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Quick Reference Guide

Superior HealthPlan Contacts

Claims Inquiries/Status ................... 1-877-391-5921

Provider Services/Claims

STAR 1-877-391-5921
STAR+PLUS .o 1-877-391-5921
STARKIAS «oooooioieiiei 1-877-391-5921
CHIP o 1-877-391-5921
STAR Health (Foster Care) ............ 1-877-391-5921
Medicare Advantage .................... 1-877-391-5921

Provider Complaints email:
TexasProviderComplaints@SuperiorHealthPlan.com

Credentialing .....................ocooo 1-800-820-5686,
Ext. 229281
Medical Management...................... 1-800-218-7508

(Referrals/Authorizations) FAX: 1-800-690-7030

NICU & Emergency Inpatient Authorizations

AUSTIN e 1-800-218-7453
FAX: 1-877-650-6939
Corpus Christi ocooooeeveeieieieenen 1-800-656-4817
FAX: 1-877-650-6940
Dallas ... 1-866-529-0294
FAX: 1-855-707-5480
ELPASO...cooiiiiiii, 1-877-391-5923
FAX: 1-877-650-6941
Lubbock...........cooooo 1-866-862-8308
FAX: 1-866-865-4385
Hidalgo. ..o FAX: 1-877-212-6661
San ANtonio ... 1-866-615-9399
FAX: 1-877-650-6942

STAR& CHIP ... FAX: 1-877-505-0823

Behavioral Health Inpatient
Authorizations............................. 1-844-842-2537

FAX: 1-866-900-6918

Behavioral Health Outpatient
Authorizations..................................

FAX:

Care Management Referral...........

STAR+PLUS LTSS FAX Number
forPre-auth.......................coocoiiiil,

Member Services
STAR, CHIP ..o,
STAR+PLUS ..o,
STARKIAS oo
STAR Health ........ccccoeviii.
Member Connections ......................
24-Hour Nurse Advice Line..............

Superior El Paso Office...................

Superior San Antonio Office

Superior Austin Office ....................

Superior Corpus Christi Office ........
LOCAL:

Superior Dallas Office....................
Superior Houston Office.................

Superior Lubbock Office..................

Superior McAllen Office..................

1-844-744-5315
1-855-772-7079
1-855-757-6567

1-866-895-7856

1-800-783-5386
1-877-277-9772

1-844-590-4883
1-866-912-6283
1-800-783-5386
1-800-783-5386
1=877-391=5923

: 1-915-778-7475

1-866-615-9399

: 1-210-562-2700

1-800-218-7453

: 1-512-692-1465

1-800-656-4817
1-361-994-5600

1-866-534-5949
1-866-529-0295
1-866-862-8305

: 1-806-698-5400

1-877-278-4268


mailto:TexasProviderComplaints%40SuperiorHealthPlan.com?subject=

Quick Reference Guide

Subcontractors

24-Hour Nurse Advice Line.............. 1-800-783-5386
DentaQuest ... 1-888-308-9345
National Imaging Assoc.(NIA) ......... 1-800-642-7554

TurningPoint Healthcare Solutions.. 1-855-336-4391

Envolve PeopleCare

(Disease Management)..........c............ 1-800-293-0056
Envolve Benefit Options................... 1-866-897-4785
Envolve Pharmacy Solutions............. 1-800-460-8988

Benefit Management:

Out-Patient Rx

- Pharmacy Help Desk ................ 1-800-311-0552
(Most often used by pharmacies)

- Prior Auth Requests Phone......... 1-866-399-0928

- Prior Auth Requests Fax............. 1-866-399-0929

Clinician Administered Drugs (CAD) (Superior
Pharmacy Department)

- Prior Auth Requests Phone......... 1-800-218-7453,
ext. 22080

- Prior Auth Requests Fax............. 1-866-683-5631

Acaria - Specialty Pharmacy ........... 1-833-277-2631

State Contacts

CHIP Eligibility and Help Line........... 1-800-647-6558

HHSC - Office of Inspector General. 1-800-436-6184
(Medicaid Fraud)

HHSC Provider Resolution - CHIP and Medicaid
email: HPM_complaints@hhsc.state.tx.us

HHSC Provider Resolution - STAR Health
email: star.health@hhsc.state.tx.us

HHSC Texas Health Steps ................ 1-512-873-6300
Austin Regional Office

HHSC Texas Health Steps................. 1-915-834-7675
El Paso Regional Office

HHSC Texas Health Steps................. 1-210-655-8760
San Antonio Regional Office

Texas Access Alliance ..................... 1-800-964-2777
(STAR Help Line)

Medical Transportation Program .... 1-877-633-8747

(STAR)

Automated Inquiry System (AIS) .... 1-800-925-9126

(STAR/STAR Kids/STAR+PLUS)

Prescription Help Desk .................... 1-800-435-4165
(Texas Medicaid/CHIP)

Medicaid Eligibility and Help Line ... 1-800-964-2777


mailto:HPM_complaints@hhsc.state.tx.us
mailto:star.health@hhsc.state.tx.us
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SECTION 1
INTRODUCTION

Superior HealthPlan contracts with the Health and Human Services Commission (HHSC) to provide services to
Medicaid and CHIP members in several programs.

Superior also has a contract with the Centers for Medicare and Medicaid Services (CMS) for Superior HealthPlan
Advantage, a Medicare Health Maintenance Organization (HMO) Special Needs Plan (SNP) for dual eligible
members (those receiving both Medicare and Medicaid services). Superior has a three-party agreement between
HHSC and CMS to provide services for STAR+PLUS Medicare-Medicaid Plan (MMP), a plan for dual eligible members
that meet certain criteria.

Specifically, Superior provides services to members that participate in the following programs in certain areas of
the state of Texas:

e STAR

e STAR+PLUS

e STARKids

e STAR Health (foster care)
e CHIP

*  STAR+PLUS Medicare-Medicaid Plan (MMP)
(A separate Provider Manual for this product is available at www.SuperiorHealthPlan.com.)

*  STAR+PLUS Nursing Facility
(A separate Provider Manual for this product is available at www.SuperiorHealthPlan.com.)

*  Allwell from Superior HealthPlan (HMO and HMO SNP)
(A separate Provider Manual is available for this product at www.SuperiorHealthPlan.com.)

* Ambetter from Superior HealthPlan
(A separate Provider Manual for this product is available at www.SuperiorHealthPlan.com.)

Superior Policies and Objectives

Superior conducts its business affairs in accordance with the standards and rules of ethical business conduct,
and abides by all applicable federal and state laws. Changes to procedures and the most updated information will
be posted on the Superior HealthPlan website. Superior’s policies are designed to assist HHSC in achieving the
following four main objectives:

* Improved access to care. e Improved member health status.
* Improved quality of care. * Improved provider and member satisfaction.

Superior has processes, policies and procedures to comply with the Health Insurance Portability and
Accountability Act of 1996 (HIPAA) and Texas regulatory requirements. For more information on HIPAA, see Section
16.
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Member Rights and Responsibilities

Superior members are given rights and responsibilities as outlined in the Texas Administrative Code (TAC) 1 TAC

§8§353.201-353.203. Providers should be aware of what information is being conveyed to their patients. The member

rights and responsibilities, found in Attachment Q of this manual (which include rights and responsibilities for
Medicaid and CHIP members), are outlined in the Superior member handbooks.

STAR Program Objectives

The objectives of the STAR program are to:

Provide acute medical care assistance. * Improve health outcomes.

Establish a medical home for clients through a » Improve client and provider satisfaction.

Primary Care Provider (PCP). « Improve cost effectiveness and efficiency.

Emphasize preventive care. Provide disease management.

Improve access to and quality of care.

STAR+PLUS Program Objectives

The objectives of the STAR+PLUS program are to:

Prevent or delay the institutionalization of members through an effective use of long term services and
supports (LTSS) services.

Provide comprehensive service coordination which includes assessing, service planning, monitoring and
coordinating care for members with complex, chronic or high cost health care or social support needs.

Assign Medicaid-only members to a medical home and integrate primary, acute and long-term care services

into one consumer-driven managed care system.

Ensure members receive the appropriate level of care in the least restrictive setting, consistent with their
personal health and safety needs.

Improve access to health care needs and improve members’ current quality of care.

Create accountability and control on costs and outcomes of care.

Promote provider and member satisfaction by coordination of services.

Coordinate Medicare services between Medicaid and Medicare for members who are dual eligible.

Provide comprehensive, community-based education to members regarding STAR+PLUS, while ensuring
access to services for persons with physical or mental disabilities and persons with limited English
proficiency.

Services are to be provided in a manner that promotes:

Meaningful quality of life and autonomy for members.

Maximum dignity and respect for all members.

Member participation in care decisions by self-determination and/or person-centered planning.
Member satisfaction.

Independent living in members’” homes and other community settings.

Preservation and support of members’ family and community support systems.
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* Cost-effective, quality health care delivery.
* Accessibility to covered services when needed by member.

* Coordination with services outside the scope of Medicaid for true service integration.

STAR Kids Program Objectives

The objectives of the STAR Kids program are to:

* Provide Medicaid benefits that are customized to * Reduce potentially preventable events, including
meet the health care needs of recipients through a out-of-home residential care, through provision of
defined system of care. care management and appropriate services.

* Better coordinate care of recipients. * Include a health home.

* Improve health outcomes. * Coordinate with long term services and supports

« Improve access to health services. provided outside the health plan.

* Provide a plan for transitioning provision of
benefits from STAR Kids to STAR+PLUS when the
member turns 21.

* Achieve cost containment and cost efficiency.

* Reduce administrative complexity.

STAR Kids Definitions

1915(i) Home and Community-Based Services - Adult Mental Health (HCBS-AMH)

Home and Community-Based Services-Adult Mental Health (HCBS-AMH) is a state-wide program that provides
home and community-based services to adults with serious mental illness. The HCBS-AMH program provides an
array of services, appropriate to each individual’s needs, to enable him or her to live and experience successful
tenure in their chosen community. Services are designed to support long term recovery from mental illness.

