative reviews of 

records or audits conducted by MLTC or other State or Federal agencies, are due no later than 
thirty (30) calendar days following DBPM notification, unless otherwise authorized in writing by 
MLTC. MLTC reserves the right to collect amounts due by withholding and applying all balances 
due to MLTC from future payments. MLTC reserves the right to collect interest on unpaid 
balances beginning thirty (30) calendar days from the date of initial notification. Any unpaid 
balances after the refund is due are subject to interest at the current Federal Reserve Board 
lending rate or an annualized rate of ten percent (10%), whichever is higher. 
 

b. The DBPM must reimburse MLTC for any federal disallowances or sanctions imposed on the 
State as a result of any failure by the DBPM to abide by the terms of the contract. The DBPM is 
subject to any additional conditions or restrictions placed on MLTC by the federal DHHS as a 
result of the disallowance. Instructions for the return of funds would be provided by written notice. 
 

Q. PROVIDER REIMBURSEMENT 
 

1. Minimum Reimbursement to In-Network Providers 
 
The DBPM must provide reimbursement for defined core dental benefits and services provided by an in-
network provider. For the first year of the contract, the DBPM rate of reimbursement must be no less than 
the published Medicaid fee-for-service rate in effect on July 1, 2016, unless MLTC has granted an 
exception for a provider-initiated alternative payment arrangement. 

 
2. Provider Rate Increases  

 
The DBPM must ensure that any rate increases for providers of services under the State Medical 
Assistance Act required by legislative appropriation are passed on in their entirety to participating 
providers. 
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3. Payment for Emergency Dental Services 
 
a. The DBPM must reimburse providers for emergency dental services rendered without a 

requirement for service authorization of any kind. 
 

b. The DBPM’s protocol for provision of emergency dental services must specify that emergency 
dental services will be covered when furnished by a provider with which the DBPM does not have 
a subcontract or referral arrangement. 
 

c. The DBPM may not limit what constitutes an emergency dental condition on the basis of 
diagnoses or symptoms or refuse to cover emergency dental services based on the provider 
notifying the member’s primary dentist of the member’s screening and treatment within ten (10) 
calendar days of presentation for emergency dental services. 
 

d. The DBPM must not deny payment for treatment when a representative of the DBPM instructs 
the member to seek emergency dental services. 
 

e. The DBPM must not deny payment for treatment obtained when a member had an emergency 
dental condition and the absence of immediate medical attention would not have had the 
outcomes specified in 42 CFR §438.114(a) of the definition of emergency dental condition. 
 

f. The DBPM must be financially responsible for emergency dental services and must not 
retroactively deny a claim for emergency dental services to a provider because the condition, 
which appeared to be an emergency dental condition under the prudent layperson standard, was 
subsequently determined to be non-emergency in nature. 
 

g. Expenditures for emergency dental services as previously described must be factored into the 
capitation rate described in this RFP 
 

4. Indian Health Protections 
 
a. Per Section 5006(d) of the American Recovery and Reinvestment Act of 2009, Public Law 111-5, 

the DBPM must: 
 
i. Provide Indian Health Services/Tribal 638/Urban Indian Health (I/T/U) providers, whether 

participating in the network or not, payment for covered services provided to Indian 
members who are eligible to receive services from these providers either: 
 
a) At a rate negotiated between the DBPM and the I/T/U provider, or 

 
b) If there is not a negotiated rate, at a rate not less than the level and amount of 

payment that would be made if the provider were not an I/T/U provider. 
 

ii. Make prompt payment to all I/T/U providers in its network in compliance with Federal 
regulations regarding payments to practitioners in individual or group practices, per 42 
CFR §447.45 and §447.46. 

 
5. Provider Incentive Plans    

 
a. The DBPM’s provider incentive plans must meet the requirements of 42 CFR §422.208 and 

§422.210.  
 

b. A provider incentive plan cannot make a payment, directly or indirectly, to a dentist or dental 
group as an inducement to reduce or limit medically necessary services furnished to a member. 
 

c. The DBPM must submit any contract templates that include an incentive plan to MLTC for review 
and approval a minimum of sixty (60) calendar days prior to their intended use. Any provider 
incentive plan must receive prior MLTC approval. The DBPM must disclose the following 
information in advance to MLTC:   
 
i. Services furnished by dentist/groups that are covered by any incentive plan. 

 
ii. Type of incentive arrangement (e.g., withhold, bonus, or capitation). 
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iii. Percent of withhold or bonus (if applicable). 
 

iv. Panel size, and if patients are pooled, the method used. 
 

v. If the dentist/group is at substantial financial risk, documentation that the dentist/group 
has adequate stop-loss coverage, including the amount and type of stop-loss. 
 

d. If the dentist/group is put at substantial financial risk for services not provided by the 
dentist/group, the DBPM must ensure adequate stop-loss protection for individual dentists and 
conduct annual member and provider satisfaction surveys. 
 

e. The DBPM must provide the information specified in 42 CFR §422.210(b) regarding its provider 
incentive plan to any Medicaid member on request. 
 

f. If required to conduct member and provider satisfaction surveys (as described in Sections IV.G – 
Member Services and Education and IV.J – Provider Services), survey results must be disclosed 
to MLTC and, on request, to members. 

 
6. Reimbursement to FQHCs and RHCs 

 
a. The DBPM must reimburse FQHCs and RHCs in accordance with 471 NAC Chapters 29 and 34.  

 
b. The DBPM must not enter into alternative reimbursement arrangements with FQHCs or RHCs, if 

initiated by the FQHC or RHC, without prior approval from MLTC.   
 

c. If a DBPM enters into a contract for the provision of services with a FQHC or RHC, the DBPM 
must provide payment that is not less than the level and amount of payment which the DBPM 
would make for the services if the services were furnished by a provider which is not a FQHC or 
RHC. 

 
d. Per Section IV.I – Provider Network Requirements, the DBPM must offer to contract with all 

FQHCs and RHCs (both freestanding and hospital-based) and include them in its provider 
network. If the DBPM does not enter into a contract with the FQHCs and/or RHCs within the 
geographic services area and within the time and distance travel standards of the primary dental 
care provider, the DBPM is not required to reimburse for out-of-network services. Exception is 
given when it is determined that the services provided were considered emergency services and 
in compliance with 42 CFR §438.114 emergency. 

 
e. The DBPM may stipulate that reimbursement is contingent on receiving a clean claim and all 

dental information required to update the member’s dental record.  
 

f. The DBPM must inform members of these rights in its member handbook. 
 
7. University of Nebraska Medical Center (UNMC) College of Dentistry Practitioner Payments 

 
In compliance with State regulatory requirements, the DBPM must pass-through supplemental payments 
for services provided or supervised by a faculty or staff member of the University of Nebraska Medical 
Center (UNMC) College of Dentistry when that faculty or staff member is providing or supervising the 
treatment as part of an approved program of the University. These payments are calculated into the 
capitation rate on a quarterly basis. 
 

8. Effective Date of Payment for New Members 
 
The DBPM is responsible for benefits and services in the core benefits package from and including the 
effective date of a member’s Medicaid eligibility. The DBPM must reimburse a provider and that provider 
must reimburse a member for payments already made by a member for Medicaid covered services during 
the retroactive eligibility period. The date of enrollment in a DBPM will match the Medicaid eligibility date. 

 
9. Inappropriate Payment Denials 

 
If the DBPM demonstrates a pattern of inappropriately denying or delaying provider payments for covered 
services, the DBPM may be subject to suspension of new enrollments, sanctions, contract cancellation, or 
refusal to contract in a future time period. This applies not only to situations in which MLTC has ordered 
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payment after appeal but also to situations in which no appeal has been made (i.e., MLTC learns of the 
documented abuse from other sources.) 

 
10. Payments to Out-of-Network Providers 

 
a. If the DBPM is unable to provide necessary services to a member within its network, the DBPM 

must adequately and timely arrange for the provision of these services out-of-network. In these 
circumstances, the DBPM must ensure that any prior authorization and payment issues are 
resolved expeditiously.   
 

b. The DBPM must ensure that, if applicable, the cost to the member is no greater than it would 
have been if the services were furnished within the network.   

 
c. For services that do not meet the definition of emergency services, the DBPM is not required, 

unless otherwise provided for in this contract, to reimburse out-of-network providers at more than 
ninety percent (90%) of the Medicaid rate in effect on the date of service to providers with 
whom/which it has made a minimum of three (3) documented attempts to contract.  
 

d. The DBPM must pay for covered emergency and post-stabilization services that are furnished by 
providers that have no arrangements with the DBPM for the provision of these services. The 
DBPM must reimburse emergency service providers one hundred percent (100%) of the Medicaid 
rate in effect on the date of service. In compliance with Section 6085 of the Deficit Reduction Act 
of 2005, this requirement also applies to out-of-network providers. 
 

e. During the initial ninety (90) calendar days of the contract, the DBPM must pay out-of-network 
providers at one hundred percent (100%) of the Medicaid FFS rate, to support member continuity 
of care.  
 

f. The DBPM may require prior authorization for out-of network services, unless those services are 
required to treat an emergency medical condition.   

 
R. CLAIMS MANAGEMENT 

 

1. General Requirements 
 
The DBPM must develop and maintain claims processes that ensure the correct collection and processing 
of claims, as well as analyzes, integrates, and reports data. These processes must result in information 
about service utilization, claims disputes, and appeals that can be used for process and program 
improvement. 
 

2. Functionality 
 
a. The DBPM must maintain an electronic claims management (ECM) system that will:  

 
i. Uniquely identify the attending and billing provider of each service. 

 
ii. Identify the date of receipt of the claim (the date the DBPM receives the claim as 

indicated by the date stamp on the claim). 
 

iii. Identify real-time accurate history with dates of adjudication, results of each claim, such 
as paid, denied, pended, adjusted, voided, appealed, etc., and follow-up information 
about disputed claims. 
 

iv. Identify the date of payment, (the date of the check or other form of payment), and the 
number of the check or electronic funds transfer (EFT). 
 

v. Identify all data elements as required by MLTC for encounter data submission, as 
described in this RFP.   
 

vi. Have the ability to integrate member claim and diagnosis history for use when 
adjudicating claims to override edit checks (such as prior authorization), based on the 
existence of a diagnosis or prior claim history. 
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vii. Accept submission of paper-based claims and electronic claims by participating 
providers, and non-participating providers according to the DBPM policies as approved 
by MLTC. 
 

viii. Accept submission of electronic and paper adjustment and void transactions. 
 

ix. Have the capability to pay claims at $0.00. 
 

x. For the purpose of this section, identify means to capture, edit and retain. 
 

b. The ECM capability must function in compliance with the systems and data management 
requirements specified in Section IV.S – Systems and Technical Requirements of this RFP.   
 

c. The DBPM must have ECM capability that can handle online submission of individual claims as 
well as accept and process batches of claims submitted electronically, with the exception of 
claims that require written documentation to justify payment. 
 

d. The DBPM must support an automated clearinghouse mechanism that allows providers to 
request and receive EFTs for claims payment.   
 

e. The DBPM must support a Council for Affordable Quality Healthcare (CAQH)/Committee on 
Operating Rules for Information Exchange compliant interface to the automated clearinghouse 
that allows providers to request and receive EFTs of claims payments. 
 

f. The DBPM’s claims processing system must be available at any time, except for scheduled 
downtime as agreed to by MLTC. 
 

g. The DBPM must adhere to national standards and standardized instructions and definitions that 
are consistent with industry norms.  These must include, but are not limited to, HIPAA-based 
standards and federally-required safeguards, including signature requirements described in 
Section 112821.1 of the CMS State Medicaid Manual and 42 CFR §455.18 and §455.19. 
 

h. The DBPM must include nationally-recognized methodologies to correctly pay claims, including 
but not limited to: 

 
i. Medicaid Correct Coding Initiative for professional, ambulatory surgical center, and 

outpatient services. 
 

ii. Multiple procedure/surgical reductions. 
 

iii. Global day evaluation and management bundling standards. 
 

i. The DBPM must provide online and telephone-based capabilities to obtain claim processing 
status information. 
 

j. The DBPM must comply at all times with standardized paper billing forms/formats and all future 
updates.  
 

k. The DBPM must not employ off-system or gross adjustments when processing corrections for 
payment errors, unless the DBPM requests and receives prior written approval from MLTC. 
 

l. The DBPM agrees that if MLTC presents recommendations concerning claims billing and 
processing that are consistent with industry norms, the DBPM must comply with these 
recommendations within ninety (90) calendar days. 
 

m. The DBPM must not derive financial gain from a provider’s use of electronic claims filing 
functionality and/or services offered by the DBPM or a third party.   
 

n. The DBPM must assume all costs associated with claims processing, including costs for 
reprocessing encounters due to errors caused by the DBPM, or due to systems within the 
DBPM’s span of control.   
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3. Claims Processing   
 
a. The DBPM must ensure that all provider claims are processed according to the following 

timeframes:  
  
i. Within five (5) business days of receipt of a claim, the DBPM must provide an initial 

screening and either reject the claim, or assign a unique control number and enter it into 
the system for processing and adjudication. 
 

ii. Process and pay or deny, as appropriate, a minimum of ninety percent (90%) of all clean 
claims for medical services provided to members within fifteen (15) business days of the 
date of receipt.  The date of receipt is the date the DBPM receives the claim. 
 

iii. Process and pay or deny, as appropriate, a minimum of ninety-nine percent (99%) of all 
clean claims for medical services provided to members within sixty (60) calendar days of 
the date of receipt. 
 

iv. Fully adjudicate (pay or deny) all other claims within six (6) months of the date of receipt. 
 

b. Rejected Claims 
 
i. The DBPM may reject claims because of missing or incomplete information. In those 

circumstances, the original claim must be returned to the provider accompanied by a 
rejection letter. 
 

ii. A rejected claim should not appear on a remittance advice because it will not have been 
entered into the DBPM’s claims processing system.  
 

iii. The rejection letter must indicate why the claim is being returned, including all defects or 
reasons known at the time the determination is made. The letter must contain, at a 
minimum, the following information: 

 
a) Member name and Medicaid ID number. 

 
b) Provider ID number. 

 
c) Date of service. 

 
d) Total billed charges. 

 
e) A list of known defects or reasons for rejection. 

 
f) DBPM’s name. 

 
g) The date the letter was generated. 

 
c. Pended Claims 

 
If a clean claim is received, but additional information is required for adjudication, the DBPM may 
pend the claim and request in writing (notification via e-mail, website/provider portal, or an interim 
explanation of benefits (EOB) satisfies this requirement) all necessary information so the claim 
can be adjudicated within established timeframes. 

 
d. Adjustments and Voids 

 
i. Incorrect claims payments must be adjusted or voided electronically. 

 
ii. Only a paid claim may be adjusted or voided. 

 
iii. Incorrect provider numbers or member Medicaid ID numbers cannot be adjusted. The 

claim must be voided and then resubmitted. 
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e. Timely Filing Guidelines 
 
i. The DBPM must not deny provider claims on the basis of untimely filing for claims that 

involve coordination of services or subrogation (when the provider is pursuing payment 
from a third party). In situations of third party benefits, the timeframes for filing a claim 
must begin on the date that the third party completes resolution of the claim. 
 

ii. The DBPM must not deny claims solely for failure to meet timely filing guidelines due to 
an error by MLTC or its subcontractors. If a provider files erroneously with another 
DBPM but produces documentation verifying that the initial filing of the claim occurred 
timely, the DBPM must process the provider’s claim and not deny for failure to meet 
timely filing guidelines. 
 

iii. For purposes of DBPM reporting on payments to providers, an adjustment to a paid 
claim must not be counted as a claim and electronic claims must be treated as identical 
to paper claims. 

 
f. Claim System Edits  

 
i. The DBPM must perform system edits, including but not limited to: 

 
a) Confirming eligibility and DBPM enrollment for each member. 
 
b) Validating member name. 
 
c) Validating unique member identification number. 

 
d) Confirming benefit package variations.  

 
e) Identifying invalid, missing, and/or mismatched NPIs and/or tax identification 

numbers that could result in improper payments. 
 

f) Performing system edits for valid dates of service, including ensuring that the 
dates of services are not in the future or outside the member’s Medicaid 
eligibility span. 
 

g) Ensuring that timeliness standards are met. 
 

h) Ensuring data accuracy.  
 

i) Determining medical necessity, as defined by qualified, medically trained, and 
appropriately licensed personnel, consistent with NCQA accreditation 
standards, whose primary duties are to assist in evaluating claims for medical 
necessity. 
 

j) Determining whether a covered service requires prior authorization and if so, 
whether the DBPM gave its approval. 
 

k) Flagging, in an automated manner, a claim as being an actual or possible 
duplicate and either denying or pending the claim as necessary. 
 

l) Ensuring that the service is covered and eligible for payment. 
 

m) Ensuring that the system approves only those claims received from providers 
eligible to render services for which the claims were submitted and that the 
provider has not been excluded from receiving Medicaid payments.  
 

n) Ensuring that the system evaluates claims for services provided to members to 
ensure that any applicable benefit limits are applied and that over-utilization 
standards are considered. 

 
ii. The DBPM must have the ability to update current procedural terminology 

(CPT)/Healthcare Common Procedure Coding System (HCPCS), International 
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Classification of Diseases, Tenth Revision (ICD-10-CM), and other codes based on 
HIPAA standards and move to future versions as required. 
 

iii. In addition to CPT, ICD-10-CM, ICD-10-PCS, and any other national coding standards, 
the use of applicable HCPCS Level II and Category II CPT codes are mandatory, aiding 
both the DBPM’s and MLTC’s evaluation of performance measures. 
 

iv. The DBPM must perform post-payment review on a sample of claims to ensure services 
provided were medically necessary and were provided in accordance with State and 
Federal requirements.  This must include, as applicable, a review of provider 
documentation. 

 
4. Payments to Providers 

 
a. The DBPM must have procedures, approved by MLTC, available to providers in written and 

electronic form for the acceptance of claim submissions that include: 
 
i. The process for documenting the date of actual receipt of non-electronic claims and the 

date and time of electronic claims. 
 

ii. The process for reviewing claims for accuracy and acceptability. 
 

iii. The process for preventing the loss of claims. 
 

iv. The process for reviewing claims to determine if they are complete, correct, and 
payable. 

 
b. At a minimum, the DBPM must run one (1) provider payment cycle weekly. 

 
c. The DBPM must encourage its providers, as an alternative to the filing of paper claims, to submit 

and receive claims information through electronic data interchange. 
 

d. The DBPM must notify all contracted providers to file claims associated with covered services 
directly to the DBPM or its subcontractors (as applicable), on behalf of Nebraska Medicaid 
members. 
 

e. The DBPM must pay providers interest at an annualized rate of twelve percent (12%), calculated 
daily for the full period in which a payable clean claim remains unpaid beyond the 60-day claims 
processing deadline. Interest owed to the provider must be paid the same day that the claim is 
adjudicated, and reported on the encounter submission to MLTC or its designee. 

 
5. Remittance Advice (RA) 

 
a. The DBPM must produce a remittance advice that reflects the DBPM’s payments or denials to 

providers. Each remittance advice generated by the DBPM to a provider must clearly identify for 
each claim: 
 
i. Name of the member. 

 
ii. Unique member Medicaid identification number. 

 
iii. Patient claim number or patient account number. 

 
iv. Date of service. 

 
v. Total provider charges. 

 
vi. Member liability, specifying any coinsurance, deductible, copayment, or non-covered 

amount. 
 

vii. Amount paid by the DBPM and/or the amount denied and the HIPAA-compliant reasons 
for denial. 
 



 Page 107  SPB RFP Revised: 01/29/2016 
 

viii. An attachment to the RA if the claim was denied due to a TPL, including but not be 
limited to, TPL carrier information such as carrier code, policy number, and mailing 
address. 
 

ix. A description of provider rights for claims disputes. 
 

b. Adjustments and voids must appear on the RA under “Adjusted or Voided Claims” as either 
approved or denied. 
 

c. The related remittance advice must be sent with the payment, unless the payment is made by 
EFT. Any remittance advice related to an EFT must be sent to the provider no later than the date 
of the EFT. 
 

d. If a claim is partially or totally denied because the provider did not submit required information or 
documentation with the claim, then the remittance advice must specifically identify all the required 
information and documentation not submitted. Resubmission of a claim with the necessary 
information/documentation must constitute a new claim for purposes of establishing the time 
frame for claims processing. 
 

e. In compliance with 42 CFR §455.18 and §455.19, the following statement must be included on 
each remittance advice sent to providers: “I understand that payment and satisfaction of this 
claim will be from Federal and State funds, and that any false claims, statements, documents, or 
concealment of material fact, may be prosecuted under applicable Federal and/or State laws.” 

 
6. Paid Claims Sampling  

 
a. On a monthly basis, the DBPM must conduct service verification surveys including providing 

members’ own individual EOB notices or information to a sample group of members in a manner 
that complies with 42 CFR §455.20 and §433.116(e). In easily understood language, the required 
notice must specify: 
 
i. The description of the service furnished. 

 
ii. The name of the provider furnishing the service. 

 
iii. The date on which the service was furnished. 

 
iv. The amount of payment made for the service 

 
b. The DBPM must stratify the sample group to ensure that all provider types (or specialties) and all 

claim types are proportionally represented in the sample pool from the entire range of services 
available under the contract. To the extent that the DBPM or MLTC considers a particular 
specialty (or provider) to warrant closer scrutiny, the DBPM may oversample this group. The paid 
claims sample should be a minimum of two percent (2%) of claims per month. The results must 
be reported to MLTC on a quarterly basis, per the requirements in Attachment 5 – Reporting 
Requirements. 
 

c. The service verification surveys may be conducted at any point after a claim has been paid, but 
no more than 45 calendar days after the date of payment. This sampling may be performed by 
mail, telephonically, or in person (e.g., during case management on-site visits). Concurrent review 
will be allowed when tied back to a successfully adjudicated claim. 
 

d. The DBPM must track any complaints received from members and resolve the complaints 
according to its established policies and procedures. The resolution may be member education, 
provider education, or referral to MLTC. The DBPM must use the feedback received through this 
process to modify or enhance the verification of receipt of paid services sampling methodology. 
 

e. Within three business days, results indicating that paid services may not have been received by 
the member, must be referred to MLTC and the DBPM’s fraud and abuse department for review. 
 

f. The DBPM must report the total number of service verification surveys sent out to members, the 
total number of surveys completed, the total number of services requested for validation, the 
number of services validated, and an analysis of interventions related to complaints or other 
issues, all according to the interval listed in Attachment 5 – Reporting Requirements. 
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7. Claims Dispute Management 

 
a. The DBPM must develop an internal claims dispute process for those claims or group of claims 

that have been denied or underpaid. The process must be submitted to MLTC for approval a 
minimum of sixty (60) calendar days prior to the contract start date.  
 

b. The claims dispute process must give providers the option to request binding arbitration for 
claims that have been denied, underpaid, or bundled, by a private arbitrator who is certified by a 
nationally-recognized association that provides training and certification in alternative dispute 
resolution. If the DBPM and the provider are unable to agree on an association, the rules of the 
American Arbitration Association apply. The arbitrator must have experience and expertise in the 
health care field and must be selected according to the rules of his/her certifying association. 
Arbitration conducted pursuant to this section must be binding on all parties. The arbitrator must 
conduct a hearing and issue a final ruling within ninety (90) calendar days of being selected, 
unless the DBPM and the provider mutually agree to extend this deadline. All costs of arbitration, 
not including attorneys’ fees, must be shared equally by the parties. Each party must bear its own 
attorneys’ fees, if any. 
 

c. The DBPM must systematically capture the status and resolution of all claim disputes, as well as 
all associated documentation.   
 

d. The DBPM must adjudicate each disputed claim to a paid or denied status within 30 business 
days of receipt. 

 
8. Claims Payment Accuracy 

 
a. On a monthly basis, the DBPM must submit claims payment accuracy percentage reports to 

MLTC, in a format determined by MLTC. 
 

b. The report must be based on an audit conducted by the DBPM.  The audit must be conducted by 
an entity or staff independent of claims management.  
 

c. The audit must utilize a random sample of all processed or paid claims on initial submission in 
each month. A statistically-valid sample, with provider and financial stratification, must be 
selected from the entire population of electronic and paper claims processed or paid on initial 
submission. 

 
d. The minimum attributes to be tested for each claim selected must include: 

 
i. Claim data is correctly entered into the claims processing system. 

 
ii. The claim is associated with the correct provider. 

 
iii. Proper authorization was obtained for the service. 

 
iv. Member eligibility on the processing date was correctly applied. 

 
v. The allowed payment amount agrees with the contracted rate and the terms of the 

provider agreement between the DBPM and the provider. 
 

vi. Duplicate payment of the same claim did not occur. 
 

vii. The denial reason, if applicable, was applied appropriately. 
 

viii. Copayments were considered and applied if applicable. 
 

ix. Patient liability was correctly identified and applied. 
 

x. Modifier codes were correctly applied. 
 

xi. Other insurance was properly considered and applied if present. 
 

xii. Proper benefit limits were applied.  



 Page 109  SPB RFP Revised: 01/29/2016 
 

 
xiii. Proper coding including bundling and unbundling was applied. 

 
e. The results of testing should be documented, at a minimum, to include: 

 
i. Results of each attribute tested for each claim selected. 

 
ii. The amount of any overpayment or underpayment for claims processed or paid in error. 

 
iii. An explanation of the erroneous processing for each claim processed or paid in error. 

 
iv. A determination of whether any error is the result of keying errors or errors in the 

configuration or table maintenance of the claims processing system. 
 

v. Documentation that any claims processed or paid in error have been corrected. 
 

f. If the DBPM subcontracts for the provision of any covered services and the subcontractor is 
responsible for processing claims, the DBPM must submit a claims payment accuracy percentage 
report for the claims processed by the subcontractor. The report must be based on an audit 
conducted in compliance with the requirements of this section of the RFP. 

 
9. Encounter Data 

 
a. The DBPM must submit encounter data that meets established MLTC data quality standards. 

These standards are defined by MLTC to ensure receipt of complete and accurate data for 
program administration and will be closely monitored and strictly enforced. MLTC will revise and 
amend these standards as necessary to ensure CQI. 
 

b. The DBPM must submit encounter data accurately, meeting the standard of ninety-five percent 
(95%) correct encounters. The DBPM must make an adjustment to encounter claims when the 
DBPM discovers the data is incorrect, no longer valid, or some element of the claim not identified 
as part of the original claim needs to be changed. 

 
c. The DBPM must make changes or corrections to any systems, processes, or data transmission 

formats as needed to comply with MLTC data quality standards as originally defined or 
subsequently amended. The DBPM must comply with industry-accepted clean claim standards 
for all encounter data, including submission of complete and accurate data for all fields required 
on standard billing forms or electronic claim formats to support proper adjudication of a claim.  
 

d. In the event that the DBPM denies provider claims for reimbursement due to lack of sufficient or 
accurate data required for proper adjudication, the DBPM must submit all available claims data to 
MLTC without alteration or omission.  
 

e. When the DBPM has entered into capitated reimbursement arrangements with providers, the 
DBPM must require submission of all utilization or encounter data to the same standards of 
completeness and accuracy, including pricing information, as required for proper adjudication of 
FFS claims. The DBPM must require this submission from providers as a condition of the 
capitation payment and must make every effort to enforce this contractual provision to ensure 
timely receipt of complete and accurate data.  
 

f. The DBPM must submit all data relevant to the adjudication and payment of claims in sufficient 
detail, as defined by MLTC, in order to support comprehensive financial reporting and utilization 
analysis.  
 

g. The DBPM must submit encounter data according to standards and formats as defined by MLTC, 
complying with standard code sets and maintaining integrity with all reference data sources, 
including provider and member data.  
 

h. All encounter data submissions are subject to systematic data quality edits and audits on 
submission to verify not only the data content but also the accuracy of claims processing. Any 
batch submission that contains fatal errors that prevent processing or that does not satisfy 
defined threshold error rates will be rejected and returned to the DBPM for immediate correction. 
Re-submittals of rejected files, or notification of when the file will be resubmitted, must be 
completed within one (1) business day of receipt.  
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i. MLTC will reject or report individual claims or encounters failing certain edits, as deemed 

appropriate and necessary by MLTC, to ensure accurate processing or encounter data quality, 
and will return these transactions to the DBPM for research and resolution. MLTC will require 
expeditious action on the part of the DBPM to resolve errors or problems associated with these 
claims or the adjudication of these claims, including any necessary changes or corrections to any 
systems, processes, or data transmission formats. Generally the DBPM must, unless otherwise 
directed by MLTC, address ninety percent (90%) of reported errors within thirty (30) calendar 
days and address ninety-nine percent (99%) of reported errors within sixty (60) calendar days. 
These errors will be considered acceptably addressed when the DBPM has either confirmed and 
corrected the reported issue or disputed the reported issue with supporting information or 
documentation that substantiates the dispute. 
 

j. MLTC may require resubmission of the transaction with reference to the original in order to 
document resolution. Failure to promptly research and address reported errors, including 
submission of and compliance with an acceptable CAP as required, may result in damages and 
sanctions as described in Section IV.U – Contract Monitoring. 
 

k. The DBPM must collect and submit to MLTC complete and accurate data on member 
characteristics, provider characteristics, and services furnished to members through an encounter 
data system, per the State’s specifications. 
 

l. The DBPM must submit all data relevant to the adjudication and payment of claims in sufficient 
detail, as defined by the State, to support comprehensive financial reporting and utilization 
analysis.   
 

m. The DBPM must adhere to applicable Federal and MLTC payment rules in the definition and 
treatment of certain data elements, such as units of service. 
 

n. The NPI is required on all claims and encounter submissions from providers who are eligible for 
an NPI. The DBPM must assist providers to obtain an NPI, if necessary.   
 

o. The DBPM must ensure that encounter files contain settled claims, adjustments, denials, and 
voids, including but not limited to, adjustments necessitated by payment errors, processed during 
that payment cycle, as well as encounters processed during that payment cycle from providers 
with whom/which the DBPM has a capitation arrangement. The DBPM must ensure that the level 
of detail associated with encounters from providers with whom/which the DBPM has a capitation 
arrangement must be equivalent to the level of detail associated with encounters for which the 
DBPM receives and settles as a FFS claim. 
 

p. The DBPM Executive Director or his/her designee must attest to the truthfulness, accuracy, and 
completeness of all encounter data submitted.  
 

q. All institutional and professional encounters must be submitted electronically in the standard 
HIPAA transaction formats, specifically the American National Standards Institute X12N 837. 
Compliance with all applicable Federal (including but not limited to HIPAA) and State 
requirements, as amended, is required. MLTC and the DBPMs will coordinate the timing of the 
transition to future HIPAA standard transaction formats, as appropriate. 
 

r. The DBPM must have the capability to convert all information that enters its claims system via 
hard copy paper claims to electronic encounter data, for submission into the appropriate HIPAA-
compliant formats.  
 

s. Encounter records must be submitted so that payment for discrete services that may have been 
submitted in a single claim can be ascertained.  
 

t. Encounter data must be submitted a minimum of monthly on a date designated by MLTC and 
include all clean claims adjudicated and/or adjusted by the DBPM.  
 

u. Within two (2) business days of the end of a payment cycle, the DBPM must generate encounter 
data files for that payment cycle from its claims management system(s) and/or other sources. If 
the DBPM has more than one (1) payment cycle within the same calendar week, the encounter 
data files may be merged and submitted within two (2) business days of the end of the last 
payment cycle during the calendar week. 
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v. The DBPM must institute processes to ensure the validity and completeness of the data it 
submits to MLTC. At its sole discretion, the State will conduct general data validity and 
completeness audits using industry-accepted statistical sampling methods. Data elements that 
will be audited include, but are not limited to:  member ID, date of service, provider ID (including 
NPI number and Medicaid ID number), category and sub-category (if applicable) of service, 
diagnoses codes, procedure codes and modifiers, revenue codes, adherence to hard benefit 
limits, date of claim processing, and date of claim payment.  Control totals will also be reviewed 
and verified. Additionally, the DBPM must reconcile all encounter data submitted to the State to 
control totals and to the DBPM’s MLR reports and supply this reconciliation to MLTC with each 
MLR report submission as specified in Attachment 5 – Reporting Requirements. 

 
10. Audit Requirements 

 
a. The DBPM must ensure that its systems facilitate the auditing of individual claims. Adequate audit 

trails must be provided throughout the systems. To facilitate claims auditing, the DBPM must 
ensure that the systems follow, at a minimum, the guidelines and objectives of the American 
Institute of Certified Public Accountants Statement on Standards for Attestation Engagements 
(SSAE) No. 16, Reporting on Controls at a Service Organization. 
 

b. State Audits 
 
i. The DBPM must provide to any State auditor (including but not limited to the Auditor of 

Public Accounts), or his/her designee, on written request, files for any specified 
accounting period for which a valid contract exists or has expired, in a file format or 
audit-defined media required by the auditor. The DBPM must provide information 
necessary to assist the auditor in processing or using the files. 
 

ii. If the auditor’s findings point to discrepancies or errors, the DBPM must provide a written 
CAP to MLTC within ten (10) business days of receipt of the audit report. 

 
c. Audit Coordination and Claims Reviews 

 
i. The DBPM must coordinate audits with MLTC or its designee and respond within thirty 

(30) calendar days of a request by MLTC regarding the DBPM’s review of a specific 
provider and/or claim(s), and the issue reviewed. 
 

ii. In the event MLTC or its designee identifies a mispayment, the DBPM has thirty (30) 
calendar days from the date of notification of the mispayment to determine if the claim(s) 
were corrected or adjusted prior to the date of MLTC notification. On receipt of this 
notification, the DBPM must not correct the claims, unless directed to do so by MLTC. 
 

iii. MLTC reserves the right to review any claim paid by the DBPM or its designee. The 
DBPM has the right to collect or recoup any overpayments identified by the DBPM from 
providers of service in accordance with existing laws or regulations. However, if an 
overpayment is identified by the State or its designee one year or later from the date of 
payment, the DBPM will collect and remit the overpayment to MLTC. In the event the 
DBPM does not collect mispayments from the provider within 30 calendar days of 
notification of the overpayment, the DBPM must refund the overpayment to MLTC. 
Failure by the DBPM to collect an overpayment from a provider does not relieve the 
DBPM from remitting the identified overpayment to MLTC. 

 
11. Claims Processing Reports 

 
a. The DBPM will report to MLTC, on a monthly basis, summary data on claims payment activity 

and reasons for claims denials. The reporting requirements will be provided by MLTC. 
 

b. In concert with its claims payment cycle, the DBPM must provide an electronic status report 
indicating the disposition of every adjudicated and adjusted claim for each claim type submitted 
by providers seeking payment as well as capitated payments generated and paid by the DBPM. 
The status report must contain appropriate explanatory remarks related to payment or denial of 
the claim, including but not limited to, TPL data. 
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12. Third-Party Liability 
 
a. General TPL Information 

 
i. Pursuant to applicable law, the Medicaid program is the payer of last resort. All other 

available TPL resources must meet their legal obligation to pay claims before the DBPM 
pays for the care of a Medicaid member. 
 

ii. The DBPM must exercise full assignment rights as applicable; must make every 
reasonable effort to determine any TPL to pay for services rendered to members under 
this contract; and, cost avoid or recover this liability from the third party(ies). 
 

iii. At the request of MLTC, the DBPM must demonstrate that reasonable effort has been 
made to seek, collect, and report TPL, and the DBPM’s cost avoidance and recovery 
efforts. 
 

iv. MLTC has the sole responsibility for determining whether or not reasonable efforts have 
been demonstrated. This determination will consider reasonable industry standards and 
practices. 
 

v. The DBPM must coordinate benefits in accordance with 42 CFR §433.135, et seq., and 
471 NAC 3-004 in order to avoid costs and recover payments from liable parties as 
appropriate.   For purposes of complying with the Federal regulations referenced in the 
immediately preceding sentence, the term “state” means “DBPM”. However, the DBPM 
must pay and chase claims for which third-party liability is derived from an absent parent 
whose obligation to pay support is being enforced by the DHHS Division of Children and 
Family Services. 
 

vi. The DBPM may utilize subcontractors to comply with coordination-of-benefit efforts for 
services provided under this contract. The two methods for coordinating benefits are 
cost avoidance and post-payment recovery.   
 

vii. TPL is established when the DBPM receives confirmation that another party is, by 
statute, contract, or agreement, legally responsible for the payment of a claim for a 
health care item or service delivered to a member. 
 

viii. If the probable existence of TPL cannot be established, the DBPM must adjudicate the 
claim. The DBPM must recover payments if TPL is later determined to exist. 
 

ix. The DBPM must identify the existence of potential TPL to pay for covered services 
through the use of diagnosis and trauma code editing in accordance with 42 CFR 
§433.138(e). 
 

x. If a TPL insurer requires the member to pay any co-payments, coinsurance, or 
deductibles, the DBPM is responsible for making these payments even if the services 
are provided outside of the DBPM network. 
 

xi. The DBPM, or its subcontractors or providers, must not pursue collection from the 
member, but directly from the liable third party(ies), except as allowed in 468 NAC 
Chapter 4-002 and 471 NAC Chapter 3-004.   
 

xii. MLTC may require a MLTC-contracted TPL vendor to review paid claims that are over 
ninety (90) calendar days old and pursue TPL (excluding subrogation) for those claims 
that do not indicate recovery amounts in the DBPM’s encounter data. 
 

xiii. MLTC is solely responsible for estate recovery activities and will retain any and all funds 
recovered through these activities. 

 
b. Cost Avoidance 

 
i. The DBPM must cost-avoid a claim if it establishes the probable existence of TPL at the 

time the claim is filed. 
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ii. The DBPM may “pay and chase” the full amount allowed under the DBPM payment 
schedule for the claim and then seek reimbursement for any liable TPL if: 

 
a) Preventive pediatric services (including EPSDT). 

 
b) The claim is for a service that is provided to an individual on whose behalf child 

support enforcement is being carried out by the state Title IV-D child support 
agency. The DBPM must seek recovery of reimbursement within sixty (60) 
calendar days after the end of the month in which the payment was made. 

 
c. Post-Payment Recovery 

 
i. Post-payment recovery is necessary in cases in which the DBPM has not established 

the probable existence of TPL at the time services were rendered or paid for, or was 
unable to cost avoid.  
 

ii. The DBPM must seek recovery within sixty (60) calendar days after the end of the 
month it learns of the existence of a liable third party after a claim is paid. 
 

iii. The DBPM must have established procedures for recovering post-payments for MLTC’s 
review and approval during the readiness review.  
 

iv. The DBPM must void encounters for claims that are recouped in full. For recoupments 
that are not recouped in full, the DBPM must submit adjusted encounters. 
 

v. The DBPM must seek reimbursement in accident/trauma-related cases when claims in 
the aggregate equal or exceed $250.00, as required by the Medicaid State Plan.  
 

vi. The amount of any recoveries collected by the DBPM outside of the claims processing 
system must be treated by the DBPM as offsets to medical expenses for the purposes of 
reporting. 

 
d. Distribution of TPL Recoveries 

 
i. The DBPM may retain up to one hundred percent (100%) of its TPL collections if all of 

the following conditions exist: 
 
a) Total collections received do not exceed the total amount of the DBPM financial 

liability for the member. 
 

b) There are no payments made by MLTC related to FFS claims, reinsurance, or 
administrative costs (i.e., lien filing, etc.). 
 

c) Such recovery is not prohibited by applicable law. 
 

ii. MLTC will utilize TPL data in calculating future capitation rates. 
 

e. TPL Reporting Requirements 
 
i. The DBPM must provide TPL information to MLTC weekly in a format required by MLTC 

and must cooperate in any manner necessary with MLTC or its cost recovery vendor. 
 

ii. Any money recovered from third parties will be retained by the DBPM and reported 
monthly to MLTC. 
 

iii. The DBPM must post all third-party payments to claim level detail by member. The 
DBPM must include the collections and claims information in the encounter data 
submitted to MLTC, including any retrospective findings via encounter adjustments.  
 

iv. At the request of MLTC, the DBPM must provide information not included in encounter 
data submissions that may be necessary for the administration of TPL activity. This 
information must be provided within thirty (30) calendar days of MLTC’s request. This 
information may include, but is not limited to, individual medical records to determine 
liability for the services rendered. 
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v. The DBPM must report members with third party coverage to MLTC on a monthly basis, 

reporting additions and updates of TPL information in a format and medium specified by 
MLTC. 
 

vi. The DBPM must submit an annual report of all health insurance collections for its 
members plus copies of any Form 1099s received from insurance companies for that 
period of time. 

 
f. Right to Conduct Identification and Pursuit of TPL 

 
i. MLTC may pursue recovery if the DBPM fails to recover reimbursement from the third 

party, to the limit of legal liability, three hundred, sixty-five (365) days from the date of 
service of the claim(s). 
 

ii. The DBPM must seek subrogation amounts regardless of the amount believed to be 
available as required by Federal law. The amount of any subrogation recoveries 
collected by the DBPM outside of the claims processing system must be treated by the 
DBPM as offsets to medical expenses for the purposes of reporting. 

 
13. Coordination of Benefits Data 

 
a. MLTC or its designee will provide the DBPM with a list of known third party resources for its 

members via the enrollment file, based on information made available to MLTC at the time of 
eligibility determination or re-determination. If the DBPM operates or administers any non-
Medicaid HMO, health plan, or other lines of business, the DBPM must assist MLTC with the 
identification of members with access to other insurance. 
 

b. The DBPM must provide, to MLTC, any third party resource information, in a format requested by 
MLTC, and must cooperate with MLTC or its cost-recovery vendor. 

 
14. Coordination of Benefits for Dual Eligible Members 

 
a. The DBPM is responsible for providing medically necessary covered services to members who 

are also eligible for Medicare if the service is not covered by Medicare. The DBPM must ensure 
that services covered and provided under this contract are delivered without charge to members 
who are dually eligible for Medicare and Medicaid. The DBPM must coordinate with Medicare 
payers, Medicare Advantage Plans, and Medicare providers as appropriate to coordinate the care 
and benefits of members who are also eligible for Medicare. The DBPM should propose 
strategies, in its RFP response, to coordinate care for dually-eligible members. 
 

b. The DBPM must sign a Coordination of Benefits Agreement and participate in the automated 
crossover process administered by Medicare. Under this crossover process, a Medicare provider, 
who may or may not be part of the DBPM’s network, must submit a claim to Medicare and there 
is an automatic crossover to MLTC for whatever Medicaid payment is due.  
 

c. The DBPM must include in all of its provider agreements provisions to ensure continuation of 
benefits. In addition, the provider agreement must specify the provider’s responsibility regarding 
TPL, including: 

 
i. Identifying TPL coverage, including Medicare and long-term care insurance as 

applicable. 
 

ii. Seeking TPL payments before submitting claims to the DBPM.  
 

S. SYSTEMS AND TECHNICAL REQUIREMENTS 
 

1. General Requirements 
 
a. The DBPM must maintain a health information system that collects, analyzes, integrates, and 

reports data. The system must provide information on areas including, but not limited to, 
enrollment, care management, utilization, claims adjudication and payment, grievances and 
appeals, and disenrollments for reasons other than loss of Medicaid eligibility. Reporting formats 
and other requirements will be determined by MLTC after contract award.  
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b. The DBPM must provide documentation about its health information system that ensures data 

received from providers is accurate and complete by:  
 

i. Verifying the accuracy and timeliness of reported data. 
 

ii. Screening the data for completeness, logicalness, and consistency. 
 

iii. Collecting service information in standardized formats to the extent feasible and 
appropriate. 

 
c. The DBPM must provide MLTC with live access to all its systems at any time. 

 
2. HIPAA Standards and Code Sets 

 
The DBPM must be able to perform the following functions electronically including electronic claims 
management capabilities: 

 
a. Receive enrollment verification via a HIPAA-compliant 834 format. 

 
b. Receive electronic premium payments remittance advices via a HIPAA-compliant 820 format. 

 
c. Provide enrollment verification in a HIPAA-compliant 270/271 format. 

 
d. Accept prior authorization requests in a HIPAA-compliant 278 format. 

 
e. Allow claims inquiry and response in a HIPAA-compliant 276/277 format. 

 
f. Accept electronic claims transactions in a HIPAA-compliant 837 format. 

 
g. Generate HIPAA-compliant electronic remittance advices in the 835 format. 

 
h. Submit encounter data via the HIPAA-compliant 837 formats. 

 
i. Make claims payments via EFT. 

 
3. Resource Availability and Systems Changes 

 
a. Resource Availability 

 
i. The DBPM must provide systems help desk (SHD) services for all DBPM, MLTC and 

other State agency staff who may have direct access to DBPM systems. 
 

ii. The DBPM’s SHD must be available via local and toll-free telephone service and via e-
mail from 7:00 am to 7:00 pm, central time, Monday through Friday. If requested by 
MLTC, the DBPM must staff the Systems Help Desk (SHD) on a Saturday or Sunday. 
 

iii. The DBPM’s SHD staff must be able to answer user questions regarding DBPM system 
functions and capabilities; report any recurring programmatic and operational problems 
to appropriate DBPM or MLTC staff for follow-up; redirect problems or queries that are 
not supported by the SHD, as appropriate, via a telephone transfer or other agreed upon 
methodology; and redirect problems or queries specific to data access authorization to 
the appropriate MLTC login account administrator. 
 

iv. The DBPM must ensure that individuals who place calls to the SHD between the hours 
of 7:00 pm to 7:00 am, central time, Monday through Friday, are able to leave a 
message. The SHD must respond to messages by noon of the following business day. 
 

v. The DBPM must ensure that recurring problems, not specific to system unavailability, 
identified by the SHD are documented and reported to DBPM management within one 
(1) business day of recognition so that deficiencies are promptly corrected. 
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vi. The DBPM must have information systems (IS) service management system that 
provides an automated method to record, track, and report all questions or problems 
reported to the SHD. 

 
b. Systems Policies and Procedures  

 
i. The DBPM must have in place written systems policies and procedures that document 

all manual and automated processes for its IS, including the safeguarding of all its 
information.  
 

ii. The DBPM must maintain and distribute to all users (including MLTC) distinct systems 
design and management manuals, user manuals, and quick reference guides.  
 

iii. The DBPM must ensure that the systems user manuals contain information about, and 
instructions for, using applicable systems functions and accessing applicable system 
data. 
 

iv. The DBPM must ensure that all manuals and reference guides are available in printed 
form and on the DBPM’s website. 
 

v. The DBPM must update the electronic version of these manuals immediately on taking 
effect, and make printed versions available within ten (10) business days of the update 
taking effect. 

 
c. System Changes 

 
i. The DBPM’s systems must conform to future federal and/or MLTC-specific standards for 

encounter data exchange a minimum of ninety (90) calendar days prior to the standard’s 
effective date, as directed by CMS or MLTC. 
 

ii. If a system update or changes are necessary, the DBPM must draft the appropriate 
revisions to the documentation, and forward them to MLTC for review and approval a 
minimum of forty-five (45) calendar days prior to intended implementation. Upon MLTC 
approval, the DBPM must prepare revisions to the appropriate manuals before 
implementing the system changes, and must have printed manual revisions made within 
ten (10) business days of the system revision. 
 
The DBPM must notify MLTC of changes to its system a minimum of ninety (90) 
calendar days prior to the projected date of the change. These changes include major 
upgrades, modifications, or updates to application or operating software associated with 
the following core production systems: 

 
a) Claims processing. 

 
b) Eligibility and enrollment processing. 

 
c) Service authorization management. 

 
d) Provider enrollment and data management. 

 
e) Conversions of core transaction management systems. 

 
iii. The DBPM must respond to notification from MLTC of IS problems, excluding IS 

unavailability, in the following timeframes: 
 
a) Within five (5) calendar days of notification from MLTC, the DBPM must 

respond in writing regarding system problems. 
 

b) Within fifteen (15) calendar days, the correction must be made or a 
requirements analysis and specifications document must be provided to MLTC. 
 

c) The DBPM must correct the deficiency by an effective date to be determined by 
MLTC. 
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d) The DBPM’s systems must have a system-inherent mechanism for recording 
any change to a software module or subsystem. 

 
iv. Unless otherwise agreed to in advance by MLTC, the DBPM must not schedule systems 

unavailability to perform system maintenance, repair, or upgrade activities to take place 
during hours that could compromise or prevent critical business operations. 
 

v. The DBPM must work with MLTC on any testing initiative required by MLTC and must 
provide sufficient system access to allow MLTC staff to participate in the testing 
activities. 

 
4. Systems Refresh Plan 

 
The DBPM must provide to MLTC an annual systems refresh plan. This plan must outline how ISs within 
the DBPM’s span of control will be systematically assessed to determine the need to modify, upgrade, or 
replace application software, operating hardware and software, telecommunications capabilities, or 
information management policies and procedures in response to changes in business requirements, 
technology obsolescence, staff turnover, or any other relevant issues. The systems refresh plan must also 
indicate how the DBPM will ensure that the version and/or release level of all IS components (application 
software, operating hardware, and operating software) are always formally supported by the original 
equipment manufacturer (OEM), software development firm (SDF), or a third party authorized by the OEM 
or SDF to support the IS component. 

