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. HISTORICAL NARRATIVE SUMMARY

Demonstration Background

In 1993, the State of Oklahoma was in the process of reforming the Medicaid program in order to improve
access to care, quality of care and cost effectiveness. During the 1993 legislative session, Oklahoma state
leadership passed legislation® that directed the Oklahoma Health Care Authority (OHCA) as the single-state
agency to administer the Medicaid program, SoonerCare, as well as convert the program to a managed care
system.

OHCA worked collaboratively with state leadership, providers and stakeholders to propose a program that was
innovative and unique to Oklahoma. The Oklahoma SoonerCare Choice demonstration was approved by the
Health Care financing Administration in August 1995 under a 1915(b) managed care waiver. The managed care
program was subsumed under a Section 1115(a) research and demonstration waiver on January 1, 1996. The
SoonerCare Choice program began as a partially-capitated, Primary Care Case Management (PCCM) pilot
program in rural areas of Oklahoma and, in 1997, became a statewide program. While the program initially
enrolled children, pregnant women and Temporary Assistance for Needy Families (TANF) populations, over
the years the success of the program has led state leadership to enlarge the program to serve additional
populations.

In addition to the PCCM delivery system, in January 2009, OHCA implemented the patient-centered medical
home in order to furnish each member with a primary care provider (PCP), otherwise known as a medical home.
OHCA continues to use this model today.

In the current SoonerCare Choice medical home model, members actively choose their medical home from a
network of contracted SoonerCare providers, and members can change PCPs with no delay in the enrollment
effective date. SoonerCare Choice providers are paid monthly care coordination payments for each member on
their panels in amounts that vary depending on the level of medical home services provided and the mix of
adults and children the provider accepts. Providers are also eligible for performance incentive payments when
they meet certain quality improvement goals defined by the State.

Outside of care coordination, all other services provided in the medical home, as well as by specialists, hospitals
or other providers, are reimbursed on a fee-for-service basis. Members receive primary care services from their
medical home PCP, without a referral. For services provided outside of the medical home, members are
required to obtain a referral from their PCP.

SoonerCare Choice members receive SoonerCare benefits, which are State Plan benefits. The SoonerCare
benefits plan does provide the enhanced benefit of unlimited physician visits (as medically necessary with the
PCP) as compared to the State Plan, which limits physician services to four visits per month, including specialty
Visits.

The SoonerCare Choice demonstration serves individuals who qualify for the Mandatory and Optional State
Plan groups. Refer to Appendix A for the SoonerCare Choice eligibility groups.

In accordance with State legislation, the 1115(a) demonstration also serves individuals ineligible for
SoonerCare Choice, but who qualify for the Insure Oklahoma program. The Insure Oklahoma program,
implemented by the State legislature in April 2004, includes the Employer Sponsored Insurance (ESI) program
and the Individual Plan (IP). Individuals in ESI receive premium assistance from the Insure Oklahoma
qualifying health plan? that they choose. Individuals who do not qualify for ESI may qualify for IP. Individuals

! Title 63, §63-5009 of the Oklahoma Statutes.
2 Insure Oklahoma qualified health plan requirements can be found at Oklahoma Administrative Code 317:45-5-1.



who are eligible for the IP program receive premium assistance and cost sharing for benefits that meet the
essential health benefit requirements that would be applicable to alternative benefit plans under federal
regulations found in 42 Code of Federal Regulation (CFR) Section 440.347.

Refer to Appendix B for a detailed history of the SoonerCare Choice and Insure Oklahoma programs and the
corresponding program amendments.

Objectives Approved for the 2013-2015 Demonstration

OHCA'’s objectives for the SoonerCare Choice demonstration are representative of the goals of the agency and
the State. OHCA was approved by CMS on December 31, 2012, for the following objectives for the 2013-2015
extension period:

e Waiver Objective 1: Improving access to preventive and primary care services;

e Waiver Objective 2: To provide each member with a medical home. (Increasing the number of
participating primary care providers, and overall primary care capacity, in both urban and rural areas);

e Waiver Objective 3: Providing active, comprehensive care management to members with complex
and/or exceptional health care needs;

e Waiver Objective 4: Integrating Indian Health Services’ members and providers into the SoonerCare
delivery system; and

e Waiver Objective 5: Expanding access to affordable health insurance for low-income adults in the work
force, their spouses and college students.