Community Living Assistance and Support Services (CLASS) Waiver Program

The Community Living Assistance and Support Services (CLASS) program provides home and community-based
services to people with related conditions as a cost-effective alternative to an intermediate care facility for
individuals with an intellectual disability or related conditions (ICF/IID). A related condition is a disability, other than
an intellectual disability, that originated before age 22 that affects the ability to function in daily life.

Deaf Blind with Multiple Disabilities (DBMD) Waiver Program

The Deaf Blind with Multiple Disabilities (DBMD) program provides home and community-based services to people
who are deaf blind and have another disability. This is a cost-effective alternative to an intermediate care facility for
individuals with an intellectual disability or related conditions (ICF/IID). The DBMD program focuses on increasing
opportunities for consumers to communicate and interact with their environment.

Dual-Eligible

Medicaid recipients who are also eligible for Medicare.

SuperiorHealthPlan.com 3 Introduction


SuperiorHealthPlan.com

Home and Community-Based Services (HCS) Waiver Program

The Home and Community-Based Services (HCS) program provides individualized services and supports to people
with intellectual disabilities who are living with their families, in their own homes or in other community settings,
such as small group homes where no more than four people live. The local authority provides service coordination.

Long Term Services and Supports (LTSS)

LTSS means assistance with daily healthcare and living needs for individuals with a long-lasting illness or disability.

Medically Dependent Children Program (MDCP) Waiver Program

The Medically Dependent Children Program (MDCP) provides services to support families caring for children who
are medically dependent and encourages the transition of children in nursing homes back to the community.

The following is a list of covered services for members who qualify for STAR Kids and STAR Health MDCP services:

* Respite Care *  Employment Assistance

* Supported Employment *  Flexible Family Support Services
* Financial Management Services * Minor home modifications

* Adaptive Aids « Transition Assistance Services

Texas Home Living (TxHmL) Waiver Program

The Texas Home Living Program (TxHmL) provides selected essential services and supports to people with an
intellectual disability or a related condition who live in their own home or their family’s home.

Youth Empowerment Services (YES) Waiver Program

The Youth Empowerment Services (YES) waiver provides comprehensive home and community-based mental
health services to youth between the ages of 3 and 18, up to a youth’s 19th birthday, who have a serious emotional
disturbance. The YES waiver not only provides flexible supports and specialized services to children and youth

at risk of institutionalization and/or out-of-home placement due to their serious emotional disturbance, but also
strives to provide hope to families by offering services aimed at keeping children and youth in their homes and
communities.

STAR Health Program Objectives

STAR Health provides health care for children in the Texas foster care program. Superior offers these services
under a contract with the Texas Health and Human Services Commission (HHSC).

The objectives of the STAR Health program are to:

* Provide Medicaid benefits that are customized to
meet the health care needs of children/youth in
foster care. .

provision of service management and appropriate
services.

Provide training programs that offer clinical

* Improve access to health-care needs and improve
members’ current quality of care.

* Provide a plan for transitioning youth who age out
of care.

* Reduce potentially preventable events through

expertise and program information for families,
caregivers, caseworkers and other child advocates.

Provide comprehensive, community-based
education to members and stakeholders, while
ensuring access to services for children/youth in

Introduction
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foster care. * Provide Integrated Medical Home where each
foster care child has access to Primary Care
Providers (PCPs), behavioral health clinicians,
specialists, dentists and vision services.

* Improve health outcomes.

* Provide care coordination services to help
members understand benefits, get help with
appointments, find transportation assistance and
identify local community resources.

STAR Health focuses on three key areas to provide
members with quality health care:

Integrated Medical Home where each foster care child has access to Primary Care Providers (PCPs), behavioral
health clinicians, specialists, dentists and vision services.

Care Coordination services to help members understand benefits, get help with appointments, find
transportation assistance and identify local community resources.

Training programs that provide clinical expertise and program information for families, caregivers, caseworkers
and other child advocates.

CHIP Program Objectives

The objectives of the CHIP program are to:

* Increase the number of insured children in Texas. Improve access to and quality of care.

» Establish a medical home for clients through a
Primary Care Provider (PCP). .

Improve health outcomes.

Improve client and provider satisfaction.

*  Emphasize preventative care. « Improve cost effectiveness and efficiency.

Contacting Superior

Provider Services

Superior has customer service staff to assist you telephonically with your day-to-day operations, questions and/or
concerns. You can contact Superior’s Provider Services department Monday through Friday, 8 a.m., to 5 p.m., (CST)
toll-free for inquiries such as, but not limited to, member eligibility, benefits, authorization requirements, how to
access our Superior’s Secure Provider Portal, claim and appeal status and general program questions. During after
hours, state-approved holidays, and weekends the Provider Service line is answered by Superior’s 24-hour Nurse
Advice Line. The Nurse Advice Line can provide assistance with eligibility and authorizations for needed services.
Superior’s Provider Services department can be reached at:

STAR, STAR+PLUS, STAR Health, STAR Kidsand CHIP ...........ccoovvviee.. 1-877-391-5921

Account Management

Your office is assigned an Account Manager to help you with questions, inquiries and training needs related to any

of our programs. Additionally, personalized support is provided by field support staff. To find your local Account
Manager’s contact information, please call Provider Services or visit https://www.SuperiorHealthPlan.com/providers/
resources/find-my-provider-rep.html.
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SECTION 2
PROVIDER ROLES AND RESPONSIBILITIES

The Role of a Primary Care Provider

The Primary Care Provider (PCP) is the cornerstone of Superior. The PCP serves as the “medical home” for the
member. The “medical home” concept should assist in establishing a member and provider relationship and
ultimately better health outcomes. The PCP is responsible for the provision of all primary care services for Superior’s
members (Please note, STAR Kids dual eligible members are not required to have a PCP). The PCP is responsible for
either being enrolled as a Texas Health Steps provider or referring members due for a Texas Health Steps checkup to
a Texas Health Steps provider. In addition, the PCP is responsible for referring and obtaining referral authorization for
members needing specialty services to Superior network providers, as well as certifying medical necessity for Waiver
programs and LTSS services. See Attachment A for a list of services and procedures requiring prior authorization.

Becoming a Texas Health Steps Provider

Providers performing Medical, Dental and Care Management services can become Texas Health Steps providers.
You must be an enrolled Texas Health Steps provider in order to be reimbursed for Texas Health Steps services.
Enrollment must be completed through Texas Medicaid and Healthcare Partnership (TMHP) at www.tmhp.com. For
more information on Texas Health Steps, please review Section 5.

Who Can Serve as a Primary Care Provider (PCP)

Credentialed providers in the following specialties can serve as a PCP:

*  Family Practitioner * OB/GYN * Advanced Practice Registered
+  General Practitioner «  Specialist (when appropriate, Nurse

« Internal Medicine Practitioner as described below) * Certified Nurse Midwife

« pediatrician * Nurse Practitioner * Physician Assistant

PCP For Newborns

To make a PCP selection for an unborn child, all pregnant women should be referred to Superior’s Member Services
department at:

STAR aNd CHIP ..o 1-800-783-5386
STARHPLUS ..o 1-877-277-9772
STAR KIS oo 1-844-590-4883
STAR Health .....oooiiiiici 1-866-912-6283

Providers are also encouraged to direct the Medicaid mother to her HHSC case worker to ensure the newborn is
officially deemed eligible for the Medicaid program.
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A Specialist as a Primary Care Provider

Members with disabilities, special health-care needs and chronic or complex conditions have the right to designate
a specialist as their PCP (excluding STAR Kids dual eligible members). A specialist may serve as a PCP only under
certain circumstances, and with approval of Superior’s Chief Medical Officer. To be eligible to serve as a PCP, the
specialist must:

* Meet Superior’s requirements for PCP * Contract with Superior as a PCP.
participation, including credentialing.
All requests for a specialist to serve as a PCP must be submitted to Superior on the Request for Specialist as PCP
Form (Attachment B). The request should contain the following information:
* Certification by the specialist of the medical need for the member to utilize the specialist as a PCP.

* Astatement signed by the specialist that he or she is willing to accept responsibility for the coordination of all
of the member’s health-care needs.

» Signature of the member on the completed Request for Specialist PCP Form (Attachment B).

Superior will approve or deny the request for a specialist to serve as a PCP and provide notification of the decision
to the member no later than thirty (30) days after receiving the request. The effective date of the designation of a
specialist as @ member’s PCP may not be applied retroactively.

If the request is denied, Superior will provide a written notification to the member, which will include the reasons
for the denial. The member may file an appeal as a result of the decision to deny the request for specialist as a PCP.
See Section 11 for an explanation of the member appeal process.

Roles of Specialty Care Providers (Specialist)

The specialist partners with the PCP to deliver specialty care to members. A key component of the specialist’s
responsibility is to maintain ongoing communication with the member’s PCP. Superior prefers that specialists are
board certified in his or her area of expertise, but it is not required.

Specialty care practitioners and facilities are responsible for ensuring that necessary referrals/authorizations have
been obtained prior to the provision of services.

All members are allowed to: 1) select a network ophthalmologist or therapeutic optometrist to provide eye health-
care services, other than surgery and 2) have access, without a PCP referral, to eye health-care services from a
network specialist who is an ophthalmologist or therapeutic optometrist for nonsurgical services. In addition,
Superior ensures that STAR Kids members have access to a network specialist provider for common pediatric
medical specialties, including general surgery, cardiology, orthopedics, urology, neurology, pulmonology,
otolaryngology and ophthalmology.

PCPs must make referrals for specialty care on a timely basis, based on the urgency of the member’s medical
condition, but no later than five days.

Role of an OB/GYN

Superior allows female members to select an obstetrician/gynecologist (OB/GYN) without a referral from their PCP.
An OB/GYN can provide a member:

*  One well-woman checkup each year. » Care for any female medical condition.

» Care related to pregnancy. « Referral to a specialist within the network.
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Female members may:

* Goto any Superior contracted OB/GYN for all * Receive family planning services from an in or
women’s care services. Neither a referral nor prior out-of-network provider without a referral or prior
authorization is required. authorization.

As noted above, an OB/GYN may also serve as a PCP. Superior allows members (excluding STAR Kids dual eligible
members) to pick any OB/GYN, whether that doctor is in the same network as the member’s PCP or not.