 
5. Eligibility and Enrollment Data Exchange 

 
The DBPM must: 
 
a. Receive, process, and update enrollment files sent daily by MLTC or its designee. 

 
b. Update its eligibility and enrollment databases within twenty-four (24) hours of receipt of these 

files. 
 

c. Transmit to MLTC, in the formats and methods specified by MLTC, member address and 
telephone number changes. 
 

d. Use the member’s Medicaid ID number to identify each member across multiple populations and 
systems within its span of control. 
 

e. Be able to identify potential duplicate records for a single member and, upon confirmation of this 
duplicate record by MLTC, resolve the duplication so that the enrollment, service utilization, and 
member interaction histories of the duplicate records are linked or merged. 

 
6. Other Electronic Data Exchange 

 
a. The DBPM’s system must scan, house, and retain indexed electronic images of documents used 

by members and providers to interact with the DBPM. These documents must be housed in 
appropriate database(s) and document management systems to maintain the logical relationships 
to certain key data such as member identification numbers, provider identification numbers, and 
claim identification numbers. The DBPM must ensure that records associated with a common 
event, transaction, or member service issue have a common index that will facilitate the search, 
retrieval, and analysis of related activities, such as interactions with a particular member about a 
reported problem. 
 

b. The DBPM must implement optical character recognition technology that minimizes manual 
indexing and automates the retrieval of scanned documents. 

 
7. Electronic Messaging  

 
a. The DBPM must provide a continuously available electronic mail communication link (email 

system) to facilitate communication with MLTC. This email system must be capable of attaching 
and sending documents created using software compatible with MLTC's installed version of 
Microsoft Office and any subsequent upgrades as adopted. 
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b. As needed, the DBPM must be able to communicate with MLTC over a secure virtual private 
network (VPN). 
 

c. The DBPM must comply with national standards for submitting protected health information (PHI) 
electronically and must set up a secure email system that is password protected for both sending 
and receiving any PHI. 

 
8. Provider Enrollment 

 
On the effective date of the DBPM contract and weekly thereafter, MLTC or its designee will furnish to the 
DBPM a list of Nebraska Medicaid provider types and specialty codes. In order to coordinate provider 
enrollment records, the DBPM must utilize these codes in all provider data communications with MLTC. 
The DBPM will provide the following: 

 
a. A weekly provider file to include provider name, address, licensing information, Tax ID, NPI, 

taxonomy, contract information, and any other data as required by MLTC and in a format 
specified by MLTC. 
 

b. All relevant provider ownership information as prescribed by MLTC, Federal, or State laws. 
 

c. Performance of all Federal- or State-mandated exclusion background checks on providers 
(owners and managers). The providers must perform the same checks on all of their employees a 
minimum of annually. 
 

d. Provider enrollment systems must include, at a minimum, the following functionality: 
 

i. Audit trail and history of changes made to the provider file. 
 

ii. Automated interfaces with all licensing and medical boards. 
 

iii. Automated alerts when provider licenses are nearing expiration. 
 

iv. Retention of NPI requirements. 
 

v. System-generated letters to providers when their licenses are nearing expiration. 
 

vi. Linkages of individual providers to groups. 
 

vii. Credentialing information. 
 

viii. Provider office hours. 
 

ix. Provider languages spoken. 
 

x. Provider disability accommodations. 
 

9. Information Security and Access Management 
 
a. The DBPM’s systems must utilize an access management function that restricts access to 

varying hierarchical levels of system functionality and information.  The access management 
function must: 
 
i. Restrict access to information on a “least privilege” basis (e.g., users who are permitted 

inquiry privileges only will not be permitted to modify information). 
 

ii. Restrict access to specific system functions and information based on an individual user 
profile, including inquiry only capabilities. Global access to all functions must be 
restricted to specified staff, with approval of MLTC. 
 

iii. Restrict unsuccessful attempts to access system functions to three attempts, with a 
system function that automatically prevents further access attempts and records those 
occurrences. 
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b. The DBPM must make system information available to duly authorized representatives of MLTC 
and other State or Federal agencies to evaluate, through inspections or other means, the quality, 
appropriateness, and timeliness of services performed. 
 

c. The DBPM’s systems must contain controls to maintain information integrity. These controls must 
be in place at all appropriate points of processing. The controls must be tested in periodic and 
spot audits using a methodology to be developed jointly by MLTC and the DBPM. 
 

d. Audit trails must be incorporated into all systems to allow information about source data files and 
documents to be traced through the processing stages to the point at which the information is 
finally recorded.  The audit trails must: 

 
i. Contain a unique log-on or terminal ID, the date, and time of any create/modify/delete 

action and, if applicable, the ID of the system job that effected the action. 
 

ii. Have the date and identification “stamp” displayed on any online inquiry. 
 

iii. Have the ability to trace data from the final place of recording back to its source data file 
or document. 
 

iv. Be supported by listings, transaction reports, update reports, transaction logs, or error 
logs. 
 

v. Facilitate auditing of individual records as well as batch audits. 
 

vi. Be maintained online for no less than two (2) years and be retrievable within 48 hours. 
 

e. The DBPM’s systems must have inherent functionality that prevents the alteration of finalized 
records. 
 

f. The DBPM must provide for the physical safeguarding of its data processing facilities and the 
systems and information housed within those facilities. The DBPM must provide MLTC with 
access to data facilities on request. The physical security provisions must be in effect for the 
duration of this contract. 
 

g. The DBPM must restrict perimeter access to equipment sites, processing areas, and storage 
areas through a key card or other comparable system, as well as provide accountability control to 
record access attempts, including attempts of unauthorized access. 
 

h. The DBPM must include physical security features designed to safeguard processor site(s) 
including fire-retardant capabilities, as well as smoke and electrical alarms, monitored by security 
personnel. 

 
i. The DBPM must put in place procedures, measures, and technical security to prohibit 

unauthorized access to the regions of the data communications network inside the DBPM’s span 
of control. This includes but is not limited to ensuring that no provider or member services 
applications can be directly accessible over the internet and must be appropriately isolated to 
ensure appropriate access. 
 

j. The DBPM must ensure that remote access users of its ISs can only access these systems 
through two-factor user authentication and by methods including VPN, which must be approved in 
writing and in advance by the State. 
 

k. The DBPM must comply with recognized industry standards governing security of State and 
Federal automated data processing systems and information processing. At a minimum, the 
DBPM must conduct a security risk assessment and communicate the results in an IS security 
plan provided prior to the start date of operations. This risk assessment must also be made 
available to appropriate Federal agencies. 

 
10. Systems Availability, Performance, and Problem Management Requirements 

 
a. The DBPM must ensure that critical member and provider Internet and/or telephone-based 

functions and information, including but not limited to confirmation of DBPM enrollment (CME), 
electronic claims management (ECM), and self-service member and provider services functions 
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are available to the applicable IS users at any time, except during periods of scheduled system 
unavailability agreed to by the State and the DBPM. Unavailability caused by events outside of a 
DBPM’s control is outside the scope of this requirement.  
 

b. The DBPM must ensure that, at a minimum, all other system functions and information are 
available to the appropriate system users between the hours of 7:00 am and 7:00 pm, central 
time, Monday through Friday. 
 

c. The DBPM must ensure that the systems and processes within its span of control associated with 
its data exchanges with the State are available and operational according to specifications and 
the data exchange schedule. 
 

d. In the event of a declared major failure or disaster, the DBPM’s eligibility/enrollment and claims 
processing systems must be back online within seventy-two (72) hours of the failure or disaster. 
 

e. On discovery of any problem within its span of control that may jeopardize or is jeopardizing the 
availability and performance of critical systems functions and information, as defined in this 
section of the contract, including any problems affecting scheduled exchanges of data between 
the DBPM and the State, the DBPM must notify MLTC within 60 minutes of such discovery. In its 
notification the DBPM must explain in detail the impact to critical path processes, such as 
enrollment management and encounter submission processes. 
 

f. When the problem results in delays in report distribution or problems with online access to critical 
systems functions and information during a business day, the DBPM must notify MLTC within 
fifteen (15) minutes of discovery of the problem. This notification will allow the applicable work 
activities to be rescheduled or handled based on IS unavailability protocols. 
 

g. The DBPM must provide a minimum of hourly updates to MLTC on IS unavailability events, 
including problem resolution.  At a minimum these updates must be provided via email or 
telephone. 
 

h. The DBPM must resolve unscheduled IS unavailability and restore services of CME and ECM 
functions, caused by a failure of systems and telecommunications technologies within the 
DBPM’s span of control, within sixty (60) minutes of the official declaration of system 
unavailability. Unscheduled system unavailability to any other DBPM IS functions caused by 
system and telecommunications technologies within the DBPM’s span of control must be 
resolved, and the restoration of services implemented, within eight (8) hours of the official 
declaration of IS unavailability. 
 

i. Cumulative system unavailability caused by systems or infrastructure technologies within the 
DBPM’s span of control must not exceed twelve (12) hours during any continuous twenty (20) 
business day period.  
 

j. The DBPM is not responsible for the availability and performance of systems and infrastructure 
technologies outside of its span of control. 
 

k. Within five (5) business days of the occurrence of a system availability problem, the DBPM must 
provide MLTC with full written documentation that includes a CAP describing how the DBPM will 
prevent the problem from occurring again. 

 
11. Contingency Plan 

 
a. The DBPM, regardless of the architecture of its systems, must develop and be continually ready 

to implement, a contingency plan to protect the availability, integrity, and security of data during 
unexpected failures or disasters (either natural or man-made), to continue essential application or 
IS functions during or immediately following the failure or disaster. 
 

b. Contingency plans must include a disaster recovery plan (DRP) and a business continuity plan 
(BCP). A DRP is designed to recover systems, networks, workstations, applications, etc., in the 
event of a disaster. A BCP must focus on restoring the operational function of the organization in 
the event of a disaster and includes items related to IT, as well as operational items, such as 
employee notification processes and the procurement of office space, equipment, and supplies 
needed to do business in emergency mode. 
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c. The DBPM must submit a final contingency plan to MLTC for review and approval no later than 
forty-five (45) calendar days before the contract start date. 
 

d. At a minimum, the contingency plan must address the following scenarios: 
 

i. The central computer installation and resident software are destroyed or damaged. 
 

ii. System interruption or failures that result from network, operating hardware, software, or 
operations errors that compromise the integrity of transactions that are active in a live 
system at the time of the outage. 
 

iii. System interruption or failure that result from network, operating hardware, software, or 
operations errors that compromise the integrity of data maintained in a live or archival 
system. 
 

iv. System interruption or failure that result from network, operating hardware, software, or 
operational errors that do not compromise the integrity of transactions or data 
maintained in a live or archival system, but prevents access to the system, such as 
causing unscheduled system unavailability. 
 

v. The plan must specify projected recovery times and data loss for mission-critical 
systems in the event of a declared disaster. 
 

vi. The DBPM must annually test its plan through simulated disasters and lower level 
failures in order to demonstrate to MLTC that it can restore systems functions on a 
timely basis. In the event the DBPM fails to demonstrate through these tests that it can 
restore systems functions, the DBPM must submit a CAP to MLTC describing how the 
failure will be resolved within ten (10) business days of the conclusion of the test. 

 
12. Off-site Storage and Remote Back-up 

 
a. The DBPM must provide for off-site storage and a remote back-up of operating instructions, 

procedures, reference files, system documentation, and operational files. 
 

b. The data back-up policy and procedures must include, but not be limited to: 
 

i. Descriptions of the controls for back-up processing, including how frequently back-ups 
occur. 
 

ii. Documented back-up procedures. 
 

iii. The location of data that has been backed up (off-site or on-site, as applicable). 
 

iv. Identification and description of what is being backed up as part of the back-up plan. 
 

v. Any change in back-up procedures in relation to the DBPM’s technology changes. 
 

c. MLTC must be provided with a list of all back-up files to be stored at remote locations and the 
frequency by which these files are updated. 
 

13. Records Retention  
 
a. The DBPM must have online retrieval and access to documents and files for six (6) years in live 

systems and ten (10) years in archival systems, for audit and reporting purposes. The claims for 
services that have a once-in-a-life-time indicator must remain in the current/active claims history 
for claims editing and are not to be archived or purged. Online access to claims processing data 
must be possible by Medicaid ID number, provider ID number, and/or internal control number). 
The DBPM must provide 48-hour turnaround or shorter for requests for access to information that 
is six (6) years old, and 72-hour turnaround or shorter for requests for access to information in 
machine readable form, that is between six (6) and ten (10) years old. If an audit or 
administrative, civil, or criminal investigation or prosecution is in progress; or audit findings or 
administrative, civil, or criminal investigations or prosecutions are unresolved; then, information 
must be kept in electronic form until all tasks or proceedings are completed. 
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b. The historical encounter data submission must be retained for a period not less than six (6) years, 
following generally accepted retention guidelines. 
 

 
T. REPORTING AND DELIVERABLES 

 

1. General Requirements 
 
a. This section of the RFP describes in general terms the requirements placed on the DBPM 

regarding State and Federal reporting. Program and financial reporting requirements are 
discussed throughout the RFP and summarized in Attachment 5 – Reporting Requirements. The 
DBPM must comply with all reporting requirements, or to the extent it does not it may be subject 
to penalties, sanctions, or contract termination. 
 

b. All deliverables are subject to review by the State and will not be considered complete until 
deemed complete by MLTC. The format and content of each deliverable must be defined and 
agreed upon prior to the onset of work.  The State will not review a deliverable unless the format 
and content has been approved in advance. 
 

c. MLTC may grant approval, reject all or some part of the deliverable, or request that revisions be 
made by the DBPM.  Additional review periods are required whenever revisions are requested or 
a deliverable is rejected. Each deliverable must be consistent with previously approved 
deliverables. The State reserves the right to require the DBPM to revise deliverables previously 
approved or to reject current deliverables based on inconsistencies with previously approved 
deliverables. 
 

d. DBPM policies are subject to approval by MLTC, and will be monitored through operational 
reviews. 

 
2. Ownership Disclosure 
 

Federal laws require full disclosure of ownership, management, and control of Medicaid DBPMs (42 CFR 
§§455.100-455.106). The DBPM must disclose to MLTC this information at contract award, annually 
thereafter for each contract year, and within thirty (30) calendar days of any change in the DBPM’s 
management, ownership or control. 

 
3. Information Related to Business Transactions 

 
a. The DBPM must furnish, to MLTC and the federal DHHS, information related to significant 

business transactions as set forth in 42 CFR §455.105. Failure to comply with this requirement 
may result in termination of this contract. 
 

b. The DBPM must submit, within 30 calendar days of a request made by MLTC, full and complete 
information regarding: 

 
i. The ownership of any subcontractor with whom/which the DBPM has had business 

transactions totaling more than $25,000 during the 12-month period ending on the date 
of the request. 
 

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

 
4. Encounter Data 

 
a. The DBPM must comply with the required format and timelines provided by MLTC for the 

submission of encounter data. Encounter data includes claims paid or denied by the DBPM or the 
DBPM’s subcontractors for services delivered to members through the DBPM during a specified 
reporting period. MLTC collects and uses this data for many purposes such as federal reporting, 
rate setting, risk adjustment, service verification, managed care quality improvement, utilization 
patterns, access to care determinations, and various research studies. 
 

b. MLTC may change the encounter data transaction requirements with ninety (90) calendar days 
advance written notice to the DBPM. The DBPM must, on notice from MLTC, make the necessary 
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changes to its systems to comply with MLTC requirements and provide notice of the changes to 
its contractors. It is the DBPM’s responsibility to ensure that its contractors comply with MLTC 
requirements within the specified timeframes. 

 
5. Financial Reporting 

 
a. The DBPM must submit quarterly and annual financial reporting to MLTC.  The details and timing 

of the reports will be developed with DBPM input.  Examples of expected reports include, but are 
not limited to:  
 
i. Certification statement. 

 
ii. Balance sheet. 

 
iii. Income statement. 

 
iv. Lag (incurred but not reported) report. 

 
v. Medical loss ratio calculation. 

 
vi. Related-party statements. 

 
vii. Run rate income statement. 

 
viii. Auditor's report and report on internal controls. 

 
ix. Performance measure calculation reports. 

 
x. Annual disclosure report. 

 
xi. Enrollment/revenue reconciliation. 

 
b. MLTC also requires the DBPM to electronically provide detailed claims and membership data that 

tie to the run rate income statement. The DBPM’s response to a MLTC data request must 
include, at a minimum, the following data fields: 
 
i. Rating category. 

 
ii. Category of service. 

 
iii. Utilizers. 

 
iv. Paid dollars. 

 
v. Paid units. 

 
vi. Units measure. 

 
vii. Paid days. 

 
viii. Cost per unit. 

 
ix. Cost per day. 

 
x. Per member per month (PMPM) cost. 

 
xi. Member months. 

 
xii. Month of service. 

 
xiii. Month of payment. 
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c. The DBPM must obtain an annual financial audit acceptable to MLTC for any expenditure of 
State-awarded funds made by the DBPM. The audit must include management letters and audit 
recommendations. 
 

d. State auditors must have access to all records and accounts for the contract year(s) in which the 
award was made. The DBPM must comply with Federal and State single audit standards, as 
applicable.  MLTC reserves the right to audit or request an audit (at the DBPM’s expense) of any 
data or report required under the contract. 
 

e. Risk contracts must provide that MLTC and CMS may inspect and audit any financial records of 
the DBPM or its contractors.  There must be no restrictions on the right of the State or Federal 
government to conduct whatever inspections and audits either of them deem necessary to ensure 
quality, appropriateness, or timeliness of services and reasonableness of their costs. 

 
6. Information on Persons Convicted of Crimes  

 
The DBPM must furnish to MLTC information about any person convicted of a criminal offense under a 
program relating to Medicare (Title XVIII) and Medicaid (Title XIX) as set forth in 42 CFR §455.106. Failure 
to comply with this requirement may lead to termination of this contract. 

 
7. Submission Process and Timeframes 

 
a. The DBPM must ensure that all required deliverables, which may include documents, manuals, 

files, plans, or reports, as stated in this RFP or required at a future date, are submitted to MLTC 
in a timely manner for review and approval. The DBPM’s failure to submit the deliverables as 
specified may result in the assessment of liquidated damages, as stated in Section IV.U – 
Contract Monitoring of this RFP. 
 

b. MLTC may, at its discretion, require the DBPM to submit additional deliverables both ad hoc and 
recurring. If MLTC requests any revisions to the deliverables already submitted, the DBPM must 
make the changes and re-submit the deliverables, according to the time period and format 
required by MLTC. A sixty- (60) calendar-day notice will be given on changes to any ongoing 
reports. 
 

c. Unless otherwise specified in Attachment 5 – Reporting Requirements, deadlines for submitting 
deliverables are: 

 
i. Monthly deliverables must be submitted no later than the 15th calendar day of the 

following month. 
 

ii. Quarterly deliverables must be submitted within forty-five (45) calendar days of the last 
day of the calendar quarter immediately preceding the due date. 
 

iii. Annual reports and files, and other deliverables due annually, must be submitted within 
thirty (30) calendar days following the 12th month of the contract year; except, those 
annual reports that are specifically exempted from this thirty- (30) calendar-day deadline 
by this RFP or by written agreement between MLTC and the DBPM.  
 

iv. If a due date falls on a weekend or State-recognized holiday, deliverables are due the 
next business day. 

 
8. Ad Hoc Reports 

 
a. The DBPM must prepare and submit any other reports required and requested by MLTC, any of 

MLTC’s designees, the State Legislature, or CMS that are related to the DBPM's duties and 
obligations under this contract. Information considered to be proprietary must be clearly identified 
by the DBPM at the time of submission. 
 

b. Ad-hoc reports must be submitted within five (5) business days from the date of request, unless 
otherwise specified by MLTC. 
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9. Errors 
 
a. The DBPM must prepare complete and accurate reports for submission to MLTC. If after 

preparation and submission, a DBPM error is discovered, either by the DBPM or MLTC, the 
DBPM must correct the error(s) and resubmit the report within the following timeframes: 
 
i. For encounters, in accordance with the timeframes specified in the Section IV.R – 

Claims Management of this RFP. 
 

ii. For all reports, fifteen (15) calendar days from the date of discovery by the DBPM or 
date of written notification by MLTC (whichever is earlier). MLTC may at its discretion 
extend the due date if an acceptable plan of correction has been submitted and the 
DBPM can demonstrate to MLTC’s satisfaction that the problem cannot be corrected in 
fifteen (15) calendar days. 

 
b. Failure of the DBPM to respond within these timeframes may result in penalties per Section IV.U 

– Contract Monitoring. 
 

10. Reporting Dashboard 
 
a. The DBPM must work with MLTC to develop a reporting dashboard. The purpose of this 

dashboard is to provide DBPM and MLTC leadership with easily accessible DBPM results related 
to access to and quality of care, as well as program cost-effectiveness. Access to this dashboard 
will be determined in consultation with MLTC. The dashboard must be operational within six (6) 
months after the contract start date. The dashboard will augment, but not replace, other reporting 
templates required by MLTC. At its sole discretion, MLTC may determine that reports generated 
by this dashboard are sufficient and may no longer require the DBPM to complete similar or other 
reports. Dashboards must be updated within the timelines specified by MLTC. The reporting 
dashboard must include, at a minimum, statistics related to: 
 
i. Member enrollment. 

 
ii. Call center statistics. 

 
iii. Status of credentialing applications. 

 
iv. Performance measures. 

 
v. Care management. 

 
vi. Pending grievances and appeals. 

 
vii. Pending claims. 

 
viii. Financial status. 

 
ix. Any other issues as identified by MLTC. 

 
b. MLTC reserves the right to require DBPM participation in an alternative reporting and dashboard 

system at its discretion. 
 
U. CONTRACT MONITORING 

 

1. DBPM Policies and Procedures  
 
MLTC will provide the DBPM with updates to attachments; other information; interpretation of all pertinent 
State and/or Federal Medicaid regulations; and, DBPM policies, procedures, and guidelines affecting the 
provision of services under this contract. The DBPM will submit written requests to MLTC for additional 
clarification, interpretation, or other information, as appropriate. Provision of this information does not 
relieve the DBPM of its obligation to keep informed of applicable State and Federal laws related to its 
obligations under this contract. 
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2. Operational Reviews  
 
a. In accordance with CMS requirements (42 CFR §438.66), MLTC, or its designee, will conduct 

periodic operational reviews to ensure program compliance and identify best practices. The 
reviews will identify and make recommendations for areas of improvement, monitor the DBPM’s 
progress towards implementing mandated programs or operational enhancements, and provide 
the DBPM with technical assistance when necessary. The type and duration of the review will be 
solely at MLTC’s discretion. 

 
b. This monitoring by MLTC does not relieve the DBPM of its responsibility to continuously monitor 

its providers’ and subcontractors’ performance to ensure compliance with contract provisions. 
 
c. Except in cases in which advance notice is not possible or advance notice may render the review 

less useful, MLTC will give the DBPM a minimum of three (3) weeks advance notice of the date of 
a review. MLTC reserves the right to conduct reviews without notice to monitor contractual 
requirements and performance. 

 
d. MLTC, or its designee, will coordinate with the DBPM to establish the scope of any review, the 

review site (if on-site), relevant time frames for obtaining information, and the review criteria. 
 
e. MLTC may request, at the expense of the DBPM, to conduct on-site reviews of functions 

performed at out-of-State locations and will coordinate travel arrangements and accommodations 
with the DBPM. 

 
f. The review may include an inspection of the DBPM's facilities, as well as auditing or review of 

any records including, but not limited to, dental records, grievances, utilization and medical 
management, finance, management systems, policies and procedures, or any other areas or 
materials relevant to this contract. 
 

g. In preparation for a review, the DBPM must cooperate with MLTC, by forwarding, in advance, 
policies, procedures, job descriptions, contracts, records, logs, and any other materials upon 
request. Documents not requested in advance must be made available during the course of a 
review. DBPM staff must be available at all times during a review. The DBPM must provide an 
appropriate private workspace and internet access to the review team. 
 

h. The DBPM will be provided a copy of the draft review report and given the opportunity to 
comment on any review finding prior to MLTC issuing the final report, unless the review concerns 
potential fraudulent or criminal action. The DBPM must develop CAPs based on the 
recommendations, if necessary. However, once MLTC finalizes the findings, the DBPM must 
comply with all recommendations that result from the review. Failure to comply with 
recommendations for improvement may result in monetary penalties and/or sanctions. 
 

i. CAPs and any modifications must meet the approval of MLTC. Unannounced follow-up reviews 
may be conducted at any time after the initial operational review, to determine the DBPM’s 
progress in implementing the recommendations and achieving compliance. 
 

3. Business Reviews 
 

a. MLTC will schedule business reviews with each DBPM, which will be held on a quarterly basis or 
frequency as determined by MLTC. Business reviews are regular meetings with MLTC staff and 
MLTC leadership to review ongoing business operations of the DBPM, performance metrics, 
quality outcomes, and other topics as determined by MLTC.  
 

b. The DBPM must participate in MLTC-organized business reviews. 
 

c. The DBPM Executive Director will participate in, and ensure other key staff members as 
requested by MLTC to participate in the business reviews. The Executive Director must ensure 
the DBPM is prepared to participate pursuant to an MLTC-developed agenda and/or presentation 
template. 

 
4. Contract Non-Compliance 

 
a. Administrative Actions 
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i. In the event the DBPM fails to perform any obligation under the contract, at the 
discretion of MLTC, the DBPM may be subject to the administrative actions detailed 
below. MLTC will provide written notice to the DBPM of non-compliance or deficiency. 
Administrative actions exclude liquidated damages, intermediate sanctions, and 
termination, and include:  

 
a) A warning through written notice (may include consultation). 

 
b) Education about program policies and billing procedures.  The DBPM may be 

required to participate in a provider education program as a condition of 
continued participation. DBPM education programs may include attendance at 
quarterly meetings, at which issues and topics may include, but not be limited 
to: 

 
1). The use of procedure codes. 

 
2). The review of key provisions of the DBP. 

 
3). Instruction about reimbursement rates. 

 
4). Instruction about how to inquire about coding problems.  

 
5). Quality/medical issues. 

 
c) Submission of a CAP. MLTC will approve and monitor implementation of the 

CAP through available reporting resources, on-site evaluations, and required 
status reports. The CAP must address: 

 
1). The steps to be taken by the DBPM to comply with the terms of the 

contract. 
 

2). A timeframe for anticipated compliance and a date certain for 
correction of the issue.  
 

b. Liquidated Damages 
 
MLTC may impose liquidated damages if the terms of the CAP are not met. Liquidated damages 
will continue until satisfactory correction of the issue has occurred, as determined by MLTC. 
 
In the event the DBPM fails to comply with any term or condition of the RFP or specifically 
subparagraphs i – ix as listed below, the damages detailed in this section and Attachment 10 – 
Liquidated Damages may be assessed in the sole discretion of MLTC. If assessed, the damages 
will be used to reduce MLTC’s payments to the DBPM. If the damages exceed amounts due from 
MLTC, the DBPM will be required to make cash payment to MLTC for the amount in excess. 
 
i. Readiness Review 
 

MLTC will conduct a formal review of the DBPM’s readiness to implement all required 
services described in this RFP. Should the DBPM fail the review, MLTC may assess 
damages of $5,000.00 for each calendar day until such time as MLTC certifies that the 
DBPM has met all readiness requirements. 

 
ii. Date of Implementation 
 

Should the DBPM fail to begin full operations on the contract start date, and should 
MLTC determine that the DBPM is responsible for the delay, MLTC may assess 
damages of $10,000.00 per calendar day for each day beyond the contract start date 
that the DBPM fails to begin full operations. 

 
iii. Timely Reports and Data Delivery Requirements 
 

All reports and data (including encounters) required by the contract must be produced in 
the format and media approved by MLTC and submitted by the due dates required by 
MLTC. If the data is incomplete, incorrect, or untimely, MLTC may assess a penalty of 



 Page 128  SPB RFP Revised: 01/29/2016 
 

$1,000.00 for each calendar day that a report or data delivery is late, includes less than 
the required copies, or is not in the approved format.  

 
iv. Network Performance Requirement 
 

Between the date of award and the contract start date, the DBPM must have a 
contracted provider network in place, sufficient in size and composition to meet the 
service requirements of its members on the contract start date. The required attestation 
of network sufficiency must be submitted to MLTC a minimum of ninety (90) calendar 
days prior to the contract start date. MLTC may assess a penalty of $1,000.00, per 
calendar day, for each day that the provider network is not adequate to meet the service 
needs of its members. 

 
v. Employment of Key Personnel 
 

The DBPM must meet all key personnel requirements specified in Section IV.D – 
Staffing Requirements of this RFP. MLTC may assess a penalty of $1,000.00 per day, 
per position, for each day after the thirty (30) allowed calendar days that a key position 
remains unfilled by a qualified person approved by MLTC. 

 
vi. Excessive Reversals on State Fair Hearings 
 

If more than ten percent (10%) of the DBPM decisions on member appeal are 
overturned by the State Fair Hearing process the DBPM may be assessed a penalty of 
$25,000.00 per reversal exceeding ten percent (10%) in a contract year.   

 
vii. Marketing and Member Education Violations  
 

a) Whenever MLTC in its discretion determines the DBPM or any of its agents, 
subcontractors, volunteers, or providers has engaged in any unfair, deceptive, 
or prohibited marketing or member education practices in connection with 
proposing, offering, selling, soliciting, or providing any dental services, in the 
discretion of MLTC one or more of the remedial actions specified in this Section 
must apply. 

 
b) Unfair, deceptive, or prohibited marketing practices must include, but are not 

limited to: 
 

1). Failing to secure written approval before distributing marketing or 
member materials. 

 
2). Engaging in, encouraging, or facilitating prohibited marketing by a 

provider. 
 

3). Failing to meet time requirements for communication with new 
members (e.g., distribution of welcome packets or welcome calls). 

 
4). Failing to provide interpretation services or make materials available in 

required languages. 
 

5). Engaging in any of the prohibited marketing or member education 
practices detailed in this RFP. 

 
6). Making false or misleading verbal or written statements, visual 

descriptions, advertisements, or other representations of any kind that 
have the capacity, tendency, or effect of deceiving or misleading 
DBPM members or potential members about any dental services, the 
DBPM, any dental provider, or the DBP. 

 
7). Representing that a DBPM or network provider offers any service, 

benefit, access to care, or choice that it does not offer. 
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8). Representing that a DBPM or dental provider has any status, 
certification, qualification, sponsorship, affiliation, or licensure that it 
does not possess. 

 
9). Failing to state a material fact, if the failure deceives or tends to 

deceive. 
 

10). Offering any kickback, bribe, award, or benefit to any Medicaid 
enrollee as an inducement to select, or to refrain from selecting, any 
dental service DBPM or dental provider. 

 
11). Using the Medicaid member’s or another person’s information that is 

confidential, privileged, or which cannot be disclosed to or obtained by 
the user without violating a State or Federal confidentiality law, 
including: 

 
i) Medical record and/or dental record information. 
 
ii) Information that identifies the member as a recipient of any 

government-sponsored or mandated health coverage 
program. 

 
12). Using any device or artifice in advertising a DBPM or soliciting 

Medicaid enrollees that misrepresents the solicitor’s profession, 
status, affiliation, or mission. 

 
c) If MLTC determines that the DBPM has violated any of the marketing and/or 

outreach requirements outlined in the contract, the DBPM may be subject to 
damages up to $10,000.00 per violation. The amount of damages is at the 
discretion of MLTC. 

 
viii. Other Liquidated Damages may be assessed as otherwise permitted in the RFP. 
 
ix. MLTC will provide written notice and factual basis for the assessment of liquidated 

damages to the DBPM. Within ten (10) business days of receipt of the written notice, the 
DBPM may appeal the assessment of liquidated damages in writing to the Deputy 
Director of the Delivery Systems Section of MLTC. A written decision will be issued 
within ten (10) business days. Within five (5) business days of receipt of the written 
decision, the DBPM may request reconsideration of the decision in writing to the Director 
of MLTC. The Director must issue a written opinion within thirty (30) calendar days. No 
further appeals will be allowed. 

 
c. Failure to Provide Benefits and Services 

 
If MLTC determines that the DBPM has failed to provide one or more benefits or services, MLTC 
will direct the DBPM to provide the benefit(s) or service(s). If the DBPM continues to refuse to 
provide the benefit(s) or service(s), MLTC will authorize the member(s) to obtain the services 
from another source and will notify the DBPM in writing that the DBPM will be charged the actual 
cost of the services. In this event, funds equivalent to the expense(s) will be deducted from the 
next monthly capitation payment or a future payment as determined by MLTC. With the 
deductions, when made, MLTC will provide a list of the affected member(s) concerning which 
payments to the DBPM have been deducted, the nature of the benefit(s) or service(s) denied, and 
payments MLTC made or will make to provide the medically necessary covered benefit(s) or 
service(s).  

 
5. Intermediate Sanctions 

 
a. Acts or Failures to Act Subject to Intermediate Sanctions 
 

The following violations are grounds for intermediate sanctions that may be imposed in the sole 
discretion of MLTC when the DBPM act or fails to act: 
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i. The DBPM fails substantially to provide medically necessary services that the DBPM is 
required to provide, under law or under its contract with MLTC, to a member covered 
under the contract. 

 
ii. The DBPM imposes on members premiums or charges that are in excess of allowable 

charges permitted under the Medicaid program. 
 

iii. The DBPM discriminates against members on the basis of their health status or need for 
health care services. 

 
iv. The DBPM misrepresents or falsifies information that it furnishes to CMS or to the State. 

 
v. The DBPM misrepresents or falsifies information that it furnishes to a member, enrollee, 

or dental provider. 
 

vi. The DBPM fails to comply with the requirements for provider incentive plans, if 
applicable.  

 
vii. The DBPM distributes, directly or indirectly through any agent, marketing materials that 

were not approved in advance by MLTC or that contain false or materially misleading 
information. 

 
viii. The DBPM violates any of the other applicable requirements of sections 1903(m) or 

1932 of the Social Security Act and any implementing regulations. 
 

ix. Any other action or inaction that the State deems a violation and that merits a sanction 
consistent with this section. 

 
b. Other Misconduct Subject to Intermediate Sanctions  
 

MLTC in its sole discretion also may impose sanctions against a DBPM if it finds any of the 
following non-exclusive actions or occurrences: 

 
i. The DBPM failed to correct deficiencies in its delivery of service after having received 

written notice of these deficiencies from MLTC. 
 

ii. The DBPM was excluded from participation in Medicare because of fraudulent or 
abusive practices, pursuant to Public Law 95-142. 

 
iii. The DBPM or any of its owners, officers, or directors was convicted of a criminal offense 

relating to performance of the contract with MLTC, of fraudulent billing practices, or of 
any negligent practice resulting in death or injury to a DBPM member. 

 
iv. The DBPM presented, or caused to be presented, any false or fraudulent claim for 

services, or submitted or caused to be submitted false information to the State or CMS. 
 

v. The DBPM engaged in a practice of charging and accepting payment (in whole or part) 
from members for services for which a PMPM payment was made to the DBPM by 
MLTC. 

 
vi. The DBPM rebated or accepted a fee or portion of a fee or charge for a member referral. 

 
vii. The DBPM failed to repay or make arrangements for the repayment of identified 

overpayments or otherwise erroneous payments. 
 

viii. The DBPM failed to keep, or make available for inspection, audit, or copying, the records 
regarding payments claimed for providing services. 

 
ix. The DBPM failed to furnish any information requested by MLTC regarding payments for 

providing goods or services. 
 

x. The DBPM furnished goods or services to a member, which at the sole discretion of 
MLTC, and based on competent medical judgment and evaluation, are determined to be 
insufficient for his/her needs, harmful to the member, or of grossly inferior quality. 
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c. Sanction Types 
 

i. MLTC may impose the following intermediate sanctions at its sole discretion: 
 

a) Civil monetary penalties as specified in Attachment 10 – Liquidated Damages. 
 

b) Appointment of temporary management as described in this section. 
 

c) Granting members the right to terminate enrollment without cause and notifying 
the affected members of their right to disenroll. 

 
d) Suspension of all new enrollments into the DBPM. 
 
e) Suspension of payment for members enrolled after the effective date of the 

sanction, unless and until CMS or MLTC is satisfied that the reason for 
imposition of the sanction no longer exists and is not likely to recur. 

 
f) Any other remedy, right, or sanction allowed under the contract or applicable 

law. 
 

ii. Payments under the contract will be denied for new members when, and for as long as, 
payment for those members is denied by CMS in accordance with the requirements of 
42 CFR §438.730. 

 
d. Notice of Sanction to DBPM and CMS 
 

i. Prior to imposing any intermediate sanction, the State will give the DBPM timely written 
notice that explains the following:   

 
a) The basis and nature of the sanction. 

 
b) The DBPM’s right to an administrative hearing. 

 
ii. MLTC will give the CMS Regional Office written notice whenever it imposes or lifts an 

intermediate sanction for one of the violations listed in 42 CFR §438.700, specifying the 
affected DBPM, the kind of sanction, and the reason for MLTC’s decision to lift a 
sanction (if applicable). Notice will be given no later than thirty (30) calendar days after 
MLTC imposes or lifts the sanction. 

 
e. Payment of Liquidated Damages and Sanctions  
 

i. The purpose of establishing and imposing liquidated damages is to provide a means for 
MLTC to obtain the services and level of performance required for successful operation 
of the contract. MLTC’s failure to assess liquidated damages in one or more of the 
particular instances described herein will in no event waive the right, power, or authority 
of MLTC to assess additional liquidated damages or actual damages at that time or in 
the future. 

 
ii. The decision to impose liquidated damages (including intermediate sanctions) will 

include consideration of some or all of the following factors: 
 

a) The duration of the violation. 
 

b) Whether the violation (or one that is substantially similar) has previously 
occurred. 

 
c) The DBPM’s compliance history. 

 
d) The severity of the violation and whether it imposes an immediate threat to the 

health or safety of the DBPM’s members. 
 

e) The good faith exercised by the DBPM in attempting to achieve or remain in 
compliance. 
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iii. The violations described in Attachment 10 – Liquidated Damages are examples of the 
grounds, but not an exclusive list of grounds, on which MLTC may impose liquidated 
damages. 

 
iv. Any liquidated damages assessed by MLTC that cannot be collected through 

withholding from future capitation payments will be due and payable to MLTC within 
thirty (30) calendar days after the DBPM’s receipt of the notice of liquidated damages. 
However, in the event an appeal by the DBPM results in a decision in favor of the 
DBPM, any funds withheld by MLTC will be returned to the DBPM as consistent with the 
appeal decision. 

 
f. Special Rules for Temporary Management 
 

i. MLTC may install temporary management if it finds that there is continued egregious 
behavior by the DBPM, including, but not limited to, behavior that is described in 42 CFR 
§438.706, or that is contrary to any requirements of Sections 1903(m) and 1932 of the 
Social Security Act. 

 
ii. MLTC will impose temporary management if it finds that a DBPM has repeatedly failed 

to meet substantive requirements in Sections 1903(m) or 1932 of the Social Security 
Act. In this circumstance, MLTC must also notify members of the DBPM of their right to 
select another DBPM, and allow them to do so. The State may not delay imposition of 
temporary management to provide a hearing regarding the sanction. In addition, MLTC 
will not terminate temporary management until it determines that the sanctioned 
behavior will not recur. 

 
g. Payment of Outstanding Monies or Collections from DBPM  
 

The DBPM will be paid for any outstanding monies due less any assessed liquidated damages or 
sanctions. If liquidated damages exceed monies due, collection will be made from the DBPM 
performance bond or any insurance policy or policies required under this contract, as appropriate. 
The rights and remedies provided in this clause must not be exclusive and are in addition to any 
other rights and remedies provided by law or under this contract. 

 
h. Provider Sanctions  
 

Nothing contained in this RFP must prohibit MLTC, pursuant to applicable law, from imposing 
sanctions, including civil liquidated damages, license revocation, and Medicaid termination, on a 
dental provider for its violations of applicable law. 
 

V. TRANSITION AND IMPLEMENTATION 
 

1. Preliminary Implementation Plan 
 
a. The DBPM is responsible for submitting a preliminary implementation plan with its proposal. This 

plan must describe the DBPM’s plan to comply with all the major areas of the contract including: 
 
i. Member services. 

 
ii. Network development and management. 

 
iii. Provider education. 

 
iv. Quality management, including credentialing. 

 
v. Utilization management. 

 
vi. Transition and care coordination. 

 
vii. Information systems management. 

 
viii. Claims management. 

 
ix. Grievances and appeals. 
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b. The preliminary implementation plan must also address staffing, facilities, and other operational 
issues as identified in this RFP and the DBPM’s proposal.  The plan must include tasks, 
deliverables, and milestones necessary to implement the program.   
 

2. Transition Period 
 
a. The transition period for the contract begins on the date of award and ends ninety (90) calendar 

days after the contract start date. During the transition period the DBPM must implement the 
requirements of the contract and collaborate with MLTC to facilitate a seamless transition for 
providers and members in order to prevent an interruption of services and to ensure continuity of 
care for members.   
 

b. On contract award, the DBPM must immediately begin collaborating with MLTC to review the 
contract, its proposal, and preliminary implementation plan. The DBPM must provide to MLTC 
implementation plan updates, weekly, and collaborate with MLTC to address the following: 

 
i. Defining project management and reporting standards. 

 
ii. Establishing communication protocols between the DBPM, MLTC, existing providers, 

Heritage Health MCOs, and other relevant MLTC contractors such as the non-
emergency transportation coordinator. 
 

iii. Defining expectations for the content and format of contract deliverables. 
 

iv. Resolving transition and implementation issues to MLTC’s satisfaction.  
 

c. At minimum, the DBPM must have the following key staff in place to participate in the transition 
coordination/collaboration process: 
 
i. Executive Director. 

 
ii. Dental Director. 

 
iii. Operations Manager. 

 
iv. Provider Services Manager. 

 
v. Member Services Manager. 

 
vi. Claims Administrator. 

 
vii. Information Management and Systems Director. 

 
3. Comprehensive Implementation Plan 

 
a. Within 15 calendar days of the date of award, the DBPM must develop a detailed and 

comprehensive implementation plan to monitor progress throughout the transition/implementation 
period. 
 

b. The DBPM must include in its implementation plan a detailed description of its implementation 
tasks, methods, staff accountable for completing tasks, and timelines, at a minimum for the 
following areas/issues: 

 
i. Staffing. 

 
ii. Data systems including system readiness testing, acceptance testing, transfer of 

electronic data and records, and a data conversion plan to include, at a minimum, 
intake, closure, eligibility, demographics, encounters, and other file data. 
 

iii. Network development. 
 

iv. Clinical transition. 
 

v. Utilization management. 
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vi. Care coordination. 

 
vii. Quality management. 

 
viii. Member services. 

 
ix. Member outreach/communications. 

 
x. Security, business continuity, disaster recovery, and contingency planning. 

 
xi. Member Handbook and Provider Manual completion. 

 
xii. Claims and eligibility interface development. 

 
xiii. Compliance plan. 

 
xiv. Financial reporting plan. 

 
xv. Member and staff orientation and training plans.  

 
xvi. Post-implementation deliverables. 

 
4. Network Adequacy Requirement 

 
The DBPM must have a contracted provider network in place, sufficient in size and composition, to meet 
MLTC’s access standards and the requirements of the covered population ninety (90) calendar days prior 
to the contract’s start date. The DBPM should submit to MLTC a network development plan with its 
proposal. This plan must be updated upon contract award and bi-weekly until the contract start date. The 
plan must detail the DBPM’s network, including GeoAccess reports, and describe any provider network 
gaps and the DBPM’s remediation plans. Additional requirements regarding network adequacy are 
included in Section IV.I – Provider Network Requirements of this RFP. 

 
5. Personnel 

 
The DBPM must submit key staff resumes with its proposal, as possible. All key staff, as detailed in 
Section IV.D – Staffing Requirements must be hired prior to the Readiness Review. A minimum of two (2) 
weeks prior to the readiness review, the DBPM must submit to MLTC the resumes of any key staff 
member (that was not submitted with the DBPM’s proposal) for MLTC review and approval. At that time, 
the DBPM must submit updated organizational charts. The DBPM must have sufficient personnel working 
and operating in the State during the transition and implementation period in order to be fully compliant 
with the terms of the contract. 

 
6. Readiness Review 

 
a. Prior to the contract start date, MLTC will conduct an operational and financial readiness review 

of the DBPM, and will provide needed technical assistance. The DBPM must cooperate with 
MLTC’s review process to assess the DBPM’s operational readiness and ability to provide 
covered services to members as of the contract start date. The DBPM will be permitted to 
commence operations, and Medicaid enrollees will be enrolled with the DBPM, only if the 
readiness review factors are met to MLTC’s satisfaction.  
 

b. Based on the results of the review, MLTC will issue a letter of findings and, if necessary, request 
a CAP from the DBPM.  
 

c. The readiness review will cover all provisions of the contract with a particular focus on assessing 
the following areas: 

 
i. Network adequacy. 

 
ii. Staffing adequacy. 

 
iii. Subcontracts. 
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iv. Provider services.  
 

v. Member services. 
 

vi. Quality management.  
 

vii. Care coordination. 
 

viii. Utilization management. 
 

ix. Financial management. 
 

x. Information processing and system testing. 
 

xi. Continuity of care. 
 

xii. Grievance and appeal process. 
 

d. During the readiness review, the DBPM must provide to MLTC staff access to DBPM staff, 
operational documentation (including a demonstration of computer systems), private workspace, 
and the internet. 
 

e. If the DBPM is unable to demonstrate its ability to meet the requirements of this contract, as 
determined by MLTC, within the time frames specified by MLTC, MLTC may terminate this 
contract and have no liability for payment to the DBPM. 

 
W. TERMINATION OR EXIPIRATION OF DBPM CONTRACT 

 
The turnover requirements in this Section are applicable upon termination or expiration of the contract. 
   
1. General Turnover Requirements 

 
In the event the contract is terminated or expired for any reason, the DBPM must: 
 
a. Comply with all terms and conditions stipulated in the contract, including continuation of core 

dental benefits and services under the contract, until the termination effective date. 
 

b. Promptly supply all information necessary for the reimbursement of any outstanding claims. 
 

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

 
2. Turnover Plan 

 
a. In the event of written notification of termination of the contract by either party, the DBPM must 

submit a Turnover Plan within thirty (30) calendar days from the date of notification, or 
circumstances necessitate a shorter timeframe, unless other appropriate timeframes have been 
mutually agreed upon by both the DBPM and MLTC. The Plan must address the turnover of 
records and information maintained by the DBPM relative to core dental benefits and services 
provided to Medicaid members for the time form specified by MLTC. The Turnover Plan must be 
a comprehensive document detailing the proposed schedule, activities, and resource 
requirements associated with the turnover tasks. The Turnover Plan must be approved by MLTC. 
 

b. If the contract is not terminated by written notification as provided in this Section, the DBPM must 
propose a Turnover Plan six (6) months prior to the end of the contract period, including any 
extensions to such period. The Plan must address the possible turnover of the records and 
information maintained to either MLTC or a third party designated by MLTC. The Turnover Plan 
must be a comprehensive document detailing the proposed schedule, activities, and resource 
requirements associated with the turnover tasks. The Turnover Plan must be approved by MLTC. 

 
c. As part of the Turnover Plan, the DBPM must provide MLTC with copies of all relevant member 

and core dental benefits and services data, documentation, or other pertinent information 
necessary, as determined by MLTC, for MLTC or a subsequent DBPM to assume the operational 
activities successfully. This includes correspondence, documentation of ongoing outstanding 
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issues, and other operations support documentation. The Plan will describe the DBPM’s 
approach and schedule for transfer of all data and operational support information, as applicable. 
The information must be supplied in media and format specified by MLTC and according to the 
schedule approved by MLTC. 

 
3. Transfer of Data 
 

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

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

 
4. Post-Turnover Services 

 
a. Thirty (30) days following turnover of operations, the DBPM must provide MLTC with a Turnover 

Results report documenting the completion and results of each step of the Turnover Plan. 
Turnover will not be considered complete until this document is approved by MLTC. 
 