Evaluation of 2013-2015 Objective Measures

In order to ensure that OHCA is successfully meeting the stated objectives, the agency evaluates the
SoonerCare Choice program through evaluation measures that assess each of the waiver objectives. OHCA'’s
progress in meeting the 2013-2015 objectives are outlined below:

Waiver Objective 1: Access to Care

Through the Healthcare Effectiveness Data and Information Set (HEDIS®) and CAHPS® member satisfaction
surveys, OHCA'’s SoonerCare Choice program has shown effectiveness in providing access to care. Results
from HEDIS® and CAHPS® surveys indicate:

e The percentage of children ages 0-15 months that have at least one or more checkups each year has
maintained between 97 and 98 percent since HEDIS® year 2011.

e More than half of children ages 3-6 years old have at least one or more checkups each year.

e A little over 30 percent of adolescents’ ages 12-19 years old have at least one or more checkups each
year. OHCA is currently working on outreach efforts for this age group in order to inform providers,
school administrators and parents of the importance of child health checkups.

e The percentage of adults’ ages 20-44 years with at least one or more PCP visits per year has maintained
at or above 80 percent since HEDIS® year 2009.

e A little more than 90 percent of adults’ ages 45-64 years old have at least one or more PCP visits a year.

e Some 82 percent of adult CAHPS® survey respondents indicated that they are “Usually” or “Always”
satisfied with the time it takes to get an appointment with their PCP, while 91 percent of child CAHPS®
survey respondents indicated their satisfaction with appointment times.



Waiver Objective 2: Provider Enrollments
OHCA continues to increase the number of SoonerCare providers and to ensure that each member has a medical
home.
e The number of SoonerCare contracted providers has increased 17 percent since December 2012.
e As of June 2014, SoonerCare Choice PCP capacity is at 42 percent, allowing 58 percent capacity for
additional members.
e Since January 2013, OHCA has decreased the number of SoonerCare Choice members with no PCP by
57 percent.

Waiver Objective 3: Care Management

OHCA provides comprehensive care management to individuals with chronic conditions in the Health
Management Program (HMP), as well as individuals with complex health care needs in the Health Access
Network (HAN) pilot program.

e Since the beginning of Phase Il of the HMP, OHCA has increased the number of individuals engaged in
nurse care managed by 281 percent.

e In SFY 2013, of nearly 4,000 HMP members who were surveyed, 50 percent of HMP members
indicated that they had visited their PCP 10 or more times within 12 months. Nearly 90 percent had
visited their PCP one or more times within the year.

e Aggregate savings for the HMP’s nurse care management and practice facilitation stood at nearly $182
million by the end of SFY 2013.

e As of June 2014, some 118,100 SoonerCare Choice members with complex health care needs are
receiving care management through one of the Demonstration’s three pilot HANS.

e The per member per month expenditure differences for HAN members to non-HAN members ranges
from a $2.93 difference up to a $45.56 difference.

Waiver Objective 4: Integration of IHS Beneficiaries and Providers

OHCA continues to integrate Indian health members and providers into the SoonerCare Choice program. As of
June 2014, nearly 77 percent of Native American SoonerCare members have a SoonerCare Choice PCP, while
23 percent of Native American SoonerCare members have an I/T/U PCP.

Waiver Objective 5: Providing Access to Affordable Health Insurance

OHCA provides secure transfer access of information to and from the federally facilitated marketplace for
individuals who apply. OHCA began outbound account transfers to the federal hub on January 23, 2014, and
was able to receive account transfers from the federal hub effective February 12, 2014. As of June 2014, OHCA
transferred some 64,489 applications to the federal Hub and OHCA has received nearly 3,000 applications from
the Hub.

To review the evaluation measures in their entirety, refer to Section VI, Demonstration Evaluation.



Proposed Obijectives for the 2016-2018 Extension

The State proposes the following waiver objectives for the 2016-2018 demonstration extension period:

Waiver Objective 1: To improve access to preventive and primary care services;

Waiver Objective 2: Increasing the number of participating primary care providers, and overall primary
care capacity, in both urban and rural areas;

Waiver Objective 3: To optimize quality of care through effective care management;

Waiver Objective 4: To integrate Indian Health Service (IHS) qualified members and IHS and tribal
providers into the SoonerCare delivery system; and

Waiver Objective 5: To provide access to affordable health insurance for qualified low-income working
adults, their spouses and college students.



1. REQUESTED CHANGES FOR THE 2016-2018 DEMONSTRATION

The SoonerCare Choice and Insure Oklahoma §1115(a) Research and Demonstration Waiver is currently
approved through December 31, 2015. Oklahoma requests an extension of the program for the period January 1,
2016 to December 31, 2018. At this time, the State is requesting renewal of this waiver in its present form.