Role of a CHIP Perinatal Provider

A CHIP perinatal provider provides care for the unborn child. CHIP perinatal members (pregnant women) are not
required to select a PCP. CHIP perinatal members can go to any Superior-contracted CHIP perinatal provider, listed
in the CHIP Perinate section of the CHIP provider directories, for prenatal and postpartum care. Benefits provided
are limited to services that affect the health of the unborn child.

CHIP perinatal members are categorized into two different groups:
1. Ator below the Medicaid eligibility threshold or
9. Above the Medicaid eligibility threshold.

The Medicaid eligibility threshold is indicated on the perinatal member’s Superior ID card. A “Category A”
designation indicates at or below the Medicaid eligibility threshold and a “Category B” designation indicates the
member is above the Medicaid eligibility threshold.

Superior is responsible for payment of professional services only for perinatal members at or below the Medicaid
threshold. Hospital claims for CHIP perinatal members at or below the Medicaid threshold should be filed to the
Texas Medicaid Health Partnership (TMHP), limited to prenatal, postpartum and delivery services.

Superior is responsible for payment of both professional and facility charges related to prenatal, delivery and
postpartum services for perinatal members above the Medicaid threshold.

Role of a Pharmacy

Members have the right to obtain Medicaid and CHIP covered medications from any Superior network pharmacy.
These pharmacies are located on Superior’s website. Providers and members can also call Superior’s Member
Services department to locate a network pharmacy. Network pharmacies are required to perform prospective
and retrospective drug utilization reviews, coordinate with the prescribing physician, ensure members receive all
medications for which they are eligible, and ensure adherence to the Medicaid and CHIP formularies administered
through the Texas Vendor Drug Program (VDP) and the Medicaid Preferred Drug List (PDL). The pharmacy must
coordinate the benefits when a member also has primary insurance or receives Medicare Part D services.

Additional pharmacy information is located on Superior’s website at
https://www.SuperiorHealthPlan.com/providers/resources/pharmacy.html.

Role of a Dental Provider

Dental plan members may choose their main dental homes. Dental plans will assign each member to a main dental
home if he or she does not choose one in a timely manner. Whether chosen or assigned, each member who is

six (6) months or older must have a designated main dental home. Dental services for STAR Health members are
included and delivered through Superior’s STAR Health benefits.
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Role of a Main Dental Home

A main dental home serves as the member’s main dentist for all aspects of oral health care. The main dental home
has an ongoing relationship with that member to provide comprehensive, continually accessible, coordinated and
family-centered care. The main dental home provider also makes referrals to dental specialists when appropriate.
Federally Qualified Health Centers, individuals who are general dentists and pediatric dentists can serve as main
dental homes.

Helping Members Find Dental Care

The dental plan member ID card lists the name and phone number of a member’s main dental home provider. The
member can contact the dental plan to select a different main dental home provider at any time. If the member
selects a different main dental home provider, the change is reflected immediately in the dental plan’s system, and
the member is mailed a new ID card within five (5) business days.

If a member does not have a dental plan assigned or is missing a card from a dental plan, the member can contact
the Enrollment Broker’s toll free telephone number at 1-800-964-2777 (Medicaid members) and 1-877-543-7669
(CHIP members).

Role of Health Home

Health Home means a primary care provider practice or, if appropriate, a specialty care provider practice,
incorporating several features, including comprehensive care coordination, family-centered care and data
management, that are focused on improving outcome-based quality of care and increasing patient and provider
satisfaction under Medicaid. The role of the Health Home is to provide members with multiple chronic physical and
emotional conditions with a team-based approach to care while covering a holistic array of services and supports
extending beyond what can be provided by the member’s PCP. Health Homes operate in conjunction with two
other entities; a primary care practice and/or a specialty care practice. Health Homes are designed to provide easy
access to care between providers while ensuring quality of care continues.

Health Homes provide for the following services:
1. Patient self-management education 4. Patient-centered and family-centered care
9. Provider education 5. Patient and family support (including authorized

3. Evidence-based models and minimum standards representatives)

of care 6. Service coordination

Network Limitations

Superior members must seek services from a Superior contracted provider. Exceptions include when a provider
is not accessible within the network, or to ensure continuity of care for a newly enrolled Superior member as
described below. All out-of-network services require an authorization.

A referral is needed to access a specialist. A specialist may not refer to another specialist.

Continuity of Care

There are situations that arise when Superior may need to approve services out-of-network. Superior may need to provide
authorization for continuity in the care of a member whose health condition has been treated by a specialty care provider
or whose health could be placed in jeopardy if medically necessary covered services are disrupted or interrupted. In these
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cases, Superior may provide authorization to a non-contracted provider to provide the medically necessary services until the
transition to a network provider may be completed. The following are circumstances in which continuity of care apply. Pre-
existing conditions are not imposed.

Please note, continuity of care for out-of-network providers have additional details that apply, including:

*  Members who change MCOs and have an existing prior authorization with their previous MCO, will need request prior
authorization from Superior. Please send proof of the prior authorization along with the request. Continuity of care
based on prior authorization with another MCO will be honored for up to 90 days or until the end of the authorization.

*  Members may receive necessary, covered services that are not available in-network.

*  Members who have been diagnosed with, and receiving treatment for a terminal illness at the time of enrollment with
Superior, can continue to receive care from their current provider for a period of nine months (twelve months for STAR
Kids) from the date the member became eligible with Superior.

Newly Enrolled Members

Prior authorization may be requested for up to a 90-day initial continuity of care period to allow time for the
transition to a Superior participating provider.

e After the initial 90-day period, or until the end of an authorization, continuity of care will no longer apply.

» If there is no participating provider who can perform the requested service within a 75-mile radius, Superior
may authorize or continue authorizing the service to a non-participating provider.

Members Diagnosed with a Terminal Illness

Continuity of care also applies to prior authorization requests for members diagnosed with a terminal illness. A
member can continue receiving care from their current provider for a period of nine months (twelve months for
STAR Kids) from the date the member became eligible with Superior.

Pregnant Members

Superior will provide out-of-network authorization to a pregnant member who is in their second trimester of
pregnancy to remain under the care of her current OB/GYN up through their postpartum checkup.

* In cases where the member wishes to change her OB/GYN to one who is in-network, the member will be
allowed to do so as long as the provider agrees to accept her in the second trimester of pregnancy.

Community-Based Long Term Care Services

At the time of new program implementation, Superior will provide continued authorization for services prior
authorized for a period not to exceed six (6) months or until a new assessment is completed and a new
authorization is issued, whichever comes first. Please refer to Section 9 for details on how to request an out-of-
network authorization.

Members Who Move Out of the Service Area

Superior will continue to provide and coordinate services for members who move out of the service area until the
member is disenrolled from Superior.
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Direct Access to Care

Members have direct access to the following services and providers without first accessing care through the PCP:

* Obstetric or gynecologic services for female » Behavioral health services.
members (as described below). «  Network ophthalmologists or therapeutic

* Routine vision services, to include eye exams and optometrists to provide eye health-care services
eyewear (according to benefit limitations). other than surgery.

Telemedicine and Telehealth Services

As a second option to face-to-face visits, any provider in the Superior HealthPlan network can offer telehealth
services to Superior members (except for STAR+PLUS dual members) for certain healthcare needs. “Telehealth
services” are virtual healthcare visits with a provider through a mobile app, online video or other electronic
method. These may include, but are not be limited to telemedicine, telemonitoring and telehealth services.

Superior treats telehealth services with in-network providers in the same way as face-to-face visits with in-network
providers. A telehealth visit with an in-network Superior provider does not require prior authorization.

A telehealth visit with an in-network Superior provider is subject to the same co-payments, co-insurance and
deductible amounts as an in-person visit with an in-network provider.

Providers may be reimbursed for a patient site facility fee when services are performed by a:
* County Indigent Health Care Program
e Physician
* Physician Assistant
e Nurse Practitioner
* Clinical Nurse Specialist
* Qutpatient Hospital
Please note: A facility fee is not available if the patient site is the patient’s home.

Providers interested in providing telemedicine, telemonitoring and telehealth services to eligible Superior members
should reference the Texas Medicaid Provider Procedures Manual, located at
http://www.tmhp.com/Pages/Medicaid/Medicaid_Publications_Provider_manual.aspx.

For more information, contact Superior’s Member Services department at:

STAR aNd CHIP ...ooiiiiicceeee 1-800-783-5386
STARHPLUS ..o 1-877-277-9772
STARKIAS ..ot 1-844-590-4883
STAR Health .....oooiiiiie 1-866-912-6283

Primary Care Providers Patient Panels

All providers have the right to regulate the number of members they are willing to accept into their practice. Since
assignment is based on the member’s choice, Superior does not guarantee that any provider will receive a set
number of members.

If a provider declares a specific capacity for his or her Superior patient panel size and wants to make a change to
that capacity, the provider must:
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e Contact Superior’s Account Management Department; and

¢ Provide notification of the change on or before the fifteenth (15™) of the month for the change to become
effective on the first (1¥) of the following month. If the change is requested after the fifteenth (15™) of the
month, the change will become effective the first (1%) day of the second month following the request.

When an existing provider, with an assigned panel, terminates from a group, the group may request in writing to
have the patient panel transferred to a participating provider within the group. This request should be sent to
Account Management. Call Provider Services for your Account Manager contact information or visit
https://www.SuperiorHealthPlan.com/providers/resources/find-my-provider-rep.html.

Superior’s Quality Improvement (QI) Department performs accessibility and availability studies on Superior’s
network to ensure access and quality of care for all Superior members. If Superior determines that a provider fails
to comply with access standards, corrective action will be required of that provider to maintain his or her contract
with Superior.

PCPs are able to access their Panel Reports on Superior’s Secure Provider Portal. Please see Section 17. A member
may choose to select another provider to act as the member’s PCP.

Under no circumstance can a provider take retaliatory action against a member due to disenrollment from the
provider’s panel.

Provider Responsibilities
General guide for network participation by all providers (excluding STAR Kids dual eligible):

*  Provide Superior's members with a professionally recognized level of care and efficacy consistent with community
standards, compliant with Superior’s clinical and non-clinical guidelines and within the practice of your professional
license.

* Abide by the terms of your Superior Provider Participation Agreement.