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

 
c. The DBPM also must pay any and all additional costs incurred by MLTC that are the result of the 

DBPM’s failure to provide the requested records, data or documentation within the time frames 
agreed to in the Turnover Plan. 

 
d. The DBPM must maintain all files and records related to members and providers for five years 

after the date of final payment under the Contract or until the resolution of all litigation, claims, 
financial management review or audit pertaining to the Contract, whichever is longer. The DBPM 
agrees to repay any valid, undisputed audit exceptions taken by MLTC in any audit of the 
contract. 
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V. PROPOSAL INSTRUCTIONS    

This section documents the mandatory requirements that must be met by bidders in preparing the Technical and Cost 
Proposal. Bidders should identify the subdivisions of “Project Description and Scope of Work” clearly in their proposals; failure 
to do so may result in disqualification.  Failure to respond to a specific requirement may be the basis for elimination from 
consideration during the State’s comparative evaluation. 
 
Proposals are due by the date and time shown in the Schedule of Events.  Content requirements for the Technical and Cost 
Proposal are presented separately in the following subdivisions; format and order: 
 
A. PROPOSAL SUBMISSION 

 
1. REQUEST FOR PROPOSAL FORM  

By signing the “Request for Proposal for Contractual Services” form, the bidder guarantees compliance with 
the provisions stated in this Request for Proposal, agrees to the Terms and Conditions stated in this Request 
for Proposal unless otherwise agreed to, and certifies bidder maintains a drug free work place environment. 
 
The Request for Proposal for Contractual Services form must be signed in ink and returned by the stated 
date and time in order to be considered for an award.  
 
Further, Section III. Terms and Conditions must be returned with the proposal response.  
 

2. CORPORATE OVERVIEW  
The Corporate Overview section of the Technical Proposal should consist of the following subdivisions:  
 
a. BIDDER IDENTIFICATION AND INFORMATION 

The bidder must provide the full company or corporate name, address of the company's 
headquarters, entity organization (corporation, partnership, proprietorship), state in which the 
bidder is incorporated or otherwise organized to do business, year in which the bidder first 
organized to do business and  whether the name and form of organization has changed since first 
organized. 
 

b. FINANCIAL STATEMENTS 

The bidder must provide financial statements applicable to the firm.  If publicly held, the bidder must 
provide a copy of the corporation's most recent audited financial reports and statements, and the 
name, address, and telephone number of the fiscally responsible representative of the bidder’s 
financial or banking organization. 
 
If the bidder is not a publicly held corporation, either the reports and statements required of a 
publicly held corporation, or a description of the organization, including size, longevity, client base, 
areas of specialization and expertise, and any other pertinent information, must be submitted in 
such a manner that proposal evaluators may reasonably formulate a determination about the 
stability and financial strength of the organization.  Additionally, a non-publicly held firm must 
provide a banking reference. 
 
The bidder must disclose any and all judgments, pending or expected litigation, or other real or 
potential financial reversals, which might materially affect the viability or stability of the organization, 
or state that no such condition is known to exist.  
 
The State may elect to use a third-party to conduct credit checks as part of the corporate overview 
evaluation. 
 

c. CHANGE OF OWNERSHIP 

If any change in ownership or control of the company is anticipated during the twelve (12) months 
following the proposal due date, the bidder must describe the circumstances of such change and 
indicate when the change will likely occur.  Any change of ownership to an awarded vendor(s) will 
require notification to the State. 
 

d. OFFICE LOCATION 

The bidder’s office location responsible for performance pursuant to an award of a contract with 
the State of Nebraska must be identified. 
 

e. RELATIONSHIPS WITH THE STATE 

The bidder shall describe any dealings with the State over the previous five (5) years.  If the 
organization, its predecessor, or any party named in the bidder’s proposal response has contracted 
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with the State, the bidder shall identify the contract number(s) and/or any other information 
available to identify such contract(s).  If no such contracts exist, so declare. 
 

f. BIDDER'S EMPLOYEE RELATIONS TO STATE 

If any party named in the bidder's proposal response is or was an employee of the State within the 
past twelve (12) months, identify the individual(s) by name, State agency with whom employed, job 
title or position held with the State, and separation date.  If no such relationship exists or has 
existed, so declare. 
 
If any employee of any agency of the State of Nebraska is employed by the bidder or is a 
Subcontractor to the bidder, as of the due date for proposal submission, identify all such persons 
by name, position held with the bidder, and position held with the State (including job title and 
agency).  Describe the responsibilities of such persons within the proposing organization.  If, after 
review of this information by the State, it is determined that a conflict of interest exists or may exist, 
the bidder may be disqualified from further consideration in this proposal.  If no such relationship 
exists, so declare. 
 

g. CONTRACT PERFORMANCE 

If the bidder or any proposed Subcontractor has had a contract terminated for default during the 
past five (5) years, all such instances must be described as required below.  Termination for default 
is defined as a notice to stop performance delivery due to the bidder's non-performance or poor 
performance, and the issue was either not litigated due to inaction on the part of the bidder or 
litigated and such litigation determined the bidder to be in default. 
 
It is mandatory that the bidder submit full details of all termination for default experienced during 
the past five (5) years, including the other party's name, address, and telephone number.  The 
response to this section must present the bidder’s position on the matter.  The State will evaluate 
the facts and will score the bidder’s proposal accordingly.  If no such termination for default has 
been experienced by the bidder in the past five (5) years, so declare. 
 
If at any time during the past five (5) years, the bidder has had a contract terminated for 
convenience, non-performance, non-allocation of funds, or any other reason, describe fully all 
circumstances surrounding such termination, including the name and address of the other 
contracting party.   
 

h. SUMMARY OF BIDDER’S CORPORATE EXPERIENCE 

The bidder shall provide a summary matrix listing the bidder’s previous projects similar to this 
Request for Proposal in size, scope, and complexity.  The State will use no more than three (3) 
narrative project descriptions submitted by the bidder during its evaluation of the proposal. 
 
The bidder must address the following: 
 

i. Provide narrative descriptions to highlight the similarities between the bidder’s experience 
and this Request for Proposal.  These descriptions must include: 

 
a) The time period of the project; 
b) The scheduled and actual completion dates; 
c) The Contractor’s responsibilities;  
d) For reference purposes, a customer name (including the name of a contact 

person, a current telephone number, a facsimile number, and e-mail address); 
and 

e) Each project description shall identify whether the work was performed as the 
prime Contractor or as a Subcontractor.  If a bidder performed as the prime 
Contractor, the description must provide the originally scheduled completion date 
and budget, as well as the actual (or currently planned) completion date and 
actual (or currently planned) budget.   

 
ii. Contractor and Subcontractor(s) experience must be listed separately.  Narrative 

descriptions submitted for Subcontractors must be specifically identified as Subcontractor 
projects. 

 
iii. If the work was performed as a Subcontractor, the narrative description shall identify the 

same information as requested for the Contractors above.  In addition, Subcontractors 
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shall identify what share of contract costs, project responsibilities, and time period were 
performed as a Subcontractor.   

 
i. SUMMARY OF BIDDER’S PROPOSED PERSONNEL/MANAGEMENT APPROACH 

The bidder must present a detailed description of its proposed approach to the management of the 
project. 
 
The bidder must identify the specific professionals who will work on the State’s project if their 
company is awarded the contract resulting from this Request for Proposal.  The names and titles 
of the team proposed for assignment to the State project shall be identified in full, with a description 
of the team leadership, interface and support functions, and reporting relationships.  The primary 
work assigned to each person should also be identified.   
 
The bidder shall provide resumes for all personnel proposed by the bidder to work on the project.  
The State will consider the resumes as a key indicator of the bidder’s understanding of the skill 
mixes required to carry out the requirements of the Request for Proposal in addition to assessing 
the experience of specific individuals. 
 
Resumes must not be longer than three (3) pages.  Resumes shall include, at a minimum, academic 
background and degrees, professional certifications, understanding of the process, and at least 
three (3) references (name, address, and telephone number) who can attest to the competence 
and skill level of the individual.  Any changes in proposed personnel shall only be implemented 
after written approval from the State. 
 

j. SUBCONTRACTORS 

If the bidder intends to Subcontract any part of its performance hereunder, the bidder must provide: 
 
i. name, address, and telephone number of the Subcontractor(s); 

ii. specific tasks for each Subcontractor(s); 
iii. percentage of performance hours intended for each Subcontract; and 
iv. total percentage of Subcontractor(s) performance hours. 
 

3. TECHNICAL APPROACH  
The technical approach section of the Technical Proposal must consist of the following subsections:   
 
a. Understanding of the project requirements (limited to three (3) pages; 
b. Response to proposal statements and questions in Attachment 11 – Proposal Statements and 

Questions; and 
c. Proposal deliverables as listed in Attachment 12 – Policies, Procedures, and Plans. 
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Form A 
Bidder Contact Sheet 

Request for Proposal Number 5427 Z1 
 
 

Form A should be completed and submitted with each response to this Request for Proposal.  This is intended to provide the 
State with information on the bidder’s name and address, and the specific person(s) who are responsible for preparation of 
the bidder’s response.   
 

Preparation of Response Contact Information 

Bidder Name:  
Bidder Address:  

 
 

Contact Person & Title:  

E-mail Address:  

Telephone Number (Office):  

Telephone Number (Cellular):  

Fax Number:  
 
Each bidder shall also designate a specific contact person who will be responsible for responding to the State if any 
clarifications of the bidder’s response should become necessary.  This will also be the person who the State contacts to set 
up a presentation/demonstration, if required. 
 

Communication with the State Contact Information 

Bidder Name:  
Bidder Address:  

 
 

Contact Person & Title:  

E-mail Address:  

Telephone Number (Office):  

Telephone Number (Cellular):  

Fax Number:  
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Form B 
 

 Notification of Intent to Attend Pre-Proposal Conference  
  

Request for Proposal Number 5427Z1 
 

  
Bidder Name:  
Bidder Address:  

 
 

Contact Person:  

E-mail Address:  

Telephone Number:  

Fax Number:  

Number of Attendees:  
 
 
The “Notification of Intent to Attend Pre-Proposal Conference” form should be submitted to the State Purchasing Bureau via 
e-mail (as.materielpurchasing@nebraska.gov), facsimile (402-471-2089), hand delivered or US Mail by the date shown in the 
Schedule of Events.   
 

mailto:as.materielpurchasing@nebraska.gov


 
 

Attachment 1 

Medical Loss Ratio Requirements 
 
 

  Attachment 1, p.1 
 

 

 
DBPMs that receive capitation payments to provide covered services to Nebraska Medicaid 
members are required to rebate a portion of the capitation payments to MLTC in the event the 
DBPM does not meet the 85% MLR standard. This document describes the methodology for 
calculating the MLR and payment of any rebate due MLTC. 

 
MLR Calculation 

 
1. A DBPM’s MLR is the ratio of net qualified medical expenses to qualifying 

revenue for the MLR calculation: 
 

MLR = net qualified medical expenses ÷ qualifying revenue for the MLR 
calculation 

 
2. Net qualified medical expense, the numerator in the MLR calculation, is defined 

as the sum of: 
 

a.        Claims incurred 
b. Claims incurred but not paid, plus provisions for adverse deviation and 

loss adjustment expense 
c.        Medical incentive bonuses 
d.        Reinsurance premiums less reinsurance recoveries 
e.        Activities that improve health care quality, per 45 CFR 158.150 
f.         Less related-party medical margin 

 
3. The denominator for the MLR calculation is the aggregate of revenue earned by 

the DBPM and related parties, including parent and subsidy companies and risk 
bearing partners under this contract, including capitation payments and ignores 
federal and state premium taxes and non-operating income. Any earned 
holdback is not factored into the calculation. 

 
4. An activity that improves health care quality can be included in the numerator as 

long as it meets one of three standards:  1) meets the definition in 45 CFR 
158.150 of an activity that improves health care quality and is not excluded under 
45 CFR 158.150; 2) is an activity specific to Medicaid managed care external 
quality review activities; or 3) is an activity related to health information 
technology and meaningful use, as defined in 45 CFR 158.151, and excludes 
any costs that are identified as excluded under 45 CFR 158.150 or other federal 
regulations. 

 
5. The MLR will be calculated using the DBPM’s “run rate” income statements (not 

“booked”). “Run rate” is incurred expenses and qualifying revenue for the MLR 
calculation attributable to activities in the specified contract year.



 
 

Attachment 1 

Medical Loss Ratio Requirements 
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6.        MLTC reserves the right to audit, request additional information, and revise the 
DBPM’s estimates of its MLR calculation. 

 
MLR Rebate 

 
1. The DBPM must calculate the MLR and submit it to MLTC quarterly.  MLTC will 

calculate the MLR settlement annually, between six and nine months after the 
end of the contract year. 

 
2. For each reporting year in which the MLR is less than 85%, the DBPM 

must provide a rebate to MLTC per the following formula: 
 

MLR rebate = maximum of $0 and [(85% - MLR) x qualifying revenue for the 
MLR calculation] 
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471-000-39  Dental Periodicity Schedule for Children

The following schedule developed by the American Academy of Pediatric Dentistry (AAPD), 
provides a minimum basis for follow-up assessments after the initial examination to ensure 
continued health and well-being and to detect conditions requiring treatment.  At six month 
intervals, dental screening is to be obtained from a dentist beginning at age one or earlier if 
medically necessary. Visual inspection of the mouth for very young children is recommended as 
part of each Health Screening. 

AGE 6-12 Months 12-24 Months 2-6 Years 6-12 Years 12 Years 
and Older 

Clinical oral examination1,2      

Assess oral growth and development3      

Caries-risk assessment4      

Radiographic assessment5      

Prophylaxis and topical fluoride4,5      

Fluoride supplementation6,7      

Anticipatory guidance/counseling8      

Oral hygiene counseling9 Parent Parent Patient/parent Patient/parent Patient

Dietary counseling10      

Injury prevention counseling11      

Counseling for nonnutritive habits12      
Counseling for speech/language 
development    

Substance abuse counseling   

Counseling for intraoral/perioral piercing   
Assessment and treatment of developing 
malocclusion    

Assessment for pit and fissure sealants13    
Assessment and/or removal of third 
molars  

Transition to adult dental care  

ATTACHMENT 2
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1 First examination at the eruption of the first tooth and no later than 12 months. Repeat every 6 months 
or as indicated by child’s risk status/susceptibility to disease. 
 
2 Includes assessment of pathology and injuries. 
 
3 By clinical examination. 
 
4 Must be repeated regularly and frequently to maximize effectiveness. 
 
5 Timing, selection, and frequency determined by child’s history, clinical findings, and susceptibility to oral 
disease. 
 
6 Consider when systemic fluoride exposure is suboptimal. 
 
7 Up to at least 16 years. 
 
8 Appropriate discussion and counseling should be an integral part of each visit for care. 
 
9 Initially, responsibility of parent; as child develops, jointly with parent; then, when indicated, 
only child. 
 
10 At every appointment; initially discuss appropriate feeding practices, then the role of refined 
carbohydrates and frequency of snacking in caries development and childhood obesity. 
 
11 Initially play objects, pacifiers, car seats; then when learning to walk, sports and routine playing, 
including the importance of mouth guards. 
 
12 At first, discuss the need for additional sucking; digits vs pacifiers; then the need to wean from the habit 
before malocclusion or skeletal dysplasia occurs. For school-aged children and adolescent patients, 
counsel regarding any existing habits such as fingernail biting, clinching, or brusixm. 
 
13 For caries-susceptible primary molars, permanent molars, premolars, and anterior teeth with deep pits 
and fissures; placed as soon as possible after eruption. 
 
 



2700.4 Instructions for Completing Form CMS-416: Annual Early and Periodic Screening, 
Diagnostic, and Treatment (EPSDT) Participation Report 

Effective for reporting period federal fiscal year 2014 (October 1, 2013 through September 30, 2014), 
with submission of Form CMS-416 by April 1, 2015. 

A. Purpose -- The annual EPSDT report (form CMS-416) provides basic information on
participation in the Medicaid child health program.  The information is used to assess the effectiveness of 
state EPSDT programs in terms of the number of individuals under the age of 21 (by age group and basis 
of Medicaid eligibility) who are provided child health screening services, referred for corrective treatment, 
and receiving dental services.  Child health screening services are defined for purposes of reporting on this 
form as initial or periodic screens required to be provided according to a state’s screening periodicity 
schedule.   

The completed report demonstrates the state’s attainment of its participation and screening goals.  
Participation and screening goals are two different standards against which EPSDT performance (or 
penetration) is measured on the form CMS-416.  From the completed reports, trend patterns and 
projections are developed for the nation and for individual states or geographic areas, from which decisions 
and recommendations can be made to ensure that eligible children are given the best possible health care.  
The information is also used to respond to congressional and public inquiries. 

B. Reporting Requirement -- Each state that supervises or administers a medical assistance program
under Title XIX of the Social Security Act must report annually on form CMS-416.  These data must 
include services reimbursed directly by the state under fee-for-service, or through managed care, 
prospective payment, or other payment arrangement or through any other health or dental plans that 
contract with the state.  Each state is required to collect encounter data (or other data as necessary) from 
managed care and prospective payment entities in sufficient detail to provide the information required by 
this report.  You may contact your CMS regional office EPSDT specialist if you need technical assistance 
in completing this form. 

C. Effective Date -- The form CMS-416’s initial effective date was April 1, 1990.  The first full
fiscal year for which the form was effective began October 1, 1990.  This version of the form is not 
changed from the previous version, but these associated revised instructions must be used for the reporting 
period federal fiscal year 2014, beginning October 1, 2013 through September 30, 2014, for data due to 
CMS on the form CMS-416 on or before April 1, 2015.   

D. Submittal Procedure -- States should submit the annual form CMS-416 and your state medical
and dental periodicity schedules electronically to the CMS central office via the EPSDT mailbox at 
EPSDT@cms.hhs.gov not later than April 1 of the year following the end of the federal fiscal year being 
reported.  The electronic form and instructions are available on the CMS website at 
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Benefits/Early-and-Periodic-
Screening-Diagnostic-and-Treatment.html. States may not modify the electronic form.  It must be 
submitted as downloaded.  A “hard copy” submittal to CMS is no longer required.   

States that have data limitations or that have made program changes during a reporting period that 
significantly impact data results, such as a change in the periodicity schedule to follow the most recent 
version of the American Academy of Pediatrics’ Bright Futures™ guidelines, may include a note, not to 
exceed 50 words, with the cover correspondence accompanying their CMS-416 submissions.  This 
information will be included in a separate footnotes page on the Medicaid.gov website, accompanying the 
national and state data reports.   
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Instructions for Form CMS-416 Annual EPSDT Participation Report 

Effective for reporting periods beginning with federal fiscal year 2014  
(October 1, 2013 through September 30, 2014),  

with submission of Form CMS-416 by April 1, 2015 

 

 
 E. Detailed Instructions -- Enter your state name and the federal fiscal year as directed below.  
For each of the following line items, report total counts by the age groups indicated and by whether 
categorically or medically needy (described below).  In cases where calculations are necessary, perform 
separate calculations for the total column and for each age group.  You must enter a number in each line 
and column of data requested even if the number is “0.”  
 
Important Reporting Requirements: 

• Report age based upon the individual’s age as of September 30 of the reporting year. 
• Report all data in the age category reflecting the individual’s age at the end of the federal fiscal 

year even if the individual received services in two age categories.  For example, if a child turned 
age 3 on September 1st, but had a 30-month well-child visit in March, the 30-month visit would be 
counted in the age 3-5 category. 

• Screening data on Line 3a through Line 14 should reflect unduplicated counts of individuals from 
Line 1b (individuals enrolled for at least 90 continuous days during the reporting period).  

• The objective of CMS-416 reporting is to capture on each line all services that were provided, 
regardless of payment status and unduplicated by child. Report data based on visits during which a 
service was provided to an eligible individual during the reporting period, according to the 
instructions for each line, regardless of whether the unduplicated claim was paid, unpaid, or denied.  
States must be able to ensure that once a service is reported on the CMS-416, it is not reported 
again in any reporting period if payment status changes, for example, from unpaid to paid.   

 
State -- Enter the name of your state using the two character state code in upper case format. 
 
Fiscal Year -- Enter the federal fiscal year (FFY) being reported in YYYY format.   
Note: The federal fiscal year is from October 1 through September 30.  For example, FFY 2014 is October 
1, 2013 through September 30, 2014. 
 
Line 1a -- Total Individuals Eligible for EPSDT-- Enter the total unduplicated number of individuals 
under the age of 21 enrolled in Medicaid or a Children’s Health Insurance Program (CHIP) Medicaid 
expansion program determined to be eligible for EPSDT services, distributed by age and by basis of 
eligibility as of September 30.  “Unduplicated” means that an eligible person is reported only once, 
although he/she may have had more than one period of eligibility during the year, and that a claim for a 
service that was provided is only counted once, whether the claim was unpaid, paid, or denied.  Include all 
individuals regardless of whether the services are provided under fee-for-service, prospective payment, 
managed care, or other payment arrangements.  States should determine the basis of eligibility consistent 
with the instructions from the Transformed Medicaid Statistical Information System (T-MSIS) Data 
Dictionary, in consultation with state Medicaid eligibility officials, if needed.  Medicaid-eligible 
individuals under age 21 are considered eligible for EPSDT services regardless of whether they have been 
informed about the availability of EPSDT services or whether they accept EPSDT services at the time of 
informing.  Individuals for whom third-party liability is available should also be counted in the number. 
 
Do not include in this count the following groups of individuals:  
 
- Medically needy individuals under the age of 21 if your state does not provide EPSDT services for the 

medically needy group;  
 

Version 3, as of November 17, 2014 
Page 2 of 15 

http://www.medicaid.gov/medicaid-chip-program-information/by-topics/data-and-systems/downloads/t-msis-data-dictionary.zip
http://www.medicaid.gov/medicaid-chip-program-information/by-topics/data-and-systems/downloads/t-msis-data-dictionary.zip


Instructions for Form CMS-416 Annual EPSDT Participation Report 

Effective for reporting periods beginning with federal fiscal year 2014  
(October 1, 2013 through September 30, 2014),  

with submission of Form CMS-416 by April 1, 2015 
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- Individuals eligible for Medicaid only under a Section 1115 waiver as part of an expanded population 
for which the full complement of EPSDT services is not available;  

 

- Undocumented aliens who are eligible only for emergency Medicaid services;  
 

- Children in separate state CHIP programs; or  
 

- Other groups of individuals under age 21 who are eligible only for limited services as part of their 
Medicaid eligibility (for example, pregnancy-related services).   

 
Line 1b -- Total Individuals Eligible for EPSDT for 90 Continuous Days -- Enter the total unduplicated 
number of individuals under the age of 21 from Line 1a who have been continuously enrolled in Medicaid 
or a CHIP Medicaid expansion program for at least 90 continuous days in the federal fiscal year and 
determined to be eligible for EPSDT services, distributed by age and by basis of eligibility.  For example, 
if an individual was enrolled from October 1 to November 30 and again from August 1 to September 30, 
the individual would not be considered eligible for 90 continuous days in the federal fiscal year.      
 
Line 1c -- Total Individuals Eligible for EPSDT under a CHIP Medicaid Expansion Program -- Enter 
the total unduplicated number of individuals included in Line 1b who are under the age of 21 and eligible 
for EPSDT services as part of a CHIP Medicaid expansion program.  For children who have been eligible 
for EPSDT under both Medicaid and a CHIP Medicaid expansion program during the report year, include 
the child on this line if they are enrolled in a CHIP Medicaid expansion as of September 30.   
 
Line 2a -- State Periodicity Schedule -- Enter the number of initial or periodic general health screenings 
required to be provided to individuals within the age group specified according to the state’s medical 
periodicity schedule.  (Example:  If your state’s periodicity schedule requires screening at 12, 15, 18 and 
24 months, the number 4 should be entered in the 1-2 age group column.)  Make no entry in the total 
column.   
 
Note:  As noted above, use the state’s current medical periodicity schedule to complete Line 2a and 
submit a copy of the state’s current medical and dental periodicity schedules to CMS with your 
CMS-416 submission.  
 
Line 2b -- Number of Years in Age Group -- Make no entries on this line.  This is a fixed number 
reflecting the number of years included in each age group. 
 
Line 2c -- Annualized State Periodicity Schedule -- Divide Line 2a by the number in Line 2b.  Enter the 
quotient.  This is the number of screenings expected to be received by an individual in each age group in 
one year.  Make no entry in the total column. 
 
Line 3a -- Total Months of Eligibility -- Enter the total months of eligibility for the individuals in each 
age group in Line 1b during the reporting year.  An individual child should only be counted once in the age 
group the individual is in as of September 30.  Include the total months of eligibility in the age category 
where the individual is reported, even if the individual had months of eligibility in two age categories 
during the reporting period.  For example, if an individual was eligible for 12 months, from October 
1st through September 30th, but turned age 3 on August 1st, all 12 months of eligibility would be 
counted in the age 3-5 category.   
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Instructions for Form CMS-416 Annual EPSDT Participation Report 

Effective for reporting periods beginning with federal fiscal year 2014  
(October 1, 2013 through September 30, 2014),  

with submission of Form CMS-416 by April 1, 2015 

 

 
Line 3b -- Average Period of Eligibility -- Divide Line 3a by the number in Line 1b.  Divide that number 
by 12 and enter the quotient.  This number represents the portion of the year that individuals remained 
eligible for EPSDT services during the reporting year.   
Line 4 -- Expected Number of Screenings per Eligible -- Multiply Line 2c by Line 3b.  Enter the 
product.  This number reflects the expected number of initial or periodic screenings per individual under 
age 21 per year based on the number required by the state-specific periodicity schedule and the average 
period of eligibility.  Make no entries in the total column. 
 

Line 5 -- Expected Number of Screenings -- Multiply Line 4 by Line 1b. Enter the product. This reflects 
the total number of initial or periodic screenings expected to be provided to the eligible individuals in Line 
1b.  
 

Line 6 -- Total Screens Received -- Enter the total number of initial or periodic screens furnished to 
eligible individuals from Line 1b under fee-for-service, prospective payment, managed care or other 
payment arrangements, based on an unduplicated paid, unpaid, or denied claim.    
 

Note:  States may use the CPT codes listed below as a proxy for reporting these initial or periodic screens.  
Use of these proxy codes is for reporting purposes only.  States must continue to ensure that all five age-
appropriate elements of an EPSDT screen, as defined by law, are provided to EPSDT recipients.  
(See Appendix I for a list of ICD-10 codes relevant to reporting on line 6, pending ICD-10 
implementation.) 
 
This number should not reflect sick visits or episodic visits provided to the enrolled individual unless 
an initial or periodic screen was also performed during the visit.  However, it may reflect a screen 
outside of the normal state periodicity schedule that is used as a "catch-up" EPSDT screening.  (A catch-up 
EPSDT screening is defined as a complete screening that is provided to bring an individual child up-to-
date with the state's screening periodicity schedule.  For example, a child who did not receive a periodic 
screen at age five visits a provider at age 5 years and 4 months.  The provider may use that visit to provide 
a complete age appropriate screening and the screening may be counted on the CMS-416.)  Report all 
screening data in the age category reflecting the individual’s age at the end of the federal fiscal year 
even if the individual received services in two age categories.  For example, if a child turned age 3 on 
September 1st, but had a 30-month well-child visit the previous March, the 30-month visit would be 
counted in the age 3-5 age category.  Use the codes below or other documentation of such services 
furnished under capitated or prospective payment arrangements.  The codes to be used to document the 
receipt of an initial or periodic screen are as follows:  
 
CPT-4 codes: Preventive Medicine Services *  
99381 New Patient under one year  
99382 New Patient (ages 1-4 years)  
99383 New Patient (ages 5-11 years)  
99384 New Patient (ages 12-17 years)  
99385 New Patient (ages 18-39 years)  
99391 Established patient under one year  
99392 Established patient (ages 1-4 years)  
99393 Established patient (ages 5-11years)  
99394 Established patient (ages 12-17 years)  
99395 Established patient (ages 18-39 years)  
99460 Initial hospital or birthing center care for normal newborn infant 
99461 Initial care in other than a hospital or birthing center for normal newborn infant 
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Instructions for Form CMS-416 Annual EPSDT Participation Report 

Effective for reporting periods beginning with federal fiscal year 2014  
(October 1, 2013 through September 30, 2014),  

with submission of Form CMS-416 by April 1, 2015 

 

 
99463 Initial hospital or birthing center care of normal newborn infant (admitted/discharged same date)   
*These CPT codes do not require use of a “V” code.   
OR 

CPT-4 codes: Evaluation and Management Codes ** 
99202-99205 New Patient  
99213-99215 Established Patient  
 
** These CPT-4 codes must be used in conjunction with codes V20-V20.2, V20.3, V20.31 and V20.32 
and/or V70.0 and/or V70.3-V70.9. 
 
Line 7 -- Screening Ratio -- Divide the actual number of initial and periodic screening services received 
(Line 6) by the expected number of initial and periodic screening services (Line 5).  This ratio indicates the 
extent to which EPSDT eligibles received the number of initial and periodic screening services required by 
the state's periodicity schedule, prorated by the proportion of the year for which they were EPSDT eligible.  
 
Note:  In calculating Line 7, if the number exceeds 100 percent, enter 1.0 in this field.   
 
Line 8 -- Total Eligibles Who Should Receive at Least One Initial or Periodic Screen -- The number of 
individuals who should receive at least one initial or periodic screen is dependent on each state's 
periodicity schedule.  Use the following calculations:   
 
1. Look at the number entered in Line 4 of this form.  If that number is greater than 1, use the number 1.  

If the number on Line 4 is less than or equal to 1, use the number in Line 4. (This procedure will 
eliminate situations where more than one visit is expected in any age group in a year.). 

 
2. Multiply the number from calculation 1 above by the number on Line 1b of the form.  Enter the 

product on Line 8.   
 
Line 9 -- Total Eligibles Receiving at Least One Initial or Periodic Screen -- Enter the unduplicated 
number of individuals under age 21 with at least 90 days continuous enrollment within the federal fiscal 
year from Line 1b, including those in fee-for-service, prospective payment, managed care, and other 
payment arrangements, who received at least one documented initial or periodic screen during the year, 
based on an unduplicated paid, unpaid, or denied claim.  Refer to codes in Line 6. 
 
Line 10 -- Participant Ratio -- Divide Line 9 by Line 8.  Enter the quotient.  This ratio indicates the 
extent to which eligibles are receiving any initial and periodic screening services during the year.  
 

Note:  In calculating Line 10, if this number exceeds 100 percent, enter 1.0 in this field.   
 
Line 11 -- Total Eligibles Referred for Corrective Treatment -- Enter the unduplicated number of 
individuals from Line 1b, including those in fee-for-service, prospective payment, managed care, and other 
payment arrangements, who had a paid, unpaid, or denied claim for a visit/service that occurred within 90 
days from the date of an initial or periodic screening within the reporting period, where none of the 
following is included as part of the claim: capitation payments, administrative fees, transportation services, 
nursing home services, ICF-MR services, HIPP payments, inpatient services, dental care, home health 
services, long-term care services, or pharmacy services.  Include only those instances where both the 
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Instructions for Form CMS-416 Annual EPSDT Participation Report 

Effective for reporting periods beginning with federal fiscal year 2014  
(October 1, 2013 through September 30, 2014),  

with submission of Form CMS-416 by April 1, 2015 

 

 
screening and the visit/service for which the subsequent claim was processed occurred within the reporting 
period.  
Dental Lines 12a – 12g 
 
NOTE A:  For purposes of reporting the information on dental and oral health services in Lines 12a – 12g, 
“unduplicated” means that an individual may be counted only once on each line.  However, an individual 
may be counted on two or more lines.  For example, individuals under the age of 21 may be counted once 
on Line 12a for receiving any dental service, counted again on Line 12c for receiving a dental treatment 
service and, if applicable, counted again on Line 12f for receiving an oral health service by a qualified 
health care practitioner or by a dental professional who is neither a dentist nor providing services under the 
supervision of a dentist.  These numbers should be inclusive of services reimbursed directly by the state 
under fee-for-service, or under managed care, prospective payment, or any other payment arrangements, or 
through any other health or dental plans that contract with the state to provide services to Medicaid or 
CHIP Medicaid expansion enrollees, based on an unduplicated paid, unpaid, or denied claim. 
 
NOTE B:  “Dental services” refers to services provided by or under the supervision of a dentist.  
Supervision is a spectrum and includes, for example, direct, indirect, general, collaborative or public health 
supervision as provided in the state’s dental practice act.  “Oral health services” refers to services provided 
by any qualified health care practitioner or by a dental professional who is neither a dentist nor providing 
services under the supervision of a dentist.  For each line, the universe of appropriate procedure codes to 
report is provided in the instructions below (HCPCS or equivalent CDT or CPT codes).  
 
IMPORTANT: All codes must be reported appropriately with respect to whether they represent "dental" or 
"oral health" services, based on provider type. 
 
Line 12a -- Total Eligibles Receiving Any Dental Services -- Enter the unduplicated number of 
individuals under the age of 21 with at least 90 continuous days of enrollment during the federal fiscal year 
from Line 1b who received at least one dental service by or under the supervision of a dentist as defined by 
HCPCS codes D0100 - D9999 (or equivalent CDT codes D0100 - D9999 or equivalent CPT codes), based 
on an unduplicated paid, unpaid, or denied claim.  All individuals reported on Lines 12b through 12e 
should be reported on this line, though an individual should be counted only once on this line regardless of 
how many dental services he or she received during the reporting period.  See Notes A and B, above. 
 
Line 12b -- Total Eligibles Receiving Preventive Dental Services -- Enter the unduplicated number of 
individuals under the age of 21 with at least 90 continuous days of enrollment during the federal fiscal year 
from Line 1b who received at least one preventive dental service by or under the supervision of a dentist as 
defined by HCPCS codes D1000 - D1999 (or equivalent CDT codes D1000 - D1999 or equivalent CPT 
codes, that is, only those CPT codes that are for preventive dental services and only if provided by or under 
the supervision of a dentist), based on an unduplicated paid, unpaid, or denied claim. See Notes A and B, 
above. 
 
Line 12c -- Total Eligibles Receiving Dental Treatment Services -- Enter the unduplicated number of 
individuals under the age of 21 with at least 90 continuous days of enrollment during the federal fiscal year 
from Line 1b who received at least one dental treatment service by or under the supervision of a dentist, as 
defined by HCPCS codes D2000 - D9999 (or equivalent CDT codes D2000 – D9999 or equivalent CPT 
codes listed in Table 1, that is, only those CPT codes that involve periodontics, maxillofacial prosthetics, 
implants, oral and maxillofacial surgery, orthodontics, adjunctive general services, and only if provided by 
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Instructions for Form CMS-416 Annual EPSDT Participation Report 

Effective for reporting periods beginning with federal fiscal year 2014  
(October 1, 2013 through September 30, 2014),  

with submission of Form CMS-416 by April 1, 2015 

 

 
or under the supervision of a dentist, based on an unduplicated paid, unpaid, or denied claim.  See Notes A 
and B, above. 
 
Line 12d -- Total Eligibles Receiving a Sealant on a Permanent Molar Tooth -- Enter the unduplicated 
number of individuals with at least 90 continuous days of enrollment during the federal fiscal year from 
Line 1b, in the appropriate age categories of 6-9 and 10-14, who received a sealant on a permanent molar 
tooth, as defined by HCPCS code D1351 (or equivalent CDT code D1351), based on an unduplicated paid, 
unpaid, or denied claim.  For this line, include sealants placed by any dental professional for whom placing 
a sealant is within his or her scope of practice. Permanent molars are teeth numbered 2, 3, 14, 15, 18, 19, 
30, 31, and additionally, for those states that cover sealants on third molars, also known as wisdom teeth, 
the teeth numbered 1, 16, 17, 32.  See Notes A and B, above. 
 
Line 12e -- Total Eligibles Receiving Diagnostic Dental Services -- Enter the unduplicated number of 
individuals under the age of 21 with at least 90 continuous days of enrollment during the federal fiscal year 
from Line 1b who received at least one diagnostic dental service by or under the supervision of a dentist, as 
defined by HCPCS codes D0100-D0999 (or equivalent CDT codes D0100 –D0999 or equivalent CPT 
codes, that is, only those CPT codes that are for diagnostic dental services, and only if provided by or 
under the supervision of a dentist, based on an unduplicated paid, unpaid, or denied claim. See Notes A 
and B, above. 
 
12f -- Total Eligibles Receiving Oral Health Services Provided by a Non-Dentist Provider -- Enter the 
unduplicated number of individuals under the age of 21 with at least 90 continuous days of enrollment 
during the federal fiscal year from Line 1b who received at least one oral health service, as defined by 
HCPCS or CDT codes, or equivalent CPT codes, that is, only those CPT codes that are for oral health 
services, and only if provided by a non-dentist provider, based on an unduplicated paid, unpaid, or denied 
claim. A “non-dentist provider” is any qualified health care practitioner who is neither a dentist nor 
providing services under the supervision of a dentist.  NOTE:  Due to the variance in state practice acts and 
reimbursement policies, some states may not have data to report on this line.  See Notes A and B, above. 
 
12g -- Total Eligibles Receiving any Dental or Oral Health Service -- Enter the unduplicated number of 
individuals under the age of 21 with at least 90 continuous days of enrollment during the federal fiscal year 
from Line 1b who received either a “dental service” by or under the supervision of a dentist or an “oral 
health service” by a qualified health care practitioner who is neither a dentist nor providing services under 
the supervision of a dentist, based on an unduplicated paid, unpaid, or denied claim.  All individuals 
reported in Lines 12a through 12f should also be reported on this line, though an individual should be 
counted only once on this line regardless of how many dental services and oral health services he or she 
received during the reporting period, that is, no matter how many times they appear in lines 12a through 
12f.  See Notes A and B, above. 
 
Line 13 -- Total Eligibles Enrolled in Managed Care -- This number is reported for informational 
purposes only.  Enter the total unduplicated number of individuals from Line 1b who are enrolled in any 
type of managed care arrangement, whether medical or dental or both, at any time during the reporting 
year.  This includes any capitated arrangements such as managed care entities or individuals assigned to a 
primary care provider or primary care case manager, regardless of whether reimbursement to the provider 
is fee-for-service or capitated.  
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Effective for reporting periods beginning with federal fiscal year 2014  
(October 1, 2013 through September 30, 2014),  

with submission of Form CMS-416 by April 1, 2015 

 

 
Line 14 -- Total Number of Screening Blood Lead Tests -- Enter the total number of screening blood 
lead tests furnished to eligible individuals under the age of six from Line 1b (that is, with at least 90 
continuous days of enrollment during the federal fiscal year) under fee-for-service, prospective payment, 
managed care, or any other payment arrangements, based on an unduplicated paid, unpaid, or denied claim.  
Follow-up blood tests performed on individuals who have been diagnosed with or are being treated for lead 
poisoning should not be counted.  You may use one of two methods, or a combination of these methods, to 
calculate the number of blood lead screenings provided:   
 

1) Count the number of times CPT code 83655 (“lead”) for a blood lead test is reported within 
certain ICD-9 CM codes (see Note below); or  

2) You may include data collected from use of the HEDIS®1 measure developed by the National 
Committee for Quality Assurance to report blood lead screenings if your state has elected to use 
this performance measure.    

 
NOTE:  On a claim, CPT code 83655 is the procedure code used to identify that a blood lead test was 
performed.  CPT code 83655, when accompanied on the claim by a diagnosis code of V15.86 (exposure to 
lead) or V82.5 (special screening for other conditions such as a screening for heavy metal poisoning) may 
be used to identify a person receiving a screening blood lead test.  However, a claim in which the 
procedure code 83655 is accompanied by a diagnosis code of 984.0 through 984.9 (toxic effect of lead and 
its compounds), or e861.5 (accidental poisoning by lead paints) would generally indicate that the person 
receiving the blood lead test had already been diagnosed or was being treated for lead poisoning and 
should not be counted.   
 
(See Appendix II for a crosswalk of ICD-9 codes to ICD-10 codes, pending implementation of ICD-10.) 
 

F.  Disclosure Statement - According to the Paperwork Reduction Act of 1995, no persons are 
required to respond to a collection of information unless it displays a valid OMB control number.  The 
valid OMB control number for this information collection is 0938-0354.  The time required to complete 
this information collection is estimated to average 28 hours per response, including the time to review 
instructions, search existing data resources, gather the data needed, and complete and review the 
information collection.  If you have comments concerning the accuracy of the time estimate(s) or 
suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports 
Clearance Officer, Mail Stop: C4-26-05, Baltimore, Maryland 21244-1850.   
 
 

                                                 
1 Health Effectiveness Data and Information Set  
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APPENDIX I:  Form CMS-416 EPSDT Reporting Instructions  
ICD-10 Codes for Line 6  
Total Screens Received 

Pending Implementation of ICD-10 
 

 

Line 6 -- Total Screens Received -- Enter the total number of initial or periodic screens 
furnished to eligible individuals from Line 1b under fee-for-service, prospective payment, or 
managed care arrangements.    
 
Note:  States may use the CPT codes listed below as a proxy for reporting these initial or 
periodic screens.  Use of these proxy codes is for reporting purposes only.  States must continue 
to ensure that all five age-appropriate elements of an EPSDT screen, as defined by law, are 
provided to EPSDT recipients.  
 
This number should not reflect sick visits or episodic visits provided to the enrolled 
individual unless an initial or periodic screen was also performed during the visit.  
However, it may reflect a screen outside of the normal state periodicity schedule that is used as a 
"catch-up" EPSDT screening.  (A catch-up EPSDT screening is defined as a complete screening 
that is provided to bring an individual child up-to-date with the state's screening periodicity 
schedule.  For example, a child who did not receive a periodic screen at age five visits a provider 
at age 5 years and 4 months.  The provider may use that visit to provide a complete age 
appropriate screening and the screening may be counted on the CMS-416.)  Report all 
screening data in the age category reflecting the individual’s age at the end of the federal 
fiscal year even if the individual received services in two age categories.   For example, if a 
child turned age 3 on September 1st, but had a 30-month well-child visit in March, the 30-
month visit would be counted in the age 3-5 category.  Use the codes below or other 
documentation of such services furnished under capitated arrangements.  The codes to be used to 
document the receipt of an initial or periodic screen are as follows:  
 
CPT-4 codes: Preventive Medicine Services *  
99381 New Patient under one year  
99382 New Patient (ages 1-4 years)  
99383 New Patient (ages 5-11 years)  
99384 New Patient (ages 12-17 years)  
99385 New Patient (ages 18-39 years)  
99391 Established patient under one year  
99392 Established patient (ages 1-4 years)  
99393 Established patient (ages 5-11years)  
99394 Established patient (ages 12-17 years)  
99395 Established patient (ages 18-39 years)  
99460 Initial hospital or birthing center care for normal newborn infant 
99461 Initial care in other than a hospital or birthing center for normal newborn infant 
99463 Initial hospital or birthing center care of normal newborn infant (admitted/ 
           discharged same date)   
 
*These CPT codes do not require use of a “Z” code.   
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APPENDIX I:  Form CMS-416 EPSDT Reporting Instructions  
ICD-10 Codes for Line 6  
Total Screens Received 

Pending Implementation of ICD-10 
 

OR 
 
CPT-4 codes: Evaluation and Management Codes ** 
99202-99205 New Patient  
99213-99215 Established Patient  
 
** These CPT-4 codes must be used in conjunction with the following Z codes: 
 
Z76.2 (Encounter for health supervision and care of other healthy infant and child), 
Z00.121 (Encounter for routine child health examination with abnormal findings),  
Z00.129 (Encounter for routine child health examination without abnormal findings), 
Z00.110 (Health examination for newborn under 8 days old) and 
Z00.111 (Health examination for newborn 8 to 28 days old) 
and/or  
Z00.00-01 (Encounter for general adult medical examination without/with abnormal findings),  
and/or  
Z02.0 (Encounter for examination for admission to educational institution),  
Z02.1 (Encounter or pre-employment examination), 
Z02.2 (Encounter for examination for admission to residential institution),  
Z02.3 (Encounter for examination for recruitment to armed forces), 
Z02.4 (Encounter for examination for driving license),  
Z02.5 (Encounter for examination for participation in sport),  
Z02.6 (Encounter for insurance purposes),  
Z02.81 (Encounter for paternity testing), 
Z02.82 (Encounter for adoption services),  
Z02.83 (Encounter for blood-alcohol and blood-drug test), 
Z02.89 (Encounter for other administrative examinations), 
Z00.8 (Encounter for other general examination), 
Z00.6 (Encounter for examination for normal comparison and control in clinical research 
program), 
Z00.5 (Encounter for examination of potential donor of organ and tissue), 
Z00.70 (Encounter for examination for period of delayed growth in childhood without abnormal 
findings), 
Z00.71 Encounter for examination for period of delayed growth in childhood with abnormal 
findings). 
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Pending Implementation of ICD-10 

 
 

Line 14 -- Total Number of Screening Blood Lead Tests -- Enter the total number of screening 
blood lead tests furnished to eligible individuals from Line 1b under fee-for-service, prospective 
payment, or managed care arrangements.  Follow-up blood tests performed on individuals who 
have been diagnosed with or are being treated for lead poisoning should not be counted.  You 
may use one of two methods, or a combination of these methods, to calculate the number of 
blood lead screenings provided:   
 

1) Count the number of times CPT code 83655 (“lead”) for a blood lead test is reported 
within certain ICD-10 CM codes (see Note below); or  

2) You may include data collected from use of the HEDIS®2 measure developed by the 
National Committee for Quality Assurance to report blood lead screenings if your state 
had elected to use this performance measure.    