111. 2016-2018 REQUESTED WAIVER LIST, EXPENDITURES AUTHORITIES AND COMPLIANCE
WITH SPECIAL TERMS AND CONDITIONS



The State requests the following waiver list and expenditure authorities for the 2016-2018 extension period.
Additionally, the State complies with the current Special Terms and Conditions.

Waiver List
The State requests the same Waiver List as approved in the 2013-2015 SoonerCare Choice demonstration.

1. Statewideness/Uniformity; Section 1902(a)(1)
To enable the State to provide Health Access Networks (HANS) only in certain geographical areas of the State.

2. Freedom of Choice; Section 1902(a)(23)(A)

To enable the State to restrict beneficiaries’ freedom of choice of care management providers and to use
selective contracting that limits freedom of choice of certain provider groups to the extent that the selective
contracting is consistent with member access to quality services. The freedom of choice waiver is not
authorized for family planning providers.

3. Retroactive Eligibility; Section 1902(a)(34)
To enable the State to waive retroactive eligibility for demonstration participants, with the exception of Tax
Equity and Fiscal Responsibility Act (TEFRA) and Aged, Blind and Disabled populations.

Expenditure Authorities
The State requests the following Expenditure Authorities for the 2016-2018 demonstration extension.

1. Demonstration Population 5.

Expenditures for health benefits coverage for individuals who are “Non-Disabled Low-Income Workers” age
19-64 years who work for a qualifying employer and have no more than 200 percent of the federal poverty level
(FPL), and their spouses.

2. Demonstration Population 6.
Expenditures for health benefits coverage for individuals who are “Working Disabled Adults” 19-64 years of
age who work for a qualifying employer and have income up to 200 percent of the FPL.

3. Demonstration Population 8.

Expenditures for health benefits coverage for no more than 3,000 individuals at any one time who are full-time
college students age 19 through age 22 and have income not to exceed 200 percent of the FPL, who have no
creditable health insurance coverage and work for a qualifying employer.

4. Demonstration Population 10.
Expenditures for health benefits coverage for foster parents who work for an eligible employer and their
spouses with household incomes no greater than 200 percent of the FPL.

5. Demonstration Population 11.

Expenditures for health benefits coverage for individuals who are employees and spouses of not-for-profit
businesses with 500 or fewer employees, work for a qualifying employer and with household incomes no
greater than 200 percent of the FPL.

6. Demonstration Population 12.



Expenditures for health benefits coverage for individuals who are “Non-Disabled Low-Income Workers” age
19-64 years whose employer elects not to participate in the Premium Assistance Employer Coverage Plan, who
are self-employed or unemployed and have up to 100 percent of the FPL, and their spouses.

7. Demonstration Population 13.

Expenditures for health benefits coverage for individuals who are “Working Disabled Adults” 19-64 years of
age whose employer elects not to participate in the Premium Assistance Employer Coverage Plan, as well as
those who are self-employed, or unemployed (and seeking work) and who have income up to 100 percent of the
FPL.

8. Demonstration Population 14.

Expenditures for health benefits coverage for no more than 3,000 individuals at any one time who are full-time
college students age 19 through age 22 and have income not to exceed 100 percent of the FPL, who have no
creditable health insurance coverage, and do not have access to the Premium Assistance Employer Coverage
Plan.

9. Demonstration Population 15.

Expenditures for health benefits coverage for individuals who are working foster parents, whose employer
elects not to participate in the Premium Assistance Employer Coverage Plan and their spouses with household
incomes no greater than 100 percent of the FPL.

10. Demonstration Population 16.

Expenditures for health benefits coverage for individuals who are employees and spouses of not-for-profit
businesses with 500 or fewer employees with household incomes no greater than 100 percent of the FPL, and
do not have access to the Premium Assistance Employer Coverage Plan.

11. Health Access Networks Expenditures.
Expenditures for Per Member Per Month payments made to the Health Access Networks for case management
activities.

12. Premium Assistance Beneficiary Reimbursement.

Expenditures for reimbursement of costs incurred by individuals enrolled in the Premium Assistance Employer
Coverage Plan and in the Premium Assistance Individual Plan that are in excess of 5 percent of annual gross
family income.

13. Health Management Program.
Expenditures for otherwise non-covered costs to provide health coaches and practice facilitation services
through the Health Management Program.

Title XIX Requirements Not Applicable to the Demonstration Expenditure Authorities for
Demonstration Populations: 5, 6, 8, 10, 11, 12, 13, 14, 15 and 16.