»  Comply with all of Superior’s policies, procedures, rules and regulations, including those found in the Provider Manual.
*  Facilitate inpatient and ambulatory care services at in-network facilities.

*  Arrange referrals for care and service within Superior’s network.

«  Verify member eligibility prior to requesting authorizations or providing services.

*  Ensure member understands right to obtain medication from any network pharmacy.

¢ Maintain confidential medical records consistent with Superior’s medical records guidelines as outlined in Attachment
C and applicable HIPAA regulations. Please note: Provider agrees that all health information, including that related to
patient conditions, medical utilization and pharmacy utilization, available through portals or any other means, will be
used exclusively for patient care and other related purposes as permitted by the HIPAA Privacy Rule.

* Maintain a facility that promotes patient safety.

*  Participate in Superior’s Quality Improvement program initiatives.

*  Participate in provider orientations and continuing education.

»  Abide by the ethical principles of your profession.

*  Notify Superior if you are undergoing an investigation, or agree to written orders by the state licensing agency.
*  Notify Superior if a member has a change in eligibility status by contacting Provider Services.

¢ Maintain professional liability insurance in the amounts that meet Superior’s credentialing requirements and/or state-
mandated requirements.
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»  Notify Superior if there is a change in your office address, tax ID number or any other demographic changes.

¢ Maintain enrollment status with Texas Medicaid. Please note: Texas Medicaid will deny claims for prescriptions, items
and services ordered, referred or prescribed for any Medicaid, Children with Special Health Care Needs Services
Program (CSHCN) or Healthy Texas Women member when the provider who ordered, referred or prescribed the items or
services is not enrolled in Texas Medicaid. This applies to both instate and out-of-state providers.

*  Comply with the requirements of Texas Government Code §531.024161 regarding the submission of claims involving
supervised providers.

* Maintain the Participating Provider Conflict of Interest and Health Care Entity Financial Interest Policy and Disclosure
statements to reflect current status.

*  Provide at no cost to the Texas Health and Human Services Commission (HHSC) or its delegates any requested records
in accordance with the timelines, definitions, formats and instructions specified by HHSC.

*  Further details about the designees and types of requests can be found within network provider contracts.

Reminder: Providers can contact their local Account Manager with any questions at 1-877-391-5921. To find an Account
Manager in your area, visit https://www.SuperiorHealthPlan.com/providers/resources/find-my-provider-rep.html.

Updates to Contact Information

Superior contracted providers must inform Superior of any changes to the provider’s address, telephone number,
group affiliation, etc. Medicaid providers must also notify the Health and Human Services Commission (HHSC)
Administrative Services Administrator and Texas Medicaid and Health Partnership (TMHP) of any changes in
practice organization or demographic information. Provider demographic changes can be updated through
Superior’s Secure Provider Portal at Provider.SuperiorHealthPlan.com.

Advance Directives

Providers must inform Superior members, 18 years of age and older, of their rights to be involved in decisions regarding
their medical care. This includes documentation of advance directives, their right to refuse withhold or withdraw medical
and mental treatment and the rights of the member or member’s representative to facilitate medical care or make
treatment decisions when the member is unable to do so as stipulated in the Advance Directives Act, Chapter 166, Texas
Health and Safety Code: http://www.statutes.legis.state.tx.us/Docs/HS/htm/HS.166.htm.

Providers must document such information in the member’s permanent medical record. Primary Care Providers are
responsible for informing their patients about completing an advance directive. Please see Attachment O for more
details. The forms can be found at https://hhs.texas.gov/laws-regulations/forms/advance-directives.

If you would like a printed copy, or need assistance regarding advance directives, contact Provider Services.

Appointment Availability

Consistent with the HHSC Uniform Managed Care Contracts for STAR, CHIP, STAR+PLUS, STAR Kids and STAR
Health, the appointment availability standards are required as noted in the table below. Superior has added
examples of presenting symptoms to clarify the type of care that may be required.

Superior requires the hours of operation that providers offer to Medicaid and CHIP members be no less than those
offered to commercial patients. Superior’s PCPs and specialty care providers must have adequate office hours to
accommodate appointments for members using the following appointment access guide.
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Appointment Access Guide

severity (including severe pain), such that a prudent

layperson, which possesses an average knowledge

of health and medicine, could reasonably expect the

absence of immediate medical care could result in:

- Death, placing the member’s health in serious
jeopardy, permanent impairment of bodily functions,
serious dysfunction of any bodily organ or part.

- With respect to a pregnant woman who is having
contractions, that there is inadequate time to effect
a safe transfer to another hospital before delivery,
or that transfer may pose a threat to the health or
safety of the woman or the unborn child.

breath.

delivery site.
For non-life threatening behavioral
health emergencies within 6 hours.

. e Primary
Type of Care Example Appointment Availability Provider Type
“Emergency Care” is defined as a medical condition Radiating chest pain, | Services must be provided upon PCP, Specialist,
manifesting itself by acute symptoms of sufficient severe shortness of | member presentation at the service | Hospital

“Urgent Care” is defined as a health condition,
including an urgent behavioral health situation,

which is not an emergency but is severe or painful
enough to cause a prudent layperson, possessing

the average knowledge of medicine, to believe that

his or her condition requires medical evaluation or
treatment within 24 hours by the member’s PCP or
PCP designee to prevent serious deterioration of the
member’s condition or health. This includes treatment
for behavioral health services provided by a licensed
behavioral health clinician for STAR Health members.
“Urgent Behavioral Health Situation” is defined as a
behavioral health condition that requires attention and
assessment within 24 hours, but which does not place
the member in immediate danger to himself or herself
or others and the member is able to cooperate with
treatment.

Fever, persistent
vomiting, wants to
hurt or has thoughts
about hurting
themselves or
others.

Appointment must be offered within
94 hours of the request, including
urgent specialty care.

PCP, Specialist,
Licensed
Behavoiral Health
Clinician

with the Texas Health Steps periodicity schedule for
STAR, STAR+PLUS, STAR HEALTH, and STAR KIDS.
For CHIP consistent with the American Academy of
Pediatrics (AAP) periodicity schedule.

visits.

members less than 6 months of age.
Within 2 months for members 6
months through age 20. For existing
members age 36 months and

older the Texas Health Step annual
medical checkup is due on the
child’s birthday.

“Routine Primary Care” is defined as health care for Services designed Within 14 calendar days of request. | PCP
covered preventive and medically necessary Health to prevent disease,
Care Services that are non-emergent or non-urgent. to detect disease
and treat early, or to
manage the course
of disease effectively.
Routine Specialty Care is defined as health care for Referral for non- Within 21 calendar days of request. | Specialist
covered preventive and medically necessary Health urgent condition.
Care Services that are non-emergent or non-urgent.
“Preventive Health Services” for Children. Consistent Texas Health Steps Within 14 calendar days for PCP

Preventive Health Services for Adults

Annual physical, well
woman examination.

Within 3 months of request for
members 21 years of age or older.

PCP, Gynecologist

Prenatal Care

Routine prenatal
care visits.

Within 14 calendar days of request.

Obstetrical
services providers

High risk pregnancy or new member in the third
trimester

Bleeding, no previous
prenatal care.

Within 5 calendar days of request or
immediately if an emergency exists.

Obstetrical
services providers
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. T Primary
Type of Care Example Appointment Availability Provider Type
Routine Initial Visits and Follow-Up Behavioral Health Acute/chronic 10 business days/14 calendar Behavioral Health
Care psychiatric and days or within 7 calendar days Care Provider,
substance use upon discharge from an inpatient Psychiatrist,
disorders. psychiatric setting (does not pertain | Psychologist
to CHIP Perinate members).

Accessibility 24/7
PCPs must be accessible to Superior members 24 hours per day, 7 days per week. The provider must comply with
the following after-hours telephone availability standards:

* Office phone is answered during normal business hours.
* After business hours, provider must have the following arrangements:

- The office telephone is answered after-hours by an answering service that meets language
requirements of the major population groups (English and Spanish) and can contact the PCP or
another designated medical practitioner. All calls answered by an answering service must be
returned within 30 minutes.

- The office telephone is answered after normal business hours by a recording in the language of
each of the major population groups served (English and Spanish), directing the patient to call
another number to reach the PCP or another provider designated by the PCP. Someone must be
available to answer the designated provider’s telephone. Another recording is not acceptable.

- The office telephone is transferred after office hours to another location where someone will
answer the telephone and be able to contact the PCP, or another designated medical provider,
who can return the call within 30 minutes.

Examples of unacceptable after-hours coverage include:

* The office telephone is only answered during office ¢  The answering machine is not bilingual (English
hours. and Spanish).

* The office telephone is answered after-hours by a * The office telephone is answered after-hours
recording that tells patients to leave a message. by a recording that directs patients to go to an

Returning after-hours calls outside of 30 minutes. emergency room for any services needed.

Covering Providers

PCPs must arrange for coverage with another Superior-contracted provider during scheduled or unscheduled time
off. In the event of a PCP having unscheduled time off, notify the Account Management department of the coverage
arrangements that have been made in the PCP’s absence. Covering providers must have an active National Provider
Identifier (NPI) number in order to receive payment. For provision of services to Medicaid members, providers must
also be actively enrolled in Texas Medicaid.

Member Education

Superior abides by state contractual agreements to ensure we provide appropriate cultural and linguistic services
for our members. Materials are also made available in large print, braille and on CD when requested. A variety

of sources are used to inform Superior members, in a culturally sensitive manner, about the health plan and the
services available to them. This includes, but is not limited to:
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e Superior member handbooks * Superior provider directory
* Superior’s member quarterly newsletter, e Superior web site, www.SuperiorHealthPlan.com
Healthy Moves «  Special mailings
* Targeted disease management brochures
To obtain a sample of any of the materials listed above, contact Member Services.

All educational materials are available in written text in both English and Spanish, and in other languages, if
needed. These materials are also modified to a 6th grade reading level or below, as measured by the appropriate
score on the Flesch-Kincaid Readability Scale.

You can refer your patients to our member advocate staff for personalized member education. See Attachment F
for a sample referral form, or refer them to Superior’s Member Services department.

Superior encourages providers to assist in member education regarding healthy lifestyles. Preventive health
guidelines, which include health education and counseling topics are included in Section 12.