 
NOTE:  On a claim, CPT code 83655 is the procedure code used to identify that a blood lead test 
was performed.  CPT code 83655, when accompanied on the claim by a diagnosis code of 
Z77.011 (exposure to lead) or Z13.88 (Encounter for screening for disorder due to exposure to 
contaminants) may be used to identify a person receiving a screening blood lead test, or Z57.8 
(occupational exposure to other risk factors).  However, a claim in which the procedure code 
83655 is accompanied by a diagnosis code of 984.0 through 984.9 (toxic effect of lead and its 
compounds), T56.0X1A–4A  (Toxic effect of lead and its compounds, initial encounter); 
M1A.10X0-1, M1A.1110-11, M1A.1120-21, M1A1190-91, M1A.1210-11, M1A.1610-11, 
M1A.1621, M1A.1690-91, M1A.1710-11, M1A1720-21, M1A.1790-91, M1A.18X0-X1, 
M1A.19X1A-X4A (See below for a description of these codes) would generally indicate that 
the person receiving the blood lead test had already been diagnosed or was being treated for lead 
poisoning and should not be counted.   
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Pending Implementation of ICD-10 

 
 

 
ICD-9  Codes (Form CMS-416) ICD-10 Codes  and Description (for Form CMS-416) 

NOT EFFECTIVE UNTIL ICD-10 IMPLEMENTATION 

984.0 Toxic effect of inorganic 
lead compounds 

T56.0X1A Toxic effect of lead and its compounds, 
accidental (unintentional), initial encounter 
T56.0X2A Toxic effect of lead and its compounds, 
intentional self-harm, initial encounter  
T56.0X3A Toxic effect of lead and its compounds, assault, 
initial encounter 
T56.0X4A Toxic effect of lead and its compounds, 
undetermined, initial encounter 

984.1 Toxic effect of organic 
lead compounds 

T56.0X1A Toxic effect of lead and its compounds, 
accidental (unintentional), initial encounter 
T56.0X2A Toxic effect of lead and its compounds, 
intentional self-harm, initial encounter 
T56.0X3A Toxic effect of lead and its compounds, assault, 
initial encounter 
T56.0X4A Toxic effect of lead and its compounds, 
undetermined, initial encounter 

984.8 Toxic effect of other lead 
compounds 

T56.0X1A Toxic effect of lead and its compounds, 
accidental (unintentional), initial encounter 
T56.0X2A Toxic effect of lead and its compounds, 
intentional self-harm, initial encounter 
T56.0X3A Toxic effect of lead and its compounds, assault, 
initial encounter 
T56.0X4A Toxic effect of lead and its compounds, 
undetermined, initial encounter 

984.9 Toxic effect of unspecified 
lead compound 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

M1A.10X0 Lead-induced chronic gout, unspecified site, 
without tophus (tophi), 
M1A.10X1 Lead-induced chronic gout, unspecified site, 
with tophus (tophi) 
M1A.1110 Lead-induced chronic gout, right shoulder, 
without tophus (tophi) 
M1A.1111 Lead-induced chronic gout, right shoulder, with 
tophus (tophi) 
M1A.1120 Lead-induced chronic gout, left shoulder, 
without tophus (tophi) 
M1A.1121 Lead-induced chronic gout, left shoulder, with 
tophus (tophi) 
M1A.1190 Lead-induced chronic gout, unspecified 
shoulder, without tophus (tophi) 
M1A.1191 Lead-induced chronic gout, unspecified 
shoulder, with tophus (tophi) 
M1A.1210 Lead-induced chronic gout, right elbow, without 
tophus (tophi) 
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ICD-9  Codes (Form CMS-416) ICD-10 Codes  and Description (for Form CMS-416) 
NOT EFFECTIVE UNTIL ICD-10 IMPLEMENTATION 

 
 
 
 
 
 
 
 
 
 
 
 
984.9 Toxic effect of unspecified 
lead compound  
 
(continued from prior page) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

M1A.1211 Lead-induced chronic gout, right elbow, with 
tophus (tophi) 
M1A.1220 Lead-induced chronic gout, left elbow, without 
tophus (tophi) 
M1A.1221 Lead-induced chronic gout, left elbow, with 
tophus (tophi) 
M1A.1290 Lead-induced chronic gout, unspecified elbow, 
without tophus (tophi) 
M1A.1291 Lead-induced chronic gout, unspecified elbow, 
with tophus (tophi) 
M1A.1310 Lead-induced chronic gout, right wrist, without 
tophus (tophi) 
M1A.1311 Lead-induced chronic gout, right wrist, with 
tophus (tophi) 
M1A.1320 Lead-induced chronic gout, left wrist, without 
tophus (tophi) 
M1A.1321 Lead-induced chronic gout, left wrist, with 
tophus (tophi) 
M1A.1390 Lead-induced chronic gout, unspecified wrist, 
without tophus (tophi) 
M1A.1391 Lead-induced chronic gout, unspecified wrist, 
with tophus (tophi) 
M1A.1410 Lead-induced chronic gout, right hand, without 
tophus (tophi) 
M1A.1411 Lead-induced chronic gout, right hand, with 
tophus (tophi) 
M1A.1420 Lead-induced chronic gout, left hand, without 
tophus (tophi) 
M1A.1421 Lead-induced chronic gout, left hand, with 
tophus (tophi) 
M1A.1490 Lead-induced chronic gout, unspecified hand, 
without tophus (tophi) 
M1A.1491 Lead-induced chronic gout, unspecified hand, 
with tophus (tophi) 
M1A.1510 Lead-induced chronic gout, right hip, without 
tophus (tophi) 
M1A.1511 Lead-induced chronic gout, right hip, with 
tophus (tophi) 
M1A.1520 Lead-induced chronic gout, left hip, without 
tophus (tophi) 
M1A.1521 Lead-induced chronic gout, left hip, with tophus  
M1A.1590 Lead-induced chronic gout, unspecified hip, 
without tophus (tophi) 
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ICD-9  Codes (Form CMS-416) ICD-10 Codes  and Description (for Form CMS-416) 
NOT EFFECTIVE UNTIL ICD-10 IMPLEMENTATION 

 
 
 
 
 
 
 
 
 
 
 
 
 
984.9 Toxic effect of unspecified 
lead compound  
 
(continued from prior page) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

M1A.1591 Lead-induced chronic gout, unspecified hip, 
with tophus (tophi) 
M1A.1610 Lead-induced chronic gout, right knee, without 
tophus (tophi) 
M1A.1611 Lead-induced chronic gout, right knee, with 
tophus (tophi) 
M1A.1620 Lead-induced chronic gout, left knee, without 
tophus (tophi) 
M1A.1621 Lead-induced chronic gout, left knee, with 
tophus (tophi) 
M1A.1690 Lead-induced chronic gout, unspecified knee, 
without tophus (tophi) 
M1A.1691 Lead-induced chronic gout, unspecified knee, 
with tophus (tophi) 
M1A.1710 Lead-induced chronic gout, right ankle and foot, 
without tophus (tophi) 
M1A.1711 Lead-induced chronic gout, right ankle and foot, 
with tophus (tophi) 
M1A.1720 Lead-induced chronic gout, left ankle and foot, 
without tophus (tophi) 
M1A.1721 Lead-induced chronic gout, left ankle and foot, 
with tophus (tophi) 
M1A.1790 Lead-induced chronic gout, unspecified ankle 
and foot, without tophus (tophi) 
M1A.1791 Lead-induced chronic gout, unspecified ankle 
and foot, with tophus (tophi) 
M1A.18X0 Lead-induced chronic gout, vertebrae, without 
tophus (tophi) 
M1A.18X1 Lead-induced chronic gout, vertebrae, with 
tophus (tophi) 
M1A.19X0 Lead-induced chronic gout, multiple sites, 
without tophus (tophi) 
M1A.19X1 Lead-induced chronic gout, multiple sites, with 
tophus (tophi) 
T56.0X1A Toxic effect of lead and its compounds, 
accidental (unintentional), initial encounter 
T56.0X2A Toxic effect of lead and its compounds, 
intentional self-harm, initial encounter 
T56.0X3A Toxic effect of lead and its compounds, assault, 
initial encounter 
T56.0X4A Toxic effect of lead and its compounds, 
undetermined, initial encounter 
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ICD-9  Codes (Form CMS-416) ICD-10 Codes  and Description (for Form CMS-416) 
NOT EFFECTIVE UNTIL ICD-10 IMPLEMENTATION 

 
V15.85 Personal history of 
contact with and (suspected) 
exposure to potentially 
hazardous body fluids 

 
Z57.8 Occupational exposure to other risk factors 

 
V15.86 Personal history of 
contact with and (suspected) 
exposure to lead 

 
Z77.011 Contact with and (suspected) exposure to lead 

 
V82.5 Screening for Chemical 
Poisoning and other 
contamination 

 
Z13.88 Encounter for screening for disorder due to 
exposure to contaminants 
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1. Waiting Times and Timely Access 
 
a. The DBPM must ensure that its network providers have an appointment system for core 

dental benefits and services and/or expanded services which are in accordance with 
prevailing dental community standards. 
 

b. Formal policies and procedures establishing appointment standards must be submitted for 
initial review and approval during the readiness review process. Revised versions of these 
policies and procedures should be submitted to MLTC for record keeping purposes as 
they become relevant. If changes to policies and procedures are expected to have a 
significant impact on the provider network or member services, MLTC staff must be 
notified in writing 30 calendar days prior to implementation. Methods for educating both 
the providers and the members about appointment standards must be addressed in these 
policies and procedures. The DBPM must disseminate these appointment standard 
policies and procedures to its in-network providers and to its members. The DBPM must 
monitor compliance with appointment standards and must have a corrective action plan 
when appointment standards are not met. 
 

c. Urgent Care must be provided within twenty-four (24) hours [42 CFR §438.206(c)(1)(i)]; 
Urgent care may be provided directly by the primary care dentist or directed by the DBPM 
through other arrangements. 
 

d. Routine or preventative dental services within six (6) weeks. 
 

e. Wait times for scheduled appointments should not routinely exceed forty-five (45) minutes, 
including time spent in the waiting room and the examining room, unless the provider is 
unavailable or delayed because of an emergency. If a provider is delayed, the member 
should be notified immediately. If a wait of more than ninety (90) minutes is anticipated, 
the member should be offered a new appointment.   
 

f. The DBPM must establish processes to monitor and reduce the appointment “no-show” 
rate for primary care dentists. As best practices are identified, MLTC may require 
implementation by the DBPM. This information must be provided to MLTC during the 
readiness review process. 
 

g. The DBPM must have written policies and procedures about educating its provider 
network about appointment time requirements and provide these to MLTC for approval 
during the readiness review process. The DBPM must develop a corrective action plan 
when appointment standards are not met; if appropriate, the corrective action plan should 
be developed in conjunction with the provider [42 CFR §438.206(c)(1)(iv), (v) and (vi)]. 
Appointment standards must be included in the Provider Manual. The DBPM is 
encouraged to include the standards in the provider contracts. 

 

2. Geographic Access Standards 
 

a. Dentists 
 

The DBPM must, at a minimum, contract with: 
 
i. Two (2) Dentists within forty-five (45) miles of the personal residences of 

members in urban counties. 
 

ii. One (1) Dentist within sixty (60) miles of the personal residences of members in 
rural counties. 
 

iii. One (1) Dentist within one hundred (100) miles of the personal residences of 
members in frontier counties. 

 
b. The DBPM must, at a minimum, contract with following dental specialists:  
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i. One (1) oral surgeons, One (1) orthodontist, One (1) periodontist and One (1) 
pediadontist within forty-five (45) miles of the personal residences of members in 
urban counties. 
 

ii. One (1) oral surgeon, One (1) orthodontist , One (1) periodontist and One (1) 
pediadontist within sixty (60) miles of the personal residences of members in 
rural counties. 

 
iii. One (1) oral surgeon, One (1) orthodontist, One (1) periodontist and One (1) 

pediadontist within one-hundred (100) miles of the personal residences of 
members in frontier counties. 

 

c. Urban, rural, and frontier county designations are detailed in Attachment 13 – Nebraska 
Counties Classified by Urban/Rural/Frontier Status. 
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This attachment is intended as a summary of periodic reporting requirements included in the RFP. The RFP contains additional 
reporting requirements that may be triggered by specific events (e.g. instances of fraud discovery). The DBPM must comply with all 
reporting requirements found in the RFP, attachments, and addendums. 

 
Monthly Deliverables Due on the 15th day of the following calendar month unless otherwise noted in the RFP or agreed 

to in writing by the DBPM and MLTC. 
 

Quarterly Deliverables Due 45 calendar days after the end of the most recent quarter unless otherwise noted in the RFP 
or agreed to in writing by the DBPM and MLTC. 

Semi-Annual Deliverables Due as specified in this attachment. 
 
 

Annual Deliverables 

Reports, files, and other deliverables due annually must be submitted within 30 calendar days 
following the 12th month of the contract year, except those reports that are specifically exempted 
from the 30-calendar day deadline by this RFP or by written agreement between MLTC and the 
DBPM. 

 
Ad Hoc Deliverables Ad hoc reports must be submitted within five business days from the date of request, unless 

otherwise specified by MLTC. 

If a due date falls on a weekend or State-recognized holiday, the deliverable is due the next business day. All reports must be 
submitted in an MLTC provided template or in a format approved by MLTC. 

Monthly Deliverables Description Due Date 

Claims Processing and Timely Payment of 
Claims 

Summary data on claims payment activity and reasons for claims 
denials, per reporting requirements provided by MLTC. Include the 
disposition of every adjudicated and adjusted claim for each claim 
type. 

15th day of the following 
calendar month 

Provider Termination All provider terminations by category and termination cause. 15th day of the following 
calendar month 

Third-Party Liability All instances in which a TPL is identified for a member as 
described in Section IV.R – Claims Management. 

15th day of the following 
calendar month 

Claims Payment Accuracy Claims payment accuracy percentages as described in Section IV.R 
- Claims Management. 

15th day of the following 
calendar month 
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Member Grievance System (Grievance) Summary of new grievances, resolved grievances, and status of 
unresolved grievances. This report is required monthly for the first 
six months after the contract start date and will then be required 
quarterly. 

15th day of the following 
calendar month for the 
first six months, then 45 
calendar days following 
the most recent quarter 

Member Grievance System (Appeals) Summary of new appeals, completed appeals, and status of each 
ongoing appeal. This report is required monthly for the first six 
months after the contract start date and will then be required 
quarterly. 

15th day of the following 
calendar month for the 
first six months, then 45 
calendar days following 
the most recent quarter 

Member Grievance System (Expedited 
Appeals) 

Summary of new expedited appeals, completed expedited appeals, 
and status of each ongoing expedited appeal. This report is required 
monthly for the first six months after the contract start date and will 
then be required quarterly. 

15th day of the following 
calendar month for the 
first six months, then 45 
calendar days following 
the most recent quarter 

Member Grievance System (State Fair 
Hearings) 

Summary of new state fair hearings, concluded state fair hearings, 
and status of each ongoing state fair hearing. This report is required 
monthly for the first six months after the contract start date and will 
then be required quarterly. 

15th day of the following 
calendar month for the 
first six months, then 45 
calendar days following 
the most recent quarter 

Provider Grievance System (Grievances) Summary of new grievances, resolved grievances, and status of 
unresolved grievances. This report is required monthly for the first 
six months after the contract start date and will then be required 
quarterly. 

15th day of the following 
calendar month for the 
first six months, then 45 
calendar days following 
the most recent quarter 

Provider Grievance System (Appeals) Summary of new appeals, completed appeals, and status of each 
ongoing appeal. This report is required monthly for the first six 
months after the contract start date and will then be required 
quarterly. 

15th day of the following 
calendar month for the 
first six months, then 45 
calendar days following 
the most recent quarter 

Provider Grievance System (State Fair 
Hearings) 

Summary of new state fair hearings, concluded state fair hearings, 
and status of each ongoing state fair hearing. This report is required 
monthly for the first six months after the contract start date and will 
then be required quarterly. 

15th day of the following 
calendar month for the 
first six months, then 45 
calendar days following 
the most recent quarter 
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New Referrals of Potential Fraud, Waste, 
Abuse and Erroneous Payments 

Summary of new referrals as described in Section IV.O - Program 
Integrity. 

Second Friday of the 
following calendar month 

All Referrals of Fraud, Waste, Abuse, and 
Erroneous Payments Under Review by the 
MCODBPM 

Summary of all referrals as described in Section IV.O - Program 
Integrity. 

Second Friday of the 
following calendar month 

Overpayments Identified and Collected Summary of overpayments as described in Section IV.O - Program 
Integrity. 

Second Friday of the 
following calendar month 

Provider Who Have Left the MCODBPM 
Network 

Summary of provider network departures as described in Section 
IV.O - Program Integrity. 

Second Friday of the 
following calendar month 

Miscellaneous Fraud Prevention Efforts Summary of the MCODBPM’s fraud prevention efforts as described in 
Section IV.O - Program Integrity. 

Second Friday of the 
following calendar month 

Claims Adjudicated Data summarizing claims adjudicated to finalization in the previous 
calendar month as described in Section IV.O - Program Integrity. 

Second Friday of the 
following calendar month 

Member/Provider Call Center Data summarizing DBPM member/provider call center 
performance, including call abandonment rate and average speed 
to answer. 

15th day of the following 
calendar month 

Service Authorizations Data summarizing DBPM compliance with timely service 
authorization requirements as detailed in Section IV.N. – Utilization 
Management. 

15th day of the following 
calendar month 

Enrollment and Disenrollment Report Summary of disenrollments as described in Section IV.B - Eligibility 
and Enrollment. 

15th day of the following 
calendar month 

Quarterly Deliverables Description Due Date 

Member Grievance System (Grievance) Summary of new grievances, resolved grievances, and status of 
unresolved grievances. This report is required monthly for the first 
six months after the contract start date and will then be required 
quarterly. 

45 calendar days 
following the most recent 
quarter 

Member Grievance System (Appeals) Summary of new appeals, completed appeals, and status of each 
ongoing appeal. This report is required monthly for the first six 
months after the contract start date and will then be required 
quarterly. 

45 calendar days 
following the most recent 
quarter 
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Member Grievance System (Expedited 
Appeals) 

Summary of new expedited appeals, completed expedited appeals, 
and status of each ongoing expedited appeal. This report is required 
monthly for the first six months after the contract start date and will 
then be required quarterly. 

45 calendar days 
following the most recent 
quarter 

Member Grievance System (State Fair 
Hearings) 

Summary of new state fair hearings, concluded state fair hearings, 
and status of each ongoing state fair hearing. This report is required 
monthly for the first six months after the contract start date and will 
then be required quarterly. 

45 calendar days 
following the most recent 
quarter 

Provider Grievance System (Grievances) Summary of new grievances, resolved grievances, and status of 
unresolved grievances. This report is required monthly for the first 
six months after the contract start date and will then be required 
quarterly. 

45 calendar days 
following the most recent 
quarter 

Provider Grievance System (Appeals) Summary of new appeals, completed appeals, and status of each 
ongoing appeal. This report is required monthly for the first six 
months after the contract start date and will then be required 
quarterly. 

45 calendar days 
following the most recent 
quarter 

Provider Grievance System (State Fair 
Hearings) 

Summary of new state fair hearings, concluded state fair hearings, 
and status of each ongoing state fair hearing. This report is required 
monthly for the first six months after the contract start date and will 
then be required quarterly. 

45 calendar days 
following the most recent 
quarter 

Care Coordination Report Summary data and metric results as determined by MLTC. 45 calendar days 
following the most recent 
quarter 

Out of Network Referrals Data and analysis summarizing out of network provider 
authorizations. 

45 calendar days 
following the most recent 
quarter 

Provider Network Access Summary data and metrics on network access as determined by 
MLTC and described in Attachment 4 – Dental Access Standards. 

45 calendar days 
following the most recent 
quarter 

Provider Network Adequacy Summary data and metrics demonstrating network adequacy as 
determined by MLTC and described in Attachment 4 – Dental 
Access Standards. 

45 calendar days 
following the most recent 
quarter 
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Provider Network Cultural Competency 
Access 

Summary data and metrics on cultural competency access as 
determined by MLTC. 

45 calendar days 
following the most recent 
quarter 

Provider Credentialing Data and metrics summarizing the number of providers credentialed 
by licensure type, their location, and the status of pending 
credentials. 

45 calendar days 
following the most recent 
quarter 

Service Verification Detail Data detailing service verifications as described in Section IV.S - 
Claims Management and Section IV.O - Program Integrity. 

45 calendar days 
following the most recent 
quarter 

Service Verification Summary Service verification summary as described in Section X - Claims 
Management and Section IV.O - Program Integrity. 

45 calendar days 
following the most recent 
quarter 

Utilization Management Reviews  Summary data and analysis as detailed in Section IV.N – Utilization 
Management and as determined by MLTC. 

45 calendar days 
following the most recent 
quarter 

Utilization Management Committee Summary and meeting minutes for UM Committee meetings as 
described in Section IV.N – Utilization Management. 

45 calendar days 
following the most recent 
quarter 

Quality Performance Summary data and metric results as determined by MLTC. 45 calendar days 
following the most recent 
quarter 

Quarterly Financial Reporting Data and analysis summarizing financial results as determined by 
MLTC and as described in Section IV.T - Reporting and 
Deliverables. 

45 calendar days 
following the most recent 
quarter 

Value-Added Services Summary of value added services as agreed upon by the MCODBPM 
and 
MLTC. 

45 calendar days 
following the most recent 
quarter 

Indian Health Services Data and metrics summarizing Indian Health Service delivery. 45 calendar days 
following the most recent 
quarter 

Subrogation Data summarizing new and ongoing instances of subrogation. 45 calendar days 
following the most recent 
quarter 
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Administrative Performance Measures Data and analysis summarizing results of Administrative Performance 
Measures as identified by MLTC. 

45 calendar days 
following the most recent 
quarter 

Semi-Annual Deliverables Description Due Date 

Paid Claims Audit Results of error rate measurement data processing, medical 
necessity, and provider documentation audit of a statistically valid 
random sample of paid claims as described in Section IV.O - 
Program Integrity. 

June 30 and December 
31 

Annual Deliverables Description Due Date 

Quality Management Program Description 
and Work Plan 

Discussion of the MCODBPM’s quality goals, initiatives and work 
plan as described in Section IV.M – Quality Management. 

30 calendar days 
following the 12th month 
of the contract year 

Quality Management Program Evaluation Data and analysis summarizing the results of the annual quality work 
plan as described in Section IV.M - Quality. 

30 calendar days 
following the 12th month 
of the contract year 

Member Satisfaction Survey Data and analysis summarizing results of the annual member 
satisfaction survey. 

120 calendar days 
following the 12th month 
of the contract year 

Deficiency CAP Reports (All Provider Types) Results and status of all corrective action plans by provider type. 30 calendar days 
following the 12th month 
of the contract year 

Direct Medical Education/Indirect Medical 
Education Verification 

For the state fiscal year, financial information on direct and indirect 
medical costs as required by MLTC in accordance with 471 NAC. 

Due date to be provided 
prior to contract start 

Performance Improvement Projects Data summarizing annual results of each new and ongoing PIP. 30 calendar days 
following the 12th month 
of the contract year 

Quality Performance Measures Quality performance results as listed in Attachment 6 – Performance 
Measures. 

Due dates to be 
provided prior to 
contract start and in 
accordance with 
reporting schedules for 
the governing entities. 
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Provider Survey Data and analysis summarizing results of the annual provider 
satisfaction survey. The provider satisfaction survey tool and 
methodology must be submitted to MLTC for approval at least 90 
calendar days prior to its administration. 

120 calendar days 
following the 12th month 
of the contract year 

Annual Financial Reporting Data and analysis summarizing financial results as determined by 
MLTC and as described in Section IV.T - Reporting and 
Deliverables. 

30 calendar days 
following the 12th month 
of the contract year 

Fraud, Waste, Abuse, and Erroneous 
Payments Annual Plan 

Compliance plan addressing requirements outlined in Section IV.O - 
Program Integrity. 

Last day of the contract 
year 

Annual Program Integrity Confirmation Signed form acknowledging responsibilities related to the receipt of 
State and federal funds as described in Section IV.O - Program 
Integrity. 

December 31 

Department of Insurance Financial Report Copy of annual audited financial statement submitted to the 
Nebraska Department of Insurance. 

June 1 

Network Development and Management Plan Details of the MCODBPM’s network, including GeoAccess reports, 
and a discussion of any provider network gaps and the MCODBPM’s 
remediation plans, as described in Section IV.I – Provider Network 
Requirements. 

30 calendar days following 
the 12th month of the 
contract year 

Utilization Management Program Review Data and analysis summarizing the MCODBPM's annual evaluation of 
its 
UM program. 

30 calendar days 
following the 12th month 
of the contract year 

Annual Staffing Report Organization charts and staffing lists as detailed in Section IV.D – 
Staffing Requirements. 

30 calendar days 
following the 12th month 
of the contract year 

QAPI Committee Data and analysis addressing requirements detailed in Section IV.M – 
Quality Management. 

30 calendar days 
following the 12th month 
of the contract year 

 
 
 
 
 
 
 
 
 
 



Attachment 6 

Performance Measures 
 
 

 

Child Core Measures 
Percentage of Eligibles Who Received Preventive Dental Services (PDENT) 

HEDIS Measures 
Annual Dental Visit 

Dental Quality Alliance 
Percentage of enrolled children who received at least one dental service within the reporting 
year. https://www.qualitymeasures.ahrq.gov/content.aspx?id=47295  

Percentage of enrolled children who received a treatment service as a dental service within 
the reporting year. https://www.qualitymeasures.ahrq.gov/content.aspx?id=47306  

Percentage of enrolled children who received a comprehensive or periodic oral evaluation as 
a dental service within the reporting year. 
https://www.qualitymeasures.ahrq.gov/content.aspx?id=47296  

Percentage of children enrolled in two consecutive years who received a comprehensive or 
periodic oral evaluation as a dental service in both years. 
https://www.qualitymeasures.ahrq.gov/content.aspx?id=47310  

 

https://www.qualitymeasures.ahrq.gov/content.aspx?id=47295
https://www.qualitymeasures.ahrq.gov/content.aspx?id=47306
https://www.qualitymeasures.ahrq.gov/content.aspx?id=47296
https://www.qualitymeasures.ahrq.gov/content.aspx?id=47310
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FY2014 FY2015

Age Band COS MMs Dollars Units Util/1000 Unit Cost PMPM MMs Dollars Units Util/1000 Unit Cost PMPM

0-1 Adjunctive General Services 291,732      8,587$             119             5              72.16$        0.03$    295,534      8,266$             108             4              76.54$        0.03$    

0-1 Endodontics 291,732      7,625$             89                4              85.67$        0.03$    295,534      6,430$             80                3              80.38$        0.02$    

0-1 Oral and Maxillofacial Surgery 291,732      9,392$             150             6              62.61$        0.03$    295,534      11,892$          194             8              61.30$        0.04$    

0-1 Orthodontics 291,732      -$                 -              -           -$            -$      295,534      -$                 -              -           -$            -$      

0-1 Partial Dentures 291,732      -$                 -              -           -$            -$      295,534      377$                1                  0              377.00$      0.00$    

0-1 Periodontics 291,732      88$                  2                  0              44.00$        0.00$    295,534      56$                  1                  0              56.00$        0.00$    

0-1 Preventative 291,732      269,139$        13,374        550          20.12$        0.92$    295,534      310,698$        13,564        551          22.91$        1.05$    

0-1 Prosthodontics 291,732      -$                 -              -           -$            -$      295,534      -$                 -              -           -$            -$      

0-1 Restorative 291,732      76,476$          719             30            106.36$      0.26$    295,534      74,488$          700             28            106.41$      0.25$    

2-5 Adjunctive General Services 485,415      268,752$        6,497          161          41.37$        0.55$    467,090      263,823$        6,417          165          41.11$        0.56$    

2-5 Endodontics 485,415      248,027$        3,226          80            76.88$        0.51$    467,090      251,443$        3,292          85            76.38$        0.54$    

2-5 Oral and Maxillofacial Surgery 485,415      201,754$        3,378          84            59.73$        0.42$    467,090      194,797$        3,261          84            59.74$        0.42$    

2-5 Orthodontics 485,415      7,625$             28                1              272.32$      0.02$    467,090      5,230$             23                1              227.39$      0.01$    

2-5 Partial Dentures 485,415      472$                1                  0              472.00$      0.00$    467,090      -$                 -              -           -$            -$      

2-5 Periodontics 485,415      2,076$             34                1              61.06$        0.00$    467,090      1,684$             29                1              58.07$        0.00$    

2-5 Preventative 485,415      2,686,817$     167,803      4,148       16.01$        5.54$    467,090      2,850,492$     162,280      4,169       17.57$        6.10$    

2-5 Prosthodontics 485,415      -$                 -              -           -$            -$      467,090      -$                 -              -           -$            -$      

2-5 Restorative 485,415      3,067,124$     33,107        818          92.64$        6.32$    467,090      3,041,307$     32,437        833          93.76$        6.51$    

6-18 Adjunctive General Services 1,162,507   655,736$        15,466        160          42.40$        0.56$    1,191,822   710,504$        16,605        167          42.79$        0.60$    

6-18 Endodontics 1,162,507   393,941$        2,870          30            137.26$      0.34$    1,191,822   378,095$        2,830          28            133.60$      0.32$    

6-18 Oral and Maxillofacial Surgery 1,162,507   2,026,968$     22,703        234          89.28$        1.74$    1,191,822   2,048,985$     22,919        231          89.40$        1.72$    

6-18 Orthodontics 1,162,507   4,795,744$     2,576          27            1,861.70$   4.13$    1,191,822   6,289,046$     3,257          33            1,930.93$   5.28$    

6-18 Partial Dentures 1,162,507   9,186$             46                0              199.70$      0.01$    1,191,822   10,914$          48                0              227.38$      0.01$    

6-18 Periodontics 1,162,507   58,058$          1,004          10            57.83$        0.05$    1,191,822   67,215$          1,168          12            57.55$        0.06$    

6-18 Preventative 1,162,507   9,415,441$     496,995      5,130       18.94$        8.10$    1,191,822   10,546,752$   523,584      5,272       20.14$        8.85$    

6-18 Prosthodontics 1,162,507   4,304$             8                  0              538.00$      0.00$    1,191,822   1,076$             2                  0              538.00$      0.00$    

6-18 Restorative 1,162,507   4,871,892$     67,326        695          72.36$        4.19$    1,191,822   5,137,335$     70,577        711          72.79$        4.31$    

19-24 Adjunctive General Services 127,623      78,296$          1,000          94            78.30$        0.61$    123,094      61,195$          791             77            77.36$        0.50$    

19-24 Endodontics 127,623      98,692$          373             35            264.59$      0.77$    123,094      91,691$          344             34            266.54$      0.74$    

19-24 Oral and Maxillofacial Surgery 127,623      284,277$        2,658          250          106.95$      2.23$    123,094      239,845$        2,300          224          104.28$      1.95$    

19-24 Orthodontics 127,623      8,542$             6                  1              1,423.67$   0.07$    123,094      23,823$          12                1              1,985.25$   0.19$    

19-24 Partial Dentures 127,623      8,148$             45                4              181.07$      0.06$    123,094      8,390$             45                4              186.45$      0.07$    

19-24 Periodontics 127,623      36,557$          656             62            55.73$        0.29$    123,094      38,178$          680             66            56.14$        0.31$    

19-24 Preventative 127,623      378,558$        20,057        1,886       18.87$        2.97$    123,094      378,165$        18,782        1,831       20.13$        3.07$    

19-24 Prosthodontics 127,623      5,903$             13                1              454.04$      0.05$    123,094      7,256$             16                2              453.51$      0.06$    

19-24 Restorative 127,623      508,914$        7,252          682          70.18$        3.99$    123,094      497,226$        6,971          680          71.33$        4.04$    

25-54 Adjunctive General Services 507,171      233,192$        3,574          85            65.25$        0.46$    494,494      240,040$        2,894          70            82.94$        0.49$    

25-54 Endodontics 507,171      541,473$        2,125          50            254.81$      1.07$    494,494      520,138$        2,024          49            256.99$      1.05$    

25-54 Oral and Maxillofacial Surgery 507,171      1,052,729$     14,354        340          73.34$        2.08$    494,494      972,849$        13,376        325          72.73$        1.97$    

25-54 Orthodontics 507,171      211$                1                  0              211.00$      0.00$    494,494      -$                 -              -           -$            -$      

25-54 Partial Dentures 507,171      354,058$        2,120          50            167.01$      0.70$    494,494      377,094$        2,166          53            174.10$      0.76$    

25-54 Periodontics 507,171      208,101$        3,595          85            57.89$        0.41$    494,494      210,628$        3,662          89            57.52$        0.43$    

25-54 Preventative 507,171      1,649,794$     90,472        2,141       18.24$        3.25$    494,494      1,705,914$     88,268        2,142       19.33$        3.45$    

25-54 Prosthodontics 507,171      362,068$        710             17            509.95$      0.71$    494,494      332,161$        667             16            497.99$      0.67$    

25-54 Restorative 507,171      2,519,151$     34,194        809          73.67$        4.97$    494,494      2,517,369$     33,510        813          75.12$        5.09$    

55-64 Adjunctive General Services 121,345      28,705$          541             54            53.06$        0.24$    123,876      32,838$          590             57            55.66$        0.27$    

55-64 Endodontics 121,345      53,909$          216             21            249.58$      0.44$    123,876      59,361$          239             23            248.37$      0.48$    

55-64 Oral and Maxillofacial Surgery 121,345      247,515$        3,742          370          66.15$        2.04$    123,876      243,087$        3,713          360          65.47$        1.96$    

55-64 Orthodontics 121,345      -$                 -              -           -$            -$      123,876      -$                 -              -           -$            -$      

55-64 Partial Dentures 121,345      172,666$        1,351          134          127.81$      1.42$    123,876      204,386$        1,541          149          132.63$      1.65$    

55-64 Periodontics 121,345      33,694$          570             56            59.11$        0.28$    123,876      32,858$          565             55            58.16$        0.27$    

55-64 Preventative 121,345      310,222$        16,941        1,675       18.31$        2.56$    123,876      330,368$        17,116        1,658       19.30$        2.67$    

55-64 Prosthodontics 121,345      258,176$        503             50            513.27$      2.13$    123,876      272,998$        541             52            504.62$      2.20$    

55-64 Restorative 121,345      366,299$        4,863          481          75.32$        3.02$    123,876      406,115$        5,285          512          76.84$        3.28$    

65+ Adjunctive General Services 218,891      38,209$          940             52            40.65$        0.17$    218,284      37,410$          952             52            39.30$        0.17$    

65+ Endodontics 218,891      36,021$          156             9              230.90$      0.16$    218,284      39,458$          167             9              236.28$      0.18$    

65+ Oral and Maxillofacial Surgery 218,891      257,690$        3,783          207          68.12$        1.18$    218,284      257,095$        3,880          213          66.26$        1.18$    

65+ Orthodontics 218,891      -$                 -              -           -$            -$      218,284      -$                 -              -           -$            -$      

65+ Partial Dentures 218,891      281,598$        2,825          155          99.68$        1.29$    218,284      306,002$        3,060          168          100.00$      1.40$    

65+ Periodontics 218,891      29,050$          505             28            57.52$        0.13$    218,284      31,837$          568             31            56.05$        0.15$    

65+ Preventative 218,891      410,298$        22,164        1,215       18.51$        1.87$    218,284      421,549$        21,737        1,195       19.39$        1.93$    

65+ Prosthodontics 218,891      404,873$        773             42            523.77$      1.85$    218,284      378,131$        767             42            493.00$      1.73$    

65+ Restorative 218,891      403,364$        5,552          304          72.65$        1.84$    218,284      414,976$        5,616          309          73.89$        1.90$    
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FY2014 FY2015

Age Band MMs Dollars Units Util/1000 Unit Cost PMPM MMs Dollars Units Util/1000 Unit Cost PMPM

0-1 291,732      371,307$        14,453        595          25.69$        1.27$    295,534      412,207$        14,648        595          28.14$        1.39$    

2-5 485,415      6,482,648$     214,074      5,292       30.28$        13.35$  467,090      6,608,776$     207,739      5,337       31.81$        14.15$  

6-18 1,162,507   22,231,271$   608,994      6,286       36.50$        19.12$  1,191,822   25,189,922$   640,990      6,454       39.30$        21.14$  

19-24 127,623      1,407,887$     32,060        3,015       43.91$        11.03$  123,094      1,345,770$     29,941        2,919       44.95$        10.93$  

25-54 507,171      6,920,777$     151,145      3,576       45.79$        13.65$  494,494      6,876,193$     146,567      3,557       46.92$        13.91$  

55-64 121,345      1,471,187$     28,727        2,841       51.21$        12.12$  123,876      1,582,010$     29,590        2,866       53.46$        12.77$  

65+ 218,891      1,861,102$     36,698        2,012       50.71$        8.50$    218,284      1,886,458$     36,747        2,020       51.34$        8.64$    

Total 2,914,684  40,746,179$   1,086,151  4,472       37.51$        13.98$  2,914,194  43,901,337$   1,106,222  4,555       39.69$        15.06$  

FY2014 FY2015

COS MMs Dollars Units Util/1000 Unit Cost PMPM MMs Dollars Units Util/1000 Unit Cost PMPM

Adjunctive General Services 2,914,684   1,311,478$     28,137        116          46.61$        0.45$    2,914,194   1,354,077$     28,357        117          47.75$        0.46$    

Endodontics 2,914,684   1,379,689$     9,055          37            152.37$      0.47$    2,914,194   1,346,616$     8,976          37            150.02$      0.46$    

Oral and Maxillofacial Surgery 2,914,684   4,080,325$     50,768        209          80.37$        1.40$    2,914,194   3,968,549$     49,643        204          79.94$        1.36$    

Orthodontics 2,914,684   4,812,122$     2,611          11            1,843.02$   1.65$    2,914,194   6,318,099$     3,292          14            1,919.23$   2.17$    

Partial Dentures 2,914,684   826,129$        6,388          26            129.33$      0.28$    2,914,194   907,164$        6,861          28            132.22$      0.31$    

Periodontics 2,914,684   367,625$        6,366          26            57.75$        0.13$    2,914,194   382,455$        6,673          27            57.31$        0.13$    

Preventative 2,914,684   15,120,270$   827,806      3,408       18.27$        5.19$    2,914,194   16,543,939$   845,331      3,481       19.57$        5.68$    

Prosthodontics 2,914,684   1,035,323$     2,007          8              515.86$      0.36$    2,914,194   991,623$        1,993          8              497.55$      0.34$    

Restorative 2,914,684   11,813,219$   153,013      630          77.20$        4.05$    2,914,194   12,088,815$   155,096      639          77.94$        4.15$    

Total 2,914,684  40,746,179$   1,086,151  4,472       37.51$        13.98$  2,914,194  43,901,337$   1,106,222  4,555       39.69$        15.06$  
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Attachment 8 - Dental Rates

FY2018 Rate Summary

Age Band FY15 MMs Net Medical Rate NML Loaded Rate

0-1 295,534       1.63$                        9.0% 1.80$              

2-5 467,090       16.71$                      9.0% 18.36$           

6-18 1,191,822    25.61$                      9.0% 28.13$           

19-24 123,094       13.20$                      9.0% 14.51$           

25-54 494,494       16.75$                      9.0% 18.40$           

55-64 123,876       15.45$                      9.0% 16.97$           

65+ 218,284       10.40$                      9.0% 11.43$           

Total 2,914,194    18.15$                      9.0% 19.94$           
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Attachment 9 

Quality Performance Program (QPP) Measures – Contract Year One 
 

 

 
 
 
 

Base Performance Requirement    QPP Payment Threshold    % of QPP Pool 

Claims Processing Timeliness - 15 Days: Process and 

pay or deny, as appropriate, at least 90% of all clean 

claims for dental services provided to members within 

fifteen (15) days of the date of receipt. The date of 

receipt is the date the DBPM receives the claim. 

 

 
 

≥ 95% within 15 days 

 

 
 

20% 

Standard Service Authorizations: Process 80% of 

standard service authorization determinations within 

two (2) business days of obtaining appropriate dental 

information that may be required regarding a proposed 

admission, procedure, or service requiring a review 

determination. 

 

 
 

≥ 85% within 2 

business days 

 
 

 

20% 

Encounter Acceptance Rate: 95% of encounters 

submitted must be accepted by MLTC’s Medicaid 

Management Information System pursuant to MLTC 

specifications. 

 
 
                  ≥ 98% 

 
 

20% 

Call Abandonment Rate: Less than 5% of calls that 

reach the Member/Provider 800 lines and are placed in 

queue but are not answered because the caller hangs 

up before a representative answers the call. Measured 

using annual system-generated reports. 

 

 
 

<3% 

 

 
 

10% 

Average Speed to Answer: Calls to Member/Provider 

lines must be answered on average within 30 seconds. 

Measured using annual system-generated reports. 

 
30 seconds 

 
10% 

Appeal Resolution Timeliness: The DBPM must resolve 

each appeal, and provide notice, as expeditiously as the 

member’s health condition requires, within forty-five 

(45) calendar days from the day the DBPM receives the 

appeal. 

 
 

≥ 95% within 30 days 

 
 

10% 

Grievance Resolution Timeliness: The DBPM must 

dispose of each grievance and provide notice, as 

expeditiously as the member’s health condition 

requires, within State-established timeframes not to 

Exceed ninety (90) calendar days from the day the 

DBPM receives the grievance. 

 
 
 

≥ 95% within 60 days 

 
 
 

10% 
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Failed Deliverable Penalty 

Readiness Review MLTC will conduct a formal review of the DBPM’s 
readiness to implement all required services described in 
this RFP. Should the DBPM fail the review, MLTC may 
assess damages of $5,000.00 for each calendar day until 
such time as MLTC certifies that the DBPM has met all 
readiness requirements. 

Date of Implementation Should the DBPM fail to begin full operations on the 
contract start date, and should MLTC determine that the 
DBPM is responsible for the delay, MLTC may assess 
damages of $10,000.00 per calendar day for each day 
beyond the contract start date that the DBPM fails to 
begin full operations. 

Network Performance Requirement The DBPM must have a contracted provider network in 
place and submit the required attestation of network 
sufficiency ninety (90) calendar days prior to the contract 
start date. A penalty of $1,000.00 shall be assessed, at 
MLTC’ discretion, per calendar day for each day that the 
provider network is not adequate to meet the service 
needs of the covered populations as described in Section 
IV.D – Provider Network Requirements and the 
attestation of network sufficiency has not been received. 

Employment of Key Personnel The DBPM must meet all key personnel requirements 
specified in Section IV.D – Staffing Requirements. MLTC 
may assess a penalty of $1,000.00 per calendar day, per 
position, for each day after the thirty (30) allowed 
calendar days that a key position remains unfilled by a 
qualified person approved by MLTC. 

Excessive Reversals on Appeal If the DBPM exceeds ten percent (10%) of member 
appeals overturned upon final appeal over a 12-month 
period (January – December or the first twelve months 
that the contract is in effect), a penalty of $25,000.00 may 
be imposed for every additional overturned appeal. This 
penalty may also be assessed for each occurrence in 
which the DBPM does not provide the medical services or 
requirements set forth in an administrative decision by 
MLTC or a state fair hearing. 

Ongoing and Ad Hoc Reporting As detailed in Attachment 5 – Reporting Requirements, 
MLTC may assess a penalty of $1,000.00 for each 
calendar day that a report is late, inaccurate, includes 
less than the required copies, or is not in the approved 
format. 
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Encounter Data $5,000.00 per calendar day for each day after the due date 
that the monthly encounter data has not been received in 
the format and per specifications required by MLTC. 

 
$5,000.00 per calendar day for each day encounter data is 
received after the due date, for failure to correct and 
resubmit encounter data that was originally returned to the 
DBPM for correction because submission data was in 
excess of the 5% error rate threshold, until acceptance of 
the data. 

 
$5,000.00 per return of re-submission of encounter data 
that was returned to the DBPM, as submission data was 
in excess of the 5% error rate threshold, for correction 
and was rejected for the second time. 

 
$5,000.00 per calendar day for inability to reconcile 
financial statement of medical expenses paid with the total 
dollars submitted through encounter data for that quarter 
within ten percent (10%) for 2017 and five percent (5%) for 
2018. 

 
$5,000.00 per occurrence of medical record review by 
MLTC or its designee where the DBPM or its provider(s) 
denotes provision of services which were not submitted in 
the encounter data regardless of whether or not the 
provider was paid for the service that was documented. 

Claims Processing Ninety percent (90%) of all clean claims must be paid 
within fifteen (15) business days of the date of receipt. If 
not met, subject to $5,000.00 for the each month that a 
DBPM’s claims performance percentages by claim type 
fall below the performance standard. 

 
Ninety-nine percent (99%) of all clean claims must be 
paid within sixty (60) calendar days of the date of 
receipt. If not met, subject to $5,000.00 for the each 
month that a DBPM’s claims performance percentages 
by claim type fall below the performance standard. 

PCD Assignment $2,500.00 per calendar day for failure to assign a PCD 
within one month of the effective date of enrollment until 
the assignment is made. 

Member Services $2,500.00 per calendar day for failure to provide member 
services functions from 7:00 a.m. to 7:00 p.m. central 
time, Monday through Friday, to address nonemergency 
issues encountered by members, and 24 hours a day, 7 
days a week to address emergency issues encountered 
by members. 

Provider Services $2,500.00 per calendar day for failure to furnish provider 
services functions from 7:00 a.m. to 7:00 p.m. central 
time, Monday through Friday, to address nonemergency 
issues encountered by members, and 24 hours a day, 7 
days a week to address emergency issues encountered 
by members and for failure to handle emergent provider 
issues on a 24 hours a day, 7 days a week basis. 
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Intermediate Sanctions 

Per 42 CFR 438.704(b)(1): A maximum of $25,000.00 for each determination of failure to 
provide services; misrepresentation or false statements to enrollees, potential enrollees or 
health care providers; failure to comply with provider incentive plan requirements; marketing 
violations. 

Per 42 CFR 438.704(b)(2): A maximum of $100,000.00 for each determination of discrimination; 
misrepresentation or false statements to CMS or the State or any such action or inaction that the State 
deems a violation that merits a fine consistent with this section. 

Per 42 CFR 438.704(b)(3): A maximum of $15,000.00 for each member the State determines was not 
enrolled because of a discriminatory practice (subject to the $100,000.00 overall limit above) or any 
such action or inaction that the State deems a violation that merits a fine consistent with this section. 

Per 42 CFR 438.704(c): A maximum of $25,000.00 or double the amount of the excess charges, 
(whichever is greater) for charging premiums or charges in excess of the amounts permitted under the 
Medicaid program; or any such action or inaction that the State deems a violation that merits a fine 
consistent with this section. The State must deduct from the penalty the amount of overcharge and 
return it to the affected enrollee(s). 
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No. RFP Section Statement/Question Page Limit 
1  Not applicable Identify and describe any regulatory action 

or sanction, including both monetary and 
non-monetary sanctions imposed by any 
federal or state regulatory entity against the 
DBPM’s organization within the last five 
years. In addition, identify and describe any 
letter of deficiency issued, as well as any 
corrective actions required by any federal 
or state regulatory entity within the last five 
years that relate to Medicaid and CHIP 
contracts. Include the organization’s parent 
company, affiliates, and subsidiaries in the 
response to this question. 

Not applicable 

2  IV.B 
Eligibility and 
Enrollment 

Describe the DBPM’s anticipated process 
to utilize the eligibility and enrollment files 
from MLTC or its designee to manage 
membership. Include the process for 
resolving discrepancies between these files 
and internal membership records. 

1 page 

3  IV.C 
Business 

Requirements 

Describe the approach the DBPM will take 
to ensure compliance with all relevant 
provisions of Part 438 of Chapter 42 of the 
CFR, Title 471, 477, and 482 NAC. 

Not applicable 

4  IV.C 
Business 

Requirements 

Include a copy of the COA from the 
Department of Insurance. 

Not applicable 

5  IV.C 
Business 

Requirements 

Describe the DBPM’s proposed approach 
for collaboration with other entities and 
programs, as required in Section IV.C. 

3 pages 

6  IV.C 
Business 
Requirements 

Describe if any of the DBPM’s Medicaid 
DBPMs are accredited by NCQA and, if not 
currently accredited in Nebraska, how it will 
attain accreditation for its Nebraska DBPM. 
Please describe any unsuccessful 
accreditation attempts in other states. 

1 page 

7  IV.C 
Business 

Requirements 

If applicable, describe any restriction of 
coverage for counseling or referral services 
the DBPM is required to provide because 
of moral or religious obligation. Describe 
how the DBPM will provide members with 
access to those services. 

1 page 

8  IV.D 
Staffing 
Requirements 

Describe the organization’s number of 
employees, lines of business, and office 
locations. Submit an organizational chart 
showing the structure and lines of 
responsibility and authority in the company. 
Include the organization’s parent 
organization, affiliates, and subsidiaries 
that will support this contract. 

3 pages, 

excluding 

organizational 

chart 
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No. RFP Section Statement/Question Page Limit 
9  IV.D 

Staffing 

Requirements 

Provide an organizational chart for this 
contract, including but not limited to key 
staff and additional required staff. Label 
this “Nebraska Organizational Chart” 

Not applicable 

10  IV.D 
Staffing 

Requirements 

In table format, indicate the proposed 
number of FTEs for each key staff and 
additional required staff for discrete time 
periods (no longer than 3 month intervals) 
from contract award through 6 months after 
the start date of operations and whether or 
not positions are located in Nebraska. 
Label this table “Proposed FTEs by Time 
Period.” 

Not applicable 

11  IV.D 
Staffing 

Requirements 

Provide job descriptions (including 
education and experience qualifications) of 
employees in key staff positions. 

1 page per job 
description 

12  IV.E. 
Covered Benefits 
and Services 

Provide the DBPM’s definition of medical 
necessity. Describe the process for 
developing and periodically reviewing and 
revising the definition. Describe the degree 
to which the definition is consistent with or 
differs from MLTC’s definition of medically 
necessity per 471 NAC 1-002.02A. 

3 pages 

13  IV.E 
Covered Benefits 
and Services 

Provide a description of the value-added 
services the DBPM proposes to offer to 
members. For each service: 

 
 Define and describe the service. 
 Note any limitations or restrictions 

that apply to the service. 

 Propose how and when members and 
providers will be notified of the 
service’s availability. 

 Describe how a member may 
obtain/access the service. 

 Describe how the DBPM will identify 

the expanded benefit in administrative 

or encounter data. 

Not applicable 

14  IV.E 
Covered Benefits 
and Services 

Describe the DBPM’s approach to member 
education and outreach regarding EPSDT, 
including any innovative mechanisms. 
Address the use of the DBPM’s system for 
tracking each member’s screening, 
diagnosis and treatment to ensure services 
are delivered within the established 
timeframes. 

4 pages 
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No. RFP Section Statement/Question Page Limit 
15  IV.G 

Member Services 
and Education 

Describe member services processes 
including: 

 
 Training of customer service staff 

(both initial and ongoing). 
 Routing calls to appropriate 

persons, including escalation. 
 Making information available to 

customer service staff (the type of 
information and how it is provided, 
e.g. hard copy or on-line search 
capacity). 

 Handling calls from members with 
limited English proficiency and 
persons who are hearing impaired. 

 Monitoring and ensuring the quality 
and accuracy of information provided 
to members. 

 Monitoring and ensuring adherence 
to performance standards. 

 How MSRs will interact with other 
organizations including MLTC and 
other programs/social service entities 
(e.g., WIC, housing assistance, and 
homeless shelters). 

 After hours procedures. 

6 pages 

16  IV.G 
Member Services and 
Education 

Describe the informational materials the 
DBPM proposes to send to new members. 

2 pages 

17  IV.G 
Member Services 

and Education 

Describe the approach the DBPM will 

take to provide members with written 

material that is easily understood, 

including alternate formats and other 

languages. Address how the DBPM will 

ensure that materials are at the 

appropriate reading level. 

2 pages 

18  IV.G 
Member Services 

and Education 

Provide an overview of the DBPM’s 

proposed member website, including 

how it will satisfy requirements in this 

RFP. Provide examples of information 

that will be available on the website and 

on portals for members. 

6 pages 

19  IV.G 
Member Services 

and Education 

Discuss the DBPM’s approach to 
welcoming new members, addressing 
requirements listed in the RFP. Discuss 
any proposed alternate methods or plans 
the DBPM would use to effectively 
welcome members. 