1. Comparability; Section 1902(a)(10)(B) and 1902(a)(17)
To permit the State to provide different benefit packages to individuals in demonstration populations 5, 6, 8, 10
and 11 who are enrolled in the Premium Assistance Employer Coverage Plan that may vary by individual.

2. Cost Sharing Requirements; Section 1902(a)(14) insofar as it incorporates Section 1916

To permit the State to impose premiums, deductions, cost sharing and similar charges that exceed the statutory
limitations to individuals in populations 5, 6, 8, 10 and 11 who are enrolled in the Premium Assistance
Employer Coverage Plan.

3. Freedom of Choice; Section 1902(a)(23)(A)



To permit the State to restrict the choice of provider for beneficiaries eligible under populations 5, 6, 8, 10 and
11 enrolled in the Premium Assistance Employer Coverage Plan. No waiver of freedom of choice is authorized
for family planning providers.

4. Retroactive Eligibility; Section 1902(a)(34)
To enable the State to not provide retroactive eligibility for demonstration participants in populations 5, 6, 8, 10,
11, 12, 13, 14, 15 and 16.

5. Early and Periodic Screening, Diagnostic and Treatment (EPSDT) Services; Section 1902(a)(4)(B);
1902(a)(10)(A); and 1902(a)(43)

To exempt the State from furnishing or arranging for EPSDT services for full-time college students age 19
through age 22 who are defined in populations 8 and 14.

6. Assurance of Transportation; Sections 1902(a)(4); and 1902(a)(19); 42 CFR 431.53
To permit the State not to provide transportation benefits to individuals in populations 12, 13, 14, 15 and 16
enrolled in the Insure Oklahoma Premium Assistance Individual Plan.

Compliance with Special Terms and Conditions

1. Compliance with Federal Non-Discrimination Statutes.

The State complies with all applicable State and federal statutes relating to non-discrimination, including but
not limited to, the Americans with Disabilities Act of 1990, Title VI of the Civil Rights Act of 1964, Section
504 of the Rehabilitation Act of 1973 and the Age of Discrimination Act of 1975.

2. Compliance with Medicaid and Children’s Health Insurance Program (CHIP) Law, Regulation and Policy
Including Protections for Indians Pursuant to Section 5006 of ARRA (2009).

The State complies with all Medicaid and CHIP program requirements in law, regulation and policy statement
that are not expressly waived or identified as not applicable in the waiver and expenditure authority documents
received from the Centers for Medicare and Medicaid Services (CMS), including protections for Indians
pursuant to Section 5006 of the American Recovery and Reinvestment Act of 2009.

3. Compliance with Changes in Medicaid and CHIP Law, Regulation and Policy.

Within the timeframes specified by law, regulation or policy statement, the State brings the Demonstration into
compliance with changes in federal and State law, regulation or policy that affects the Medicaid or CHIP
programs, unless the provision changed is expressly waived or identified as not applicable to the
Demonstration.

4. Impact on Demonstration of Changes in Federal Law, Regulation and Policy.

a) If a change in federal law, regulation or policy results in a change in Federal Financial Participation (FFP) for
expenditures made under the SoonerCare demonstration, the State submits modified budget neutrality and
allotment neutrality agreements for CMS approval. The State recognizes that the modified agreements referred
to in this paragraph do not involve changes to trend rates for the budget neutrality agreement, and that modified
agreements take effect on the date the relevant change(s) is implemented.

b) The State complies that mandated changes in federal law that require state legislation will take effect the day
the State law becomes effective or the last effective day required by the federal law.

5. State Plan Amendments.



The State submits State Plan amendments if changes to the Demonstration affect populations eligible through
the Medicaid or CHIP State Plans.

6. Changes Subject to the Amendment Process.

The State does not implement changes related to eligibility, enrollment, benefits, enrollee rights, delivery
systems, cost sharing, sources of non-federal share of funding, budget neutrality or other comparable program
elements without submission of amendment requests and receipt of prior approval by CMS. Amendments are
not retroactive, and the State recognizes that FFP is not available for changes to the Demonstration that have not
been approved through the proper amendment process.

7. Amendment Process.

The State submits amendment requests to CMS no later than 120 days prior to the planned implementation date
and the requests are not implemented until receipt of CMS approval. Amendment requests include all required
elements, as outlined in (a)-(e) of this section, for CMS review.

8. Extension of the Demonstration.

a) The State submits its extension request no later than 12 months prior to the expiration date of the
Demonstration, which is December 31, 2015.

b) The state submits this application as documentation of compliance with the transparency requirements in 42
CFR Section 431.412 and the required supporting documentation outlined in (i)-(vii) of this section, as well as
the public notice requirements, which can be found in Section V11 of this document.