Referrals

Superior providers are required to refer members for specialty services within the Superior network. Referral to out-
of-network providers will be made when medically necessary. All out-of-network services require an authorization.

Key highlights:

* APCPisrequired to refer a member to a specialist when medically necessary care is needed beyond the
scope of the PCP.

¢ A member should be referred to a specialist by their PCP.

* Aspecialist cannot refer to another specialist. All member care should be coordinated through the PCP.
* Some services require prior authorization. See Attachment A for details.

* PCPs are required to request authorization for services requiring authorization.

¢ PCPs must document the coordination of referrals and services provided between the PCP and specialist.
(requirement does not apply for STAR Kids dual eligible members).

All providers are required to follow the processes outlined in Section 8. Superior’s prior authorization and
notification requirements are included in Attachment A.

Reporting Abuse, Neglect or Exploitation (ANE)

Superior and providers must report any allegation or suspicion of ANE that occurs within the delivery of long
term services and supports to the appropriate entity. The managed care contracts include MCO and provider
responsibilities related to identification and reporting of ANE. Additional state laws related to MCO and provider
requirements continue to apply.

Report to the Texas Health and Human Services Commission (HHSC) if the victim is an adult or child who resides in
or receives services from:

* Nursing facilities;
* Assisted living facilities;

¢ Home and Community Support Services Agencies (HCSSAs) - Providers are required to report allegations of
ANE to both DFPS and HHSC;
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e Adult day care centers; or
* Licensed adult foster care providers.

Contact HHSC at 1-800-458-9858.

Report to the Department of Family and Protective Services (DFPS)
Report to the Department of Family and Protective Services (DFPS) if the victim is one of the following:
* Anadult who is elderly or has a disability, receiving services from:
- HCSSAs - also required to report any HCSSA allegation to HHSC.
- Unlicensed adult foster care provider with three or fewer beds.

e An adult with a disability or child residing in, or receiving services from, one of the following providers or their
contractors:

- Local Intellectual and Developmental Disability Authority (LIDDA), local mental health authority
(LMHAs), community center, or mental health facility operated by the Department of State Health
Services;

- A person who contracts with a Medicaid managed care organization to provide behavioral health
services;

- A managed care organization;
- An officer, employee, agent, contractor, or subcontractor of a person or entity listed above; and
* Anadult with a disability receiving services through the Consumer Directed Services option.

Contact DFPS at 1-800-252-5400 or, in non-emergency situations, online at www.txabusehotline.org.

Report to Local Law Enforcement:

» Ifa provider is unable to identify state agency jurisdiction but an instance of ANE appears to have occurred,
report to a local law enforcement agency and DFPS.

Failure to Report or False Reporting:

* Itisacriminal offense if a person fails to report suspected ANE of a person to DFPS, HHSC or a law enforcement agency
(see: Texas Human Resources Code, Section 48.052; Texas Health & Safety Code, Section 260A.012; and Texas Family
Code, Section 261.109).

* Itisacriminal offense to knowingly or intentionally report false information to DFPS, HHSC or a law enforcement agency
regarding ANE (see: Texas Human Resources Code, Sec. 48.052; Texas Health & Safety Code, Section 260A.013; and
Texas Family Code, Section 261.107).

*  The provider must provide Superior with a copy of the Abuse, Neglect, and Exploitation report findings within one (1)
business day of receipt of the findings from the Department of Family and Protective Services (DFPS). In addition, the
provider is responsible for reporting individual remediation on confirmed allegation to Superior.

*  Everyone has an obligation to report suspected ANE against a child, an adult that is elderly, or an adult with a disability
to DFPS. This includes ANE committed by a family member, DFPS licensed foster parent or accredited child placing
agency foster home, DFPS licensed general residential operation, or at a childcare center.

Fraud, Waste and Abuse Prevention

The Medicaid and CHIP programs include an important element of fraud, waste and abuse prevention, which
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requires the cooperation and participation of Superior’s contracted providers in prevention and reporting of
potential fraud, waste or abuse. Superior has a fraud, waste and abuse plan that complies with state and federal
law, including Texas Government Code § 531.113, Texas Government Code § 533.012, 1 Tex. Admin. Code §§ 353.501-
353.505, and 1 Tex. Admin. Code §§ 370.501-370.505. It is your responsibility as a participating provider to report
any member or provider suspected of potential fraud, waste or abuse. All reports will remain confidential.

Reporting Fraud, Waste or Abuse

Let us know if you think a doctor, dentist, pharmacist at a drug store, other health-care providers, or a person
getting benefits is doing something wrong. Doing something wrong could be fraud, waste, or abuse which is against
the law. For example, tell us if you think someone is:

* Getting paid for services that were not provided or necessary.

* Upcoding for services provided to receive higher reimbursement.

* Unbundling when billing for services provided.

* Not telling the truth about a medical condition to get medical treatment.

* Letting someone else use their Medicaid or CHIP ID.

¢ Using someone else’s Medicaid or CHIP ID.

* Not telling the truth about the amount of money or resources he or she has to get benefits.

To report fraud, waste or abuse, you may file a report directly to the Texas Office of Inspector General (HHSC OIG),
or you may report an issue to Superior. To report fraud, waste or abuse:

e Call the OIG Hotline at 1-800-436-6184.

* Visit https://oig.hhsc.state.tx.us and select “Report Fraud” to report fraud, waste and abuse to complete the
online form. Contact Superior’s Corporate Special Investigative Unit directly at:

Centene Corporation

Superior HealthPlan Fraud and Abuse Unit
1390 Timberlake Manor Parkway, Suite 450
Chesterfield, MO 63017

Toll-free Number: 1-866-685-8664

Information Needed to Report Fraud, Waste or Abuse

When reporting a provider (doctor, dentist, therapist, pharmacist, etc.) include as much information as possible,
such as:

* 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 (physician, therapist, pharmacist, etc.).
* Names and phone numbers of other witnesses who can aid in the investigation.
* Dates of events.
* Summary of what happened.
When reporting a member (a person who receives benefits), include:

e The person’s name.
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The Medicaid or CHIP program in which the member is/was enrolled (STAR, STAR+PLUS, STAR Health, STAR

Kids, CHIP)

The person’s date of birth, social security number or case number if available.

The city where the person resides.

Specific details about the fraud, waste or abuse.

Coordination of Care

Superior and its providers partner to identify and manage services for all members, including persons with
disabilities, chronic or complex conditions and Members and Children with Special Health Care Needs (MSHCN/
CSHCN). This includes development of a plan of care to meet the needs of the member, which is updated at
least annually. The plan of care is based on health needs, PCP and specialist(s) recommendations, periodic
reassessment of the member’s developmental and functional status and service delivery needs. For members

needing a referral to Care Management, please see Section 8.

As a provider managing a member with special health-care needs, Superior looks to its providers serving that
member to:

Be part of a multidisciplinary team responsible

for the delivery of care, when determined to be
medically necessary for effective treatment, to

avoid separate and fragmented evaluations and
service plans.

Provide an adequate plan of care for the member
so the needs of care can be reasonably met.

Develop specialty care and support service
recommendations to be incorporated into the plan
of care.

Include the patient’s behavioral health provider, if
applicable in the multidisciplinary team serving the
member’s physical and behavioral health needs,

to include an exchange of medical records for the
patient as needed.

Provide information to the member and the
member’s family concerning the specialty care
recommendations.

Provide necessary medical tests or procedures to
monitor disabilities within the provider’s office (if
available), or at a Superior-contracted provider’s
office/facility, which is located at or near the
provider’s office.

Participate in preadmission hospital planning for
non-emergency hospitalizations.

Participate in hospital discharge planning.

Submit, in a timely manner, all required
information for the Health Passport.

Community First Choice Provider Responsibilities

Provider Responsibilities

The CFC services must be delivered in accordance with the member’s service plan.

The program provider must maintain current documentation which includes the member’s service plan, ID/
RC (if applicable), staff training documentation, service delivery logs (documentation showing the delivery of
the CFC services), medication administration record (if applicable) and nursing assessment (if applicable).

The Home and Community-Based Services (HCS) or Texas Home Living (TxHmL) program provider must
ensure that the rights of the members are protected (e.g., privacy during visitation, to send and receive
sealed and uncensored mail, to make and receive telephone calls, etc.).

SuperiorHealthPlan.com
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* The program provider must ensure, through initial and periodic training, the continuous availability of
qualified service providers who are trained on the current needs and characteristics of the member being
served. This includes the delegation of nursing tasks, dietary needs, behavioral needs, mobility needs,
allergies and any other needs specific to the member that are required to ensure the member’s health, safety
and welfare. The program provider must maintain documentation of this training in the member’s record.

* The program provider must ensure that the staff members have been trained on recognizing and
reporting acts or suspected acts of abuse, neglect and exploitation. The program provider must also show
documentation regarding required actions that must be taken when, from the time they are notified, that an
Adult Protective Services investigation has begun through the completion of the investigation (e.g., providing
medical and psychological services as needed, restricting access by the alleged perpetrator, cooperating
with the investigation, etc.). The program provider must also provide the member/Legally Authorized
Representative (LAR) with information on how to report acts or suspected acts of abuse, neglect and
exploitation and the Adult Protective Services hotline (1-800-252-5400).

e The program provider must address any complaints received from a member/LAR and have documentation
showing the attempt(s) at resolution of the complaint. The program provider must provide the member/LAR
with the appropriate contact information for filing a complaint.

e The program provider must not retaliate against a staff member, service provider, member (or someone
on behalf of a member) or other person who files a complaint, presents a grievance or otherwise provides
good faith information related to the misuse of restraint, use of seclusion, or possible abuse, neglect or
exploitation.

* The program provider must ensure that the service providers meet all of the personnel requirements (age,
high school diploma/GED OR competency exam and three references from non-relatives, current Texas
driver’s license and insurance if transporting, criminal history check, employee misconduct registry check,
nurse aide registry check, OIG checks).

* For CFC ERS, the program provider must have the appropriate licensure to deliver the service.

* Perthe CFR §441.565 for CFC, the program provider must ensure that any additional training requested by the
member/LAR of CFC Personal Assistance Services (PAS) or habilitation (HAB) service providers is procured.