3 pages 

20  IV.G 
Member Services 

and Education 

Detail the strategies the DBPM will use to 
influence member behavior to access 
health care resources appropriately and 
adopt healthier lifestyles. 

5 pages 
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No. RFP Section Statement/Question Page Limit 
21  IV.G 

Member Services 

and Education 

Describe proposed member education 
content and materials and attach examples 
used with Medicaid or CHIP populations in 
other states. Describe innovative methods 
the DBPM has used for member education. 

 
Describe how the DBPM will provide 

equitable member education throughout 

the State. Provide examples and 

descriptions of how member education 

will be used to improve service 

coordination including: 
 
 The use of technological tools, 

including social media and 
mobile technology. 

 Partnership with community-based 
organizations for education and 
outreach. 

10 pages 

22  IV.H 
Grievances and 
Appeals 

Provide a flowchart and comprehensive 
written description of the DBPM’s member 
grievance and appeals process, including 
the approach for meeting the general 
requirements and plan to: 

 
 Ensure individuals who make 

decisions about grievances and 
appeals have the appropriate 
expertise and were not involved in any 
previous level of review. 

 Ensure an expedited process exists 
when taking the standard time could 
seriously jeopardize the member’s 
health. As part of this process, explain 
how the DBPM will determine when 
the expedited process is necessary. 

 Use data from the grievance and 
appeals system to improve the 
DBPM’s operational performance. 

3 pages 

23  IV.H 
Grievances and 
Appeals 

Describe the approach the DBPM will take 
to provide members with grievance, 
appeal, and State fair hearing information. 
Address how the DBPM will ensure the 
grievance and appeals system policies and 
procedures, and all notices, will be 
available in the member’s primary 
language and that reasonable assistance 
will be given to members to file a grievance 
or appeal. 

2 pages 
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No. RFP Section Statement/Question Page Limit 
24  IV.I 

Provider Network 
Requirements 

Describe the DBPM’s proposed provider 
network outreach approach and 
recruitment strategy. Provide a detailed 
work plan for developing an adequate 
network within the timeframe described in 
Section IV.I. Describe the method the 
DBPM plans to use on an ongoing basis to 
assess and ensure that MLTC’s network 
standards are maintained, including 
standards related to: 

 
 Distance. 

 Appointment access. 

 Cultural competency. 

6 pages, 

excluding plan 

for developing 

an adequate 

network 

25  IV.I Provider Network 
Requirements 

Provide a comprehensive discussion of the 
DBPM’s approach to maximizing the 
number of members participating in a 
Dental Home, including: 
 
 The strategy the DBPM will use 

initially, and on an ongoing basis, to 
ensure Dental Home participation. 

 Examples of successful strategies 
and lessons learned in encouraging 
Dental Home participation. 

 

26  IV.I 
Provider Network 

Requirements 

Describe the DBPM’s required Dental 
Home responsibilities and how the DBPM 
will verify Dental Home providers are 
performing them. 

2 pages 

27  IV.I 
Provider Network 

Requirements 

Describe innovative strategies the DBPM’s 
intends to use to identify specialty types for 
which member access is limited. Describe 
the DBPM’s intended initiatives for 
increasing the number of specialists within 
those specialty types that participate in the 
DBPM’s network. 

 
Identify potential challenges the DBPM 

anticipates in ensuring members receive 

appropriate care for specialties where 

access concerns exist, and explain how the 

DBPM will mitigate those challenges. 

3 pages 

28  IV.I 
Provider Network 

Requirements 

Describe the DBPM’s process for 

monitoring and ensuring adherence to 

MLTC’s requirements regarding 

appointment availability and wait times. 

2 pages 
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No. RFP Section Statement/Question Page Limit 
29  IV.I 

Provider Network 

Requirements 

Describe the DBPM’s approach to 
promoting and 

facilitating the capacity of its providers to 
provide: 

 
 Patient-centered care. 

 Improved health outcomes. 

 Member compliance. 

 Member satisfaction. 
 
Discuss the DBPM’s successes with 

patient- centeredness in other Medicaid 

programs, what lessons have been 

learned, and the DBPM’s planned 

approach in Nebraska. 

3 pages 

30  IV.I 
Provider Network 

Requirements 

Describe how the DBPM would respond to 
the network termination or loss of a large-
scale provider group. Take the following 
areas into consideration in the response: 
 

 Notification to MLTC. 
 The automated systems and 

membership supports used to assist 
affected members with provider 
transitions. 

 Systems and policies used for 
continuity of care of members 
experiencing provider transitions. 

 Impact if the loss is in a geographic 
area where other providers of the 
same provider type are not available 
and the DBPM’s response to that 
impact. 

3 pages 

31  IV.I 
Provider Network 

Requirements 

Describe the DBPM’s credentialing and 

re-credentialing process including: 

 
 Ensuring that providers are enrolled in 

Medicaid and have a valid 
identification number. 

 Obtaining information on ownership 

and control. 
 Identifying excluded providers and 

persons convicted of crimes 
searches. 

 Using quality and utilization measures 
in the recredentialing process. 

3 pages 



Attachment 11 
Proposal Statements and Questions 

Attachment 11, p. 7 

No. RFP Section Statement/Question Page Limit 
32  IV.I 

Provider Network 

Requirements 

Explain the process the DBPM will put in 
place to maintain the provider file with 
detailed information on each provider 
sufficient to support provider payment, 
including issuance of IRS 1099 forms, 
meeting all federal and MLTC reporting 
requirements, and cross referencing State 
and Federal identification numbers to 
ensure excluded providers are identified. 

2 pages 

33  IV.J 
Provider Services 

Describe the DBPM’s Provider Services 
toll-free telephone line, including: 

 
 How the DBPM will provide a fully-

staffed line between the hours of 
7:00 a.m. and 7:00 p.m. CST. 
Monday through Friday, to address 
non-emergency issues. 

 How the DBPM will ensure that 
provider calls are acknowledged 
and resolved within three business 
days of receipt. 

 The location of operations, and if out of 
state, describe how the DBPM will 
accommodate services for Nebraska. 

 How the DBPM will measure and 

monitor the accuracy of responses 

provided by call center staff, as well as 

caller satisfaction. 

3 pages 

34  IV.J 
Provider Services 

Provide an overview of the DBPM’s 
proposed provider website, including 
examples of information that will be 
available on the website and on 
portals for providers. 

 
Include proposed resources and tools 

that will be of use to providers. Please 

provide a description of technology that 

will be used to enhance the provider 

website. 

5 pages 

excluding 

sample 

resources, tools 

and materials 
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No. RFP Section Statement/Question Page Limit 
35  IV.J 

Provider Services 

Describe the DBPM’s proposed provider 
education and training program, including 
     A description of the training program. 
  A work plan that outlines 

education and training activities, 
including frequency of office visits 
to conduct activities. 

  A listing of the types of materials 
and content the DBPM will 
distribute (include three samples 
of materials). 

  How the DBPM will evaluate 
usefulness of educational 
sessions and utilize feedback 
to influence future training 
sessions. 

5 pages, 

excluding 

sample 

materials 

36  IV.J 
Provider Services 

Provide a description of the DBPM’s 
proposed approach to handling provider 
complaints. Include intended interaction 
and correspondence, as well as 
timeframes in which the DBPM will 
acknowledge and resolve inquiries and 
grievances. Explain how the DBPM will 
track provider complaints and how the 
DBPM will use this type of information to 
improve provider services. Include a 
description of any type of internal reporting 
the DBPM will perform, and how the DBPM 
will use reporting information to influence 
the activities of the DBPM’s provider 
services representatives. 

3 pages 

37  IV.J 
Provider Services 

Describe the approach the DBPM will take 
to assess provider satisfaction, including 
tools the DBPM plans to use, frequency of 
assessment, and responsible parties. 
Provide relevant examples of how the 
DBPM has utilized survey results to 
implement quality improvements in similar 
programs and how these changes have 
improved outcomes. 

5 pages 
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No. RFP Section Statement/Question Page Limit 
38  IV.K 

Subcontracting 
Requirements 

For each subcontractor included in the 
proposal, provide the organization’s role in 
this project, corporate background, size, 
resources and details addressing the 
following: 

 
  The date the company was formed, 

established or created. 

  Ownership structure (whether public, 
partnership, subsidiary, or specified 
other). 

     Organizational chart. 

     Total number of employees. 

  Whether the subcontractor is currently 
providing services for the DBPM in 
other states and the subcontractor’s 
location. 

1 page per 

subcontracting 

organization 

39  IV.K 
Subcontracting 
Requirements 

For subcontracted roles included in the 
proposal, describe the DBPM’s process for 
monitoring and evaluating performance 
and compliance, including but not limited to 
how the DBPM will: 

 
  Ensure receipt of all required data 

including encounter data. 

  Ensure that utilization of health care 
services is at an appropriate level. 

  Ensure delivery of administrative and 
health care services at an acceptable 
or higher level of care to meet all 
standards required by this RFP. 

  Ensure adherence to required 
grievance policies and procedures. 

8 pages 

40  IV.L 
Care Coordination 

Describe how the DBPM will assist 
members to identify and gain access to 
community resources that provide services 
the Medicaid program does not cover. 

2 pages 
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No. RFP Section Statement/Question Page Limit 
41  IV.M 

Quality 

Management 

Provide a description of the DBPM’s 
proposed QAPI program. Include the 
following in the description: 

 
  The proposed structure, and 

policies and procedures that 
explain the accountability of each 
organizational unit. 

  The program’s infrastructure, 
including coordination with 
subcontractors and corporate 
entities, if applicable. 

  Proposed QAPI committee 
membership and committee 
responsibilities. 

  How focus areas will be selected, 
including how data will be used in 
the selection process. 

  The proposed QAPI work plan, 
including planned initiatives. 

10 pages 

42  IV.M 
Quality 

Management 

Describe experience in using results of 
performance measures, member 
satisfaction surveys, and other data to drive 
improvements and positive affect the health 
care status of members. Provide examples 
of changes implemented to improve the 
program and members’ health outcomes. 

5 pages 

43  IV.M 
Quality 

Management 

Describe the DBPM’s process for soliciting 
feedback and recommendations from key 
stakeholders, members, and 
families/caregivers, and using the feedback 
to improve the DBPM’s quality of care. 

2 pages 

44  IV.M 
Quality 

Management 

Describe the DBPM’s proposed 
methodology to identify, design, 
implement, and evaluate PIPs. Provide 
examples of PIPs conducted by the DBPM, 
and how operations improved because of 
their results. 

3 pages 

45  IV.M 
Quality 

Management 

Discuss the DBPM’s approaches to annual 
member satisfaction surveys. Provide 
relevant examples of how the DBPM has 
utilized survey results to implement quality 
improvements in similar programs and how 
these changes have improved outcomes. 

1 page 
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No. RFP Section Statement/Question Page Limit 
46  IV.M 

Quality 

Management 

Describe the DBPM’s practice of profiling 
the quality of care delivered by dental 
providers, including the methodology for 
determining which and how many 
providers will be profiled. 

 
     Submit sample quality reports. 

  Describe the rationale for selected 
the measures that are 
gathered/reported. 

  Describe the proposed 
frequency of profiling 
activities. 

3 pages, 

excluding 

sample quality 

reports 

47  IV.M 
Quality 

Management 

Describe the information the DBPM will 
provide to members and providers about 
the QAPI program. 

2 pages 

48  IV.N 
Utilization 

Management 

Describe the DBPM’s approach to 
utilization 

management, including: 
 
     Innovations and automation the DBPM 

will use for its UM program. 

  Accountability for developing, 
implementing, and monitoring 
compliance with utilization policies 
and procedures, and consistent 
application of criteria by individual 
clinical reviewers. 

  Mechanisms to detect and 
document over- and under-
utilization of dental services. 

  Processes and resources used 
to develop and regularly review 
utilization review criteria. 

     How the DBPM will use its UM 

Committee to support UM activities. 

5 pages 

49  IV.N 
Utilization 

Management 

Describe the process the DBPM will have 
in place to determine appropriate practice 
guidelines notify providers of new practice 
guidelines, and monitor implementation of 
those guidelines. 

2 pages 
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No. RFP Section Statement/Question Page Limit 
50  IV.N 

Utilization 

Management 

Describe the DBPM’s proposed approach 
to prior authorization, including: 

 
  The data sources and processes to 

determine which services require prior 
authorization, and how often these 
requirements will be reevaluated. 
Describe what will be considered in the 
reevaluation of need for current prior 
authorization requirements. 

  The proposed prior authorization 
processes for members requiring 
services from non-participating 
providers and expedited prior 
authorization. 

  The DBPM’s process for notifying 
providers either verbally or in 
writing, and the member in writing, 
of denials or decisions to authorize 
services in amount duration or 
scope that is less than requested. 

4 pages 

51  IV.N 
Utilization 

Management 

Provide a listing of services for which the 
DBPM will require prior authorization and 
describe how the DBPM will communicate 
this information, as well as the results of 
authorization decisions, to providers and 
members. 

2 pages 

excluding the 

listing of 

services 

52  IV.N 
Utilization 

Management 

Describe how the DBPM will ensure 
members receive written and timely notice 
of action relating to adverse actions taken 
by the DBPM. 

1 page 

53  IV.N 
Utilization 

Management 

Describe the DBPM’s process for 
conducting retrospective reviews to 
examine trends, issues, and problems in 
utilization. 

2 pages 

54  IV.N 
Utilization 

Management 

Describe the DBPM’s methodology to 
assess disparities in treatment among 
races and ethnic groups and correct those 
disparities. 

2 pages 

55  IV.O 
Program Integrity 

Describe the DBPM’s approach for meeting 
the Program Integrity requirements 
described in the RFP, including but not 
limited to a compliance plan for the 
prevention, detection, reporting, and 
implementation of corrective actions for 
suspected cases of FWA and erroneous 
payments. Include best practices the 
DBPM has utilized in other states. 

4 pages 

56  IV.O 
Program Integrity 

Describe how the DBPM currently works 
with other entities that investigate and 
prosecute provider and member fraud, 
waste, and abuse. How will the DBPM 
apply methods in Nebraska? 

2 pages 
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No. RFP Section Statement/Question Page Limit 
57  IV.O 

Program Integrity 
Currently, how does the DBPM educate 
members and providers to prevent fraud, 
waste, abuse, and erroneous payments? 
How will the DBPM apply methods in 
Nebraska? 

3 pages 

58  IV.O 
Program Integrity 

Describe the DBPM’s method and process 
for capturing TPL and payment information 
from its claims system. Explain how the 
DBPM will use this information. 

3 pages 

59  IV.Q 
Provider 

Reimbursement 

Describe the DBPM’s approach to ensuring 
that out of network prior authorization and 
payment issues are resolved expeditiously 
in instances when the DBPM is unable to 
provide necessary services to a member 
within its network. 

2 pages 

60  IV.S 
Systems and 
Technical 
Requirements 

Provide a general system description that 
details how each component of the 
DBPM’s health information system will 
support the major functional areas of the 
DBP. Include a systems diagram that 
highlights each system component, 
including subcontractor components, and 
the interfacing or supporting systems used 
to ensure compliance with RFP 
requirements. Describe how the DBPM’s 
system will share information between 
Nebraska’s systems and its own system to 
avoid duplication of effort. Identify any 
requirements that cannot be met without 
custom modifications or updates to the 
DBPM’s systems. If modifications or 
updates or updates are required, describe 
them and the DBPM’s plan for completion 
prior to program operations. 

12 pages, not 

including the 

systems 

diagram 

61  IV.S 
Systems and 

Technical 

Requirements 

Provide a description of how the DBPM will 
comply with applicable Federal (including 
but not limited to HIPAA) standards for 
information exchange, and ensure 
adequate system access management and 
information accessibility. Affirm the 
DBPM’s use of HIPAA-compliant files and 
transaction standards. Include the process 
for resolving discrepancies between 
member eligibility files and the DBPM’s 
internal membership records, including 
differences in members’ addresses. 

3 pages 
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62  IV.S 

Systems and 

Technical 

Requirements 

Describe the DBPM’s approach to 

monitoring system availability issues and 

the resolution process. Provide a 

description of the DBPM’s system help 

desk. Include the DBPM’s process for 

ensuring that recurring problems, not 

specific to system unavailability, are 

identified and reported to DBPM 

management within one business day of 

recognition and are promptly corrected. 

 
2 pages 

63  IV.S 
Systems and 

Technical 

Requirements 

Provide a description of the DBPM’s 
eligibility and enrollment database. Include 
a description of how the 

DBPM will: 

 

  Complete updates within the 
timeframes specified in the contract. 

  Identify members across multiple 
populations and systems. 

  Monitor, track, and resolve any 
discrepancies between the enrollment 
files and the DBPM’s system (e.g., 
duplication of records and information 
mismatches). 

2 pages 

64  IV.S 
Systems and 

Technical 

Requirements 

Provide a description of the DBPM’s 
information security management 
functions. Include a description of 
proposed access restrictions for various 
hierarchical levels, controls for managing 
information integrity, audit trails, and 
physical safeguards of data processing 
facilities. 

3 pages 
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65  IV.S 

Systems and 

Technical 

Requirements 

Describe the DBPM’s business continuity, 
contingency, and recovery planning. Attach 
a copy of the DBPM’s plan, or summarize 
how the plan addresses the following 
aspects of emergency preparedness and 
disaster recovery: 

 
  Operational and system redundancy in 

place to reduce the risk of down-time. 

     System and operational back-up sites. 

  Contingency and recovery planning 
including resumption of operations. 

  Prioritized business functions for 
resumption of operations and 
responsible key personnel. 

  Employee and supplier preparedness, 
including a plan for training and 
communication to employees and 
suppliers and identified responsibilities 
of key personnel, in the event 
communications are unavailable. 

  Approach to provider preparedness for 
continuity of member care and 
assurance of payment for services 
rendered in good faith. 

  Testing approach and regular 
schedule to improve and update the 
plan over time. 

3 pages, 

excluding 

sample plan 

66  IV.R 
Claims 
Management 

Describe the DBPM’s strategies for 
ensuring its claim processing is ready at 
the time of contract implementation, to 
ensure timely accurate claims processing. 
Include the DBPM’s strategy for identifying 
problem areas, and how the DBPM will 
ensure rapid response. 

2 pages 

67  IV.R 
Claims 

Management 

Describe the DBPM’s methodology for 
ensuring that claims payment accuracy 
standards will be achieved. At a 
minimum, address: 

 

 The process for auditing claims 
samples. 

 Documentation of the results of these 

audits. 
 The processes for implementing 

any necessary corrective actions 
resulting from the audit. 

3 pages 

68  IV.R  
Claims Management 

Describe in detail how the DBPM will verify 
that services were actually provided 
including: 

 Minimum sampling criteria to ensure a 
representative sample. 

 How results of monitoring will be 

reported to the State quarterly. 

3 pages 
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69  IV.R 

Claims 

Management 

Describe the DBPM’s approach for 
ensuring encounter data is submitted 
accurately and timely to MLTC, consistent 
with required formats. Include in the 
response how the DBPM proposes to 
monitor data completeness and manage 
the non-submission of encounter data by a 
provider or subcontractor. 

5 pages 

70  IV.T 
Reporting and 
Deliverables 

Provide an example of dashboards that the 
DBPM will use to track DBPM performance 
for DBPM leadership and the QAPI 
Committee. 

Not applicable 

71  IV.T 
Reporting and 

Deliverables 

Provide examples of the following reports: 
 

 Member Grievance System  

 Performance Improvement Projects  
 
How will the DBPM use required reports 
in its day to day management and 
operations? 

Not applicable 

72  IV.F 
FFS Claims 
Management and 
Processing 

Provide a detailed description of the 
DBPM’s approach to implementing the 
necessary functionality to support FFS 
claims processing. 

Not applicable 

73  IV.F 
FFS Claims 

Management and 

Processing 

Describe the level of effort necessary to 

support Nebraska program and policy 

changes, including but not limited to new 

covered services, prior authorization 

requirements, or additional populations. 

Not applicable 

74  IV.F 
FFS Claims 

Management and 

Processing 

Describe how the DBPM will maintain a 
distinction between FFS and managed 
care processing rules, claims transactions, 
providers, members and prior 
authorizations within the system. 

Not applicable 

75  IV.F 
FFS Claims 

Management and 

Processing 

Provide an explanation of the DBPM’s plan 
and approach for business operations to 
support the FFS volume vs. the risk-based 
volume. Will the plan have separate or joint 
business operations units for some or all 
processes? 

Not applicable 

76  IV.F 
FFS Claims 

Management and 

Processing 

Provide an explanation of the significant 
risks associated with the implementation 
and ongoing operation of claims broker 
services, and provide mitigation strategies 
for those risks. 

Not applicable 

77  IV.F 
FFS Claims 
Management and 
Processing 

Provide a timeline for implementation of 
claims broker functionality, including the 
number of months that it will take to pay 
FFS claims. 

Not applicable 
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78  IV.V Transition and 

Implementation 
Provide a preliminary implementation plan 
that describes the DBPM's plan to comply 
with all the major areas of the contract 
including: 

 Member services 
 Network development and 

management 
 Provider education 
 Quality management, including 

credentialing 
 Utilization management 
 Transition and care coordination 
 Information systems management 
 Claims management 
 Grievances and appeals 

Not applicable 
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This attachment is intended as a summary of the policies, procedures and plan requirements included in the 
RFP. The RFP may contains additional requirements not included in this attachment. The DBPM must comply 
with all reporting requirements found in the RFP, attachments, and addendums. 

Required with Proposal Description Due Date 

Provider Contract Template Submit provider contract template as described 
in Section IV.I - Provider Network. 

Required with proposal 

Network Development Plan Submit plan for developing an adequate provider 
network within the timeframe described in 
Section IV.I - Provider Network. 

Required with proposal 

Key Staff Resumes As possible, submit resumes of proposed key staff 
as described in Section IV.V - Transition and 
Implementation. 

Required with proposal 

Preliminary Implementation Plan Submit preliminary implementation plan as 
described in Section IV.V - Transition and 
Implementation. 

Required with proposal 

Draft Member Handbook Submit a draft copy of the member handbook as 
described in Section IV.G – Member Services 
and Education. 

Required with proposal 

Contract Award Period Description Due Date 

Implementation Plan Submit contract implementation plan as 
described in Section IV.V - Transition and 
Implementation. 

15 calendar days after date of 
award 

30 Calendar Days After Date of Award Description Due Date 

Marketing and Member Education Plan Submit plan detailing proposed marketing 
activities and materials as described in Section 
IV.G - Member Services and Education. 

30 calendar days after date of award 

Welcome Packet Contents Submit welcome packet materials including the 
member handbook. 

30 calendar days after date of award 
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DBPM Provider Website As detailed in Section IV.J - Provider Services, the 
DBPM's provider website is considered marketing 
material and must be submitted for review and 
approval. 

30 calendar days after date of award 

Provider Training Handbook and 

Training Schedule 

Submit a copy of the provider training handbook 
and training schedule as described in Section IV.J 
- Provider Services 

30 calendar days after date of award 

Provider Handbook Submit provider handbook for approval as 
described in Section IV.J - Provider Services 

30 calendar days after date of award 

Utilization Management Policies and 
Procedures 

Submit UM program description as described in 

Section IV.N - Utilization Management. 

30 calendar days after date of award 

Provider Complaint System Submit policies and procedures detailing the 
MCODBPM's provider complaint system as 
described in Section IV.J - Provider Services. 

30 calendar days after date of award 

Provider Directory Template Submit templates for the provider directory as 
described in Section IV.E - Members Services and 
Education. 

30 calendar days after date of award 

Human Resources and Staffing Plan Submit a plan detailing how the MCODBPM will 
obtain and maintain appropriate staffing levels as 
described in Section IV.D – Staffing 
Requirements. 

30 calendar days after date of award 

90 Days Prior to Contract Start Date Description Due Date 

Provider Network List Submit list of all network providers via the 
provider enrollment file as described in Section 
IV.I - Provider Network. 

90 days prior to contract start date 

Provider Network Sufficiency Attestation Submit data and analysis attesting to the 
sufficiency of the MCODBPMs network as 
described in Section IV.I - Provider Network. 

90 days prior to contract start date 

Subcontracts Submit all subcontracts for the provision of any 
services for prior review and approval as 
described in Section IV.K - Subcontracting. 

90 days prior to contract start date 
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Continuity of Care Submit policies and procedures for continuity of 
care.  

60 days prior to contract start date 

60 Days Prior to Contract Start Date Description Due Date 

QAPI Work Plan Submit QAPI work plan as described in Section 
IV.M – Quality Management. 

60 days prior to contract start date 

QAPI Program Description Submit overview of QAPI program as described in 
Section IV.M - Quality Management 

60 days prior to contract start date 

Corrective Action Monitoring Submit policies and procedures for evaluating 
corrective actions. 

60 days prior to contract start date 

Claims Dispute Process Submit policies and procedures for addressing 
claims disputes as described in Section IV.S - 
Claims Management. 

60 days prior to contract start date 

Provider Incentive Plan Contract 
Templates 

Submit contract templates for Physician Incentive 
Plan participants as described in Section IV.Q - 
Provider Reimbursement. 

60 days prior to contract start date 

Service Authorization Submit policies and procedures for service 
authorization as described in Section IV.N - 
Utilization Management. 

60 days prior to contract start date 

Retrospective UR Functions Submit policies for retrospective UR functions as 
described in Section IV.N - Utilization 
Management. 

60 days prior to contract start date 

Key Staff List Submit the names, resumes and contact info for 
all key staff as described in Section IV.D – 
Staffing Requirements. 

60 days prior to contract start date 
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Grievances and Appeals Submit policies and procedures for the handling 
of member/provider grievances and appeals as 
described in Section IV.H - Grievances and 
Appeals. 

60 days prior to contract start date 

45 Days Prior to Contract Start Date Description Due Date 

Amount, Duration, and Scope Policies Submit amount, duration and scope policies. 45 days prior to contract start date 

Value-Added Services Provide a description of the expanded 
services/benefits the DBPM will provided as 
described in Section IV.E - Covered Benefits and 
Services 

45 days prior to contract start date 

Credentialing/Recredentialing Submit policies and procedures for credentialing 
and recredentialing providers as described in 
Section IV.I - Provider Network Requirements. 

45 days prior to contract start date 

Network  - Communication of Change Submit procedures for communicating 
contractual and/or program changes to providers. 

45 days prior to contract start date 

Network Compliance Submit procedures for ensuring provider 
compliance with State and DBPM policies as 
described in Section IV.I - Provider Network 
Requirements. 

45 days prior to contract start date 

Network Service Submit procedures for evaluating the quality of 
services provided by the network. 

45 days prior to contract start date 

Network Insufficiency Submit policies and procedures for arranging for 
medically necessary services in the event of 
temporary network insufficiency as described in 
Section IV.I - Provider Network. 

45 days prior to contract start date 

Network Monitoring Submit procedures for monitoring the adequacy, 
accessibility and availability of network providers 
as described in Section IV.I - Provider Network 
Requirements. 

45 days prior to contract start date 

Compliance Plan Submit fraud, waste, abuse and erroneous 
payments compliance plan as described in 
Section IV.O - Program Integrity. 

45 days prior to contract start date 
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Fraud, Waste, Abuse and Erroneous 
Payments 

Submit fraud, waste, abuse and erroneous 
payments policies as described in Section IV.O - 
Program Integrity. 

45 days prior to contract start date 

Timely Access Submit policies and procedures for the 
monitoring of timely access requirements as 
described in Attachment 4 - Access Standards. 

45 days prior to contract start date 

Member Privacy Submit policies and procedures for protecting 
member privacy. 

45 days prior to contract start date 

Second Opinions Submit policies and procedures regarding 
ensuring member access to a second opinion. 

45 days prior to contract start date 

30 Days Prior to Contract Start Date Description Due Date 

Subcontractor Evaluation Submit copies of subcontractor evaluations as 
described in Section IV.C - Business 
Requirements. 

30 days prior to contract start date 

Third Party Liability Submit procedures for identifying TPL and 
administrating payment as described in Section 
IV.R - Claims Management. 

30 days prior to contract start date 

Clinical Practice Guidelines Submit clinical practice guidelines developed in 
accordance with requirements in Section IV.N - 
Utilization Management. 

30 days prior to contract start date 

Emergency Dental Services Submit policies and procedures for emergency 
dental services as described in Section IV.E - 
Covered Benefits and Services. 

30 days prior to contract start date 

Indian Health Protections Submit policies and procedures for Indian health 
protections as described in Section IV.Q - 
Provider Reimbursement. 

30 days prior to contract start date 

EPSDT Services Submit policies and procedures for EPSDT 
services as described in Section IV.E - Covered 
Benefits and Services. 

30 days prior to contract start date 

Staffing Submit policies and procedures for staffing as 
described in Section IV.D - Staffing. 

30 days prior to contract start date 
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Maintenance of Medical Records Submit policies and procedures for the 
maintenance of medical records.  

30 days prior to contract start date 

Medical Record Confidentiality Submit policies and procedures regarding 
maintaining the confidentiality of member medical 
records. 

30 days prior to contract start date 

Member Calls Submit policies and procedures for managing 
member calls as described in Section IV.F - 
Member Services and Education. 

30 days prior to contract start date 

Referrals Submit policies and procedures on referrals for 
specialty care and other benefits not provided by 
the member's Dental Home provider. 

30 days prior to contract start date 

Provider Quality Deficiencies Submit policies and procedures for reporting 
provider quality deficiencies as described in 
Section IV.I – Provider Network. 

30 days prior to contract start date 
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Attachment 14 - COA-level Rate Development

Base Data - FY2014 Base Data - FY2015

Age Band MMs Dollars Units Util/K Unit Cost PMPM MMs Dollars Units Util/K Unit Cost PMPM

0-1 291,732       371,307$          14,453         595      25.69$    1.27$     295,534       412,207$          14,648         595      28.14$    1.39$     

2-5 485,415       6,482,648$      214,074       5,292   30.28$    13.35$   467,090       6,608,776$      207,739       5,337   31.81$    14.15$   

6-18 1,162,507   22,231,271$    608,994       6,286   36.50$    19.12$   1,191,822   25,189,922$    640,990       6,454   39.30$    21.14$   

19-24 127,623       1,407,887$      32,060         3,015   43.91$    11.03$   123,094       1,345,770$      29,941         2,919   44.95$    10.93$   

25-54 507,171       6,920,777$      151,145       3,576   45.79$    13.65$   494,494       6,876,193$      146,567       3,557   46.92$    13.91$   

55-64 121,345       1,471,187$      28,727         2,841   51.21$    12.12$   123,876       1,582,010$      29,590         2,866   53.46$    12.77$   

65+ 218,891       1,861,102$      36,698         2,012   50.71$    8.50$     218,284       1,886,458$      36,747         2,020   51.34$    8.64$     

Total 2,914,684   40,746,179$    1,086,151   4,472   37.51$    13.98$   2,914,194   43,901,337$    1,106,222   4,555   39.69$    15.06$   

Page 1 of 5
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Age Band

0-1

2-5

6-18

19-24

25-54

55-64

65+

Total

IBNR Adjustment - FY2014 IBNR Adjustment - FY2015

IBNR Factor Dollars Units Util/K Unit Cost PMPM IBNR Factor Dollars Units Util/K Unit Cost PMPM

1.000           371,315$          14,453         595      25.69$    1.27$     1.000           412,301$          14,651         595      28.14$    1.40$     

1.000           6,482,746$      214,079       5,292   30.28$    13.36$   1.000           6,610,005$      207,785       5,338   31.81$    14.15$   

1.000           22,231,559$    609,007       6,286   36.50$    19.12$   1.000           25,195,813$    641,140       6,455   39.30$    21.14$   

1.000           1,407,904$      32,061         3,015   43.91$    11.03$   1.000           1,346,013$      29,947         2,919   44.95$    10.93$   

1.000           6,920,860$      151,148       3,576   45.79$    13.65$   1.000           6,877,481$      146,598       3,558   46.91$    13.91$   

1.000           1,471,199$      28,727         2,841   51.21$    12.12$   1.000           1,582,332$      29,596         2,867   53.46$    12.77$   

1.000           1,861,117$      36,699         2,012   50.71$    8.50$     1.000           1,886,864$      36,755         2,021   51.34$    8.64$     

1.000           40,746,699$    1,086,173   4,472   37.51$    13.98$   1.000           43,910,808$    1,106,473   4,556   39.69$    15.07$   

Page 2 of 5



Attachment 14 - COA-level Rate Development

Age Band

0-1

2-5

6-18

19-24

25-54

55-64

65+

Total

UNMC Repricing - FY2014 UNMC Repricing - FY2015

FY14 UNMC % Dollars Units Util/K Unit Cost PMPM FY15 UNMC % Dollars Units Util/K Unit Cost PMPM

6.9% 396,921$          14,453         595      27.46$    1.36$     7.0% 441,320$          14,651         595      30.12$    1.49$     

6.3% 6,893,542$      214,079       5,292   32.20$    14.20$   5.7% 6,986,517$      207,785       5,338   33.62$    14.96$   

4.2% 23,165,977$    609,007       6,286   38.04$    19.93$   3.8% 26,141,533$    641,140       6,455   40.77$    21.93$   

4.7% 1,473,974$      32,061         3,015   45.97$    11.55$   3.9% 1,397,963$      29,947         2,919   46.68$    11.36$   

5.8% 7,325,596$      151,148       3,576   48.47$    14.44$   5.8% 7,279,525$      146,598       3,558   49.66$    14.72$   

8.2% 1,592,250$      28,727         2,841   55.43$    13.12$   8.2% 1,712,148$      29,596         2,867   57.85$    13.82$   

5.7% 1,966,328$      36,699         2,012   53.58$    8.98$     5.8% 1,996,767$      36,755         2,021   54.33$    9.15$     

5.1% 42,814,588$    1,086,173   4,472   39.42$    14.69$   4.7% 45,955,773$    1,106,473   4,556   41.53$    15.77$   

Page 3 of 5
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Age Band

0-1

2-5

6-18

19-24

25-54

55-64

65+

Total

Historical Trend - FY2014 50/50 Base Data Blend

Util/K Trend UC Trend Util/K Factor UC Factor Util/K Unit Cost PMPM Util/K Unit Cost PMPM

2.0% 1.8% 1.02                1.02          606      27.94$    1.41$     601      29.02$    1.45$     

2.0% 1.8% 1.02                1.02          5,398   32.77$    14.74$   5,368   33.19$    14.85$   

2.0% 3.5% 1.02                1.03          6,415   39.35$    21.04$   6,435   40.06$    21.48$   

2.0% 1.9% 1.02                1.02          3,076   46.84$    12.01$   2,998   46.76$    11.68$   

2.0% 1.8% 1.02                1.02          3,649   49.34$    15.00$   3,603   49.49$    14.86$   

2.0% 1.7% 1.02                1.02          2,899   56.37$    13.62$   2,883   57.11$    13.72$   

2.0% 1.8% 1.02                1.02          2,053   54.54$    9.33$     2,037   54.44$    9.24$     

2.0% 2.7% 1.02               1.03         4,563   40.48$    15.39$   4,566   41.01$    15.60$   
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Age Band

0-1

2-5

6-18

19-24

25-54

55-64

65+

Total

Prospective Trend Non-Medical Load

Util/K Trend UC Trend Util/K Factor UC Factor Util/K Unit Cost PMPM Admin Load PMPM

2.0% 2.0% 1.06                1.06          637      30.76$    1.63$     9.0% 1.80$     

2.0% 2.0% 1.06                1.06          5,697   35.19$    16.71$   9.0% 18.36$   

2.0% 3.9% 1.06                1.12          6,838   44.93$    25.60$   9.0% 28.13$   

2.0% 2.1% 1.06                1.06          3,185   49.74$    13.20$   9.0% 14.51$   

2.0% 2.0% 1.06                1.06          3,828   52.49$    16.74$   9.0% 18.40$   

2.0% 2.0% 1.06                1.06          3,062   60.53$    15.44$   9.0% 16.97$   

2.0% 2.0% 1.06                1.06          2,163   57.71$    10.40$   9.0% 11.43$   

2.0% 3.1% 1.06               1.09         4,851   44.90$    18.15$   9.0% 19.94$   

Page 5 of 5
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THIS BUSINESS ASSOCIATE AGREEMENT is made and entered into this ___day of ____, 
_____ by and between the Nebraska Department of Health and Human Services also hereinafter 
referred to as “Covered Entity” and Name of Business Associate Here, hereinafter also referred 
to as “Business Associate.”   

Preamble 

THIS BUSINESS ASSOCIATE AGREEMENT (“Agreement”) constitutes a non-exclusive 
agreement between Covered Entity, and the Business Associate named above.  The purpose of 
this Agreement is to authorize the Business Associate to use and disclose to specifically identified 
entities Protected Health Information as more fully described in this Agreement and in the 
attached Scope-of-Work. 

The Covered Entity and Business Associate, have entered into this Agreement to comply with the 
Health Insurance Portability and Accountability Act of 1996 (HIPAA) Final Privacy and Security 
Rule requirements for such an agreement.   

The Covered Entity and Business Associate intend to protect and provide for the security of 
Protected Health Information disclosed to a Business Associate pursuant to the contract in 
compliance with HIPAA, the Health Information Technology for Economic and Clinical Health Act, 
Public Law 111-005 (“the HITECH Act”), and regulations promulgated thereunder by the U.S. 
Department of Health and Human Services (the “HIPAA Regulations”) and other applicable laws. 

This Agreement also defines our duty to protect the confidentiality and integrity of Protected 
Health Information as required by the HIPAA regulations, Covered Entity policy, professional 
ethics, and accreditation requirements.  Parties executing this Agreement understand that they 
mutually agree to comply with the provisions of the regulations implementing HIPAA. 

The Covered Entity and the Business Associate may be parties to existing contracts that involve 
duties and obligations regulated by HIPAA and may enter into other such contracts in the future. 
This Agreement is intended to amend all such existing contracts and to be incorporated into all 
such future contracts between the parties. 

The purpose of the Scope-of-Work Attachment is to identify specific requirements in such 
contracts for the safeguarding of Protected Health information and to identify any procedures 
necessary to the work performed on behalf of the Covered Entity by the Business Associate that 
is unique to its operation involving the use and disclosure of Protected Health Information.  

BUSINESS ASSOCIATE AGREEMENT 

Attachment 15
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This Agreement will have, at a minimum, the following attachments: 
 Scope-of-Work Attachment; 
 
This Agreement may include the following attachments: 
 If this Agreement involves the use of Electronic Transactions regulated by HIPAA, 45 CFR 

Parts 160 and 162, then a Trading Partner Attachment must be included to facilitate the 
provision of billing, processing, collecting, modifying or transferring of Protected Health 
Information in agreed formats and to assure that such uses and disclosures comply with 
relevant laws, regulations and standards. 

 Other attachments as appropriate and mutually agreed between the parties.   
 
 
NOW THEREFORE, the parties intending to be legally bound agree to the following 
General Conditions: 
 
I. Definitions As used in this Agreement the terms below shall have the following meanings: 
The following terms used in this Agreement shall have the same meaning as those terms in the 
Health Insurance Portability and Accountability Act Rules: Breach, Data Aggregation, Designated 
Record Set, Disclosure, Health Care Operations, Individual, Minimum Necessary, Notice of 
Privacy Practices, Protected Health Information, Required by Law, Secretary, Security Incident, 
Subcontractor, Unsecured Protected Health Information, and Use.  

1.  Business Associate: Business Associate shall generally have the same meaning as the term 
“business associate” at 45 CFR 160.103, and in reference to the party in this Agreement, shall 
mean [Insert Name of Business Associate].  

2. Covered Entity:   Covered Entity shall generally have the same meaning as the term “covered 
entity” at 45 CFR 160.103, and in reference to the party to this Agreement, shall mean DHHS. 

3. HIPAA Rules:  HIPAA Rule shall mean the Privacy, Security, Breach Notification, and 
Enforcement Rules at 45 CFR Part 160 and Part 164. 

II  Performance 
 

1. The specific work that is performed by the Business Associate on behalf of the Covered 
Entity involving the minimum necessary use and disclosure of Protected Health 
Information for the performance of this Agreement is presented in the attached “Scope-
of-Work.” 

 
2. The Scope-of-Work identifies, defines and delineates the Covered Entity and Business 

Associate’s contracted performance responsibilities in this Agreement, existing contracts 
or any future contract that involves the Business Associate’s use and disclosure of 
Protected Health Information (as identified within existing or future contracts) while 
performing a function on behalf of the Covered Entity. 

 
3. The specific functions of performance and the authorized individuals or subcontractors is 

presumed to be identified within this Agreement, existing contracts or any future contract.  
Existing or future associated contract deliverables are considered unique and applicable 
to this Agreement’s performance. 
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4. Based upon the written assurances specified in Section IV of this Agreement, the 

performance of work under this Agreement, existing and future contracts is considered 
to be in compliance with the HIPAA regulations regarding use, disclosure and 
safeguarding of the Protected Health Information involved in the performance of work in 
this Agreement and any associated contracts. 

 
III.  Notices. 

 
1. Written notices to the Covered Entity concerning performance of this Agreement, or 

amendments shall be sent through U.S. Postal Service, First Class Mail, pre-paid, to the 
attention of: 

1.1 Contact:  Name and address of Contact Here 
 
2. Written notices to the Business Associate concerning performance of this Agreement, or 

amendments shall be sent through U.S. Postal Service, First Class Mail, pre-paid, to the 
attention of: 

2.1 Contact:  Name and address of Contact Here 
 

3. When either party changes the contact or the contact’s address, they shall give the other 
party written notice of the change. 

 
4. Notices shall be deemed received within three days after the date of mailing.         

 
IV. HITECH Act  
 
Business Associate – HITECH Section 13408 
The HITECH Act requires that each entity that provides data transmission of protected health 
information to a covered entity and requires access on a routine basis shall be treated as a 
business associate and required to have a written contract. 
 
Security Rule Duties HITECH Section 13401(a) 
The HITECH Act requires that a business associate of a covered entity is required to comply with 
the HIPAA Security Rules including policies and procedures.  If the business associate violates 
any of the Security Rules, the business associate may be subject to the HIPAA civil and criminal 
penalties. 
 
Privacy Rules Duties HITECH Section 13404(a) 
The HITECH Act requires that business associates use or disclose protected health information 
only if such use or disclosure is consistent with the terms of the business associate agreement 
between the entity and the business associate.  If a business associate violates a Business 
Associate Agreement with respect to the new privacy requirement, the business associate may 
be subject to the same HIPAA civil and criminal penalties previously only applicable to covered 
entities.   
 
Cure a Breach HITECH Section 13404(b) 
The HITECH Act requires that a business associate take reasonable steps to cure breach of, or 
terminate, a business associate agreement if it becomes aware of a pattern of activity or practice 
by a covered entity the violates the agreement.  The business associate may be liable for civil 
and or criminal penalties under HIPAA. 
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Breaches Treated as Discovered HITECH Section 13402(c) 
A breach shall be treated as discovered by a covered entity or by a business associate as of the 
first day on which the breach is known. 
 
 
Notification in the Case of a Breach HITECH Section 13402 
A covered entity that accesses, maintains, retains, modifies, records, stores, destroys, or 
otherwise holds, uses, or discloses unsecured protected health information (as defined in 
subsection (h) (1)) shall, in the case of a breach of such information that is discovered by the 
covered entity, notify each individual whose unsecured protected health information has been, or 
is reasonably believed by the covered entity to have been, accessed, acquired, or disclosed as a 
result of such breach.  Notifications shall be made no later than 60 days after the discovery of a 
breach.  13402(b) requires a business associate of a covered entity that accesses, maintains, 
retains, modifies, records, stores, destroys, or otherwise holds, uses, or discloses unsecured 
protected health information shall, following the discovery of a breach of such information, notify 
to the covered entity of such breach.   
 
Civil and Criminal Penalties Tiers of Penalties 
The HITECH Act specifies that business associates will be subject to the same civil and criminal 
penalties previously only imposed on covered entities. As amended by the HITECH Act, civil 
penalties range from $100 to $50,000 per violation, with caps of $1,500,000 for all violations of a 
single requirement in a calendar year. The amount of the civil penalty imposed will vary depending 
on whether the violation was not knowing, due to reasonable cause, or due to willful neglect. 
Criminal penalties include fines up to $50,000 and imprisonment for up to one year. In some 
instances, fines are mandatory. 

 
V.   Special Provisions to General Conditions: 
 

1. Assurance of the Confidential Use and Disclosure of Protected Health Information. 
 
1.1 Use of Protected Health Information. Business Associate shall not use or further 

disclose Protected Health Information other than as permitted or required by this 
Agreement or as required by law.  Business Associate may use Protected Health 
Information for the purposes of managing its internal business processes relating 
to its functions and performance under this Agreement. 

1.2 Business Associate shall use appropriate safeguards to prevent unauthorized use 
or disclosure of Protected Health Information, and comply with Subpart C of 45 
CFR Part 164 with respect to electronic protected health information, to prevent 
use or disclosure of Protected Health Information other than as provided for by the 
Agreement.  Failure to comply could result in civil and criminal penalties. 

1.3 To the extent the Business Associate is to carry out one or more of the Covered 
Entity’s obligations under Subpart E of 45 CFR Part 164, comply with the 
requirements of Subpart E that apply to the Covered Entity in the performance of 
such obligations. 

 
2. Permitted Uses and Disclosures 

 
2.1 Covered Entity authorizes the use and disclosure of Protected Health Information 

by the Business Associate as follows:  
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2.1.1 To identified individuals and entities: Business Associate’s employees, agents 
and subcontractors associated with the performance of this specific 
Agreement and other existing or future contracts involving the use and 
disclosure of Protected Health Information that are deemed minimally 
necessary to perform  the work as identified in the attached Scope-of-Work; 
and,   

2.1.2  For the purposes of: Business Associate’s performance of work on behalf of 
the Covered Entity as specified in this Agreement and any existing or future 
contracts of this Agreement’s attached Scope-of-Work. 

 
2.2 Disclosure to Third Parties. Business Associate shall ensure that any of its agents 

and subcontractors that, create, receive, maintain, or transmit Protected Health 
Information received from Covered Entity (or created by or received from the 
Business Associate on behalf of Covered Entity) agree in writing to the same 
restrictions, and conditions relating to the, confidentiality, care, custody, and 
minimum use of Protected Health Information that apply to Business Associate in 
this Agreement by providing satisfactory assurances in accordance with 45 CFR 
164.502(e)(1)(ii) and 164.308(b)(2). 

 
2.3 Disclosure to the Workforce. Business Associate shall not disclose Protected 

Health Information to any member of its workforce except to those persons who 
have been authorized access to this information.  

  
2.4  Disclosure and Confidentiality. Business Associate may maintain a confidentiality 

agreement with the individuals of its workforce, who have access to Protected 
Health Information.  This confidentiality agreement should be substantially similar 
to the sample Authorized Workforce Confidentiality Agreement included as Exhibit 
“A” to this Agreement.   

 
2.5 Minimum Necessary Standard.  Pursuant to 45 CFR §164.502(b); §164.514(d): 

The Business Associate shall make reasonable efforts to limit the use and 
disclosure of Protected Health Information to the minimum necessary to 
accomplish the intended purpose of the use or disclosure.  The Business Associate 
must limit access to those persons within its workforce, agents or subcontractors 
who are authorized and need the information in order to carry out their duties, and 
provide access only to the category of information that is required. 

 
2.6 The Business Associate is authorized to use Protected Health Information to de-

identify the information in accordance with 45 CFR 164.514(a)-(c). 
 

2.7 The Business Associate shall obtain reasonable assurances from the person to 
whom the information is disclosed that the information will remain confidential and 
used or further disclosed only as required by law or for the purposes for which it 
was disclosed to the person, and the person notifies the Business Associate of any 
instances of which it is aware that the confidentiality of the information has been 
breached.  

 
2.8 A violation of this Agreement may result in civil and criminal penalties to the 

Business Associate. 
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3.  Assurance of Reasonable Safeguards of Protected Health Information. 
 

3.1 Safeguards. Business Associate shall implement and maintain appropriate 
administrative, physical, and technical safeguards to prevent access to and the 
use and disclosure of Protected Health Information, other than as provided for in 
this Agreement.  The Business Associate agrees to assess potential risks and 
vulnerabilities to the individual health data in its care and custody and develop, 
implement and maintain reasonable security measures. 

4. Assurance of Accounting for Disclosures of Protected Health Information.    
   

4.1 Accounting for Protected Health Information Disclosures.  Business Associate 
shall maintain and make available to Covered Entity within fifteen (15) days of 
request, an accounting of disclosures of Protected Health Information as required 
by the HIPAA regulations.   