9. Demonstration Phase-Out.

In the event that the State elects to suspend or terminate the Demonstration in whole or in part, the State will
promptly notify CMS in writing and will submit a phase-out plan to CMS at least six months prior to initiating
phase-out activities. The State will comply with all phase-out requirements set forth in (a)-(d) of this section.

10. Expiring Demonstration Authority.

In the event that CMS elects to expire demonstration authority prior to the Demonstration’s expiration date, the
State will submit a demonstration Transition and Expiration Plan to CMS at least six months prior to the
Demonstration authority’s expiration date. The State will include the in the Expiration Plan, the requirements as
outlined in (a)-(d) of this section.

11. CMS Right to Terminate or Suspend.
The State understands that CMS may suspend or terminate the Demonstration in whole or in part whenever it
determines, after a hearing that the State has materially failed to comply with the terms of the Demonstration.

12. Federal Financial Participation.
The State understands that federal financial funds for Medicaid expenditures will not be available until the
effective date of the demonstration approval letter.

13. Finding of Non-Compliance.
The State understands its right to challenge a CMS finding that the State materially failed to comply with the
terms of the Demonstration.

14. Withdrawal of Waiver or Expenditure Authority.
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The State understands that CMS reserves the right to withdraw waiver or expenditure authorities and that the
State may request a hearing prior to the effective date to challenge CMS’s determination that continuing the
waiver or expenditure authorities would no longer be in the public interest or promote the objectives of Title
XIX and/or Title XXI.

15. Adequacy of Infrastructure.

The State ensures the availability of adequate resources for implementation and monitoring of the
Demonstration, including education, outreach and enrollment; maintenance of eligibility systems; compliance
with cost sharing requirements and reporting on financial and other demonstration components.

16. Public Notice, Tribal Consultation, and Consultation with Interested Parties.

The State complies with the State Notice Procedures set forth in 59 Federal Register 49249, as well as the tribal
consultation requirements pursuant to Section 1902(a)(73) of the Act as amended by Section 5006(e) of the
American Recovery and Reinvestment Act of 2009. The State also complies with the tribal consultation
requirements contained in the State’s approved State Plan. The State submits evidence to CMS regarding
solicitation of advice from federally recognized Indian tribes, Indian health programs and Urban Indian
Organizations prior to submission of any waiver proposal, amendment or renewal of the Demonstration.
Documentation of compliance with these requirements is provided in Section VII.

17. Post Award Forum.
The State complies with the requirement to afford the public an opportunity to provide comment on the progress
of the Demonstration through a Post Award Forum. Documentation of compliance with these requirements is
provided in Section VII.

18. Compliance with Managed Care Regulations.
The State complies with all managed care regulations at 42 CFR section 438 et.seq. that is applicable to the
Demonstration.

19. Use of Modified Adjusted Gross Income (MAGI) Based Methodologies for Demonstration Groups.

The State derives the SoonerCare Choice Mandatory and Optional state plan groups’ eligibility from the
Medicaid State Plan, which are subject to all applicable Medicaid laws and regulations, except as expressly
waived in the Demonstration. The State understands that Medicaid State Plan amendments apply to the
eligibility standards and methodologies for the Mandatory and Optional SoonerCare Choice State Plan groups.
This includes the conversion to MAGI for the SoonerCare Choice population on October 1, 2013 (State Plan
13-018 S10).

20. State Plan Populations Affected.

The Demonstration includes Title X1X and Title XXI populations. The State maintains the Mandatory and
Optional State Plan groups outlined in the Special Terms and Conditions. The State does not request any
changes. Refer to Appendix A for the SoonerCare Choice eligibility groups.

21. Demonstration Eligibility.

The State maintains the Expansion groups for the Insure Oklahoma Employer Sponsored Insurance Program
and the Individual Plan Program as outlined in the Special Terms and Conditions. The State does not request
any changes.

22. Eligibility Exclusions.
11



The State maintains the eligibility exclusion rules outlined in the STCs and is not requesting any changes to the
populations not eligible to participate in the Demonstration.

23. TEFRA Children, Population 7.
The State maintains the rules for eligibility in the TEFRA category and is not requesting any changes in the
definition of the population or their eligibility for the Demonstration.

24. TEFRA Children Retroactive Eligibility.
The waiver of retroactive eligibility does not apply to TEFRA children. TEFRA parents or guardians choose an
appropriate PCP/case manager. The State is not requesting any changes to these rules.