* The use of seclusion is prohibited. Documentation regarding the appropriate use of restrictive intervention
practices, including restraints must be maintained, including any necessary behavior support plans.

* The program provider must adhere to Superior’s financial accountability standards.

* The program provider must prevent conflicts of interest between the program provider, a staff member, or
a service provider and a member, such as the acceptance of payment for goods or services from which the
program provider, staff member or service provider could financially benefit.

* The program provider must prevent financial impropriety toward a member, including unauthorized
disclosure of information related to a member’s finances and the purchase of goods that a member cannot
use with the member’s funds.

STAR+PLUS, STAR Health and STAR Kids Provider Responsibilities
Role of a Long Term Services and Supports Provider

The Long Term Services and Supports (LTSS) provider serves certain members participating in the STAR+PLUS,

Provider Roles and Responsibilities 20 Superior HealthPlan Provider Manual



STAR Health and STAR Kids program. An LTSS provider assists a patient by providing a variety of non-medical
services, such as adult day care, adult foster care, home delivered meals, personal attendant services, home
modifications, respite services, etc. LTSS services require a prior authorization.

Long Term Services and Supports Provider Responsibilities

LTSS providers deliver a continuum of care and assistance ranging from in-home and community-based services
for elderly people and persons with disabilities who need assistance in maintaining their independence, to
institutional care for those who require that level of support, seeking to maintain independence for individuals
while providing the support required. LTSS providers have certain responsibilities for the STAR+PLUS, STAR Health
and STAR Kids program and the members they serve. This includes, but is not limited to:

* Contacting Superior to verify member eligibility « Coordinating Medicaid/Medicare benefits for dual
and/or authorizations for service. eligibles, as applicable.
*  Providing continuity of care. * Notifying Superior of any change in member’s

«  Coordinating with Medicaid and Medicare. physical condition or eligibility.

LTSS providers are required to provide covered health services to members within the scope of their Superior
agreement and specialty license. Superior offers LTSS providers access to necessary supports and resources,
access to emergency services for their safety and protection, and a means to communicate grievances.

Superior must require that LTSS providers submit periodic cost reports and supplemental reports to HHSC in
accordance with 1 Tex. Admin. Code Chapter 355, including Subchapter A (Cost Determination Process) and 1 Tex.
Admin. Code § 355.403 (Vendor Hold). If an LTSS provider fails to comply with these requirements, HHSC will notify
Superior to hold payments to the LTSS provider until HHSC instructs Superior to release the payments. HHSC

will forward notices directly to LTSS providers about such costs reports and information that is required to be
submitted. LTSS services must be previously authorized and all requests should be faxed to the STAR+PLUS Service
Coordination Department at 1-866-895-7856.

In the event LTSS providers require assistance in the delivery of service, please contact the STAR Kids Service
Coordination Department at 1-844-433-2074. Providers may also:

1. Contact Provider Services, available Monday through Friday, 8:00 a.m. to 5:00 p.m. CST, except for state-
approved holidays.

2. Contact the 24-hour Nurse Advice Line at 1-800-783-5386, available 24 hours a day, 7 days a week to obtain
medical guidance and support from a nurse.

STAR+PLUS and STAR Kids Attendant Care Rate Enhancement

LTSS providers contracted with Superior may participate in the attendant care enhanced payment program. The
following STAR+PLUS LTSS services are eligible for enhanced payments:

e Personal Assistant Services (PAS) both waiver and non-waiver.
* Day Activity and Health Services (DAHS).
* Assisted Living and Residential Care Services (ALRC).
* Habilitation (under CFC).
The following STAR Kids LTSS services is eligible for enhanced payments:
» Day Activity and Health Services
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Superior will reimburse providers at the same participation level as they are assigned by HHSC, if applicable.
Superior will increase the fee schedules for the codes included in the enhancement program for Superior
contracted providers who are contracted to participate in Superior’s Attendant Care Enhanced Payment Program.
For providers who are enrolled and subsequently do not continue participation with HHSC for Aging and Disability
Services, the level will remain the same throughout the duration of their participation in the program.

For assisted living facilities that do not hold a contract with HHSC for Aging and Disability Services, Superior will
establish an additional amount to be added on to the unit rates by type of service. If based upon Superior’s review
of quality measures and determines a change to the provider’s level, Superior will supply appropriate advance
notice to such providers.

There are two (2) distinct processes that encompass Superior’s Rate Enhancement Program which is in place for
participating providers. Non-participating providers cannot participate in rate enhancement through Superior.
These processes are Annual Attestation and Rate Level Changes.

Annual Attestation Process

Annually, Superior conducts outreach to providers in its Rate Enhancement Program to obtain a notarized affidavit
attesting to their participation in the Rate Enhancement Program for STAR+PLUS and STAR Kids and the pass
through of enhanced payments to their direct care staff. Towards the end of each year, these providers will be
asked to submit a new attestation for the following calendar year.

Each affidavit is effective for a specific calendar year. However, any affidavit received on or after September 1, will
be processed for both the current and upcoming calendar year.

Providers who contract during the plan year, and are participating in rate enhancement, should submit an affidavit
that would be good for the existing plan year.

Rate Level Changes

Providers may communicate changes to their rate enhancement level at any time during the year. For providers
that are assigned a new participation level by HHSC for PAS or DAHS services, these providers must submit the
updated level in writing to Superior requesting a change in participation level.

Superior will verify new participation level using the list as published on the HHSC website under the Attendant
Compensation Rate Enhancement webpage. All rate enhancement level changes are effective the month following
the month the notice was provided to Superior. Rate enhancement level changes are made prospectively, and will
not be made retrospectively.

Please note: Without an affidavit on file, Superior cannot process a rate change. Providers will need to submit an
affidavit with their level change for the remaining plan year, if there is none on file. Please refer to Attachment Y.

Provider Responsibilities for Employment Assistance (EA) and Supported
Employment (SE)

Employment Assistance is provided as an HCBS STAR+PLUS and STAR Kids Waiver service to a member to help the
member locate competitive employment or self-employment. EA services include, but are not limited to, the following:

* Identifying a member’s employment preferences, job skills and requirements for a work setting and work
conditions;

* Locating prospective employers offering employment compatible with a member’s identified preferences,
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skills and requirements; and

Contacting a prospective employer on behalf of a member and negotiating the member’s employment.

SE services provide assistance as HCBS Waiver service to a member who, because of a disability, requires
intensive, ongoing support to be self-employed, work from home or perform in a work setting at which members
without disabilities are employed. SE provides the supports necessary in order to sustain paid employment. SE
services include, but are not limited to, the following:

Employment adaptations, supervision and training
related to a member’s diagnosis;

If the member is under age 22, ensure provision
of SE, as needed, if the services are not available
through the local school district; and

If the member is under age 22, SE may be provided
through the SPW if documentation is maintained

in the member’s record, that the service is not
available to the member, under a program funded
under the Individuals with Disabilities Education
Act (20 U.S.C. §1401 et seq).

The provider must develop and update quarterly a plan for delivering EA/SE including documentation of the
following information:

Name of the member;
Member’s employment goal;

Strategies for achieving the member’s employment
goal, including those addressing the member’s
anticipated employment support needs;

Any concerns about the effect of earnings on
benefits, and a plan to address those concerns;

Progress toward the member’s employment goal;

If progress is slower than anticipated, an explanation
of why the documented strategies have not been
effective, and a plan improve the effectiveness of the
member’s employment search; and

Names of the people, in addition to the member,
whose support is or will be needed to ensure
successful employment placement, including the
corresponding level of support those persons are
providing or have committed to providing.

Additional STAR Kids Provider Responsibilities

Coordination with the Department of Family and Protective Services (DFPS)

Superior works with the DFPS and foster care parents to ensure that the at-risk population, both children in
custody and not in custody of DFPS, receive needed health care. Children who are served by DFPS may transition in
and to various areas of the state rapidly.

During the transition period for a child moving between custodians and beyond, providers must:

Schedule medical or behavioral appointments
within fourteen (14) days of the requested
appointment or earlier as requested by DFPS.

Provide periodic written updates on the treatment
status of members to DFPS as required by DFPS.

Provide medical records to DFPS upon request.

Participate, when requested by DFPS, in planning
to establish permanent homes for members.

Testify in court for child protection litigation as
required by DFPS.

Comply with DFPS policy regarding medical
consenter and release of confidential information.

Refer suspected cases of abuse or neglect to DFPS.

Participate in Superior’s training activities
regarding DFPS coordination.

For assistance with members and DFPS, providers should call Superior’s STAR Kids Member Services department
at 1-844-590-4883.
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To report concerns of abuse, neglect or exploitation of children, the elderly or people with disabilities, contact the
Texas Abuse/Neglect Hotline at 1-800-252-5400, or at www.txabusehotline.org.

STAR Health Provider Responsibilities

Primary Care Provider/Behavioral Health Integration and Communication

Primary Care Providers (PCPs) must screen members for any behavioral condition, may treat members within the
appropriate scope of their practice and may refer members for treatment to a network behavioral health provider.

In the STAR Health program, PCPs and behavioral health providers are required to send each other initial and
quarterly summary reports of a member’s physical and behavioral health status. Reports between PCP and
behavioral health providers may be required more frequently if clinically indicated, directed by the Service
Management Team, or court ordered.

Reports must include information required for judicial review of medical care under Texas Family Code 266.007.
These reports can be provided directly between providers or via the Health Passport. Providers may fax reports to
the Health Passport utilizing the cover sheet and directions provided in Attachment S.

Coordination with the Department of Family and Protective Services (DFPS)

Superior works with the DFPS and foster care parents to ensure that the at-risk population, both children in
custody and not in custody of DFPS, receive needed health care. Children who are served by DFPS may transition in
and to various areas of the state rapidly.

During the transition period for a child moving between custodians and beyond, providers must:

* Schedule medical or behavioral appointments » Testify in court for child protection litigation as
within fourteen (14) days of the requested required by DFPS.

appointment or earlier as requested by DFPS. «  Comply with DFPS policy regarding medical

* Provide periodic written updates on the treatment consenter and release of confidential information.

status of members to DFPS as required by DFPS. «  Refer suspected cases of abuse or neglect to DFPS.