 
4.2 Disclosure to the U.S. Department of Health and Human Services (USDHHS). 

Business Associate shall make its internal practices, books and records relating to 
the use and disclosure of Protected Health Information received from Covered 
Entity (or created or received by Business Associate on behalf of Covered Entity) 
available to the Secretary of USDHHS or its designee for purposes of determining 
Covered Entity’s compliance with HIPAA and with the Privacy and Security 
regulations.  Business Associate shall provide Covered Entity with copies of any 
information it has made available to USDHHS under this section of this Agreement. 

 
5.  Assurance for the Reporting and Remediation of Known Unauthorized Use and 

Disclosure of Protected Health Information. 
 

5.1  Reporting of unauthorized use, disclosures, or breach and remediation of risk 
conditions.  Business Associate shall report to Covered Entity within fifteen (15) 
days from when it becomes aware of, any unauthorized use or disclosure of 
Protected Health Information made in violation of this Agreement or the HIPAA 
regulations, including any security incident that may put electronic Protected 
Health Information at risk.  Business Associate shall, as instructed by Covered 
Entity, take immediate steps to mitigate any harmful effect of such unauthorized 
disclosure of Protected Health Information pursuant to the conditions of this 
Agreement through the preparation and completion of a written Corrective Action 
Plan subject to the review and approval by the Covered Entity.  The Business 
Associate shall report any breach to the individuals affected and to the Secretary 
of USDHHS as required by the HIPAA regulations. 

 
6. Assurance of Access and Amendments to Protected Health Information. 

 
6.1 Right of Access.  Business Associate shall make an individual’s Protected Health 

Information available to the Covered Entity, within fifteen (15) days of notice under 
this Agreement.   

 
6.2 Right of Amendment. Business Associate shall make any amendment(s) to an 

individual’s Protected Health Information as directed or agreed to by DHHS 
pursuant to 45 CFR 164.526 within fifteen (15) days of notice under this 
Agreement, or take other measures as necessary to satisfy DHHS’ obligations 
under 45 CFR 164.526. 
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7.  Termination and Duties Upon Termination. 

  
7.1  Termination. Covered Entity may immediately terminate this Agreement and any 

and all associated Agreements identified in the Scope of Work if Covered Entity 
determines that the Business Associate has violated a material term of a 
performance condition of this Agreement.   

 
7.2 Covered Entity, at its sole discretion, may choose to issue a plan of correction to 

the Business Associate to set the conditions for remediation of any material breach 
of performance in an effort to mitigate the cause for breach or consequent 
termination. The plan of correction issued by the Covered Entity under this 
subsection shall supercede the provisions of any Corrective Action Plan prepared 
by the Business Associate that are in conflict.   

 
7.3 This Agreement may be terminated by either party with not less than fifteen (15) 

days prior written notice to the other party, which notice shall specify the effective 
date of the termination; provided whenever a notice provision for termination in any 
associated Agreement identified in the Scope of Work specifies a longer notice 
period for termination, the longer period shall apply; provided further that any 
termination of this Agreement shall not affect the respective obligations or rights of 
the parties arising under any existing  contracts or otherwise under this Agreement 
before the effective date of termination.  

 
7.4 Within thirty (30) days of expiration or termination of this Agreement, or as agreed, 

unless Business Associate requests and Covered Entity authorizes a longer period 
of time, Business Associate shall return or at the written direction of the Covered 
Entity destroy all Protected Health Information received from Covered Entity (or 
created or received by Business Associate on behalf of Covered Entity) that 
Business Associate still maintains in any form and retain no copies of such 
Protected Health Information.  Business Associate shall provide a written 
certification to the Covered Entity that all such Protected Health Information has 
been returned or destroyed (if so instructed), whichever is deemed appropriate.  If 
such return or destruction is determined by the Covered Entity to be infeasible, 
Business Associate shall use such Protected Health Information only for purposes 
that makes such return or destruction infeasible and the- provisions of this 
Agreement shall survive with respect to such Protected Health Information.  

 
7.5 Upon termination of this agreement for cause of violation of the performance 

conditions of this Agreement, or the HIPAA Privacy Rule standards for use and 
disclosure, all associated existing contracts as identified or referred to in the Scope 
of Work Attachment are deemed terminated, except as provided in 45 CFR 
164.504(e)(1)(ii)(B). 

 
7.6 The obligations of the Business Associate under this Section shall survive the 

termination of this Agreement. 
 
8.  Amendment.    

        
8.1  Upon the enactment of any law or regulation affecting the use or disclosure of 

Protected  Health Information required by the HIPAA regulations, or the publication 
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of any decision of a court of the United States or of the State of Nebraska relating 
to any such law, or the publication of any interpretive policy or opinion of any 
governmental agency charged with the enforcement of any such law or regulation, 
Covered Entity may provide written notice to the Business Associate to amend this 
Agreement in such a manner as Covered Entity determines necessary to comply 
with such law or regulation.  If Business Associate disagrees with any such 
amendment, it shall so notify Covered Entity in writing within fifteen (15) days of 
Covered Entity’s notice.  If the parties are unable to agree on an amendment within 
fifteen (15) days thereafter, either of them may terminate this Agreement by 
reasonable written notice to the other. 

 
9.  Term of the Agreement. 

  
9.1 The date of this Agreement is ______________, upon the signature of both 

parties, and continue for the longest applicable period, as follows:  
  

9.1.1 If this Agreement is attached to any existing contract through an amendment 
process, then the term of the Agreement shall coincide with the term of the 
existing contract.   

 
9.1.2 If this Agreement is attached to and incorporated into any renegotiated 

existing contract, or new contract as identified within the Scope-of-Work 
Attachment to this Agreement, then the term of the Agreement shall coincide 
with the term of the renewed contract or the new contract. 

9.1.3 If this Agreement is not attached to or incorporated into any other contract 
between the Covered Entity and the Business Associate, then the term of the 
Agreement shall be from the commencement date for a period of five (5) 
years. 

 
10.  Hold Harmless. 
 

10.1 Business Associate agrees to hold the Covered Entity harmless for all loss or 
damage sustained by any person as a direct result of the negligent or willful acts 
by the Business Associate, its employees or agents in the performance of this 
Agreement, including all associated costs of defending any action. 

 
11. Execution. 
 

EACH PARTY has caused this Agreement to be properly executed on its behalf as of the 
date signed. 
 
 

For: DHHS Covered Entity              For: Contractor/ Business Associate 
 

 
Signature: ______________________   Signature: ______________________ 
 
Name: _________________________  Name: _________________________ 
 
Date _________________________ __  Date ___________________________ 
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THIS Scope-of-Work ATTACHMENT supplements and is incorporated into, and considered 
part of the Business Associate Agreement (herein referred to as (“Agreement”) by and 
between the Nebraska Department of Health and Human Services consisting of the agencies 
of Division of Public Health,  Division of Behavioral Health, Division of Children and Family 
Services, Division of Medicaid & Long Term Care, Division of Developmental Disabilities, 
Division of Veteran’s Homes and represented herein collectively or singularly as the 
“Department of Health and Human Services” (DHHS also hereinafter referred to as “Covered 
Entity”), and Name Here, (hereinafter also referred to as “Business Associate”). 

 
I.  GENERAL CONDITIONS 

1. Covered Entity agrees to provide the following: 
1.1 Covered Entity will provide technical assistance directly to assist Business 

Associate with the use of any electronic formats for the transmission of Protected 
Health Information, such as magnetic tape.  Covered Entity will provide advance 
notice whenever possible before making changes to the format or to the codes 
used in information processing. 

 
2. Business Associate agrees to the following: 

  2.1 The Business Associate must adhere to all relevant confidentiality and privacy 
laws, regulations, and contractual provisions as provided within the Agreement.  

  2.2 The Business Associate shall have in place reasonable administrative, technical, 
and physical safeguards to ensure security and confidentiality of Protected Health 
Information. 

  2.3 A Corrective Action Plan (CAP) will be developed by the Business Associate to 
address and remediate any condition of contractual non-performance. 

 
II. SPECIAL PROVISIONS TO GENERAL CONDITIONS     
 
 
 
 
  
 
 
 
 
 
 
 

HIPAA/HITECH Business Associate Agreement 
SCOPE-OF-WORK ATTACHMENT 

This Scope-of-Work Attachment amends any contract between the parties listed in this 
attachment and all other existing contracts between the parties that involve the performance 
of work on behalf of the Covered Entity and that involve the processing, handling, use, or 
disclosure of Protected Health Information.  This Scope-of-Work Attachment shall also 
incorporate the provisions of the Agreement and this Attachment into all renewals of such 
existing contracts and into all new contracts between the parties that involve performance of 
work on behalf of the Covered Entity and that involve the processing, handling, use, or 

disclosure of Protected Health Information.  
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` 
 [Specifics to be included in this Scope of Work Attachment are:]  
 

 Scope of Work description 
 Contract Number 

 
 Specific information required if this Scope of Work applies to the Agreement as a distinct 

standalone instrument. This information identifies: 
1.  The Protected Health Information to be used or disclosed during the term of this 

Agreement; 
2. The authorized individuals or entities that are associated with the performance 

of this Agreement; 
3. The permitted uses and disclosures of Protected Health Information allowed 

during the term of this Agreement. 
4. The description of the administrative, physical, and technical security 

safeguards used to prevent use or disclosure of the Protected Health 
Information other than as provided for during the term of this Agreement. 

   
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Revision 04-20-2015 11 

 

 

State of Nebraska 
Department of Health and Human Services  

 
 
 
 
 
 
This Agreement between ___________________________________      [name of Business 
Associate] and  _______________________________ [employee name], an employee or 
contracted agent of  ________________________________ [Business Associate] hereby 
acknowledges that the employee or contractor’s records and documents are subject to strict 
confidentiality requirements imposed by state and federal law. 
 
I [initial] ____ acknowledge that my supervisor, or whoever administers the data has reviewed 
with me the appropriate provisions of the HIPAA federal laws and applicable State of Nebraska 
privacy laws including the penalties associated with breaches of confidentiality. 
 
I [initial] ____ acknowledge that my supervisor or whoever administers the data has reviewed with 
me the security policies of the Business Associate. 
 
I [initial] ____ acknowledge that unauthorized use, dissemination, or distribution of employer’s 
Protected Health Information and confidential information is a crime. 
 
I [initial] ____ hereby agree that I will not use, disseminate, or otherwise distribute confidential 
records or documents containing Protected Health Information either on paper or by electronic 
means other than in performance of the specific job roles I am authorized to perform. 
 
I [initial] ___ also agree that unauthorized use, dissemination, or distribution of confidential 
information is grounds for immediate termination of my employment or contract with Business 
Associate and may subject me to penalties both civil and criminal. 
 
 
 
___________________________________   __________________ 
Signed        Date 
 

 
 
 

HIPAA Business Associate Agreement 
Exhibit  A 

Authorized Workforce Confidentiality Agreement 
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Claims Net Payment Claims Net Payment

Age In Years Claim Procedure Nebraska Code

D0120 320 $5,801.80 414 $6,295.40

D0140 301 $5,921.52 278 $4,616.80

D0145 3,783 $122,162.57 3,668 $97,655.28

D0150 477 $8,792.48 578 $8,873.00

D0160 8 $201.00 4 $108.00

D0170 3 $32.00 4 $48.00

D0180 1 $27.00

D0210 4 $135.00 4 $180.00

D0220 242 $1,320.00 237 $1,278.00

D0230 130 $945.00 132 $884.00

D0240 32 $347.00 30 $301.00

D0270 2 $18.00

D0272 68 $806.00 70 $871.00

D0274 20 $95.00 28 $167.00

D0330 5 $68.00 5 $57.00

D0340 1 $0.00

D0431 1 $0.00

D0460 2 $0.00

D1110 24 $155.00 32 $217.00

D1120 3,587 $76,498.23 3,438 $72,164.65

D1206 2,913 $41,515.98 2,816 $33,084.00

D1208 2,714 $25,824.19 2,687 $22,525.60

D1310 2 $0.00 1 $0.00

D1330 7 $0.00 14 $0.00

D1351 63 $3,335.00 54 $2,898.00

D1510 1 $110.00

D2140 11 $300.00 15 $1,000.00

D2150 4 $0.00 13 $707.00

D2160 4 $71.00 6 $142.00

D2161 1 $142.00

D2330 37 $2,979.00 34 $3,248.00

D2331 11 $876.80 10 $1,008.00

D2332 12 $1,660.00 12 $996.00

Dcode Utilization (FY15, FY14)

Time Period: Incurred Fiscal Year
FY 2015 FY 2014

0 to 1
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D2335 18 $4,074.00 19 $3,977.00

D2390 1 $0.00 1 $0.00

D2391 37 $3,304.00 48 $4,602.00

D2392 7 $392.00 15 $1,050.00

D2393 1 $87.00 7 $348.00

D2394 3 $194.00 6 $1,104.00

D2740 1 $0.00

D2750 1 $0.00

D2920 3 $80.00 1 $20.00

D2930 88 $24,492.00 64 $19,952.00

D2931 2 $116.00 1 $0.00

D2932 6 $1,648.00 5 $1,133.00

D2933 24 $8,844.00 27 $10,050.00

D2934 58 $18,913.04 49 $16,214.00

D2940 3 $128.00 2 $64.00

D2950 2 $0.00 1 $0.00

D2999 6 $142.00 11 $2,728.00

D3110 1 $0.00

D3120 4 $0.00 4 $0.00

D3220 17 $1,820.00 6 $770.00

D3230 17 $2,635.00 27 $5,440.00

D3240 4 $720.00 4 $540.00

D3320 4 $0.00

D3330 1 $0.00 1 $0.00

D3999 1 $40.00 1 $80.00

D4341 1 $0.00

D4342 1 $0.00

D4355 3 $56.00 8 $56.00

D5212 1 $377.00

D7111 3 $176.00 1 $44.00

D7140 70 $9,794.00 63 $7,065.00

D7210 1 $0.00

D7230 1 $334.00

D7240 2 $202.00

D7270 1 $0.00

D7286 1 $85.00

D7960 11 $1,012.00 12 $920.00

D8999 1 $0.00

D9110 5 $115.00 7 $159.00

D9220 1 $0.00 1 $0.00

D9221 1 $0.00

0 to 1
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D9230 12 $264.00 17 $330.00

D9241 1 $94.00

D9242 1 $43.00

D9248 11 $1,650.00 8 $1,200.00

D9310 5 $0.00

D9420 78 $5,920.00 73 $5,840.00

D9440 3 $135.00 4 $135.00

D9970 8 $0.00 2 $0.00

D9971 1 $0.00

D9999 2 $0.00

Aggregate(Procedure Nebraska Code Values) 6,839 $387,199.61 6,719 $343,971.73

D0120 22,368 $442,504.23 23,326 $371,690.26

D0140 3,731 $74,851.79 4,464 $71,132.85

D0145 4,989 $159,995.41 4,465 $115,475.04

D0150 7,794 $151,179.84 8,673 $136,940.49

D0160 72 $1,890.00 59 $1,535.00

D0170 25 $384.00 215 $2,496.00

D0210 41 $1,710.00 51 $2,070.00

D0220 11,745 $67,755.30 12,413 $71,440.72

D0230 10,332 $64,693.50 11,145 $71,464.11

D0240 3,185 $38,381.46 2,983 $35,238.00

D0250 3 $0.00 1 $0.00

D0260 1 $0.00

D0270 368 $3,186.00 319 $2,674.00

D0272 14,834 $183,757.85 15,508 $190,611.90

D0273 5 $75.00 7 $90.00

D0274 156 $2,672.00 164 $2,712.00

D0277 1 $18.00

D0320 1 $0.00

D0330 372 $11,818.50 397 $11,819.40

D0340 5 $260.10 2 $124.00

D0350 5 $0.00 2 $0.00

D0460 1 $0.00

D0470 8 $368.00 6 $276.00

D1110 43 $31.00 56 $0.00

D1120 33,565 $702,078.97 34,615 $711,157.88

D1206 21,930 $344,331.26 20,514 $264,279.06

D1208 15,712 $239,390.56 18,103 $226,357.45

D1310 8 $0.00

D1330 53 $0.00 89 $0.00

D1351 3,292 $263,384.77 3,709 $297,929.05

2 to 5

0 to 1
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D1352 4 $0.00 5 $0.00

D1353 1 $0.00

D1510 420 $49,577.00 417 $48,805.00

D1515 60 $11,480.00 65 $12,730.00

D1520 2 $0.00

D1525 2 $0.00 1 $0.00

D1550 61 $1,218.00 55 $1,092.00

D1555 11 $252.00 6 $126.00

D2140 490 $32,568.31 693 $47,817.24

D2150 738 $63,416.61 940 $79,889.42

D2160 83 $5,959.96 73 $5,041.00

D2161 7 $568.00 3 $284.00

D2330 1,188 $94,237.97 1,347 $100,483.02

D2331 592 $56,466.52 680 $61,958.70

D2332 439 $51,106.60 454 $56,281.08

D2335 350 $61,495.00 365 $67,521.08

D2390 24 $0.00 11 $0.00

D2391 3,042 $261,750.48 3,246 $279,661.73

D2392 2,779 $317,415.03 2,904 $317,748.17

D2393 226 $24,048.26 256 $25,956.80

D2394 36 $3,979.00 35 $3,484.00

D2420 1 $0.00

D2751 2 $0.00

D2920 201 $4,100.00 202 $4,082.07

D2930 5,027 $1,675,318.52 5,161 $1,640,940.90

D2931 3 $0.00 5 $580.00

D2932 166 $36,462.00 111 $26,563.00

D2933 212 $73,038.10 318 $100,443.92

D2934 771 $223,750.97 654 $191,060.89

D2940 112 $4,808.00 91 $4,256.00

D2950 2 $219.00 7 $657.00

D2960 1 $0.00

D2999 98 $15,215.97 101 $20,263.00

D3110 5 $0.00 8 $0.00

D3120 123 $0.00 173 $0.00

D3220 1,399 $139,319.42 1,330 $130,818.69

D3221 2 $0.00 20 $0.00

D3230 218 $33,956.77 236 $33,656.20

D3240 500 $74,744.08 546 $77,309.40

D3310 1 $243.00 4 $486.00

D3320 1 $0.00 1 $0.00

2 to 5
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D3330 2 $334.00

D3999 41 $2,320.00 39 $2,920.00

D4211 2 $284.00 2 $142.00

D4355 26 $1,400.00 36 $1,736.00

D5120 1 $0.00

D5140 1 $0.00

D5640 1 $0.00

D5820 2 $236.00

D5821 3 $236.00

D5985 1 $0.00

D6985 1 $0.00 1 $0.00

D7111 147 $8,293.44 150 $8,712.00

D7140 1,640 $170,484.22 1,703 $174,603.04

D7210 11 $1,302.00 20 $2,511.00

D7220 6 $732.00 2 $244.00

D7230 3 $501.00 4 $835.00

D7240 23 $5,656.00 23 $4,908.80

D7250 1 $88.00 3 $352.00

D7270 1 $150.00

D7280 2 $280.00

D7286 2 $170.00 2 $170.00

D7410 1 $88.00 5 $259.00

D7510 8 $378.00

D7910 3 $0.00

D7911 1 $0.00

D7950 1 $0.00

D7960 16 $1,472.00 18 $1,840.00

D7971 1 $0.00

D7980 1 $0.00

D7999 1 $0.00

D8050 3 $0.00

D8060 7 $2,601.00 11 $3,019.00

D8090 1 $0.00 1 $1,025.00

D8210 2 $277.00

D8220 12 $2,266.00 14 $2,678.00

D8660 1 $0.00

D8691 1 $21.00

D8692 4 $20.00 1 $95.00

D8693 2 $63.00 1 $0.00

D8999 23 $15.00 17 $510.00

D9110 67 $1,447.00 69 $1,608.00

2 to 5
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D9210 1 $0.00 2 $0.00

D9220 9 $1,458.00 5 $648.00

D9221 2 $162.00 1 $81.00

D9230 4,600 $96,039.40 4,749 $97,708.99

D9241 2 $188.00 1 $94.00

D9248 335 $49,142.00 315 $45,956.07

D9310 5 $0.00 10 $0.00

D9410 1 $0.00

D9420 1,446 $111,004.71 1,542 $114,800.00

D9430 3 $0.00 4 $0.00

D9440 15 $585.00 15 $675.00

D9610 3 $0.00 2 $0.00

D9612 1 $0.00

D9630 3 $0.00 1 $0.00

D9920 1 $0.00 9 $0.00

D9940 8 $679.00

D9951 8 $0.00 3 $0.00

D9970 131 $0.00 39 $0.00

D9971 7 $0.00 2 $0.00

D9999 9 $0.00 4 $0.00

Aggregate(Procedure Nebraska Code Values) 54,695 $6,529,853.88 56,744 $6,397,591.42

D0120 78,732 $1,538,124.40 75,848 $1,196,637.55

D0140 10,379 $203,980.00 12,558 $205,981.73

D0145 17 $0.00 23 $0.00

D0150 17,264 $322,644.35 17,659 $273,406.69

D0160 863 $22,293.80 718 $18,573.56

D0170 50 $768.00 94 $1,376.00

D0171 2 $0.00

D0180 36 $859.00 38 $904.50

D0210 623 $26,127.62 740 $30,162.20

D0220 27,379 $156,619.16 27,019 $153,248.27

D0230 18,816 $104,620.06 18,810 $102,887.74

D0240 1,885 $22,426.00 1,347 $14,754.50

D0250 3 $0.00 2 $0.00

D0270 1,111 $9,467.00 916 $7,467.50

D0272 49,488 $611,221.17 48,982 $598,155.49

D0273 74 $1,078.00 73 $1,026.00

D0274 20,145 $353,647.72 18,664 $318,943.90

D0277 6 $108.00 8 $144.00

D0290 1 $0.00 1 $0.00

D0310 1 $0.00
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D0320 1 $0.00 1 $0.00

D0321 1 $0.00

D0322 1 $0.00

D0330 18,641 $549,314.79 18,392 $529,931.32

D0340 3,464 $204,846.46 3,167 $182,525.94

D0350 684 $0.00 654 $0.00

D0351 2 $0.00

D0363 1 $0.00

D0415 1 $0.00 2 $0.00

D0460 30 $0.00 18 $0.00

D0470 3,193 $139,371.16 3,076 $130,987.93

D0472 1 $0.00

D0474 1 $0.00

D0999 1 $0.00 2 $0.00

D1110 22,171 $615,338.56 21,664 $590,722.48

D1120 70,988 $1,447,313.36 69,249 $1,389,797.37

D1206 47,447 $756,551.52 41,178 $540,743.05

D1208 42,697 $675,514.59 46,464 $592,415.02

D1310 1 $0.00 9 $0.00

D1320 2 $0.00

D1330 193 $0.00 246 $0.00

D1351 27,320 $2,494,825.57 25,722 $2,216,581.53

D1352 42 $0.00 68 $0.00

D1353 20 $0.00

D1510 813 $93,153.05 852 $94,889.80

D1515 947 $180,110.70 965 $187,777.40

D1520 11 $0.00 12 $0.00

D1525 4 $0.00 14 $0.00

D1550 489 $9,834.27 450 $9,240.00

D1555 425 $8,904.00 407 $8,710.62

D2140 3,230 $203,099.80 3,198 $207,967.37

D2150 4,118 $316,291.96 4,266 $326,645.93

D2160 1,017 $79,895.87 954 $74,033.54

D2161 159 $12,440.97 205 $16,255.00

D2330 1,871 $131,384.02 1,789 $125,091.74

D2331 1,688 $152,310.89 1,597 $143,874.60

D2332 1,042 $105,863.91 983 $99,670.06

D2335 1,147 $130,338.71 1,129 $123,487.06

D2390 13 $0.00 22 $0.00

D2391 14,118 $1,132,264.59 13,478 $1,077,390.09

D2392 14,231 $1,471,032.76 13,454 $1,377,101.12
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D2393 2,601 $257,089.39 2,473 $236,232.94

D2394 422 $44,101.06 463 $47,494.62

D2410 2 $0.00 1 $0.00

D2420 1 $0.00

D2710 2 $194.00 3 $582.00

D2740 100 $25,277.00 76 $18,145.00

D2750 39 $12,870.00 43 $10,015.50

D2751 87 $24,924.00 55 $17,489.00

D2752 15 $2,676.60 16 $5,609.00

D2790 2 $330.00 2 $660.00

D2791 4 $364.50 9 $1,320.00

D2792 4 $0.00 7 $0.00

D2799 1 $0.00

D2910 2 $40.00

D2915 1 $38.00

D2920 274 $5,579.55 279 $5,660.00

D2930 4,622 $911,333.66 4,512 $839,096.69

D2931 418 $53,277.60 385 $47,567.40

D2932 30 $3,708.00 25 $2,884.00

D2933 33 $6,432.00 25 $4,690.00

D2934 59 $12,998.00 56 $12,345.01

D2940 386 $12,058.16 377 $12,609.60

D2950 364 $26,198.87 362 $25,494.74

D2951 29 $352.00 39 $418.00

D2952 1 $0.00

D2954 46 $4,324.00 50 $4,961.00

D2960 4 $0.00

D2961 1 $0.00

D2962 1 $0.00

D2970 3 $146.00 4 $292.00

D2999 117 $2,231.00 169 $4,861.00

D3110 101 $0.00 101 $0.00

D3120 386 $0.00 426 $0.00

D3220 1,205 $95,765.48 1,191 $90,233.42

D3221 32 $0.00 50 $0.00

D3230 23 $2,125.00 24 $2,550.00

D3240 445 $46,680.87 514 $51,418.00

D3310 223 $56,755.91 239 $57,616.00

D3320 83 $18,905.40 93 $22,875.70

D3330 462 $142,241.08 503 $150,354.30

D3332 3 $0.00
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D3346 9 $1,767.00 7 $1,547.00

D3347 1 $251.00

D3348 15 $4,675.00 21 $6,384.00

D3351 26 $2,464.00 30 $2,464.00

D3352 5 $0.00 5 $0.00

D3353 1 $0.00 4 $0.00

D3410 1 $171.00 5 $1,196.00

D3999 127 $5,437.00 137 $5,801.00

D4210 9 $1,222.00 13 $1,316.00

D4211 67 $5,069.00 58 $4,317.00

D4231 1 $0.00

D4240 1 $0.00

D4266 2 $0.00

D4274 1 $0.00

D4321 14 $0.00 4 $0.00

D4341 16 $800.00 8 $524.00

D4342 3 $104.00

D4355 1,134 $59,685.26 1,002 $51,498.13

D4381 1 $0.00

D4910 3 $58.00 1 $0.00

D4999 1 $0.00

D5110 1 $538.00 4 $1,614.00

D5120 2 $538.00 4 $1,614.00

D5130 1 $538.00

D5140 1 $538.00

D5211 11 $1,131.00 5 $0.00

D5212 1 $377.00 3 $754.00

D5213 1 $472.00 4 $1,888.00

D5214 2 $944.00 1 $472.00

D5225 2 $0.00

D5281 1 $0.00

D5410 2 $20.00

D5411 1 $20.00

D5421 3 $60.00 2 $40.00

D5510 1 $94.00

D5520 2 $0.00

D5610 2 $188.00 5 $470.00

D5620 1 $108.00

D5630 3 $324.00

D5640 4 $300.00 2 $150.00

D5650 1 $103.00

6 to 18



RFP Number 5427 Z1

Attachment 16

D5660 1 $103.00

D5751 1 $156.00

D5810 4 $838.82

D5811 1 $128.32

D5820 40 $6,265.00 26 $3,650.00

D5821 2 $472.00

D5931 1 $0.00

D5982 1 $0.00

D5986 1 $0.00

D5988 3 $0.00

D6010 1 $0.00

D6057 1 $0.00

D6058 1 $0.00

D6251 2 $0.00

D6740 1 $0.00

D6930 4 $210.00 5 $126.00

D6985 1 $0.00

D7111 1,850 $112,540.99 1,840 $109,307.00

D7140 8,392 $789,454.74 8,548 $787,193.10

D7210 517 $66,886.22 474 $64,633.82

D7220 424 $87,724.04 492 $98,996.80

D7230 641 $193,436.37 606 $178,498.40

D7240 1,251 $690,000.17 1,203 $674,934.05

D7241 46 $18,232.00 55 $22,657.37

D7250 22 $2,461.00 33 $3,380.24

D7251 1 $0.00

D7260 1 $0.00

D7270 24 $4,500.00 23 $4,051.00

D7280 196 $33,824.30 183 $29,076.20

D7282 24 $2,818.00 40 $5,804.00

D7283 116 $18,894.80 118 $17,367.00

D7285 1 $94.00 6 $564.00

D7286 20 $1,615.00 26 $1,955.00

D7290 2 $0.00 4 $0.00

D7291 1 $0.00 3 $0.00

D7310 4 $880.00

D7311 4 $355.00

D7321 1 $76.00

D7410 12 $176.00 15 $621.00

D7411 9 $542.00 9 $803.00

D7412 1 $0.00

6 to 18



RFP Number 5427 Z1

Attachment 16

D7440 1 $0.00

D7450 11 $687.00 5 $94.00

D7451 6 $220.00 3 $110.00

D7460 1 $94.00

D7461 1 $0.00

D7465 3 $288.00 3 $109.00

D7471 1 $110.00

D7510 36 $1,344.00 27 $1,134.00

D7511 1 $0.00

D7520 3 $0.00

D7530 1 $0.00

D7540 1 $0.00

D7620 1 $0.00

D7670 1 $0.00

D7740 1 $0.00

D7820 1 $0.00

D7830 2 $0.00

D7871 2 $0.00

D7880 3 $597.00 1 $0.00

D7910 3 $0.00 4 $0.00

D7911 1 $0.00

D7912 1 $0.00

D7941 1 $0.00

D7943 1 $0.00

D7945 1 $0.00

D7953 4 $0.00

D7960 78 $6,622.92 88 $7,284.00

D7963 1 $0.00 1 $0.00

D7970 2 $0.00

D7971 11 $0.00 14 $0.00

D7972 1 $0.00

D7980 2 $0.00

D7997 1 $0.00

D7999 1 $0.00 2 $0.00

D8020 8 $0.00

D8030 3 $0.00 5 $0.00

D8040 5 $0.00 6 $0.00

D8050 5 $0.00 2 $0.00

D8060 529 $302,899.20 472 $274,217.19

D8070 4 $0.00 2 $0.00

D8080 17 $0.00 18 $0.00
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D8090 2,455 $5,816,852.25 1,904 $4,378,963.17

D8210 29 $4,335.00 17 $2,280.00

D8220 125 $23,806.00 125 $23,557.00

D8660 190 $0.00 218 $0.00

D8670 6 $0.00 7 $0.00

D8680 10 $0.00 16 $0.00

D8690 1 $0.00

D8691 71 $1,218.00 51 $1,582.00

D8692 354 $38,416.00 278 $28,819.00

D8693 18 $70.00 14 $146.00

D8999 71 $1,348.00 61 $1,143.00

D9110 606 $13,491.80 592 $12,906.60

D9120 1 $0.00

D9210 2 $0.00 7 $0.00

D9211 1 $0.00

D9212 1 $0.00

D9215 4 $0.00 27 $0.00

D9220 1,298 $189,895.58 1,245 $188,158.71

D9221 438 $46,925.40 399 $47,390.43

D9230 14,005 $294,023.96 12,337 $256,576.39

D9241 163 $14,382.00 193 $16,832.00

D9242 105 $7,981.00 111 $7,826.00

D9248 393 $55,953.10 346 $47,543.98

D9310 55 $0.00 63 $0.00

D9410 2 $70.00

D9420 554 $41,958.56 542 $39,410.00

D9430 10 $0.00 10 $0.00

D9440 71 $3,015.00 69 $2,880.00

D9610 41 $0.00 78 $0.00

D9612 354 $0.00 277 $0.00

D9630 22 $0.00 29 $0.00

D9910 14 $0.00 6 $0.00

D9911 1 $0.00

D9920 7 $0.00 5 $0.00

D9930 2 $0.00 3 $0.00

D9940 271 $40,451.25 219 $33,084.40

D9941 9 $0.00 8 $0.00

D9951 57 $0.00 54 $0.00

D9952 1 $0.00

D9970 53 $0.00 33 $0.00

D9971 18 $0.00 13 $0.00
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D9972 1 $0.00

D9974 1 $0.00 3 $0.00

D9999 282 $15.00 262 $56.00

Aggregate(Procedure Nebraska Code Values) 172,371 $25,076,882.83 168,962 $22,104,623.64

D0120 2,315 $40,978.37 2,681 $37,847.50

D0140 1,623 $30,246.69 1,734 $26,851.35

D0145 1 $0.00 2 $0.00

D0150 1,708 $31,649.10 1,915 $28,529.99

D0160 46 $1,242.00 48 $1,286.00

D0170 27 $390.77 34 $480.00

D0180 26 $621.00 36 $859.00

D0210 320 $13,136.56 302 $12,358.00

D0220 2,149 $11,694.49 2,415 $12,608.16

D0230 1,022 $6,904.40 1,248 $8,542.86

D0240 7 $56.00 10 $77.00

D0270 118 $959.00 122 $1,013.00

D0272 489 $5,800.00 653 $7,191.00

D0273 6 $89.00 8 $120.00

D0274 2,284 $38,709.93 2,553 $41,343.18

D0277 2 $36.00 2 $18.00

D0321 2 $0.00

D0330 1,307 $33,219.50 1,577 $39,756.03

D0340 14 $496.00 14 $794.60

D0350 5 $0.00 6 $0.00

D0460 1 $0.00 7 $0.00

D0470 16 $338.00 14 $460.00

D1110 3,449 $94,053.46 3,954 $106,380.47

D1120 26 $0.00 25 $0.00

D1206 997 $15,093.70 793 $9,531.75

D1208 821 $12,430.20 961 $11,799.51

D1320 1 $0.00

D1330 6 $0.00 15 $0.00

D1351 445 $55,739.00 449 $44,953.94

D1352 2 $0.00

D1510 1 $0.00

D1555 1 $0.00

D2140 371 $23,433.11 418 $25,169.31

D2150 606 $45,614.18 596 $42,861.40

D2160 293 $22,135.83 315 $24,721.76

D2161 84 $6,488.60 88 $7,552.12

D2330 322 $23,461.44 354 $25,163.20
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D2331 388 $34,296.16 374 $30,342.07

D2332 297 $30,846.41 282 $27,750.98

D2335 216 $25,950.24 229 $27,694.40

D2390 2 $0.00 2 $0.00

D2391 944 $78,652.70 954 $79,782.08

D2392 1,189 $120,239.51 1,215 $121,587.61

D2393 518 $51,177.01 583 $54,877.60

D2394 203 $18,803.80 182 $18,350.80

D2610 1 $0.00

D2644 1 $0.00

D2740 39 $9,391.65 30 $5,901.50

D2750 17 $4,290.00 18 $2,065.80

D2751 23 $6,724.00 19 $3,372.00

D2752 1 $330.00 13 $3,309.00

D2790 1 $330.00

D2791 1 $330.00 3 $493.00

D2799 1 $0.00

D2920 7 $140.00 8 $140.00

D2930 1 $116.00 3 $116.00

D2931 80 $9,504.00 111 $12,387.50

D2932 1 $103.00

D2940 72 $2,234.20 80 $2,464.00

D2950 182 $11,662.76 145 $10,039.50

D2951 10 $79.40 17 $198.00

D2952 1 $0.00

D2954 22 $1,692.00 41 $3,118.50

D2970 1 $73.00

D2980 1 $59.00

D2999 1 $0.00

D3110 12 $0.00 11 $0.00

D3120 39 $0.00 38 $0.00

D3220 11 $0.00 6 $0.00

D3221 6 $0.00 14 $0.00

D3240 1 $90.00

D3310 66 $15,131.49 95 $19,518.00

D3320 131 $26,567.00 123 $26,674.50

D3330 161 $49,360.54 176 $52,816.90

D3346 1 $221.00 1 $221.00

D3347 1 $251.00

D3348 3 $1,002.00 4 $1,002.00

D3410 1 $0.00
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D3999 26 $1,080.00 28 $1,000.00

D4210 1 $188.00 2 $94.00

D4211 13 $923.00 9 $355.00

D4240 1 $0.00

D4266 1 $0.00

D4321 1 $0.00

D4341 19 $124.00 17 $579.00

D4342 6 $260.00 3 $0.00

D4355 738 $39,173.85 757 $37,862.67

D4910 5 $29.00 10 $79.80

D4999 1 $0.00

D5110 3 $1,438.00 4 $1,726.56

D5120 2 $904.56 3 $1,432.50

D5130 10 $4,128.06 4 $1,705.50

D5140 3 $785.50 2 $1,038.00

D5211 17 $2,183.56 8 $1,881.00

D5212 2 $754.00 6 $1,501.00

D5213 1 $62.50

D5411 3 $40.00

D5421 2 $40.00 4 $60.00

D5422 1 $20.00

D5510 2 $188.00 1 $94.00

D5520 1 $75.00 2 $75.00

D5610 2 $188.00

D5640 4 $328.00 3 $253.00

D5650 1 $131.00

D5660 1 $103.00

D5730 2 $94.00

D5731 1 $94.00

D5740 2 $188.00

D5750 2 $312.00 3 $468.00

D5751 1 $156.00 1 $49.00

D5760 1 $156.00

D5810 2 $664.00 1 $349.00

D5820 16 $2,832.00 13 $2,117.00

D5821 5 $378.65 2 $253.00

D5850 3 $129.00 3 $86.00

D5851 1 $43.00 1 $0.00

D5931 1 $0.00

D6240 2 $0.00

D6245 1 $0.00
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D6740 1 $0.00

D6750 2 $0.00

D6930 1 $35.60

D7111 4 $132.00 7 $264.00

D7140 650 $56,300.90 686 $57,475.83

D7210 388 $48,386.24 444 $57,871.07

D7220 180 $28,848.42 188 $32,893.83

D7230 204 $43,199.32 224 $59,823.10

D7240 173 $67,219.06 197 $82,499.50

D7241 14 $4,664.00 18 $5,512.00

D7250 18 $1,760.00 21 $2,799.00

D7251 1 $0.00

D7261 1 $0.00

D7270 1 $150.00

D7280 3 $499.00 1 $0.00

D7282 1 $0.00

D7283 1 $135.00 1 $0.00

D7286 1 $85.00 3 $255.00

D7310 5 $764.64 5 $675.10

D7311 1 $71.00 4 $284.00

D7321 4 $152.00 2 $152.00

D7410 1 $0.00

D7465 1 $0.00

D7510 6 $210.00 4 $126.00

D7871 1 $0.00

D7880 1 $164.00

D7910 1 $0.00

D7953 1 $0.00

D7960 3 $184.00 3 $276.00

D7971 6 $0.00

D7999 1 $50.00 1 $0.00

D8060 9 $175.00 1 $0.00

D8090 10 $26,328.00 3 $8,152.00

D8220 1 $0.00

D8660 1 $0.00 1 $0.00

D8680 2 $0.00

D8691 2 $0.00 1 $0.00

D8692 3 $180.00 8 $655.00

D8693 2 $42.00 4 $0.00

D8999 2 $0.00 3 $105.00

D9110 166 $3,824.68 189 $4,057.91
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D9215 2 $0.00 6 $0.00

D9220 202 $25,532.59 241 $34,611.91

D9221 55 $4,646.73 87 $8,497.38

D9230 240 $4,579.00 230 $4,557.00

D9241 64 $4,966.40 78 $6,493.10

D9242 45 $2,400.20 50 $3,668.00

D9248 16 $1,800.00 10 $750.00

D9310 2 $0.00 4 $0.00

D9420 65 $5,120.00 72 $5,280.00

D9430 1 $0.00

D9440 3 $90.00 4 $180.00

D9610 2 $0.00 4 $0.00

D9612 28 $0.00 36 $0.00

D9630 7 $0.00 6 $0.00

D9910 6 $0.00 1 $0.00

D9911 3 $0.00 2 $0.00

D9930 2 $0.00 2 $0.00

D9940 77 $12,070.40 94 $13,981.50

D9941 1 $0.00 1 $0.00

D9950 2 $0.00

D9951 6 $0.00 6 $0.00

D9999 12 $0.00 20 $0.00

Aggregate(Procedure Nebraska Code Values) 11,073 $1,416,665.96 11,928 $1,468,403.23

D0120 11,632 $218,882.12 13,085 $196,230.21

D0140 9,286 $176,527.96 9,668 $151,738.99

D0145 12 $0.00 12 $0.00

D0150 6,816 $126,030.12 7,148 $107,843.51

D0160 157 $3,891.08 190 $4,804.00

D0170 197 $3,046.00 265 $4,032.00

D0171 1 $0.00

D0180 211 $5,229.00 198 $4,672.31

D0210 1,897 $79,891.27 1,708 $70,318.31

D0220 12,369 $68,011.69 13,129 $70,271.59

D0230 5,209 $39,945.72 5,638 $41,786.89

D0240 37 $266.00 48 $364.00

D0250 1 $0.00

D0260 1 $0.00

D0270 782 $6,343.00 585 $4,575.23

D0272 2,558 $30,381.02 2,920 $34,479.92

D0273 80 $1,019.00 102 $1,321.00

D0274 9,651 $167,193.24 10,309 $170,344.47
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D0277 14 $216.00 22 $342.00

D0290 1 $0.00

D0330 4,986 $127,828.27 5,772 $146,366.65

D0340 4 $62.00 8 $308.00

D0350 9 $0.00 13 $0.00

D0351 1 $0.00

D0415 1 $0.00

D0431 3 $0.00

D0460 28 $0.00 24 $0.00

D0470 17 $0.00 22 $0.00

D0999 2 $0.00

D1110 15,167 $433,638.39 17,000 $475,888.57

D1120 112 $22.00 155 $0.00

D1206 3,461 $52,895.89 2,872 $33,653.54

D1208 3,035 $45,682.65 3,515 $44,103.18

D1320 1 $0.00 6 $0.00

D1330 61 $0.00 75 $0.00

D1351 1,127 $133,997.63 965 $91,526.68

D1352 7 $0.00 6 $0.00

D1510 1 $0.00 1 $0.00

D1515 1 $0.00

D1550 1 $0.00 1 $0.00

D1555 1 $0.00 1 $0.00

D2140 1,392 $86,031.91 1,649 $95,845.56

D2150 2,626 $185,054.21 2,840 $193,721.30

D2160 1,463 $112,455.40 1,693 $126,544.43

D2161 472 $38,726.61 563 $43,819.87

D2330 1,954 $141,195.19 2,052 $150,100.37

D2331 2,267 $202,981.25 2,377 $201,947.73

D2332 1,681 $182,630.90 1,642 $167,026.28

D2335 1,380 $166,072.41 1,445 $170,034.75

D2390 1 $0.00 7 $0.00

D2391 3,441 $273,793.78 3,640 $274,839.86

D2392 4,531 $423,588.89 4,593 $422,963.00

D2393 2,495 $235,935.55 2,455 $233,289.46

D2394 1,053 $104,458.89 1,018 $101,752.62

D2530 1 $0.00

D2644 1 $0.00

D2710 4 $387.00 4 $1,071.00

D2740 283 $67,085.24 195 $38,397.10

D2750 202 $53,437.29 133 $35,410.00
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D2751 250 $63,537.43 219 $55,541.40

D2752 50 $12,460.42 70 $16,135.20

D2790 11 $2,217.41 11 $2,624.40

D2791 10 $2,640.00 12 $1,650.00

D2792 7 $990.00 3 $660.00

D2910 3 $20.00 2 $140.00

D2915 4 $114.00 4 $114.00

D2920 166 $3,009.60 188 $3,514.50

D2930 17 $703.12 12 $464.00

D2931 753 $90,609.54 848 $97,027.36

D2932 7 $927.00 7 $1,030.00

D2933 4 $670.00 2 $132.00

D2934 6 $1,030.00

D2940 426 $13,176.78 469 $14,540.87

D2950 945 $64,419.04 958 $62,290.41

D2951 135 $1,592.76 155 $1,892.00

D2952 10 $0.00 7 $0.00

D2954 200 $17,817.67 265 $22,672.50

D2962 1 $0.00

D2970 21 $1,282.00 22 $1,963.00

D2980 1 $0.00 6 $125.00

D2999 3 $95.00 5 $0.00

D3110 56 $0.00 70 $0.00

D3120 151 $0.00 141 $0.00

D3220 16 $280.00 29 $70.00

D3221 35 $75.00 38 $130.00

D3230 1 $0.00 1 $0.00

D3240 2 $90.00 3 $270.00

D3310 464 $107,699.47 559 $124,582.50

D3320 746 $175,883.89 826 $179,400.90

D3330 729 $216,539.13 772 $218,909.92

D3331 1 $0.00

D3332 2 $0.00 4 $0.00

D3346 15 $2,431.00 13 $1,767.00

D3347 19 $3,765.00 21 $4,725.00

D3348 32 $9,696.53 20 $5,580.00

D3351 3 $264.00

D3410 4 $855.00 6 $513.00

D3425 1 $0.00

D3426 1 $0.00

D3430 3 $0.00
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D3920 1 $0.00

D3950 1 $0.00

D3999 160 $5,098.00 169 $5,723.00

D4210 4 $491.75 5 $752.00

D4211 24 $1,917.00 35 $2,363.00

D4241 4 $0.00

D4265 1 $0.00

D4266 1 $0.00

D4267 1 $0.00

D4273 1 $0.00

D4274 1 $0.00

D4320 1 $0.00

D4321 3 $0.00 6 $0.00

D4341 185 $13,830.00 229 $15,142.00

D4342 26 $857.00 36 $814.00

D4355 3,730 $196,062.04 3,702 $191,411.29

D4381 3 $0.00 4 $0.00

D4910 200 $1,721.80 180 $1,065.00

D4999 1 $0.00

D5110 314 $131,012.88 343 $147,442.50

D5120 209 $83,776.60 232 $91,459.50

D5130 176 $80,811.98 201 $90,025.91

D5140 79 $33,006.79 76 $31,057.61

D5211 358 $104,152.02 337 $98,520.00

D5212 299 $94,472.06 261 $85,163.30

D5213 8 $0.00 13 $0.00

D5214 16 $0.00 15 $0.00

D5225 4 $0.00 2 $0.00

D5226 3 $0.00 1 $0.00

D5410 145 $2,354.97 149 $2,205.00

D5411 98 $1,740.00 145 $2,286.00

D5421 105 $1,980.00 89 $1,520.00

D5422 83 $1,530.37 88 $1,623.00

D5510 71 $5,807.00 80 $6,222.00

D5520 85 $5,024.00 76 $4,987.00

D5610 145 $12,502.72 142 $12,919.50

D5620 5 $540.00 10 $540.00

D5630 14 $1,305.38 23 $2,462.00

D5640 78 $5,005.89 73 $4,411.00

D5650 110 $7,547.48 127 $8,927.00

D5660 30 $2,496.00 37 $3,309.48
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D5710 45 $7,590.00 25 $3,920.00

D5711 22 $3,595.00 13 $2,105.00

D5720 3 $555.00

D5721 2 $350.00 1 $185.00

D5730 31 $2,282.12 65 $4,462.00

D5731 19 $1,401.00 29 $2,165.00

D5740 9 $737.00 8 $652.00

D5741 3 $276.00 8 $464.00

D5750 128 $17,340.26 127 $16,702.00

D5751 64 $8,638.68 74 $10,823.00

D5760 7 $921.00 11 $1,710.00

D5761 11 $1,551.00 12 $1,860.00

D5810 124 $36,416.05 125 $35,500.00

D5811 79 $20,097.62 61 $14,673.00

D5820 104 $18,664.92 110 $17,330.00

D5821 31 $5,223.00 31 $3,375.00

D5850 76 $2,798.00 77 $2,345.50

D5851 42 $1,679.68 44 $1,308.50

D5862 3 $0.00

D5899 4 $50.00

D5951 1 $0.00

D5954 1 $0.00

D5986 1 $0.00

D5999 4 $0.00

D6010 3 $0.00 1 $0.00

D6056 1 $0.00

D6057 1 $0.00

D6061 1 $0.00

D6066 1 $0.00

D6080 1 $0.00

D6091 1 $0.00

D6092 1 $0.00

D6100 1 $0.00

D6210 1 $0.00

D6240 4 $0.00

D6241 1 $0.00 3 $0.00

D6242 1 $0.00

D6245 3 $0.00

D6253 1 $0.00

D6740 3 $0.00

D6750 1 $0.00 3 $0.00
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D6751 1 $0.00 3 $0.00