25. Eligibility Conditions for Full-Time College Students, Populations 8 and 14.

a) The State complies with the requirements of the income eligibility documentation.

b) The State maintains an enrollment cap of 3,000 full-time college students for the Insure Oklahoma program.
The State received authorization for a waiting list from CMS on April 25, 2011. As of June 2014, however,
there are 106 students enrolled in ESI and 174 students enrolled in IP for a total of 280 college students
currently enrolled in the Insure Oklahoma program. A waiting list is currently not in place and, at this time, the
State does not expect to implement a waiting list for the 2016-2018 extension period.

26. SoonerCare Benefits.

SoonerCare Choice benefits are Title XIX State Plan benefits with one exception. The SoonerCare Choice
waiver package allows unlimited, medically necessary PCP visits and up to four specialty visits per month. The
State is not requesting any changes to the SoonerCare benefits. Insure Oklahoma Employer Sponsored
Insurance benefits can be found under Section VI, STC #29 of the STCs. Insure Oklahoma Individual Plan
benefits can be found under Section VI, STC #31.

27. SoonerCare Cost Sharing.

Under the current SoonerCare program, American Indians with an I/T/U provider, pregnant women, children
(including TEFRA children) up to and including age 18, individuals in the Breast and Cervical Cancer program,
emergency room services and family planning services are not subject to cost sharing. Cost sharing for non-
pregnant adults enrolled in SoonerCare is the same as the cost sharing assessed under the Title XIX State Plan.
That State is not requesting any changes to cost sharing.

Insure Oklahoma premium assistance benefits and cost sharing are referred to in Section VI of the STCs.

28. Insure Oklahoma: Premium Assistance Employer Coverage.
The State maintains the definitions and eligibility rules for premium assistance employer coverage, as well as
the employer requirements outlined in (a)-(f) of this section.

29. Insure Oklahoma: Premium Assistance Employer Coverage 10 Qualifying Plans.

The State maintains the required criteria for the Insure Oklahoma qualified health plans as defined in Oklahoma
Administrative Code 317:45-5-1. All Insure Oklahoma ESI health plans are approved by the Oklahoma
Insurance Department. The State is not requesting any changes to the maximum allowed copay amounts at this
time, and continues to comply with STC #33.

30. Insure Oklahoma: Premium Assistance Individual Plan.
12



The State is not requesting any changes to the Insure Oklahoma Individual Plan eligibility criteria. The State
also maintains the Individual Plan benefits, under STC #31. Additionally, the State is not requesting any
changes to the process requirements, as outlined in (a)-(f) of this section.

31. Premium Assistance Individual Plan (Insure Oklahoma) Benefit.

The State maintains the Individual Plan benefit package. The benefit package meets the essential health benefit
requirements that would be applicable to alternative benefit plans under federal regulations found in 42 CFR
Section 440.347. In the future, the State will submit any changes to the benefit package to CMS for prior
approval.

32. Insure Oklahoma Cost Sharing.

The State will not exceed the cost sharing amounts for the Employer Sponsored Insurance program, as outlined
in Section VI, STC #33 and #34. For the Individual Plan, the State will not exceed cost sharing amounts as
defined under federal regulation 42 CFR Section 447. One exception to this is that the State will maintain a $30
copay for emergency services, unless the individual is admitted to the hospital. The State understands that
copays may be lowered at any time by notifying CMS in writing at least 30 days prior to the effective date. The
State also maintains the annual out-of-pocket cost sharing to not exceed five percent of a family’s gross income.

33. Premium Assistance Employer Coverage Copayments and Deductibles.

The State maintains that Insure Oklahoma ESI copays continue to be the copays required by the enrollee’s
specific health plan, as defined in STC #29. The State also maintains the copay and deductible requirements as
outlined in (a)-(d) of this section.

34. Premium Assistance Employer Coverage Plan Premiums.

The State maintains that individuals and families participating in employer coverage be responsible for up to 15
percent of the total health insurance premium not to exceed 3 percent out of the 5 percent annual gross
household income cap. The State maintains the reimbursement and premium responsibilities as outlined in (a)-
(b) of this section.

35. Premium Assistance Individual Plan Premiums.
The State maintains the Individual Plan premiums as imposed in (a)-(d) of this section.

36. Compliance with Managed Care Regulations.
The State complies with all managed care regulations at 42 CFR Section 438 et. seq. that are applicable to the
Demonstration.

37. Access and Service Delivery.

The State maintains the access and service delivery language as outlined in this section. In accordance with the
provider type chart, the State would like to add the following underlined language to the “Medical Resident”
requirement, in order to comply with current rules® and business practices.