*  Provide medical records to DFPS upon request. «  Participate in Superior’s training activities

* Participate, when requested by DFPS, in planning regarding DFPS coordination.
to establish permanent homes for members.

For assistance with members and DFPS, providers should call Superior’s STAR Health Member Services Department
at 1-866-912-6283.

To report concerns of abuse, neglect or exploitation of children, the elderly, or people with disabilities, contact the
Texas Abuse/Neglect Hotline at 1-800-252-5400, or at www.txabusehotline.org.

Medical Record Keeping

Superior’s Requirements

Superior requires all providers (physician, hospital and ancillary) to maintain sound medical record keeping
practices that are consistent with Superior’s medical records guidelines included in Attachment C. Superior
requires that records be maintained in compliance with all HIPAA regulations and other federal and state laws.
Records must be kept in a legible, current, detailed, organized and comprehensive manner that permits effective
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patient care and quality review. Whether using paper or electronic record keeping systems, medical records need
to be identifiable by the patient name and be accessible. All medical records must be kept for at least seven (7)
years from the anniversary date of last treatment. Records of patients younger than eighteen (18) shall be retained
until the patient reaches age twenty-one (21) or for seven (7) years from the last treatment date, whichever is
longer. Medical records must be accessible at the site of the member’s PCP or other provider.

Compliance Audits for Medical Record Documentation

Superior may audit record-keeping practices and individual member medical records in conjunction with ongoing
Quality Improvement Program activities. The standards in Attachment C will be utilized during medical record
documentation reviews by Superior. Providers scoring less than 80% on medical record audits may be placed
under a corrective action plan, subject to additional medical record reviews or referred to Superior’s Quality
Improvement Committee (QIC) for recommendations.

Superior encourages providers to request medical records that document care previously provided to members
that are new to their panel. This will assist in assuring the member receives continuous care, as well as helping
determine the most appropriate course of treatment for the patient.

Access to Records and Audits by Superior HealthPlan

Subject only to applicable State and federal confidentiality or privacy laws, Provider shall permit Superior or its
designated representative access to Provider’s Records, at Provider’s place of business in this State during normal
business hours, or remote access of such Records, in order to audit, inspect, review, perform chart reviews, and
duplicate such Records. If performed on site, access to Records for the purpose of an audit shall be scheduled

at mutually agreed upon times, upon at least thirty (30) business days prior written notice by Superior or its
designated representative, but not more than sixty (60) days following such written notice.

EMR Access

Provider will grant Superior access to Provider’s Electronic Medical Record (EMR) system in order to effectively
case manage Members and capture medical record data for risk adjustment and quality reporting. There will be no
other fees charged to Superior for this access.

Required Use of Forms

Superior does not require specific forms for medical record documentation. Various professional organizations have
created flow sheets or templates that can improve documentation processes. Superior encourages use of flow sheets
and standardized forms for documentation as a method to improve continuity and coordination of care for members.

Confidentiality of Medical Records

All providers rendering services to Superior members are required to maintain medical records that conform to
the requirements of the HIPAA and other federal and state laws. Practitioners should maintain confidentiality of
medical records and treatment information in accordance with state and federal laws. To ensure the member’s
privacy, medical records should be kept in a secure location and accessible only by authorized personnel.
Practitioners must periodically train their staff about member information confidentiality.

Marketing Guidelines for Superior Providers

Superior providers must adhere to marketing guidelines as outlined by HHSC and referenced in your contract with
Superior for the STAR, STAR+PLUS, CHIP, STAR Health (foster care) and STAR Kids programs. The permitted and
prohibited guidelines are below.
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The HHSC marketing guidelines applicable to Medicaid and CHIP providers include the following permitted actions
and activities:

1.

Providers are permitted to educate/inform their
patients about the CHIP/Medicaid Managed Care
programs in which they participate.

Providers may inform their patients of the benefits,
services and specialty care services offered through
the Managed Care Organizations (MCOs) in which they
participate. However, providers may not recommend
one MCO over another MCO, offer patients incentives
to select one MCO over another, or assist the patient in
deciding to select a specific MCO.

At the patients’ request, providers may give patients the
information necessary to contact a particular MCO or
refer the member to an MCO Member Orientation.

Providers must distribute and/or display health-related
materials for all contracted MCOs, or choose not to
distribute and/or display for any contracted MCO.

a. Health-related posters cannot be larger than 16" x
24",

b. Health-related materials may have the MCO’s
name, logo and contact information.

c. Providers are not required to distribute or display
all health-related materials provided by each MCO
with whom they contract. Providers can choose
which items to distribute and/or display from each
contracted MCO, as long as they distribute or
display one or more items from each contracted
MCO.

10.

Providers must display stickers submitted by all
contracted MCOs or choose to not display stickers
for any contracted MCOs. MCO stickers indicating
the provider participates with a particular health plan
cannot be larger than 5” x 7” and cannot indicate
anything more than “MCO/Dental Contractor is
accepted or welcomed here.”

Providers may choose whether to display items such as
children’s books, coloring books and pencils provided
by each contracted MCO. Providers can choose which
items to display as long as they display one or more
from each contracted MCO. Items may only displayed in
common areas.

Providers may distribute Children’s Medicaid/CHIP
applications to families of uninsured children and assist
with completing the application.

Providers may direct patients to enroll in the CHIP/
Medicaid Managed Care Programs by calling the
Administrative Services Contractor.

The MCO may conduct member orientation for its
members in a private conference room at a provider’s
office but NOT in common areas at a provider’s office.

Bargains, premiums or other considerations on
prescriptions may not be advertised in any manner
in order to influence a member’s choice of pharmacy
or promote the volume of prescriptions provided

by the pharmacy. Advertisement may only convey
participation in the Medicaid/CHIP program.

The HHSC marketing guidelines applicable to Medicaid and CHIP providers include the following prohibited actions
and activities:

1.

Distribute marketing materials directed to Medicaid or
CHIP members without prior approval from Superior,

potential members.

, ' - 5. Give gift cards to members or potential members
who is responsible for obtaining HHSC approval. that are redeemable for cash or allow the member or
9. Distribute marketing materials to Medicaid or CHIP potential member to purchase alcohol, tobacco and
members that is written above the 6th grade reading drugs.
level. 6. Directly or indirectly, engage in door-to-door,
3. Offerincentives or giveaways valued over $10 and over telephone and other cold call marketing activities.
$501n th? aggregate annually to potential Medicaid or 7 \jarket in or around public assistance offices, including
CHIP patients. eligibility offices.
4. Provide incentives or giveaways to MCO members or
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8. Use “spam.” 21. Conduct member orientations in common areas of

9. Make any assertion or statement (orally or in writing) provider offices.
that the MCO is endorsed by the Centers of Medicare 929. Solicit enrollment or disenrollment in an MCO, or
and Medical Services (CMS), a federal or state distribute MCO-specific materials at a marketing
government agency, or similar entity. activity. (This does not apply to health fairs where

10. Market to persons currently enrolled in another CHIP or providers do immunizations, blood pressure checks,
Medicaid Managed Care MCO etc. as long as the provider is not soliciting enrollment

i or distributing plan specific MCO materials.)
11. Induce or accept a member’s enrollment or

disenrollment in Superior. 93. Make charitable contributions or donations from

. . Medicaid/CHIP funds.
12. Use terms that would influence, mislead, or cause

potential members to contact Superior, rather than
ASC for enrollment.

24. Purchase or otherwise acquire mailing lists from third
party vendors, or pay HHSC contractors or sub-
contractors to send plan specific materials to potential

13. Portray the MCO’s competitors in a negative manner.
members.

14. Make false, misleading or inaccurate statements or
misrepresentations of fact or law relating to Superior
or the CHIP and Medicaid Managed Care programs,
services or benefits.

95. Reference the commercial component of the MCO in
any of its CHIP or Medicaid Managed Care marketing
materials.

26. Discriminate against a member or potential member

15. Make giveaways conditional based on enrollment with because of race, creed, age, color, religion, natural

the MCO. origin, ancestry, marital status, sexual orientation,
16. Charge members for goods or services distributed at physical or mental disability, health status or existing
events. need for medical care.

17. Charge members a fee for accessing the MCO’s or the 97. Assist with enrollment form or influencing MCO

provider’s website. selection.
18. Influence enrollment in conjunction with the sale or 98. Make false, misleading or inaccurate statements
offering of any private insurance. relating to services or benefits of the MCO or the CHIP
19. Use marketing agents who are paid solely by or Medicaid Managed Care Programs, or relating to the
commission. providers or potential providers contracting with the
MCO.

920. Post MCO-specific, non-health related materials or
banners in provider offices. 29. Direct mail marketing to potential members.

HHSC Medicaid or CHIP Program Suspension

In the event that Superior does not receive its full premium payment for one or more periods under its state
contracts with HHSC, Superior’s obligation to pay you for services you provide to members shall be suspended
until such time as HHSC makes payment in full to Superior under such contracts. Your obligations to submit
claims and/or encounters for the services you render shall not be postponed or otherwise modified. This payment
suspension provision shall supersede any conflicting provision found in your provider contract with Superior.

Network Termination

A provider may terminate from the Superior network in accordance with the provider’s Participation Agreement. Refer
to your Superior contract for written notification time frames and/or contact the Provider Services department.

All termination requests must be received in writing. Please include the TIN, NPI, termination date and the reason
for the termination. Your Account Manager can help you facilitate a termination.
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SECTION 3
ELIGIBILITY AND DISENROLLMENT

The Health and Human Services Commission (HHSC) is responsible for determining Medicaid and CHIP eligibility.
Contact Superior’s Member Services department if you need to locate a HHSC eligibility office.

The state’s Enrollment Broker, Maximus, is responsible for enrolling individuals into the Medicaid and CHIP
programs. The Enrollment Broker can be contacted at the Medicaid Managed Care help line at 1-800-964-2777.

When a member gains Medicaid or CHIP eligibility, the state’s Enrollment Broker sends the member an enrollment
packet, informing the member of the health plan choices in his or her area. The packet will also inform the member
to select a health plan and a PCP within fifteen (15) days. Members applying for CHIP will need to select a plan and
a PCP within fifteen (15) days of gaining eligibility.