D6752 1 $0.00

D6790 1 $0.00

D6930 12 $420.00 19 $840.00

D6980 6 $0.00

D6999 1 $0.00 1 $0.00

D7111 11 $88.00 14 $264.00

D7140 4,577 $515,594.96 4,929 $555,096.42

D7210 2,315 $299,508.58 2,645 $336,766.90

D7220 172 $24,199.87 187 $26,403.16

D7230 216 $43,242.62 214 $43,580.10

D7240 144 $38,497.93 149 $38,966.29

D7241 15 $5,627.38 23 $7,252.00

D7250 230 $31,889.10 262 $33,818.00

D7251 4 $0.00 1 $0.00

D7260 1 $0.00

D7261 1 $0.00 2 $0.00

D7270 7 $1,050.00 1 $450.00

D7280 3 $0.00

D7283 2 $0.00

D7285 5 $470.00 1 $94.00

D7286 16 $1,190.00 24 $1,700.00

D7288 1 $0.00

D7292 1 $0.00

D7310 71 $6,127.86 90 $8,551.00

D7311 28 $1,775.97 23 $1,398.00

D7320 15 $1,034.00 19 $1,952.00

D7321 16 $882.48 16 $1,063.00

D7410 8 $352.00 7 $456.00

D7411 2 $188.00 7 $470.00

D7412 1 $0.00

D7450 2 $0.00 1 $0.00

D7451 5 $110.00 1 $0.00

D7471 7 $1,045.92 5 $260.00

D7472 3 $0.00

D7473 3 $0.00 6 $2.00

D7510 56 $1,890.00 41 $1,554.00

D7511 3 $0.00

D7520 3 $0.00

D7521 1 $0.00

D7530 1 $0.00 1 $0.00
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D7540 1 $0.00

D7550 3 $0.00 3 $0.00

D7620 1 $0.00

D7640 1 $0.00

D7730 1 $0.00

D7880 3 $328.00 3 $328.00

D7899 1 $0.00

D7950 2 $0.00

D7953 2 $0.00 6 $0.00

D7960 10 $752.00 12 $828.00

D7970 1 $0.00

D7971 1 $0.00

D7999 7 $0.00 2 $0.00

D8060 1 $0.00

D8220 2 $0.00 1 $0.00

D8660 2 $0.00 1 $0.00

D8680 1 $0.00

D8692 3 $190.00

D8693 2 $0.00 2 $0.00

D8999 3 $0.00 2 $21.00

D9110 1,011 $22,233.39 1,010 $21,667.12

D9120 1 $0.00

D9210 5 $0.00 1 $0.00

D9215 6 $0.00 67 $0.00

D9220 417 $54,035.10 394 $59,138.86

D9221 137 $11,636.90 142 $13,721.40

D9230 993 $19,865.17 1,170 $22,488.06

D9241 165 $14,664.00 183 $14,338.24

D9242 109 $7,478.12 117 $7,659.00

D9248 41 $4,623.54 49 $2,036.00

D9310 15 $0.00 16 $0.00

D9410 57 $1,925.00 44 $1,575.00

D9420 321 $23,004.77 275 $19,813.00

D9430 12 $0.00 6 $0.00

D9440 35 $1,562.80 38 $1,322.00

D9610 6 $0.00 9 $0.00

D9612 41 $0.00 38 $0.00

D9630 19 $0.00 32 $0.00

D9910 39 $0.00 61 $0.00

D9911 7 $0.00 9 $0.00

D9920 1 $0.00 1 $0.00
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D9930 13 $0.00 18 $0.00

D9931 1 $0.00

D9940 510 $78,799.38 472 $70,096.94

D9941 1 $0.00 2 $0.00

D9942 4 $0.00

D9950 1 $0.00

D9951 32 $0.00 33 $0.00

D9952 1 $0.00

D9970 1 $0.00

D9971 3 $0.00 6 $0.00

D9972 1 $0.00 1 $0.00

D9973 1 $0.00

D9974 1 $0.00 3 $0.00

D9986 1 $0.00

D9999 42 $41.00 15 $0.00

Aggregate(Procedure Nebraska Code Values) 55,995 $6,929,484.26 59,970 $6,959,874.92

D0120 2,833 $52,808.31 3,112 $46,531.17

D0140 2,128 $39,434.38 2,063 $31,103.24

D0150 1,228 $21,898.26 1,169 $17,315.23

D0160 33 $729.00 50 $1,203.00

D0170 112 $1,661.53 163 $2,494.00

D0180 44 $1,129.00 32 $751.00

D0210 377 $15,252.06 361 $14,630.00

D0220 2,536 $13,546.92 2,481 $12,745.61

D0230 1,075 $8,595.83 1,061 $8,459.68

D0240 1 $14.00 7 $35.00

D0270 133 $1,087.00 109 $818.50

D0272 591 $7,027.50 664 $7,729.80

D0273 39 $525.00 29 $418.00

D0274 1,442 $24,156.63 1,420 $23,363.93

D0277 3 $54.00 4 $72.00

D0330 960 $25,871.06 937 $25,201.86

D0350 1 $0.00

D0363 1 $0.00

D0460 8 $0.00 1 $0.00

D0470 6 $0.00 5 $0.00

D0999 2 $88.00

D1110 3,282 $93,761.32 3,552 $100,522.37

D1120 9 $0.00 7 $0.00

D1206 671 $9,828.00 546 $6,369.71

D1208 632 $9,029.99 672 $8,445.00

25 to 54
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D1320 3 $0.00

D1330 37 $0.00 26 $0.00

D1351 61 $6,231.37 26 $1,998.00

D1352 2 $0.00

D2140 204 $11,425.88 230 $12,942.20

D2150 369 $22,652.85 410 $25,219.49

D2160 196 $12,437.70 228 $15,801.00

D2161 86 $6,604.00 97 $7,228.65

D2330 498 $38,424.85 418 $30,772.71

D2331 521 $44,677.89 483 $39,345.16

D2332 407 $39,548.45 340 $30,721.60

D2335 298 $33,645.01 313 $33,905.52

D2390 1 $0.00

D2391 491 $34,751.91 406 $27,246.80

D2392 489 $38,925.56 502 $38,918.00

D2393 306 $26,388.50 240 $22,439.29

D2394 175 $17,975.89 154 $13,837.11

D2644 1 $0.00

D2650 1 $0.00

D2710 1 $191.00

D2740 58 $11,885.60 42 $9,152.00

D2750 36 $11,394.04 25 $8,049.00

D2751 40 $11,325.00 35 $8,013.50

D2752 19 $4,052.36 15 $2,403.00

D2790 4 $591.00 5 $660.00

D2791 2 $660.00 3 $990.00

D2792 6 $0.00

D2799 1 $0.00

D2910 3 $20.00

D2915 2 $0.00

D2920 68 $1,140.00 67 $1,179.00

D2930 2 $0.00 3 $0.00

D2931 185 $22,888.50 192 $21,644.30

D2932 1 $103.00 2 $206.00

D2934 1 $134.00 3 $402.00

D2940 60 $1,749.60 57 $1,992.00

D2950 139 $9,500.68 129 $8,322.00

D2951 46 $572.00 44 $528.00

D2952 3 $0.00 1 $0.00

D2954 57 $4,621.70 48 $4,273.00

D2970 5 $337.36 5 $292.00
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D2980 4 $0.00

D2999 2 $0.00

D3110 9 $0.00 3 $0.00

D3120 18 $0.00 14 $0.00

D3220 2 $0.00 4 $0.00

D3221 4 $0.00 7 $0.00

D3310 90 $20,592.53 71 $15,963.00

D3320 70 $14,652.00 68 $16,544.00

D3330 79 $21,624.00 65 $19,234.00

D3331 1 $0.00

D3346 3 $442.00 2 $221.00

D3347 1 $251.00 2 $502.00

D3348 3 $834.00 3 $1,002.00

D3410 1 $171.00

D3950 1 $0.00

D3999 20 $800.00 16 $720.00

D4211 11 $722.00 7 $526.00

D4245 1 $0.00

D4321 4 $0.00 3 $0.00

D4341 46 $2,795.00 62 $4,496.00

D4342 17 $761.50 30 $800.00

D4355 562 $28,493.46 560 $27,508.99

D4381 2 $0.00 1 $0.00

D4910 90 $725.00 89 $493.00

D5110 334 $134,716.53 315 $125,370.00

D5120 223 $86,433.74 218 $86,548.50

D5130 76 $32,447.05 64 $27,777.00

D5140 54 $21,991.23 49 $22,248.80

D5211 135 $43,994.30 110 $32,637.00

D5212 161 $49,570.61 146 $47,524.50

D5213 9 $0.00 9 $0.00

D5214 11 $0.00 12 $0.00

D5410 130 $2,281.00 135 $2,243.00

D5411 156 $2,726.00 138 $2,458.00

D5421 63 $1,180.00 61 $1,132.00

D5422 62 $1,200.00 92 $1,652.00

D5510 67 $5,504.80 58 $4,326.10

D5520 79 $5,067.56 74 $4,879.00

D5610 86 $7,495.84 88 $7,387.40

D5620 6 $408.93 10 $707.00

D5630 19 $1,699.00 14 $1,367.40
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D5640 56 $4,198.00 50 $3,650.00

D5650 110 $7,717.81 89 $6,587.00

D5660 28 $2,620.56 19 $1,602.00

D5710 11 $1,900.00 16 $2,535.00

D5711 4 $660.00 11 $1,825.00

D5720 1 $185.00

D5721 2 $370.00 1 $185.00

D5730 39 $3,375.00 49 $3,696.00

D5731 28 $2,429.00 29 $2,202.00

D5740 9 $621.45 7 $555.00

D5741 3 $182.00 9 $676.00

D5750 94 $12,380.68 61 $7,639.00

D5751 71 $9,322.92 46 $6,143.00

D5760 12 $1,236.00 9 $1,230.00

D5761 11 $1,707.00 19 $2,711.75

D5810 41 $12,594.80 37 $11,288.00

D5811 39 $11,585.04 22 $6,953.00

D5820 36 $4,566.09 33 $4,328.60

D5821 17 $1,554.80 7 $708.00

D5850 63 $2,505.12 38 $1,046.00

D5851 49 $1,903.00 32 $817.00

D5982 1 $0.00

D5986 2 $0.00 2 $0.00

D6057 1 $0.00 1 $0.00

D6058 1 $0.00 1 $0.00

D6240 1 $0.00

D6750 1 $0.00

D6930 10 $336.00 8 $336.00

D6980 1 $0.00

D6999 1 $0.00

D7111 4 $0.00

D7140 1,313 $169,421.97 1,240 $168,696.95

D7210 488 $59,764.70 478 $61,029.00

D7220 5 $1,098.00 3 $366.00

D7230 2 $334.00 3 $501.00

D7240 4 $1,010.00 9 $1,215.00

D7241 1 $212.00

D7250 52 $7,391.20 56 $8,621.20

D7261 1 $0.00

D7270 1 $300.00

D7285 1 $94.00
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D7286 9 $680.00 10 $850.00

D7310 29 $2,816.48 33 $3,685.00

D7311 19 $1,323.00 12 $651.00

D7320 11 $940.00 7 $752.00

D7321 14 $713.00 5 $532.00

D7350 1 $0.00

D7410 3 $88.00 4 $233.00

D7411 1 $188.80

D7451 1 $110.00 1 $0.00

D7471 5 $550.00 9 $1,100.00

D7472 1 $0.00

D7473 6 $0.00 5 $0.00

D7485 1 $0.00 1 $0.00

D7510 9 $378.00 8 $294.00

D7511 1 $0.00 1 $0.00

D7520 1 $0.00

D7550 1 $0.00

D7880 1 $0.00 2 $328.00

D7953 1 $0.00

D7960 1 $0.00 1 $92.00

D7970 1 $0.00 1 $0.00

D7999 1 $0.00 1 $0.00

D9110 214 $4,634.80 198 $4,237.80

D9120 1 $0.00 1 $0.00

D9210 2 $0.00 1 $0.00

D9215 22 $0.00

D9220 37 $4,352.10 25 $3,663.00

D9221 10 $580.56 6 $648.00

D9230 115 $2,186.00 139 $2,425.00

D9241 20 $1,692.00 11 $846.00

D9242 9 $575.56 7 $387.00

D9248 2 $150.00 10 $150.00

D9310 7 $0.00 6 $0.00

D9410 99 $3,148.12 89 $2,730.00

D9420 79 $5,665.12 70 $5,093.00

D9430 5 $0.00 3 $0.00

D9440 5 $225.00 3 $135.00

D9610 1 $0.00

D9612 1 $0.00 1 $0.00

D9630 6 $0.00 11 $0.00

D9910 4 $0.00 8 $0.00
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D9911 2 $0.00 1 $0.00

D9920 2 $0.00

D9930 1 $0.00 2 $0.00

D9940 67 $10,168.00 56 $8,061.00

D9942 1 $0.00 1 $0.00

D9951 4 $0.00 6 $0.00

D9971 1 $0.00

D9999 7 $50.00 3 $0.00

Aggregate(Procedure Nebraska Code Values) 12,664 $1,595,148.45 12,661 $1,477,569.22

D0120 3,968 $74,124.87 4,171 $63,762.53

D0140 2,975 $56,075.70 2,892 $45,951.08

D0145 1 $0.00

D0150 1,531 $27,957.67 1,536 $23,419.95

D0160 42 $1,107.00 114 $2,586.00

D0170 262 $3,857.56 384 $5,524.20

D0180 19 $486.00 20 $508.00

D0210 524 $21,176.71 546 $21,474.50

D0220 2,875 $15,618.84 2,739 $14,803.41

D0230 1,256 $10,277.20 1,278 $10,857.64

D0240 6 $56.00

D0250 1 $0.00

D0270 98 $731.00 74 $600.00

D0272 817 $9,726.50 848 $10,018.52

D0273 41 $600.00 40 $525.00

D0274 1,354 $23,403.66 1,296 $21,874.10

D0277 8 $108.00 11 $180.00

D0330 771 $22,267.62 809 $23,640.20

D0340 1 $0.00

D0350 2 $0.00

D0363 1 $0.00

D0431 1 $0.00

D0460 3 $0.00 1 $0.00

D0470 6 $0.00 8 $0.00

D0999 1 $0.00

D1110 4,386 $122,866.36 4,790 $133,534.91

D1120 1 $0.00 7 $0.00

D1206 704 $10,338.45 621 $7,294.31

D1208 1,210 $17,530.11 1,121 $14,419.42

D1320 1 $0.00 1 $0.00

D1330 18 $0.00 11 $0.00

D1351 27 $2,708.00 25 $2,340.00

65 and Over
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D1352 1 $0.00

D2140 301 $17,295.30 295 $16,422.54

D2150 383 $24,105.59 360 $22,288.85

D2160 188 $13,364.12 195 $13,250.51

D2161 75 $6,146.00 101 $7,377.40

D2330 584 $45,249.75 592 $45,531.98

D2331 656 $54,188.44 669 $59,152.59

D2332 427 $39,904.64 397 $38,725.54

D2335 381 $41,116.81 344 $38,186.48

D2390 1 $0.00 2 $0.00

D2391 443 $29,946.01 452 $32,437.40

D2392 452 $38,007.23 471 $39,260.11

D2393 272 $23,417.27 241 $21,124.40

D2394 133 $12,200.30 119 $10,318.08

D2650 1 $0.00

D2710 2 $0.00 4 $194.00

D2721 1 $0.00

D2740 37 $10,307.00 17 $3,318.00

D2750 29 $7,521.06 25 $6,068.00

D2751 34 $10,635.60 36 $10,803.00

D2752 15 $2,640.00 10 $2,204.00

D2790 5 $1,079.80 1 $660.00

D2791 4 $990.00 1 $0.00

D2792 1 $0.00

D2799 1 $0.00

D2910 2 $40.00 3 $60.00

D2915 1 $38.00

D2920 100 $1,760.00 95 $1,784.00

D2930 2 $0.00

D2931 191 $22,132.50 170 $19,865.80

D2932 1 $0.00

D2934 4 $402.00 4 $536.00

D2940 42 $1,248.00 50 $1,404.00

D2950 111 $8,327.12 97 $6,641.00

D2951 46 $550.00 67 $936.50

D2952 2 $0.00

D2954 29 $2,500.00 39 $3,190.30

D2970 2 $128.00 12 $730.00

D2980 1 $0.00 2 $75.00

D2999 1 $0.00 4 $0.00

D3110 6 $0.00 6 $0.00
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D3120 8 $0.00 9 $0.00

D3220 3 $0.00 3 $0.00

D3221 7 $0.00 2 $0.00

D3310 71 $15,718.00 75 $15,055.30

D3320 53 $12,329.60 56 $12,184.30

D3330 34 $9,310.65 24 $6,207.00

D3332 1 $0.00

D3346 1 $221.00 1 $221.00

D3347 4 $753.00 2 $502.00

D3348 1 $29.00 1 $334.00

D3410 1 $171.00

D3920 1 $0.00

D3999 19 $680.00 13 $557.00

D4210 3 $188.00

D4211 9 $580.00 8 $502.00

D4321 4 $0.00 4 $0.00

D4341 25 $960.00 15 $1,249.80

D4342 20 $1,282.00 5 $104.00

D4355 554 $28,692.58 533 $26,183.98

D4381 1 $0.00

D4910 65 $319.00 61 $609.00

D4999 1 $0.00

D5110 421 $179,144.11 484 $196,188.25

D5120 363 $140,198.07 423 $148,286.97

D5130 75 $30,173.71 69 $30,719.04

D5140 72 $25,278.17 57 $25,594.25

D5211 142 $42,656.28 151 $43,251.00

D5212 204 $63,582.81 181 $56,409.60

D5213 5 $0.00 9 $0.00

D5214 11 $0.00 13 $0.00

D5225 1 $0.00 1 $0.00

D5226 3 $0.00 1 $0.00

D5410 339 $6,205.99 285 $5,166.00

D5411 482 $8,700.45 409 $7,106.00

D5421 112 $1,886.00 101 $1,760.00

D5422 178 $3,165.80 207 $3,709.00

D5510 167 $14,934.00 166 $14,229.34

D5520 139 $10,051.00 136 $9,746.00

D5610 151 $12,104.15 132 $10,484.50

D5620 14 $1,330.06 15 $1,404.00

D5630 31 $3,169.00 17 $1,944.00
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D5640 92 $6,249.98 100 $7,272.93

D5650 195 $14,023.24 183 $12,925.00

D5660 33 $3,010.50 41 $3,951.00

D5710 27 $4,748.00 26 $4,291.00

D5711 30 $4,774.17 27 $4,075.00

D5720 5 $535.00 3 $350.00

D5721 8 $1,105.00 5 $660.00

D5730 127 $10,868.90 102 $8,133.00

D5731 114 $10,081.09 104 $8,595.00

D5740 19 $1,395.00 11 $937.00

D5741 19 $1,501.85 16 $1,289.00

D5750 176 $24,937.69 167 $23,165.00

D5751 166 $23,690.56 135 $19,109.60

D5760 14 $2,150.50 9 $1,398.00

D5761 15 $2,172.00 27 $3,567.00

D5810 25 $7,381.53 21 $6,065.00

D5811 26 $6,877.12 16 $3,936.00

D5820 20 $3,490.00 19 $2,348.00

D5821 4 $702.00 8 $888.00

D5850 72 $2,669.00 90 $3,461.84

D5851 97 $3,569.00 101 $3,888.00

D5867 1 $0.00

D5899 4 $75.00 1 $0.00

D5911 1 $0.00

D5993 1 $0.00

D6053 1 $0.00

D6080 1 $0.00 1 $0.00

D6090 1 $0.00

D6091 1 $0.00

D6100 1 $0.00

D6110 1 $0.00

D6111 2 $0.00

D6240 1 $0.00

D6245 1 $0.00

D6740 1 $0.00

D6750 1 $0.00

D6930 21 $966.00 13 $504.00

D6950 1 $0.00

D7111 1 $44.00 1 $0.00

D7140 1,339 $165,985.80 1,248 $150,657.72

D7210 528 $71,557.57 582 $86,845.37
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D7220 5 $551.00 3 $366.00

D7230 4 $501.00 4 $668.00

D7240 5 $576.56 1 $309.00

D7241 1 $212.00

D7250 50 $7,382.36 60 $10,839.43

D7251 1 $0.00 1 $0.00

D7260 1 $0.00

D7285 1 $94.00

D7286 6 $510.00 5 $333.00

D7288 1 $0.00 1 $0.00

D7310 35 $3,120.13 27 $3,255.00

D7311 14 $951.00 5 $379.00

D7320 7 $940.00 3 $376.00

D7321 6 $360.12 4 $307.00

D7410 3 $59.00 2 $0.00

D7411 1 $0.00

D7471 4 $494.12 3 $330.00

D7473 2 $214.92 4 $0.00

D7485 1 $0.00

D7510 6 $252.00 6 $170.00

D7511 1 $0.00 1 $0.00

D7520 1 $0.00

D7530 1 $0.00

D7550 2 $0.00 1 $0.00

D7953 1 $0.00

D7960 5 $330.00

D7970 1 $0.00

D7999 10 $0.00 4 $0.00

D9110 278 $6,096.77 213 $4,692.35

D9120 1 $0.00 4 $0.00

D9215 3 $0.00

D9220 12 $1,296.00 12 $1,806.00

D9221 4 $162.00 5 $648.00

D9230 71 $1,386.00 65 $1,337.00

D9241 12 $1,026.00 10 $828.51

D9242 3 $86.00 5 $206.96

D9248 1 $0.00

D9310 9 $0.00 9 $0.00

D9410 573 $18,331.20 571 $17,840.70

D9420 48 $3,520.00 81 $5,376.00

D9430 6 $0.00 4 $0.00
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D9440 7 $315.00 4 $180.00

D9610 2 $0.00

D9612 1 $0.00 1 $0.00

D9630 19 $0.00 15 $0.00

D9910 6 $0.00 5 $0.00

D9911 3 $0.00 3 $0.00

D9920 2 $0.00

D9930 3 $0.00

D9931 1 $0.00

D9940 31 $4,995.00 34 $4,894.00

D9951 6 $0.00 9 $0.00

D9971 1 $0.00 2 $0.00

D9999 14 $0.00 17 $0.00

Aggregate(Procedure Nebraska Code Values) 15,869 $1,877,516.90 16,199 $1,839,897.99

Aggregate(Age In Years Claim Values) 329,355 $43,812,751.89 332,955 $40,591,932.15

65 and Over
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CFS Service Areas Estimated Members

Central 29,480                                  

Eastern 93,980                                  

Northern 38,150                                  

Out of State 2,450                                    

Southeast 50,670                                  

Western 26,320                                  

Grand Total 241,050                               
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CODE CATEGORY
D9110 Adjunctive General Services
D9223 Adjunctive General Services
D9230 Adjunctive General Services
D9243 Adjunctive General Services
D9248 Adjunctive General Services
D9410 Adjunctive General Services
D9420 Adjunctive General Services
D9440 Adjunctive General Services
D9940 Adjunctive General Services
D9220 Adjunctive General Services
D9221 Adjunctive General Services
D9241 Adjunctive General Services
D9999 Adjunctive General Services
D9242 Adjunctive General Services
D3220 Endodontics
D3230 Endodontics
D3240 Endodontics
D3310 Endodontics
D3320 Endodontics
D3330 Endodontics
D3346 Endodontics
D3347 Endodontics
D3348 Endodontics
D3351 Endodontics
D3410 Endodontics
D3999 Endodontics
D3221 Endodontics
D7111 Oral and Maxillofacial surgery
D7140 Oral and Maxillofacial surgery
D7210 Oral and Maxillofacial surgery
D7220 Oral and Maxillofacial surgery
D7230 Oral and Maxillofacial surgery
D7240 Oral and Maxillofacial surgery
D7241 Oral and Maxillofacial surgery
D7250 Oral and Maxillofacial surgery
D7270 Oral and Maxillofacial surgery
D7280 Oral and Maxillofacial surgery
D7282 Oral and Maxillofacial surgery
D7283 Oral and Maxillofacial surgery
D7285 Oral and Maxillofacial surgery
D7286 Oral and Maxillofacial surgery
D7310 Oral and Maxillofacial surgery
D7311 Oral and Maxillofacial surgery
D7320 Oral and Maxillofacial surgery
D7321 Oral and Maxillofacial surgery
D7410 Oral and Maxillofacial surgery
D7411 Oral and Maxillofacial surgery
D7412 Oral and Maxillofacial surgery
D7413 Oral and Maxillofacial surgery
D7414 Oral and Maxillofacial surgery
D7415 Oral and Maxillofacial surgery
D7440 Oral and Maxillofacial surgery
D7441 Oral and Maxillofacial surgery
D7450 Oral and Maxillofacial surgery
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CODE CATEGORY
D7451 Oral and Maxillofacial surgery
D7460 Oral and Maxillofacial surgery
D7461 Oral and Maxillofacial surgery
D7465 Oral and Maxillofacial surgery
D7471 Oral and Maxillofacial surgery
D7510 Oral and Maxillofacial surgery
D7880 Oral and Maxillofacial surgery
D7960 Oral and Maxillofacial surgery
D7473 Oral and Maxillofacial Surgery
D7999 Oral and Maxillofacial Surgery
D8060 Orthodontics
D8090 Orthodontics
D8210 Orthodontics
D8220 Orthodontics
D8691 Orthodontics
D8692 Orthodontics
D8999 Orthodontics
D8693 Orthodontics
D5211 Partial Dentures
D5212 Partial Dentures
D5213 Partial Dentures
D5214 Partial Dentures
D5410 Partial Dentures
D5411 Partial Dentures
D5421 Partial Dentures
D5422 Partial Dentures
D5510 Partial Dentures
D5520 Partial Dentures
D5610 Partial Dentures
D5620 Partial Dentures
D5630 Partial Dentures
D5640 Partial Dentures
D5650 Partial Dentures
D5660 Partial Dentures
D5710 Partial Dentures
D5711 Partial Dentures
D5720 Partial Dentures
D5721 Partial Dentures
D5730 Partial Dentures
D5731 Partial Dentures
D5740 Partial Dentures
D5741 Partial Dentures
D5750 Partial Dentures
D5751 Partial Dentures
D5760 Partial Dentures
D5761 Partial Dentures
D5810 Partial Dentures
D5811 Partial Dentures
D5820 Partial Dentures
D5821 Partial Dentures
D5850 Partial Dentures
D5851 Partial Dentures
D6930 Partial Dentures
D4210 Periodontics
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CODE CATEGORY
D4211 Periodontics
D4341 Periodontics
D4342 Periodontics
D4355 Periodontics
D4910 Periodontics
D0120 Preventative
D0140 Preventative
D0145 Preventative
D0150 Preventative
D0160 Preventative
D0170 Preventative
D0180 Preventative
D0210 Preventative
D0220 Preventative
D0230 Preventative
D0240 Preventative
D0270 Preventative
D0272 Preventative
D0273 Preventative
D0274 Preventative
D0330 Preventative
D0340 Preventative
D0470 Preventative
D1110 Preventative
D1120 Preventative
D1206 Preventative
D1208 Preventative
D1351 Preventative
D1510 Preventative
D1515 Preventative
D1550 Preventative
D1555 Preventative
D0277 Preventative
D0999 Preventative
D5110 Prosthodontics
D5120 Prosthodontics
D5130 Prosthodontics
D5140 Prosthodontics
D5899 Prosthodontics
D2140 Restorative
D2150 Restorative
D2160 Restorative
D2161 Restorative
D2330 Restorative
D2331 Restorative
D2332 Restorative
D2335 Restorative
D2391 Restorative
D2392 Restorative
D2393 Restorative
D2394 Restorative
D2710 Restorative
D2720 Restorative
D2721 Restorative
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CODE CATEGORY
D2722 Restorative
D2740 Restorative
D2750 Restorative
D2751 Restorative
D2752 Restorative
D2790 Restorative
D2791 Restorative
D2792 Restorative
D2910 Restorative
D2915 Restorative
D2920 Restorative
D2930 Restorative
D2931 Restorative
D2932 Restorative
D2933 Restorative
D2934 Restorative
D2940 Restorative
D2950 Restorative
D2951 Restorative
D2954 Restorative
D2980 Restorative
D2999 Restorative
D2970 Restorative
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	IV. PROJECT DESCRIPTION AND SCOPE OF WORK
	A. PROGRAM DESCRIPTION
	i. The Division of Behavioral Health provides funding, oversight, and technical assistance to the six (6) local behavioral health regions. The regions contract with local programs to provide public inpatient, outpatient, emergency community mental hea...
	ii. The Division of Children and Family Services administers child welfare, adult protective services, economic support programs, and the youth rehabilitation and treatment centers.
	iii. The Division of Developmental Disabilities administers publicly-funded community-based disability services. The Division also operates several sites that provide services for individuals with developmental disabilities.
	iv. MLTC administers the Medicaid program, which provides health care services to eligible elderly and disabled individuals, and low income pregnant women, children, and parents.  The Division also administers non-institutional home and community-base...
	v. The Division of Public Health is responsible for preventive and community health programs and services. It also regulates and licenses health-related professionals, health care facilities, and services.
	vi. The Division of Veterans’ Homes oversees the State Veterans’ Homes located in Bellevue, Norfolk, Grand Island and Scottsbluff.
	i. Physical health managed care provided, through comprehensive at risk contracts that are fully-capitated and require the contracted entity to be a managed care organization (MCO) or health insuring organization.
	ii. Behavioral health managed care provided through an at risk contract which is not comprehensive, but is fully-capitated, and requires that the managed care entity be a prepaid inpatient health plan (PIHP).
	iii. Physical health managed care currently provided through:
	iv. Behavioral health managed care provided through one statewide PIHP network.
	v. MLTC currently contracts with vendors to perform the following services for the NMMCP:
	i. Provided to an individual who is Medicaid eligible on the day that they receive the service.
	ii. Dentally necessary.
	iii. Treatment provided is the least costly service meeting the treatment needs.
	iv. Reasonable in amount and duration of care, treatment or service.
	v. Within the scope of the coverage criteria contained in NAC 471 6.
	vi. Within accepted dental or medical practice standards.
	vii. Within the limitations contained in 471 NAC 6-005.
	viii. Provided in accordance with prior authorization requirements contained in 471 NAC 6-004 and 6-005.
	i. Improved access to routine and specialty dental care.
	ii. Improved coordination of care.
	iii. Better dental health outcomes.
	iv. Increased quality of dental care.
	v. Outreach and education to promote dental health.
	vi. Increased personal responsibility and self-management.
	vii. Overall savings to the Nebraska Medicaid program by preventing treatable dental conditions from becoming costly medical conditions.

	B. ELIGIBILITY AND ENROLLMENT
	i. Being available by telephone to provide assistance to DBP potential members, and educating the Medicaid eligible about the DBP in general, including the manner in which services typically are accessed under the DBPM, the role of the dental home, th...
	ii. Educating the member, or in the case of a minor, the member’s parent or guardian, about benefits and services available through the DBP.
	iii. Identifying any barriers to access to care for the DBP members such as the necessity for multi-lingual interpreter services and special assistance needed for members with visual and hearing impairment and members with physical or mental disabilit...
	i. Effective Date of Enrollment
	DBPM enrollment for members in a given month will be effective at 12:01AM on the first (1st) calendar day of the month of Medicaid eligibility.
	ii. Change in Status
	The DBPM agrees to report in writing to MLTC any changes in contact information or living arrangements for families or individual members within five (5) business days of identification, including changes in mailing address, residential address, email...
	i. Disenrollment is any action taken by MLTC or its designee to remove a DBP member from the DBP following the receipt and approval of a written request for disenrollment or a determination made by MLTC or its designee that the member is no longer eli...
	ii. MLTC will notify the DBPM of the member’s disenrollment due to the following reasons:
	i. The effective date of disenrollment must be no later than the first day of the second month following the calendar month the request for disenrollment is submitted.
	ii. If MLTC or its designee fails to make a disenrollment determination by the first day of the second month following the month in which the request for disenrollment is submitted, the disenrollment is considered approved. The DBPM must process all m...
	iii. MLTC and the DBPM must reconcile enrollment/disenrollment issues at the end of each month utilizing an agreed upon procedure.

	C. BUSINESS REQUIREMENTS
	i. Nebraska Office of Oral Health and Dentistry programs including the Oral Health Access for Young Children program. More information on this program can be found at:  http://dhhs.ne.gov/publichealth/Pages/dental_index.aspx
	ii. Together For Kids and Families – Medical/Dental Home Work Group
	iii. Division of Behavioral Health funded programs.
	iv. Division of Children and Family Services funded programs that support the safety, permanency, and well-being of children in the care and custody of the State.
	v. Division of Developmental Disabilities programs that involve rehabilitative and habilitative services for persons with developmental disabilities.
	vi. The Nebraska Department of Education Early Development Network.
	vii. Community agencies including but not limited to the Area Agencies on Aging and League of Human Dignity Waiver Offices.
	viii. The Office of Probation.
	ix. Other MLTC programs, initiatives, and contractors related to dental care and health care coordination, including Heritage Health MCOs.
	The DBPM must provide that its Medicaid members are not held liable for:
	i. The DBPM’s debts in the event of the DBPM’s insolvency.
	ii. The cost of covered services provided to the member, for which MLTC does not pay the DBPM.
	iii. The cost of covered services provided to the member, for which MLTC or the DBPM does not pay the individual or health care provider that furnishes the services under a contractual, referral, or other arrangement.
	iv. Payments for covered services furnished under a contract, referral, or other arrangement to the extent that those payments are in excess of the amount that the member would owe if the DBPM provided the services directly.
	i. Maintain books, records, documents, and other evidence pertaining to services rendered, equipment, staff, financial records, health records, and the administrative costs and expenses incurred pursuant to this contract as well as medical information...
	ii. Establish and maintain an internal audit function responsible for providing an independent review and evaluation of the DBPM’s accuracy of financial recordkeeping, the reliability and integrity of information, the adequacy of internal controls, an...
	i. The DBPM must obtain an audit of its business transactions from a licensed certified public accountant (CPA), including but not limited to, the financial transactions made under this contract.
	ii. No later than December 1 of each year, the DBPM must submit a copy of the fully executed engagement letter with the CPA to MLTC.
	iii. No later than June 1 of each year, the DBPM must submit a full and complete copy of the audit report to MLTC.

	D. STAFFING REQUIREMENTS
	i. For each key staff position marked with an asterisk in the table, the staff member must be based in the State.
	All positions listed in the table must be full-time, i.e. a minimum of 40 hours per week.
	ii. The DBPM must submit to MLTC the names and resumes for all proposed key staff, for review and approval, prior to hire.
	iii. An individual Key Staff member may hold no more than two (2) positions, with the exception of Executive Director and Dental Director, which may hold no more than one (1) position.

	E. COVERED BENEFITS AND SERVICES
	i. The prevention, diagnosis, and treatment of health impairments.
	ii. The ability to achieve age-appropriate growth and development.
	iii. The ability to attain, maintain, or regain functional capacity.
	i. Oral Evaluations
	ii. Radiographs
	iii. Diagnostic Casts
	i. Prophylaxis
	ii. Topical Fluoride
	iii. Space Maintainers (Passive Appliances)
	iv. Recementation of space maintainers
	i. Amalgam or Resin
	ii. Crowns – Resin
	iii. Crowns – Porcelain
	iv. Recement inlay
	v. Recement crown
	vi. Prefabricated Stainless Steel Crowns
	vii. Prefabricated Stainless Steel Crown with Resin Window
	viii. Sedative filling
	ix. Core buildup, including any pins
	x. Pin retention
	xi. Prefabricated Post and Core in Addition to Crown
	xii. Temporary crown
	xiii. Crown repair
	xiv. Therapeutic Pulpotomy and Pupal Therapy
	xv. Root Canal Therapy and Re-treatment of Previous Root Canals
	xvi. Apicoectomy
	xvii. Emergency Treatment to Relieve Endodontic Pain
	xviii. Unspecified Restorative Procedure
	i. Gingivectomy or Gingivoplasty per tooth or per quadrant
	ii. Periodontal Scaling and Root Planing
	iii. Full Mouth Debridement
	iv. Periodontal Maintenance Procedure
	i. Complete Dentures (Maxillary and Mandibular)
	ii. Immediate Dentures (Maxillary and Mandibular)
	iii. Maxillary Partial Resin Base
	iv. Mandibular Partial Resin Base
	v. Maxillary Partial Cast Metal Base
	vi. Mandibular Partial Cast Metal Base
	vii. Adjustments – Dentures and Partials
	viii. Repairs to Dentures and Partials
	ix. Rebase of Dentures and Partials
	x. Reline of Dentures and Partials
	xi. Interim Dentures (Maxillary and Mandibular)
	xii. Flipper Partial Dentures (Maxillary and Mandibular)
	xiii. Tissue Conditioning
	xiv. Recement fixed partial denture
	i. Extractions Routine and Surgical
	ii. Tooth Reimplantation and/or Stabilization of an Accidentally Evulsed or Displaced Tooth and or Alveolus
	iii. Surgical Exposure of Impacted or Unerupted Tooth for Orthodontic Reasons
	iv. Biopsy of Oral Tissue (Hard or Soft)
	v. Alveoloplasty
	vi. Excisions
	vii. Occlusal Orthotic Device
	i. Orthodontic Treatment
	ii. Removable and Fixed Appliance Therapy (thumb sucking and tongue thrust)
	iii. Repair of Orthodontic Appliances
	iv. Orthodontic Retainers (Replacement)
	v. Repair of Bracket and Standard Fixed Orthodontic Appliances
	i. Palliative Treatment
	ii. General Anesthesia
	iii. Analgesia, Anxiolysis, Inhalation of Nitrous Oxide
	iv. Intravenous Sedation/Analgesia
	v. Non-Intravenous Conscious Sedation
	vi. House Call, (Nursing Facility Call), Hospital Call, Ambulatory Surgical Center (ASC) Call
	vii. Office Visit – After Regularly Scheduled Hours
	viii. Occlusal Guard
	i. Require prior authorization for emergency dental services and care.
	ii. Indicate that emergencies are covered only if care is secured within a certain period of time.
	iii. Use terms such as “life threatening” or “bona fide” to qualify the kind of emergency that is covered.
	iv. Deny payment based on the member’s failure to notify the DBPM in advance or within a certain period of time after the care is given.

	F. FEE-FOR-SERVICE (FFS) DENTAL CLAIMS MANAGEMENT AND PROCESSING
	1. DBPM FFS Claims Services

	G. MEMBER SERVICES AND EDUCATION
	i. In accordance with 42 CFR §438.10(d), MLTC must provide the DBPM the prevalent non-English language spoken by enrollees in the state. Prevalent is defined as five percent of the population statewide.
	ii. The DBPM, as required in 42 CFR §438.10(c)(3), must be responsible for providing to enrollees and potential enrollees written information in the prevalent non-English language in the DBPM’s particular service area.
	iii. In accordance with 42 CFR §438.10(c)(4)-(5) the DBPM must provide enrollees oral interpretation services available free of charge, to all non-English languages rather than to only those MLTC identifies as prevalent. The DBPM is responsible for pr...
	i. List any subcontractors engaged in member education activities for the DBPM.
	ii. State member education goals and strategies.
	iii. Include the DBPM’s plans to monitor and enforce compliance with all member education guidelines.
	i. The DBPM must have written policies and procedures for the following, but not limited to:
	ii. The DBPM must identify and educate members who access the system inappropriately and provide continuing education as needed.
	iii. The DBPM may propose, for approval by MLTC, alternative methods for orienting new members and must be prepared to demonstrate their efficacy.
	iv. The DBPM must have written policies and procedures for notifying newly identified members within ten (10) business days after receiving the Member File from MLTC.  This notification must be in writing and include a listing of dental home names (an...
	v. The DBPM must submit a copy of the procedures to be used to contact DBPM members for initial member education to MLTC for approval within thirty (30) calendar days following the date of award.
	vi. New Medicaid eligible individuals who have not proactively selected a dental home or whose choice of dental home is not available will have the opportunity to select a dental home within the DBPM that: 1) has entered into a provider agreement with...
	i. The DBPM must send a welcome packet to new members within ten (10) business days from the date of receipt of the Member File from MLTC.
	ii. The DBPM must mail a welcome packet to each new member. When the name of the responsible party for the new member is associated with two (2) or more new members, the DBPM is only required to send one welcome packet.
	iii. All contents of the welcome packet are considered member education materials and, as such, must be reviewed and approved in writing by MLTC prior to distribution according to the provisions described in this RFP. Contents of the welcome packets m...
	iv. The DBPM must adhere to the requirements for the Provider Directory as specified below in Section IV.G.6, its attachments, and in accordance with 42 CFR §438.10.
	i. The date of issue.
	ii. The date of revision.
	iii. If prior versions are obsolete.
	i. Web-based, searchable, online directory for members and the public.
	ii. A hard copy directory for members upon request only.
	i. Names, locations, telephone numbers of, and non-English languages spoken by current contracted providers in the Medicaid enrollee’s service area, including identification of providers, dental homes, specialists, and providers that are not accepting...
	ii. Identification of dental homes, specialists, and dental groups in the service area.
	iii. Identification of any restrictions on the enrollee’s freedom choice among network providers.
	iv. Identification of hours of operation including identification of providers with non-traditional hours (Before 8 a.m. or after 5 p.m. or any weekend hours).
	i. DBPM policies and procedures.
	ii. Prior authorizations.
	iii. Access information.
	iv. Information on dental homes or specialists.
	v. Referrals to participating specialists.
	vi. Resolution of service and/or dental delivery problems.
	vii. Member grievances.
	i. Effectively manage all calls received and assign incoming calls to available staff in an efficient manner.
	ii. Transfer calls to other telephone lines.
	iii. Provide an option to speak to a live person (during call center hours of operation).
	iv. Provide detailed analysis as required for the reporting requirements, as specified, including the quantity, length and types of calls received, elapsed time before the calls are answered, the number of calls transferred or referred; abandonment ra...
	v. Provide a message that notifies callers that the call may be monitored for quality control purposes.
	vi. Measure the number of calls in the queue at peak times.
	vii. Measure the length of time callers are on hold.
	viii. Measure the total number of calls and average calls handled per day/week/month.
	ix. Measure the average hours of use per day.
	x. Assess the busiest times and days by number of calls.
	xi. Record calls to assess whether answered accurately.
	xii. Provide a backup telephone system that must operate in the event of line trouble, emergency situations including natural disasters, or other problems so that access to the telephone lines is not disrupted.
	xiii. Provide interactive voice response (IVR) options that are user-friendly to members and include a decision tree illustrating IVR system.
	xiv. Inform the member to dial 911 if there is an emergency.
	i. Presenting their Nebraska Medicaid issued Medicaid ID card when using dental services.
	ii. Being familiar with the DBP procedures to the best of the member's abilities.
	iii. Calling or contacting the DBPM to obtain information and have questions answered.
	iv. Providing participating network providers with accurate and complete dental information.
	v. Asking questions of providers to determine the potential risks, benefits and costs of treatment alternatives and following the prescribed treatment of care recommended by the provider or letting the provider know the reasons the treatment cannot be...
	vi. Living healthy lifestyles and avoiding behaviors know to be detrimental to their health.
	vii. Following the grievance process established by the DBPM if they have a disagreement with a provider.
	viii. Making every effort to keep any agreed upon appointments, and follow-up appointments; and accessing preventive care services, and contacting the provider in advance if unable to keep the appointment.

	H. GRIEVANCES AND APPEALS
	i. A grievance is a member’s expression of dissatisfaction with any aspect of care other than the appeal of actions.
	ii. The grievance system includes a grievance process, an appeal process, and access to the State’s fair hearing system. Any grievance system requirements apply to all three (3) components of the grievance system, not just to the grievance process.
	iii. A grievance process is the procedure for addressing members’ grievances.
	i. Give members reasonable assistance in completing forms and other procedural steps, including but not limited to providing interpreter services and toll-free numbers with teletypewriter/telecommunications devices for deaf individuals and interpreter...
	ii. Acknowledge receipt of each grievance and appeal in writing to the member within ten (10) calendar days of receipt.
	iii. Ensure that individuals completing the review of grievances and appeals are not the same individuals involved in previous levels of review or decision-making, nor the subordinate of any such individual. The individual addressing a member’s grieva...
	iv. Take into account all comments, documents, records, and any other information submitted by the member or his/her representative without regard to whether such information was submitted or considered in the initial adverse benefit decision.
	v. Provide access to MLTC and/or its designee for any information related to grievances or appeals filed by its members. MLTC will monitor enrollment and termination practices to ensure proper implementation of the DBPM's grievance procedures, in comp...
	i. The DBPM must provide a definition of service authorization that, at a minimum, includes the member’s request for the provision of a service.
	ii. The DBPM must assure that any decision to deny a service authorization request or to authorize a service in an amount, duration, or scope that is less than requested must be made by a health care professional who has appropriate clinical expertise...
	i. The DBPM must notify the requesting provider, and give the member written notice, of any decision to deny a service authorization request, or to authorize a service in an amount, duration, or scope that is less than requested. The notice must meet ...
	ii. The DBPM must give the member written notice of any action (not just service authorization actions) within the timeframes required for each type of action. The notice must explain:
	iii. The notice must be in writing and must meet the language and format requirements described in Section IV.G – Member Services and Education.
	i. The DBPM must provide notice to the member a minimum of ten (10) days before the date of action when the action is a termination, suspension, or reduction of previously authorized Medicaid-covered services.
	ii. The period of advanced notice required is shortened to five (5) days if probable member fraud has been verified.
	iii. The DBPM must give notice by the date of the action under the following circumstances:
	iv. The DBPM must provide notice on the date of action when the action is a denial of payment.
	v. Standard Service Authorization Denial
	vi. Expedited Service Authorization Denial
	vii. Untimely Service Authorization Decisions
	i. Ensure that verbal inquiries seeking to appeal an action are treated as appeals and confirm those inquiries in writing, unless the member or the provider requests expedited resolution.
	ii. Ensure that there is only one level of appeal for members.
	iii. Provide a reasonable opportunity to present evidence, and allegations of fact or law, in person as well as in writing.
	iv. Provide the member and his or her representative (free of charge and sufficiently in advance of the resolution timeframe for appeals) the member’s case file, including medical records, other documents and records, and any new or additional evidenc...
	v. Consider the member, representative, or estate representative of a deceased member as parties to the appeal.
	i. Make reasonable efforts to give the member prompt verbal notice of the delay.
	ii. Within two (2) calendar days, give the member written notice of the reason for the decision to extend the timeframe and inform the member of the right to file a grievance if he/she disagrees with that decision.
	iii. Resolve the appeal as expeditiously as the member’s health condition requires but no later than the date on which the extension expires.
	i. The results and date of the appeal resolution.
	ii. For decisions not wholly in the member’s favor:
	i. Transfer the appeal to the standard timeframe of no longer than thirty (30) calendar days from the day the DBPM receives the appeal with a possible extension of fourteen (14) calendar days.
	ii. Make a reasonable effort to give the member prompt verbal notice of the denial and a written notice within two (2) calendar days.
	i. The appeal is filed timely, meaning on or before the later of the following:
	ii. The appeal involves the termination, suspension, or reduction of a previously authorized course of treatment.
	iii. The services were ordered by an authorized provider.
	iv. The authorization period has not expired.
	v. The member requests an extension of benefits.
	i. The member withdraws the appeal.
	ii. The member does not request an appeal within ten (10) calendar days from when the DBPM mails an adverse DBPM decision.
	iii. A state fair hearing decision adverse to the member is made.
	iv. The authorization expires or authorization service limits are met.