Medical Resident: Must be licensed by the State in which s/he practices. Must be at least at the Post Graduate
2 level and may serve as a PCP/CM only within his/her continuity clinic setting. Must work under the
supervision of a licensed attending physician.

38. Care Coordination Payments.

% Oklahoma Administrative Code 317:25-7-5.
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The State maintains the definition for the monthly care coordination payments, the monthly schedule of care
coordination payments, the changes to monthly care coordination payments and the monthly care management
payments.

39. Other Medical Services.

It continues to be the case that other than monthly care coordination fees and emergency transportation, which
is paid through a capitated contract, all other medical services are provided through the State’s fee-for-service
system.

40. Health Access Networks.

The State is currently piloting three Health Access Networks (HANS). The State is not requesting authorization
to expand the HAN element of the Demonstration beyond the current maximum of four pilots. The State
maintains all other definitions, rules and requirements for the HANs as outlined in this section and is not
requesting any changes. The State understands that duplicative payments for services offered under the State
Plan are not to be made to HANs. The State also recognizes the requirements to notify CMS 60 days prior to
any change to the HAN PMPM payment and to include a revised budget neutrality assessment with the
notification.

41. Provider Performance.
The State maintains the incentive payment for the performance program, SoonerExcel, outlined in this
paragraph and is not requesting that any changes be made to it.

42. Services for American Indians.

Eligible American Indian SoonerCare Choice members continue to enroll with 1/T/Us as their PCP. This
enrollment is voluntary. 1/T/U providers enrolled as SoonerCare PCPs receive the care coordination payments
established in STC #38. The State maintains that Oklahoma’s 1/T/Us must have a SoonerCare American Indian
PCCM contract.

All of OHCA'’s I/T/U SoonerCare providers have a SoonerCare American Indian PCCM contract.

43. Contracts.

The State understands that procurement and subsequent final contracts that implement selective contracting by
the State with any provider group must be approved by CMS prior to implementation. The State maintains
existing contracts with Federally Qualified Health Centers.

44. TEFRA Children.
The State maintains the arrangements for service delivery for TEFRA children outlined in this paragraph and is
not requesting that any changes be made.

45. Health Management Program Defined.

The State is not requesting any changes to the definition of the Health Management Program (HMP) or the
reporting requirements outlined in this section. The State reports on the HMP in the Quarterly Reports, which
are submitted no later than 60 days after the last day of each calendar quarter.

46. Health Management Program Services.

The State continues health coaching and practice facilitation services for HMP members, as defined in (a)-(b) of
this section. The State is not requesting that any changes be made.

47. Changes to the HMP Program.
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The State submits notification to CMS 60 days prior to any change in HMP services, as well as a revised budget
neutrality assessment.

48. Monitoring Aggregate Costs for Eligibles in the Premium Assistance Program.

a) The State monitors the aggregate costs for the Insure Oklahoma ESI program and the cost for the Individual
Plan. On a quarterly basis, the State compares the average monthly premium assistance contribution per
employer coverage enrollee to the cost per member per month of the Individual Plan population.

b) On an annual basis, the State calculates the total cost per enrollee per month for individuals receiving
subsidies under the Employer Sponsored Insurance program, including reimbursement made to enrollees whose
out-of-pocket costs exceed their income stop loss threshold (or 5 percent income). The State compares the cost
to the ‘per enrollee per month’ cost of individuals enrolled in the Individual Plan.

Refer to Appendix C for documentation of compliance with the Insure Oklahoma program monitoring.

49. Monitoring Employer Sponsored Insurance.

a) The State monitors the aggregate level of contributions made by participating employers both pre- and post-
implementation of premium assistance.

b) The State requires that participating employers report annually their total contributions for employees. The
State prepares an aggregate analysis across all participating employers summarizing the total statewide
employer contribution.

c) The State monitors changes in covered benefits and cost-sharing requirements of employer-sponsored health
plans and documents any trends.

Refer to Appendix C for documentation of compliance with the Insure Oklahoma program monitoring.

50. General Financial Requirements.

The State complies with all General Financial Requirements under Title XIX, set forth in the STCs, Section XI,
as well as the General Financial Requirements under Title XXI, set forth in the STCs, Section XII. Refer to
Section V of this document for compliance with the budget neutrality cap.

51. Reporting Requirements Related to Budget Neutrality.
The State complies with all reporting requirements for Monitoring Budget Neutrality, set forth in the STCs.
Refer to Section V of this document for compliance with the budget neutrality cap.

52. Monthly Calls.
The State participates in monthly calls with CMS as outlined in this section.

53. Quarterly Operational Reports.

The State submits to CMS quarterly operational reports for the Demonstration in the format specified in
Attachment A of the STCs, no later than 60 days following the end of the quarter. The reports include all of the
following elements outlined in (a)-(e) of this section.

54. Annual Report.

The State submits a draft Annual Report to CMS within 120 days after the close of each demonstration year; the
State submits the final Annual Report to CMS 30 days after receiving comments from CMS. The State includes
in the report the requirements set forth in this section.

55. Title XXI Enrollment Reporting.
The State complies with Title XXI enrollment reporting requirements.

56. Quarterly Expenditure Reports.
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The State complies with the quarterly expenditure report requirements outlined in this section. Refer to Section
V of this document for compliance with the Budget Neutrality Cap.

57. Reporting Expenditures Under the Demonstration.

The State reports demonstration expenditures through the SoonerCare and CHIP program budget and
Expenditure System, following routine CMS-64 reporting instructions. The State complies with all reporting
expenditure requirements outlined in (a)-(j) of this section. Refer to Section V of this document for compliance
with the Budget Neutrality Cap.

58. Reporting Member Months.
The State complies with the member months reporting requirements, as outlined in (a)-(d) of this section.
Refer to Section V of this document for compliance with the Budget Neutrality Cap.

59. Standard Medicaid Funding Process.

The State reports to CMS matchable demonstration expenditures (total computable and federal share) subject to
the budget neutrality expenditure agreement, and separately reports these expenditures by quarter for each
federal fiscal year on the CMS-37 form for the Medical Assistance Payments and state and local administration
costs. The State will submit to CMS the CMS-64 quality Medicaid expenditure report 30 days after the end of
each quarter. Refer to Section V of this document for compliance with the Budget Neutrality Cap.

60. Extent of Federal Financial Participation for the Demonstration.

The State understands CMS’s provision of FFP for applicable federal matching rates for the Demonstration, as
outlined in (a)-(d) of this section. Refer to Section V of this document for compliance with the Budget
Neutrality Cap.

61. Sources of Non-Federal Share.

The State certifies that the matching non-federal share of funds for the Demonstration is state/local monies. The
State also certifies that such funds shall not be used as the match for any other federal grant or contract except
as permitted by law. The State certifies that all sources of non-federal funding is compliant with Section
1903(w) of the Act and applicable regulations, and is subject to CMS approval. In addition, the State complies
with the requirements set forth in (a)-(b) of this section. See Section V of this document for compliance with the
Budget Neutrality Cap. The State submits certifications of financial matters quarterly through the CMS-64.

The State also agrees that health care providers must retain 100 percent of the reimbursement amounts claimed
by the State as demonstration expenditures. The State understands that no pre-arranged agreements (contractual
or otherwise) may exist between the health care providers and the State government to return and/or redirect
any portion of the Medicaid payments.

62. State Certification of Funding Conditions.
The State complies with the non-federal share requirements of demonstration expenditures, as outlined in (a)-
(d) of this section. See Section V of this document for compliance with the Budget Neutrality Cap.

63. Monitoring the Demonstration.
The State provides CMS all requested information in a timely manner in order to effectively monitor the
Demonstration.

64. Quarterly Expenditure Reports.
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The State reports quarterly demonstration expenditures through the MBES/CBES, following routine CMS-
64.21 reporting instructions as outlined in Section 2115 and 2500 of the State Medicaid Manual. The State
submits all Title XXI expenditures through the CMS-64.21U and/or the CMS-64.21UP. Refer to Section V of
this document for compliance with the Budget Neutrality Cap.

65. Claiming Period.
The State complies with the claiming period requirements outlined in this section. Refer to Section V of this
document for compliance with the Budget Neutrality Cap.

66. Limitation on Title XXI Funding.

The State understands that there is a limit on the amount of federal Title XXI funds that they may receive for
demonstration expenditures during the demonstration period. The State also understands that no further
enhanced federal matching funds will be available for costs of the Demonstration if the State expends its
available allotment. If Title XXI funds are exhausted, the State will continue to provide coverage to Medicaid
expansion children (Demonstration Population 9) through Title XIX funds until further Title XXI funds become
available. Refer to Section V of this document for compliance with the Budget Neutrality Cap.

67. Limit on Title XIX Funding.

The State understands that there is a limit on the amount of Title XIX funds that the State may receive for
selected Medicaid expenditures during the period of approval for the Demonstration. Refer to Section V of this
document for compliance with the Budget Neutrality Cap.

68. Risk.

The State understands that they are at risk for the per capita cost for demonstration enrollees under the budget
neutrality agreement