	I. PROVIDER NETWORK REQUIREMENTS
	i. Ensure the provision of all core dental benefits and services specified in the contract. Accessibility of benefits/services, including geographic access, appointments, and wait times must be in accordance with the requirements in this RFP. These mi...
	ii. Provide core dental services directly or enter into written agreements with providers or organizations that must provide core dental services to the members.
	iii. Not execute contracts with individuals or groups of providers who have been excluded from participation in Federal healthcare programs under either section 1128 or section 1128A of the Social Security Act [42 CFR §438.214(d)] or state funded heal...
	iv. Not prohibit, or otherwise restrict, a healthcare professional acting within the lawful scope of practice, from advising or advocating on behalf of a member who is his or her patient for the following:
	v. Monitor provider compliance with applicable access requirements, including but not limited to, appointment and wait times, and take corrective action for failure to comply. The DBPM must conduct appointment availability surveys annually.  The surve...
	vi. If a member requests a provider who is located beyond access standards, and the DBPM has an appropriate provider within the DBPM who accepts new patients, it must not be considered a violation of the access requirements for the DBPM to grant the m...
	vii. The DBPM must require that providers deliver services in a culturally competent manner to all members, including those with limited English proficiency and diverse cultural and ethnic backgrounds and provide for interpreters in accordance with 42...
	viii. The DBPM must at least quarterly validate provider demographic data to ensure that current, accurate, and clean data is on file for all contracted providers. Failure to do so may result in monetary penalties against the DBPM; whether the data is...
	i. The DBPM has signed a contract with providers of the specialty types listed below who accept new members and are available on at least a referral basis.
	ii. The DBPM is in compliance with access and availability requirements.
	i. Endodontists
	ii. Oral Surgeons
	iii. Orthodontists
	iv. Pedodontists
	v. Periodontists
	vi. Prosthodontists
	i. Care that is comprehensive and includes acute, corrective, and preventative services.
	ii. Care that is individualized to each member based upon a dental exam for tooth decay and gum problems.
	iii. Care that is preventative and includes information about proper care for the member’s teeth and gums, and correct diet.
	iv. For children, care that prepares parents and guardians with guidance about what to expect for their child’s age for the growth of teeth and the jaw.
	v. For children, care that is educational and helps parents and guardians learn about their child’s dental health now and as their child grows.
	vi. Care that is provided in a culturally competent manner.
	i. The DBPM must include in its Provider Network Development Management Plan, detailed in this section, a plan for establishing Dental Homes for members. The Dental Home plan must, at a minimum, address the following topics:
	i. Anticipated maximum number of Medicaid members.
	ii. Expected utilization of services, taking into consideration the characteristics and healthcare needs of the members in the DBPM.
	iii. The numbers and types (in terms of training, experience, and specialization) of providers required to furnish Medicaid core dental benefits and services.
	iv. The numbers of DBPM providers who are not accepting new DBPM members.
	v. The geographic location of providers and members, considering distance, travel time, the means of transportation ordinarily used by members, and whether the location provides physical access for Medicaid enrollees with disabilities.
	i. Assurance of Adequate Capacity and Services
	ii. Establishing Dental Homes
	iii. Access to Dental Homes
	iv. Access to Specialists
	v. Timely Access
	vi. Service Area
	vii. Second Opinion
	viii. Out-of-Network Providers
	i. Any change that would cause more than five percent (5%) of members to change the location where services are received or rendered.
	ii. A decrease in the total of individual dental homes by more than five percent (5%).
	iii. A loss of any participating specialist which may impair or deny the members’ adequate access to providers.
	iv. Other adverse changes to the composition of which impair or deny the members’ adequate access to providers.
	i. Information about how the provider network change will affect the delivery of covered services.
	ii. The DBPM’s plan for maintaining the quality of member care, if the provider network change is likely to affect the delivery of covered services.

	J. PROVIDER SERVICES
	i. Be available Monday through Friday from 7:00 am to 5:00 pm (central time) to address non-emergency provider issues or requests.
	ii. Ensure all providers in the DBPM’s network are provided all rights outlined in the DBPM’s provider handbook.
	iii. Provide ongoing provider training, respond to provider inquiries and provide general assistance to providers regarding program operations and requirements.
	iv. Ensure regularly scheduled visits to provider sites, as well as ad hoc visits as circumstances dictate.
	i. The DBPM must operate a toll-free telephone line to respond to provider questions, comments and inquiries.
	ii. The provider access component of the toll-free telephone line must be staffed between the hours of 7:00 am and 7:00 pm (central time) Monday through Friday to respond to provider questions in all areas, including but not limited to prior authoriza...
	iii. The DBPM’s call center system must have the capability to track provider call management metrics.
	iv. After normal business hours, the provider service component of the toll-free telephone line must include the capability of providing information regarding normal business hours and instructions to verify enrollment for any DBPM member with an emer...
	i. The DBPM must have a provider website. The provider website may be developed on a page within the DBPM’s existing website (such as a portal) to meet these requirements.
	ii. The DBPM provider website must include general and up-to-date information about the DBPM and the DBP. This must include, but is not limited to:
	iii. The DBPM provider website is considered marketing material and, as such, must be reviewed and approved by MLTC in writing within thirty (30) calendar days of the date of award.
	iv. The DBPM must notify MLTC when the provider website is in place and when any approved changes are made.
	v. The DBPM must remain compliant with HIPAA and any other (e.g., 42 CFR Part 31, Subpart F) applicable privacy and security requirements when providing any member eligibility or member identification information on the website.
	vi. The DBPM website must be in compliance with the Americans with Disabilities Act, and specifically meet all standards the Act sets for people with visual impairments and disabilities that make usability a concern, as well as any other applicable laws.
	ii. The DBPM may choose not to distribute the provider handbook via regular mail, provided it submits a written notification to all providers that explains how to obtain the provider handbook from the DBPM’s website. This notification must also detail...
	iii. All provider handbooks and bulletins must be in compliance with state and federal laws. The provider handbook must serve as a source of information regarding DBPM covered services, policies and procedures, statutes, regulations, telephone access,...
	iv. At a minimum, the provider handbook must include the following information:
	v. The DBPM must disseminate bulletins as needed to incorporate any changes to the provider handbook.
	i. The DBPM must provide training to all providers and their staff regarding the requirements of the contract. The DBPM must make initial training available within thirty (30) calendar days of contracting with a provider.
	ii. The DBPM must also conduct ongoing training throughout the duration of this contract, as deemed necessary by the DBPM or MLTC, in order to ensure compliance with program standards and the contract. Training sessions must include, but not be limite...
	iii. The DBPM must submit a copy of the provider training handbook and training schedule to MLTC for review and approval a minimum thirty (30) calendar days from the date of award. Any changes to the handbook must be submitted to MLTC a minimum of for...
	iv. The DBPM must develop and offer specialized initial and ongoing training in billing procedures, service authorization requirements, and other procedures it deems appropriate for network providers who/that have traditionally billed and obtained ser...
	v. The DBPM must develop, establish, and maintain a provider advisory committee. The committee must have representation from the major provider organizations in the state, as well as individual providers. Whenever feasible, DBPM staff must work collab...
	vi. The DBPM must meet with providers and provider associations on a regular basis and at various locations throughout the state. In addition, the DBPM must hold a provider forum no less frequently than quarterly, at various locations across the state...
	i. Subject to the limitations described in 42 CFR §438.102(a)(2), the DBPM must not prohibit or otherwise restrict a health care provider, acting within the lawful scope of his/her/its practice, from advising or advocating on behalf of a member, who i...
	ii. If the DBPM violates the anti-gag provisions set forth in 42 U.S.C. §438.102(a)(1), it will be subject to intermediate sanctions.
	iii. The DBPM must comply with the provisions of 42 CFR §438.102(a)(1)(ii) concerning the integrity of professional advice to members, including no interfering with providers’ advice to members and information disclosure requirements related to provid...
	i. The DBPM must establish a Provider Complaint System (PCS) for in-network and out-of-network providers to dispute the DBPM’s policies, procedures, or any aspect of the DBPM’s administrative functions. As part of the PCS, the DBPM must:
	ii. The DBPM must have and implement written policies and procedures which detail the operation of the PCS. The DBPM must submit its PCS policies and procedures to MLTC for review and approval within thirty (30) calendar days of the date of award. The...
	iii. The DBPM must include a description of the PCS in the Provider Handbook and include specific instructions regarding how to contact the DBPM’s Provider Relations staff; and contact information for the person from the DBPM who receives and processe...
	iv. The DBPM must distribute the DBPM’s policies and procedures to in-network providers at time of subcontract and to out-of-network providers with the remittance advice. The DBPM may distribute a summary of these policies and procedures to providers ...

	K. SUBCONTRACTING REQUIREMENTS
	L. CARE COORDINATION
	M. QUALITY MANAGEMENT
	i. Objectively and systematically monitor and evaluate the quality and appropriateness of care and services and promote improved patient outcomes through monitoring and evaluation activities.
	ii. Incorporate improvement strategies that include, but are not limited to:
	iii. Detect underutilization and overutilization of services.
	iv. Assess the quality and appropriateness of dental care furnished to enrollees with special healthcare needs.
	i. The DBPM Dental Director must serve as either the chairman or co-chairman.
	ii. DBPM staff representing the various departments of the organization will have membership on the committee.
	iii. The DBPM is encouraged to include a member advocate representative on the QAPI Committee.
	i. The committee must:
	i. Reflect a coordinated strategy to implement the QAPI Program, including planning, decision making, intervention and assessment of results.
	ii. Include processes to evaluate the impact and effectiveness of the QAPI Program.
	iii. Include a description of the DBPM staff assigned to the QAPI Program, their specific training, how they are organized, and their responsibilities.
	iv. Describe the role of its providers in giving input to the QAPI Program.
	i. The DBPM must submit QAPI reports annually to MLTC which, at a minimum, must include:
	ii. MLTC reserves the right to request additional reports as deemed necessary. MLTC will notify the DBPM of additional required reports no less than sixty (60) days prior to due date of those reports.
	i. The DBPM must report on PMs listed in Attachment 6 – Performance Measures which include, but are not limited to, Healthcare Effectiveness Data and Information Set (HEDIS) measures, CMS measures, Dental Quality Alliance (DQA) measures, and other mea...
	ii. The DBPM must have processes in place to monitor and report all performance measures.
	iii. Clinical PM outcomes must be submitted to MLTC at least annually and upon MLTC request.
	iv. Administrative PMs must be submitted to MLTC at least quarterly and upon MLTC request.
	v. The reports and data must demonstrate adherence to clinical practice guidelines and must demonstrate changes in patient outcomes.
	vi. Performance measures may be used to create Performance Improvement Projects (PIP) which are the DBPM’s activities to design, implement and sustain systematic improvements based on their own data.
	i. All Administrative PMs are reporting measures.
	ii. MLTC may add or remove PM reporting requirements with a sixty (60) day advance notice.
	i. The DBPM must utilize MLTC-approved systems, operations, and performance monitoring tools and/or automated methods for monitoring. Access to such systems and tools must be granted to MLTC as needed for oversight.
	ii. The monitoring tools and reports must be flexible and adaptable to changes in the quality measurements required by MLTC.
	iii. The DBPM must provide individual dental home clinical quality profile reports.
	i. MLTC will monitor the DBPM’s performance using national performance benchmarks, identified in Attachment 6, and other benchmarks identified by MLTC.
	ii. During the course of the contract, MLTC or its designee must communicate with the DBPM regarding the data and reports received as well as meet with representatives of the DBPM to review the results of performance measures.
	iii. The DBPM must comply with the EQR review of the QAPI Committee meeting minutes and annual dental audits to ensure that it provides quality and accessible healthcare to DBPM members, in accordance with standards contained in the contract. Such aud...
	iv. The standards by which the DBPM must be surveyed and evaluated will be at the sole discretion and approval of MLTC. If deficiencies are identified, the DBPM must formulate a CAP incorporating a timetable within which it will correct deficiencies i...
	i. A CAP must be required for performance measures that do not reach the Department’s performance benchmark.
	ii. The DBPM must submit a CAP, within thirty (30) calendar days of the date of notification or as specified by MLTC, for the deficiencies identified by MLTC.
	iii. Within thirty (30) calendar days of receiving the CAP, MLTC will either approve or disapprove the CAP. If disapproved, the DBPM must resubmit, within fourteen (14) calendar days, a new CAP that addresses the deficiencies identified by MLTC.
	iv. Upon approval of the CAP, whether the initial CAP or the revised CAP, the
	DBPM must implement the CAP within the time frames specified by MLTC.
	v. MLTC may impose liquidated damages and/or sanctions pending attainment of acceptable quality of care.
	i. A clear study topic and question as determined or approved by MLTC.
	ii. Clear, defined, and measurable goals and objectives that the DBPM can achieve in each year of the project.
	iii. A study population.
	iv. Measurements of performance using quality indicators that are objective, measurable, clearly defined, and allow tracking of performance over time.  The DBPM must use a methodology based on accepted research practices to ensure an adequate sample s...
	v. The methodology for evaluation of findings from data collection.
	vi. Implementation of system interventions to achieve quality improvement.
	vii. A methodology for the evaluation of the effectiveness of the chosen interventions.
	viii. Documentation of the data collection methodology used (including sources) and steps taken to ensure the data is valid and reliable.
	ix. Planning and initiation of activities for increasing and sustaining improvement.
	i. Getting Needed Care
	ii. Getting Care Quickly
	iii. How Well Providers Communicate
	iv. DBPM Customer Service
	v. Global Ratings
	vi. Member Satisfaction Survey Reports are due one hundred, twenty (120) calendar days after the end of the contract year.
	i. Monitoring providers’ requests for rendering healthcare services to its members.
	ii. Monitoring the dental appropriateness and necessity of healthcare services provided to its members utilizing provider quality and utilization profiling.
	iii. Reviewing the effectiveness of the utilization review process and making changes to the process as needed.
	iv. Approving policies and procedures for UM that conform to industry standards, including methods, timelines and individuals responsible for completing each task.
	v. Monitoring consistent application of “medical necessity” criteria.
	vi. Application of clinical practice guidelines;
	vii. Monitoring over- and under-utilization.
	viii. Review of outliers.
	ix. Dental Record Reviews.
	i. Designated staff to perform this duty.
	ii. The method of case selection.
	iii. The anticipated number of reviews by practice site.
	iv. The tool the DBPM must use to review each site.
	v. How the DBPM must link the information compiled during the review to other DBPM functions (e.g. QI, credentialing, peer review, etc.)
	i. Written policies and procedures for processing requests for initial and continuing authorizations of services, where a provider does not request a service in a timely manner or refuses a service.
	ii. Mechanisms to ensure consistent application of review criteria for authorization decisions and consultation with the requesting provider as appropriate.
	iii. Requirement that any decision to deny a service authorization request or to authorize a service in an amount, duration, or scope that is less than requested is made by the DBPM Dental Director.
	iv. Provide a mechanism in which a member may submit, whether oral or in writing, a service authorization request for the provision of services. This process must be included in its member manual and incorporated in the grievance procedures.
	v. The DBPM's service authorization system must provide the authorization number and effective dates for authorization to participating providers and applicable non-participating providers.
	vi. The DBPM’s service authorization system must have capacity to electronically store and report all service authorization requests, decisions made by the DBPM regarding the service requests, clinical data to support the decision, and time frames for...
	i. The DBPM must make eighty percent (80%) of standard service authorization determinations within two (2) business days of obtaining appropriate dental information that may be required regarding a proposed admission, procedure, or service requiring a...
	ii. An extension may be granted for an additional fourteen (14) calendar days if the member or the provider or authorized representative requests an extension or if the DBPM justifies to MLTC a need for additional information and the extension is in t...
	i. In the event a provider indicates, or the DBPM determines, that following the standard service authorization timeframe could seriously jeopardize the member’s life or health or ability to attain, maintain, or regain maximum function, the DBPM must ...
	i. The DBPM may extend the seventy-two (72) hour time period by up to fourteen (14) calendar days if the member or if the DBPM justifies to MLTC a need for additional information and how the extension is in the member’s best interest.
	ii. The DBPM must make retrospective review determinations within thirty (30) calendar days of obtaining the results of any appropriate dental or medical information that may be required, but in no instance later than one hundred, eighty (180) calenda...
	iii. The DBPM must not subsequently retracts its authorization after services have been provided or reduce payment for an item or service furnished in reliance upon previous service authorization approval, unless the approval was based upon a material...
	i. Approval
	ii. Adverse Action
	iii. Informal Reconsideration
	iv. Exceptions to Requirements
	i. An individual or entity who/that is debarred, suspended, or otherwise excluded from participating in procurement activities under the Federal Acquisition Regulation or from participating in non-procurement activities under regulations issued under ...
	ii. An individual or entity who is an affiliate, as defined in the Federal Acquisition Regulation, of:
	iii. Any individual or entity excluded for cause from participation in any state Medicaid program or the Medicare program.
	iv. Any individual or entity listed on the Federal System for Award Management, the Office of Inspector General’s (OIG) List of Excluded Individuals and Entities database, or the Nebraska Medicaid Excluded Providers list.
	i. Written policies, procedures, and standards of conduct that articulate the DBPM’s commitment to comply with all applicable State and Federal requirements.
	ii. Agreement to report all allegations of fraud to the NMPI. The policies and procedures must designate those staff members responsible for reporting fraud.
	iii. The designation of a Program Integrity Officer and compliance committee that is accountable to senior management and must ensure an adequately staffed compliance office.
	iv. Discussion of the compensation and qualifications of the staff, who must be adequate in number and training, to effectively monitor the Nebraska Medicaid contract.
	v. Effective lines of communication between the Program Integrity Officer and the DBPM’s employees, providers, and subcontractors.
	vi. Effective training and education for the Program Integrity Officer, DBPM employees, and subcontractors.
	vii. Detailed information about the False Claims Act and the other provisions described in Section 1902(a)(68)(A) of the Social Security Act. A description of the methodology and standard operating procedures used to prevent, identify, intervene, and ...
	viii. Enforcement of standards through guidelines included in member and provider handbooks, trainings, and member and provider newsletters.
	ix. A description of the proactive specific controls in place to detect FWA and erroneous payments, including an explanation of the technology used to identify aberrant billing patterns, claims edits, post-processing review of claims, and record reviews.
	x. Provision that the DBPM’s FWA and erroneous payments unit has access to provider records.
	xi. Procedures for ongoing monitoring and auditing of DBPM systems, including but not limited to, claims processing, billing and financial operations, enrollment functions, member services, provider services, and continuous quality improvement (CQI); ...
	xii. Procedures for timely, complete, and consistent exchange of information and collaboration with NMPI, MFPAU, and MLTC’s contracted EQRO regarding suspected fraud and abuse.
	xiii. Provisions for the confidential reporting of plan violations, such as a hotline to report violations, and a clearly designated individual, such as the Program Integrity Officer, to receive them. Several independent reporting paths must be create...
	xiv. Protections to ensure that no individual who reports program integrity-related violations or suspected FWA is retaliated against by anyone who is employed by or contracts with the DBPM. The DBPM must ensure that the identity of individuals report...
	xv. Provisions for a prompt response to detected offenses and for development of corrective action initiatives related to the contract in accordance with 42 CFR §438.608.
	xvi. Agreement to and the method the DBPM will use to suspend all provider payments when notified by MLTC to suspend payments because of a credible allegation of fraud.
	xvii. The method the DBPM will use to comply with requests from NMPI or the MFPAU for access to and copies of any records kept by the DBPM, computerized data stored by the DBPM, or information maintained by DBPM providers to which MLTC is authorized t...
	xviii. The method the DBPM will use to prevent payments to international accounts.
	i. Evidence of completed, effective education for the Program Integrity Officer and the organization’s employees, DBPM providers, and members about the compliance plan, FWA, and erroneous payments and how to report any allegations regarding any of them.
	ii. Effective lines of communication between the compliance officer and the DBPM employees, DBPMs, providers, and MLTC and its designee(s).
	iii. Established written policies for all employees (including management), and any subcontractor or agent of the entity, that include detailed information about the False Claims Act and the other provisions named in section 1902(a)(68)(A) of the Soci...
	i. DBPM code of conduct training.
	ii. Privacy and security (including but not limited to HIPAA).
	iii. FWA and erroneous payments.
	iv. Procedures for the timely, consistent exchange of information and collaboration with MLTC.
	v. Organizational chart, including the Program Integrity Officer and program integrity investigator(s).
	vi. Provisions of 42 CFR §438.610 and all relevant State and Federal laws, regulations, policies, procedures and guidance (including CMS’ Guidelines for Constructing a Compliance Program for Medicaid Managed Care Organizations and Prepaid Networks) is...
	i. A monthly cumulative report of all new referrals of potential FWA and erroneous payments received by the DBPM.  The report must be submitted  electronically in an Excel spreadsheet that includes the following details: provider name, provider nation...
	ii. A monthly update of all previously reported referrals of provider FWA and erroneous payments under review by the DBPM. The report must be sent electronically in an Excel spreadsheet and include the details from the new referrals report (described ...
	iii. Monthly reports of claims adjudicated to finalization by the DBPM in the previous calendar month. The report must include the number and dollar amount of claims submitted, the amount disallowed and reduced, the amount of payments by other sources...
	iv. A monthly report of all overpayments identified and collected. The report must be sent electronically in an Excel spreadsheet. It is due by the second Friday of each month to report the previous month’s information, if any.
	v. A monthly report of all providers that have left the DBPM provider network, including the provider’s name, NPI, Medicaid Provider ID number, provider type, address, and reason. The report must be sent electronically in an Excel spreadsheet. It is d...
	vi. A monthly report of the DBPM’s efforts to detect and prevent FWA. The report is due by the second Friday of each month to report the previous month’s information, if any.  The content of the report must include, but is not limited to:
	i. Contact the subject of the investigation concerning any matter related to the investigation.
	ii. Institute any interventions, sanctions, or remedial procedures towards the subject of the investigation, including but not limited to hearings, suspension, or termination.
	iii. Take any actions to recoup or withhold improperly paid funds already paid or potentially due to the provider.
	iv. File any civil action based upon the suspected fraud against the subject of the investigation.
	v. Enter into or attempt to negotiate any settlement or agreement regarding the suspected fraud.
	vi. Accept any money or other thing of value offered by the subject of the investigation in connection with suspected fraud.
	i. Utilization trend
	ii. Unit cost trend
	i. Changes to benefits and services included in the monthly capitation rates.
	ii. Changes in Federal law, Federal regulations, State law, State regulations, State policies, or the Medicaid State Plan.
	iii. Changes to Medicaid population groups eligible to enroll in DBP.
	iv. Legislative appropriations and budgetary constraints.
	i. The DBPM is required to submit Internal Revenue Service Form 8963, pursuant to the federal regulations referenced immediately above, to MLTC by September 5th of each year.
	ii. All documents listed above and any additional data or information requested by MLTC must be submitted with an attestation by the reporting DBPM in accordance with the certification requirements specified in Section IV.T – Reporting and Deliverables.
	iii. Following the determination of the amount to be reimbursed and the federal and state income tax impact related to the HIPF fee, the capitation rate PMPM for each aid category will be reprocessed. The capitation payment will include the prorated H...
	iv. The DBPM and MLTC’s actuary will each calculate the HIPF, and compare the results. The DBPM must provide MLTC with verification of payment to the IRS.
	c. The Consolidated Appropriations Act of 2016, Title II, § 201, Moratorium on Annual Fee on Health Insurance Providers, suspends collection of the HIPF for the 2017 calendar year.
	i. Provide Indian Health Services/Tribal 638/Urban Indian Health (I/T/U) providers, whether participating in the network or not, payment for covered services provided to Indian members who are eligible to receive services from these providers either:
	ii. Make prompt payment to all I/T/U providers in its network in compliance with Federal regulations regarding payments to practitioners in individual or group practices, per 42 CFR §447.45 and §447.46.
	i. Services furnished by dentist/groups that are covered by any incentive plan.
	ii. Type of incentive arrangement (e.g., withhold, bonus, or capitation).
	iii. Percent of withhold or bonus (if applicable).
	iv. Panel size, and if patients are pooled, the method used.
	v. If the dentist/group is at substantial financial risk, documentation that the dentist/group has adequate stop-loss coverage, including the amount and type of stop-loss.
	i. Uniquely identify the attending and billing provider of each service.
	ii. Identify the date of receipt of the claim (the date the DBPM receives the claim as indicated by the date stamp on the claim).
	iii. Identify real-time accurate history with dates of adjudication, results of each claim, such as paid, denied, pended, adjusted, voided, appealed, etc., and follow-up information about disputed claims.
	iv. Identify the date of payment, (the date of the check or other form of payment), and the number of the check or electronic funds transfer (EFT).
	v. Identify all data elements as required by MLTC for encounter data submission, as described in this RFP.
	vi. Have the ability to integrate member claim and diagnosis history for use when adjudicating claims to override edit checks (such as prior authorization), based on the existence of a diagnosis or prior claim history.
	vii. Accept submission of paper-based claims and electronic claims by participating providers, and non-participating providers according to the DBPM policies as approved by MLTC.
	viii. Accept submission of electronic and paper adjustment and void transactions.
	ix. Have the capability to pay claims at $0.00.
	x. For the purpose of this section, identify means to capture, edit and retain.
	i. Medicaid Correct Coding Initiative for professional, ambulatory surgical center, and outpatient services.
	ii. Multiple procedure/surgical reductions.
	iii. Global day evaluation and management bundling standards.
	i. Within five (5) business days of receipt of a claim, the DBPM must provide an initial screening and either reject the claim, or assign a unique control number and enter it into the system for processing and adjudication.
	ii. Process and pay or deny, as appropriate, a minimum of ninety percent (90%) of all clean claims for medical services provided to members within fifteen (15) business days of the date of receipt.  The date of receipt is the date the DBPM receives th...
	iii. Process and pay or deny, as appropriate, a minimum of ninety-nine percent (99%) of all clean claims for medical services provided to members within sixty (60) calendar days of the date of receipt.
	iv. Fully adjudicate (pay or deny) all other claims within six (6) months of the date of receipt.
	i. The DBPM may reject claims because of missing or incomplete information. In those circumstances, the original claim must be returned to the provider accompanied by a rejection letter.
	ii. A rejected claim should not appear on a remittance advice because it will not have been entered into the DBPM’s claims processing system.
	iii. The rejection letter must indicate why the claim is being returned, including all defects or reasons known at the time the determination is made. The letter must contain, at a minimum, the following information:
	i. Incorrect claims payments must be adjusted or voided electronically.
	ii. Only a paid claim may be adjusted or voided.
	iii. Incorrect provider numbers or member Medicaid ID numbers cannot be adjusted. The claim must be voided and then resubmitted.
	i. The DBPM must not deny provider claims on the basis of untimely filing for claims that involve coordination of services or subrogation (when the provider is pursuing payment from a third party). In situations of third party benefits, the timeframes...
	ii. The DBPM must not deny claims solely for failure to meet timely filing guidelines due to an error by MLTC or its subcontractors. If a provider files erroneously with another DBPM but produces documentation verifying that the initial filing of the ...
	iii. For purposes of DBPM reporting on payments to providers, an adjustment to a paid claim must not be counted as a claim and electronic claims must be treated as identical to paper claims.
	i. The DBPM must perform system edits, including but not limited to:
	ii. The DBPM must have the ability to update current procedural terminology (CPT)/Healthcare Common Procedure Coding System (HCPCS), International Classification of Diseases, Tenth Revision (ICD-10-CM), and other codes based on HIPAA standards and mov...
	iii. In addition to CPT, ICD-10-CM, ICD-10-PCS, and any other national coding standards, the use of applicable HCPCS Level II and Category II CPT codes are mandatory, aiding both the DBPM’s and MLTC’s evaluation of performance measures.
	iv. The DBPM must perform post-payment review on a sample of claims to ensure services provided were medically necessary and were provided in accordance with State and Federal requirements.  This must include, as applicable, a review of provider docum...
	i. The process for documenting the date of actual receipt of non-electronic claims and the date and time of electronic claims.
	ii. The process for reviewing claims for accuracy and acceptability.
	iii. The process for preventing the loss of claims.
	iv. The process for reviewing claims to determine if they are complete, correct, and payable.
	i. Name of the member.
	ii. Unique member Medicaid identification number.
	iii. Patient claim number or patient account number.
	iv. Date of service.
	v. Total provider charges.
	vi. Member liability, specifying any coinsurance, deductible, copayment, or non-covered amount.
	vii. Amount paid by the DBPM and/or the amount denied and the HIPAA-compliant reasons for denial.
	viii. An attachment to the RA if the claim was denied due to a TPL, including but not be limited to, TPL carrier information such as carrier code, policy number, and mailing address.
	ix. A description of provider rights for claims disputes.
	i. The description of the service furnished.
	ii. The name of the provider furnishing the service.
	iii. The date on which the service was furnished.
	iv. The amount of payment made for the service
	i. Claim data is correctly entered into the claims processing system.
	ii. The claim is associated with the correct provider.
	iii. Proper authorization was obtained for the service.
	iv. Member eligibility on the processing date was correctly applied.
	v. The allowed payment amount agrees with the contracted rate and the terms of the provider agreement between the DBPM and the provider.
	vi. Duplicate payment of the same claim did not occur.
	vii. The denial reason, if applicable, was applied appropriately.
	viii. Copayments were considered and applied if applicable.
	ix. Patient liability was correctly identified and applied.
	x. Modifier codes were correctly applied.
	xi. Other insurance was properly considered and applied if present.
	xii. Proper benefit limits were applied.
	xiii. Proper coding including bundling and unbundling was applied.
	i. Results of each attribute tested for each claim selected.
	ii. The amount of any overpayment or underpayment for claims processed or paid in error.
	iii. An explanation of the erroneous processing for each claim processed or paid in error.
	iv. A determination of whether any error is the result of keying errors or errors in the configuration or table maintenance of the claims processing system.
	v. Documentation that any claims processed or paid in error have been corrected.
	i. The DBPM must provide to any State auditor (including but not limited to the Auditor of Public Accounts), or his/her designee, on written request, files for any specified accounting period for which a valid contract exists or has expired, in a file...
	ii. If the auditor’s findings point to discrepancies or errors, the DBPM must provide a written CAP to MLTC within ten (10) business days of receipt of the audit report.
	i. The DBPM must coordinate audits with MLTC or its designee and respond within thirty (30) calendar days of a request by MLTC regarding the DBPM’s review of a specific provider and/or claim(s), and the issue reviewed.
	ii. In the event MLTC or its designee identifies a mispayment, the DBPM has thirty (30) calendar days from the date of notification of the mispayment to determine if the claim(s) were corrected or adjusted prior to the date of MLTC notification. On re...
	iii. MLTC reserves the right to review any claim paid by the DBPM or its designee. The DBPM has the right to collect or recoup any overpayments identified by the DBPM from providers of service in accordance with existing laws or regulations. However, ...
	i. Pursuant to applicable law, the Medicaid program is the payer of last resort. All other available TPL resources must meet their legal obligation to pay claims before the DBPM pays for the care of a Medicaid member.
	ii. The DBPM must exercise full assignment rights as applicable; must make every reasonable effort to determine any TPL to pay for services rendered to members under this contract; and, cost avoid or recover this liability from the third party(ies).
	iii. At the request of MLTC, the DBPM must demonstrate that reasonable effort has been made to seek, collect, and report TPL, and the DBPM’s cost avoidance and recovery efforts.
	iv. MLTC has the sole responsibility for determining whether or not reasonable efforts have been demonstrated. This determination will consider reasonable industry standards and practices.
	v. The DBPM must coordinate benefits in accordance with 42 CFR §433.135, et seq., and 471 NAC 3-004 in order to avoid costs and recover payments from liable parties as appropriate.   For purposes of complying with the Federal regulations referenced in...
	vi. The DBPM may utilize subcontractors to comply with coordination-of-benefit efforts for services provided under this contract. The two methods for coordinating benefits are cost avoidance and post-payment recovery.
	vii. TPL is established when the DBPM receives confirmation that another party is, by statute, contract, or agreement, legally responsible for the payment of a claim for a health care item or service delivered to a member.
	viii. If the probable existence of TPL cannot be established, the DBPM must adjudicate the claim. The DBPM must recover payments if TPL is later determined to exist.
	ix. The DBPM must identify the existence of potential TPL to pay for covered services through the use of diagnosis and trauma code editing in accordance with 42 CFR §433.138(e).
	x. If a TPL insurer requires the member to pay any co-payments, coinsurance, or deductibles, the DBPM is responsible for making these payments even if the services are provided outside of the DBPM network.
	xi. The DBPM, or its subcontractors or providers, must not pursue collection from the member, but directly from the liable third party(ies), except as allowed in 468 NAC Chapter 4-002 and 471 NAC Chapter 3-004.
	xii. MLTC may require a MLTC-contracted TPL vendor to review paid claims that are over ninety (90) calendar days old and pursue TPL (excluding subrogation) for those claims that do not indicate recovery amounts in the DBPM’s encounter data.
	xiii. MLTC is solely responsible for estate recovery activities and will retain any and all funds recovered through these activities.
	i. The DBPM must cost-avoid a claim if it establishes the probable existence of TPL at the time the claim is filed.
	ii. The DBPM may “pay and chase” the full amount allowed under the DBPM payment schedule for the claim and then seek reimbursement for any liable TPL if:
	i. Post-payment recovery is necessary in cases in which the DBPM has not established the probable existence of TPL at the time services were rendered or paid for, or was unable to cost avoid.
	ii. The DBPM must seek recovery within sixty (60) calendar days after the end of the month it learns of the existence of a liable third party after a claim is paid.
	iii. The DBPM must have established procedures for recovering post-payments for MLTC’s review and approval during the readiness review.
	iv. The DBPM must void encounters for claims that are recouped in full. For recoupments that are not recouped in full, the DBPM must submit adjusted encounters.
	v. The DBPM must seek reimbursement in accident/trauma-related cases when claims in the aggregate equal or exceed $250.00, as required by the Medicaid State Plan.
	vi. The amount of any recoveries collected by the DBPM outside of the claims processing system must be treated by the DBPM as offsets to medical expenses for the purposes of reporting.
	i. The DBPM may retain up to one hundred percent (100%) of its TPL collections if all of the following conditions exist:
	ii. MLTC will utilize TPL data in calculating future capitation rates.
	i. The DBPM must provide TPL information to MLTC weekly in a format required by MLTC and must cooperate in any manner necessary with MLTC or its cost recovery vendor.
	ii. Any money recovered from third parties will be retained by the DBPM and reported monthly to MLTC.
	iii. The DBPM must post all third-party payments to claim level detail by member. The DBPM must include the collections and claims information in the encounter data submitted to MLTC, including any retrospective findings via encounter adjustments.
	iv. At the request of MLTC, the DBPM must provide information not included in encounter data submissions that may be necessary for the administration of TPL activity. This information must be provided within thirty (30) calendar days of MLTC’s request...
	v. The DBPM must report members with third party coverage to MLTC on a monthly basis, reporting additions and updates of TPL information in a format and medium specified by MLTC.
	vi. The DBPM must submit an annual report of all health insurance collections for its members plus copies of any Form 1099s received from insurance companies for that period of time.
	i. MLTC may pursue recovery if the DBPM fails to recover reimbursement from the third party, to the limit of legal liability, three hundred, sixty-five (365) days from the date of service of the claim(s).
	ii. The DBPM must seek subrogation amounts regardless of the amount believed to be available as required by Federal law. The amount of any subrogation recoveries collected by the DBPM outside of the claims processing system must be treated by the DBPM...
	i. Identifying TPL coverage, including Medicare and long-term care insurance as applicable.
	ii. Seeking TPL payments before submitting claims to the DBPM.
	i. Verifying the accuracy and timeliness of reported data.
	ii. Screening the data for completeness, logicalness, and consistency.
	iii. Collecting service information in standardized formats to the extent feasible and appropriate.
	i. The DBPM must provide systems help desk (SHD) services for all DBPM, MLTC and other State agency staff who may have direct access to DBPM systems.
	ii. The DBPM’s SHD must be available via local and toll-free telephone service and via e-mail from 7:00 am to 7:00 pm, central time, Monday through Friday. If requested by MLTC, the DBPM must staff the Systems Help Desk (SHD) on a Saturday or Sunday.
	iii. The DBPM’s SHD staff must be able to answer user questions regarding DBPM system functions and capabilities; report any recurring programmatic and operational problems to appropriate DBPM or MLTC staff for follow-up; redirect problems or queries ...
	iv. The DBPM must ensure that individuals who place calls to the SHD between the hours of 7:00 pm to 7:00 am, central time, Monday through Friday, are able to leave a message. The SHD must respond to messages by noon of the following business day.
	v. The DBPM must ensure that recurring problems, not specific to system unavailability, identified by the SHD are documented and reported to DBPM management within one (1) business day of recognition so that deficiencies are promptly corrected.
	vi. The DBPM must have information systems (IS) service management system that provides an automated method to record, track, and report all questions or problems reported to the SHD.
	i. The DBPM must have in place written systems policies and procedures that document all manual and automated processes for its IS, including the safeguarding of all its information.
	ii. The DBPM must maintain and distribute to all users (including MLTC) distinct systems design and management manuals, user manuals, and quick reference guides.
	iii. The DBPM must ensure that the systems user manuals contain information about, and instructions for, using applicable systems functions and accessing applicable system data.
	iv. The DBPM must ensure that all manuals and reference guides are available in printed form and on the DBPM’s website.
	v. The DBPM must update the electronic version of these manuals immediately on taking effect, and make printed versions available within ten (10) business days of the update taking effect.
	i. The DBPM’s systems must conform to future federal and/or MLTC-specific standards for encounter data exchange a minimum of ninety (90) calendar days prior to the standard’s effective date, as directed by CMS or MLTC.
	ii. If a system update or changes are necessary, the DBPM must draft the appropriate revisions to the documentation, and forward them to MLTC for review and approval a minimum of forty-five (45) calendar days prior to intended implementation. Upon MLT...
	The DBPM must notify MLTC of changes to its system a minimum of ninety (90) calendar days prior to the projected date of the change. These changes include major upgrades, modifications, or updates to application or operating software associated with t...
	iii. The DBPM must respond to notification from MLTC of IS problems, excluding IS unavailability, in the following timeframes:
	iv. Unless otherwise agreed to in advance by MLTC, the DBPM must not schedule systems unavailability to perform system maintenance, repair, or upgrade activities to take place during hours that could compromise or prevent critical business operations.
	v. The DBPM must work with MLTC on any testing initiative required by MLTC and must provide sufficient system access to allow MLTC staff to participate in the testing activities.
	i. Audit trail and history of changes made to the provider file.
	ii. Automated interfaces with all licensing and medical boards.
	iii. Automated alerts when provider licenses are nearing expiration.
	iv. Retention of NPI requirements.
	v. System-generated letters to providers when their licenses are nearing expiration.
	vi. Linkages of individual providers to groups.
	vii. Credentialing information.
	viii. Provider office hours.
	ix. Provider languages spoken.
	x. Provider disability accommodations.
	i. Restrict access to information on a “least privilege” basis (e.g., users who are permitted inquiry privileges only will not be permitted to modify information).
	ii. Restrict access to specific system functions and information based on an individual user profile, including inquiry only capabilities. Global access to all functions must be restricted to specified staff, with approval of MLTC.
	iii. Restrict unsuccessful attempts to access system functions to three attempts, with a system function that automatically prevents further access attempts and records those occurrences.
	i. Contain a unique log-on or terminal ID, the date, and time of any create/modify/delete action and, if applicable, the ID of the system job that effected the action.
	ii. Have the date and identification “stamp” displayed on any online inquiry.
	iii. Have the ability to trace data from the final place of recording back to its source data file or document.
	iv. Be supported by listings, transaction reports, update reports, transaction logs, or error logs.
	v. Facilitate auditing of individual records as well as batch audits.
	vi. Be maintained online for no less than two (2) years and be retrievable within 48 hours.
	i. The central computer installation and resident software are destroyed or damaged.
	ii. System interruption or failures that result from network, operating hardware, software, or operations errors that compromise the integrity of transactions that are active in a live system at the time of the outage.
	iii. System interruption or failure that result from network, operating hardware, software, or operations errors that compromise the integrity of data maintained in a live or archival system.
	iv. System interruption or failure that result from network, operating hardware, software, or operational errors that do not compromise the integrity of transactions or data maintained in a live or archival system, but prevents access to the system, s...
	v. The plan must specify projected recovery times and data loss for mission-critical systems in the event of a declared disaster.
	vi. The DBPM must annually test its plan through simulated disasters and lower level failures in order to demonstrate to MLTC that it can restore systems functions on a timely basis. In the event the DBPM fails to demonstrate through these tests that ...
	i. Descriptions of the controls for back-up processing, including how frequently back-ups occur.
	ii. Documented back-up procedures.
	iii. The location of data that has been backed up (off-site or on-site, as applicable).
	iv. Identification and description of what is being backed up as part of the back-up plan.
	v. Any change in back-up procedures in relation to the DBPM’s technology changes.
	i. The ownership of any subcontractor with whom/which the DBPM has had business transactions totaling more than $25,000 during the 12-month period ending on the date of the request.
	ii. Any significant business transactions between the DBPM and any wholly owned supplier, or between the DBPM and any subcontractor, during the five (5) year period ending on the date of the request.
	i. Certification statement.
	ii. Balance sheet.
	iii. Income statement.
	iv. Lag (incurred but not reported) report.
	v. Medical loss ratio calculation.
	vi. Related-party statements.
	vii. Run rate income statement.
	viii. Auditor's report and report on internal controls.
	ix. Performance measure calculation reports.
	x. Annual disclosure report.
	xi. Enrollment/revenue reconciliation.
	i. Rating category.
	ii. Category of service.
	iii. Utilizers.
	iv. Paid dollars.
	v. Paid units.
	vi. Units measure.
	vii. Paid days.
	viii. Cost per unit.
	ix. Cost per day.
	x. Per member per month (PMPM) cost.
	xi. Member months.
	xii. Month of service.
	xiii. Month of payment.
	i. Monthly deliverables must be submitted no later than the 15th calendar day of the following month.
	ii. Quarterly deliverables must be submitted within forty-five (45) calendar days of the last day of the calendar quarter immediately preceding the due date.
	iii. Annual reports and files, and other deliverables due annually, must be submitted within thirty (30) calendar days following the 12th month of the contract year; except, those annual reports that are specifically exempted from this thirty- (30) ca...
	iv. If a due date falls on a weekend or State-recognized holiday, deliverables are due the next business day.
	i. For encounters, in accordance with the timeframes specified in the Section IV.R – Claims Management of this RFP.
	ii. For all reports, fifteen (15) calendar days from the date of discovery by the DBPM or date of written notification by MLTC (whichever is earlier). MLTC may at its discretion extend the due date if an acceptable plan of correction has been submitte...
	i. Member enrollment.
	ii. Call center statistics.
	iii. Status of credentialing applications.
	iv. Performance measures.
	v. Care management.
	vi. Pending grievances and appeals.
	vii. Pending claims.
	viii. Financial status.
	ix. Any other issues as identified by MLTC.
	i. In the event the DBPM fails to perform any obligation under the contract, at the discretion of MLTC, the DBPM may be subject to the administrative actions detailed below. MLTC will provide written notice to the DBPM of non-compliance or deficiency....
	i. Readiness Review
	ii. Date of Implementation
	iii. Timely Reports and Data Delivery Requirements
	iv. Network Performance Requirement
	v. Employment of Key Personnel
	vi. Excessive Reversals on State Fair Hearings
	vii. Marketing and Member Education Violations
	viii. Other Liquidated Damages may be assessed as otherwise permitted in the RFP.
	ix. MLTC will provide written notice and factual basis for the assessment of liquidated damages to the DBPM. Within ten (10) business days of receipt of the written notice, the DBPM may appeal the assessment of liquidated damages in writing to the Dep...
	i. The DBPM fails substantially to provide medically necessary services that the DBPM is required to provide, under law or under its contract with MLTC, to a member covered under the contract.
	ii. The DBPM imposes on members premiums or charges that are in excess of allowable charges permitted under the Medicaid program.
	iii. The DBPM discriminates against members on the basis of their health status or need for health care services.
	iv. The DBPM misrepresents or falsifies information that it furnishes to CMS or to the State.
	v. The DBPM misrepresents or falsifies information that it furnishes to a member, enrollee, or dental provider.
	vi. The DBPM fails to comply with the requirements for provider incentive plans, if applicable.
	vii. The DBPM distributes, directly or indirectly through any agent, marketing materials that were not approved in advance by MLTC or that contain false or materially misleading information.
	viii. The DBPM violates any of the other applicable requirements of sections 1903(m) or 1932 of the Social Security Act and any implementing regulations.
	ix. Any other action or inaction that the State deems a violation and that merits a sanction consistent with this section.
	MLTC in its sole discretion also may impose sanctions against a DBPM if it finds any of the following non-exclusive actions or occurrences:
	i. The DBPM failed to correct deficiencies in its delivery of service after having received written notice of these deficiencies from MLTC.
	ii. The DBPM was excluded from participation in Medicare because of fraudulent or abusive practices, pursuant to Public Law 95-142.
	iii. The DBPM or any of its owners, officers, or directors was convicted of a criminal offense relating to performance of the contract with MLTC, of fraudulent billing practices, or of any negligent practice resulting in death or injury to a DBPM member.
	iv. The DBPM presented, or caused to be presented, any false or fraudulent claim for services, or submitted or caused to be submitted false information to the State or CMS.
	v. The DBPM engaged in a practice of charging and accepting payment (in whole or part) from members for services for which a PMPM payment was made to the DBPM by MLTC.
	vi. The DBPM rebated or accepted a fee or portion of a fee or charge for a member referral.
	vii. The DBPM failed to repay or make arrangements for the repayment of identified overpayments or otherwise erroneous payments.
	viii. The DBPM failed to keep, or make available for inspection, audit, or copying, the records regarding payments claimed for providing services.
	ix. The DBPM failed to furnish any information requested by MLTC regarding payments for providing goods or services.
	x. The DBPM furnished goods or services to a member, which at the sole discretion of MLTC, and based on competent medical judgment and evaluation, are determined to be insufficient for his/her needs, harmful to the member, or of grossly inferior quality.
	i. MLTC may impose the following intermediate sanctions at its sole discretion:
	ii. Payments under the contract will be denied for new members when, and for as long as, payment for those members is denied by CMS in accordance with the requirements of 42 CFR §438.730.
	i. Prior to imposing any intermediate sanction, the State will give the DBPM timely written notice that explains the following:
	ii. MLTC will give the CMS Regional Office written notice whenever it imposes or lifts an intermediate sanction for one of the violations listed in 42 CFR §438.700, specifying the affected DBPM, the kind of sanction, and the reason for MLTC’s decision...
	i. The purpose of establishing and imposing liquidated damages is to provide a means for MLTC to obtain the services and level of performance required for successful operation of the contract. MLTC’s failure to assess liquidated damages in one or more...
	ii. The decision to impose liquidated damages (including intermediate sanctions) will include consideration of some or all of the following factors:
	iii. The violations described in Attachment 10 – Liquidated Damages are examples of the grounds, but not an exclusive list of grounds, on which MLTC may impose liquidated damages.
	iv. Any liquidated damages assessed by MLTC that cannot be collected through withholding from future capitation payments will be due and payable to MLTC within thirty (30) calendar days after the DBPM’s receipt of the notice of liquidated damages. How...
	i. MLTC may install temporary management if it finds that there is continued egregious behavior by the DBPM, including, but not limited to, behavior that is described in 42 CFR §438.706, or that is contrary to any requirements of Sections 1903(m) and ...
	ii. MLTC will impose temporary management if it finds that a DBPM has repeatedly failed to meet substantive requirements in Sections 1903(m) or 1932 of the Social Security Act. In this circumstance, MLTC must also notify members of the DBPM of their r...

	V. TRANSITION AND IMPLEMENTATION
	i. Member services.
	ii. Network development and management.
	iii. Provider education.
	iv. Quality management, including credentialing.
	v. Utilization management.
	vi. Transition and care coordination.
	vii. Information systems management.
	viii. Claims management.
	ix. Grievances and appeals.
	i. Defining project management and reporting standards.
	ii. Establishing communication protocols between the DBPM, MLTC, existing providers, Heritage Health MCOs, and other relevant MLTC contractors such as the non-emergency transportation coordinator.
	iii. Defining expectations for the content and format of contract deliverables.
	iv. Resolving transition and implementation issues to MLTC’s satisfaction.
	i. Executive Director.
	ii. Dental Director.
	iii. Operations Manager.
	iv. Provider Services Manager.
	v. Member Services Manager.
	vi. Claims Administrator.
	vii. Information Management and Systems Director.
	i. Staffing.
	ii. Data systems including system readiness testing, acceptance testing, transfer of electronic data and records, and a data conversion plan to include, at a minimum, intake, closure, eligibility, demographics, encounters, and other file data.
	iii. Network development.
	iv. Clinical transition.
	v. Utilization management.
	vi. Care coordination.
	vii. Quality management.
	viii. Member services.
	ix. Member outreach/communications.
	x. Security, business continuity, disaster recovery, and contingency planning.
	xi. Member Handbook and Provider Manual completion.
	xii. Claims and eligibility interface development.
	xiii. Compliance plan.
	xiv. Financial reporting plan.
	xv. Member and staff orientation and training plans.
	xvi. Post-implementation deliverables.
	i. Network adequacy.
	ii. Staffing adequacy.
	iii. Subcontracts.
	iv. Provider services.
	v. Member services.
	vi. Quality management.
	vii. Care coordination.
	viii. Utilization management.
	ix. Financial management.
	x. Information processing and system testing.
	xi. Continuity of care.
	xii. Grievance and appeal process.

	W. TERMINATION OR EXIPIRATION OF DBPM CONTRACT

	V. PROPOSAL INSTRUCTIONS
	A. PROPOSAL SUBMISSION
	i. Provide narrative descriptions to highlight the similarities between the bidder’s experience and this Request for Proposal.  These descriptions must include:
	ii. Contractor and Subcontractor(s) experience must be listed separately.  Narrative descriptions submitted for Subcontractors must be specifically identified as Subcontractor projects.
	iii. If the work was performed as a Subcontractor, the narrative description shall identify the same information as requested for the Contractors above.  In addition, Subcontractors shall identify what share of contract costs, project responsibilities...
	i. name, address, and telephone number of the Subcontractor(s);
	ii. specific tasks for each Subcontractor(s);
	iii. percentage of performance hours intended for each Subcontract; and
	iv. total percentage of Subcontractor(s) performance hours.
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