Verifying Member Eligibility
Each person approved for Medicaid benefits gets a Your Texas Benefits Medicaid card. However, having a card does
not always mean the patient has current Medicaid coverage. Providers should verify the patient’s eligibility for the
date of service before rendering services. There are several ways to do this:
HHSC Resources
* Use TexMedConnect on the TMHP website at www.tmhp.com.
* Log into your TMHP user account and accessing Medicaid Client Portal for providers.
* Call the TMHP Contact Center or the Automated Inquiry System (AIS) at 1-800-925-9126 or 1-512-335-5986.
* Call Provider Services at the patient’s medical or dental plan.
» For CHIP, providers can verify eligibility by:
CHIP Inquiry System: ........cccooiiiii, 1-800-645-7164
CHIP Customer ServiCe:.........ooocuvveeeiiiieeennnn. 1-800-647-6558

Important: Do not send patients who forgot or lost their cards to an HHSC benefits office for a paper form. They
can request a new card by calling1-800-252-8263. Medicaid Members also can go online to order new cards or
print temporary cards.

Important: Providers should request and keep hard copies of any Medicaid Eligibility Verification (Form H1027)
submitted by members. A copy is required during the appeal process if the member’s eligibility becomes an issue.
Superior Resources

* Accessing Superior’s secure Provider Portal at www.SuperiorHealthPlan.com. This website is updated upon
receipt of information from the state and eligibility may change (i.e. be retroactive or terminate). As a result,
eligibility verification from the website does not guarantee payment.

* The member’s plan-issued Superior ID card. See Attachment D for a sample card. Possession of a member ID
card is not a guarantee of current enrollment or guarantee of payment.

» Calling Superior’'s member hotline will provide an interactive IVR or you can also contact a live agent:
STARANA CHIP ... 1-800-783-5386
STARHPLUS ... 1-877-277-9772

Eligibility and Disenrollment 28 Superior HealthPlan Provider Manual


www.tmhp.com
www.SuperiorHealthPlan.com

STAR KidS oo 1-844-590-4883
STARHealth ... 1-866-912-6283

Providers Access to Medicaid Medical and Dental Health Information

Medicaid providers can log into their TMHP user account and access the Medicaid Client Portal for providers.

This portal aggregates data (provided from TMHP) into one central hub - regardless of the plan (FFS or Managed
Care). This information is collected and displayed in a consolidated form (Health Summary) with the ability to view
additional details if need be.

The specific functions available are:

* Access to a Medicaid patient’s medical and dental health information including medical diagnosis,
procedures, prescription medicines and vaccines on the Medicaid Client Portal through My Account.

* Enhances eligibility verification available on any device, including desktops, laptops, tablets, and -smart
phones with print functionality.

» Texas Health Steps and benefit limitations information.
* Aviewable and printable Medicaid Card.
» Display of the Tooth Code and Tooth Service Code for dental claims or encounters.
» Display of the Last Dental Anesthesia Procedure Date.
Additionally, an online portal is available to patients at www.YourTexasBenefits.com where they can:
* View, print, and order a Your Texas Benefits Medicaid card
* See their medical and dental plans
* See their benefit information
e See Texas Health Steps Alerts
* See broadcast alerts
* See diagnosis and treatments
* Seevaccines
e See prescription medicines
* Choose whether to let Medicaid doctors and staff see their available medical and dental information

Please Note: The YourTexasBenefits.com Medicaid Client Portal displays information for active patients only.
Legally Authorized Representatives can view anyone who is part of their case.

Pharmacies

Electronic eligibility verification (e.g., NCPDP E1 Transaction) is available to check eligibility when rendering a
prescription.

Important: Do not send patients who forgot or lost their cards to an HHSC benefits office for a paper form. They
can request a new card by calling 1-855-827-3748. Medicaid members also can go online to order new cards or
print temporary cards.
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Additional Forms that can be Used to Verify Eligibility

Form 1027-A: Temporary Medicaid Eligibility Verification form can be used as evidence of Medicaid eligibility. This
form is issued as temporary proof of Medicaid eligibility while the member is waiting for their Your Texas Benefits
Medicaid Card.

Form 2085-B: STAR Health (foster care) members also receive a DFPS Form 2085-B, which is the Designation of
Medical Consenter Form.

Involuntary Disenrollment Due to Member Non-Compliance

There may be instances when a PCP feels that a member should be removed from his or her panel. Superior
requires notification of such requests so educational outreach can be arranged with the member. All notifications
to remove a patient from a panel must:

* Be made in writing; * Bedirected to Superior’s Compliance Department.
* Contain detailed documentation; and
Upon receipt of a request, Superior may:

* Interview the provider or his or her staff requesting ¢ Interview the member; or
the disenrollment, as well as any additional

* Review any relevant medical records.
providers who are relevant to the request;

Examples of reasons a PCP may request to remove a member from his or her panel could include, but are not
limited to:

« Ifamember is disruptive, unruly, threatening or uncooperative to the extent that the member seriously
impairs the provider’s ability to provide services to the member, or to other patients, and the member’s
behavior is not caused by a physical or behavioral condition.

* Ifamember refuses to comply with managed care guidelines, such as repeated emergency room use,
combined with refusal to allow the provider to treat the underlying medical condition.

A PCP cannot request a member be disenrolled for any of the following reasons:

* Adverse change in the member’s health status or utilization of services which are medically necessary for the
treatment of a member’s condition.

* Onthe basis of the member’s race, color, national origin, sex, age, disability, political beliefs or religion.

Under no circumstances can a provider take retaliatory action against a member due to disenrollment from either
the provider or a plan. HHSC will make the final decision.

Hospice Enrollment

Pursuant to Section 2302 of the Patient Protection and Affordable Care Act of 2010 (P.L. 111-148), states are required
to provide concurrent hospice care and treatment services for children enrolled in Medicaid and CHIP who elect
hospice care. Due to this change in federal law, a family that elects to receive hospice care for a child is no longer
required to waive treatment for the child’s terminal illness.

Concurrent treatment services include:
* Covered treatment services (including services related to the individual’s terminal illness).

* Hospice care to include palliative care, including medical and support services related to the individual’s
terminal illness.
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STAR and STAR Health Medicaid enrollees under 21 years of age will be disenrolled from managed care upon
election of hospice. Hospice care and treatment services will be available to these individuals through fee-for-
service Medicaid.

STAR Kids enrollees will receive hospice services as a carve-out benefit through fee-for-services Medicaid, but will
retain their STAR Kids enrollment status. Acute care services (including services related to the treatment of the
terminal illness) will be provided to STAR Kids members by Superior.

CHIP members will receive hospice care and treatment services (including services related to the treatment of the
terminal illness) through Superior.

STAR Program

The Medicaid State of Texas Access Reform (STAR) program provides primary, acute care and pharmacy services
for pregnant women, newborns and children with limited income. The program operates statewide under the
authority of the Texas Health Care Transformation and Quality Improvement Program 1115 Waiver.

Mandatory Members
The following individuals must participate in the STAR program:
* Pregnant women. recipients or TANF-related benefits.
*  Newborn. * Former children in foster care, ages 21-25.

* Temporary Assistance for Needy Families (TANF)

Voluntary Members
The following Medicaid-eligible individuals may voluntarily enroll in the STAR program:

* Former children in foster care, ages 18-20

Excluded Individuals

The following Medicaid-eligible individuals are excluded from participation in the STAR program:

* Medicaid recipients residing in institutions or * Children in foster care.
nursing facilities. . Refugees.
* Medically needy program participants. « Individuals who receive SSI or Medicare.

Newborn Enrollment

If a woman is a Superior Medicaid member at the time of her delivery, the newborn is automatically a Superior STAR
member from the date of birth in areas where Superior STAR is present. Providers should educate and encourage
members to report newborns to 2-1-1to ensure newborn’s coverage is established timely.

Key Newborn Information: Superior expects that newborns receive their Medicaid ID within 30 days of birth.

If a provider bills Superior within 30 days from the date of birth (DOB), then the claim should be submitted with
mother’s Medicaid ID plus the letter “A” and for multiples, “B” or “C.” If the provider bills Superior 30 days after the
DOB, then they must bill Superior with the newborn’s Medicaid ID.

Disenrollment

When a member becomes ineligible for Texas Medicaid, the member is disenrolled from the STAR program and from
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Superior. HHSC is solely responsible for determining if and when a member is disenrolled from the Medicaid program.
Members can be disenrolled from Superior, but still be eligible for Medicaid through another health plan or program.
Please also review the information regarding Span of Coverage in Section 4 of this manual.

Renewal

In order to maintain Medicaid eligibility a member must submit all the appropriate information to HHSC during the
renewal period. HHSC will mail the member requesting additional information or confirmation that their Medicaid
was approved through the HHSC renewal administrative process. The notification or request for information is

sent three months prior to their renewal date. Providers are encourage to remind members to submit their renewal
information timely to avoid loss of coverage. If a Superior member becomes temporarily ineligible (for six months or
less) for Medicaid, but regains Medicaid eligibility within the six month timeframe and resides in the same service
area, the member will be automatically re-enrolled by HHSC in Superior. Superior and the state’s Enrollment Broker
will make every effort to re-enroll the member with the previous PCP. The member will also have the option to
switch plans.

STAR+PLUS Program

STAR+PLUS is a Texas Medicaid program integrating the delivery of acute care services and long term services and
supports (LTSS) to aged, blind and disabled Medicaid recipients through a managed care system. The STAR+PLUS
program is designed to assist Medicaid recipients with chronic and complex conditions who require more than
acute care services.

The STAR+PLUS program operates under the federal Medicaid waiver Home and Community-Based Services in
order to mandate participation and to provide Home and Community-Based Services. The Health and Human
Services Commission (HHSC) is the oversight agency for the STAR+PLUS program.

Mandatory Members
The following Medicaid-eligible individuals MUST enroll in the STAR+PLUS program:
* Supplemental Security Income (SSI) eligible 21 and over.

* Individuals 21 and over who are Medicaid eligible because they are in a Social Security exclusion program. These
individuals are considered Medical Assistance Only (MAO) for purposes of HCBS STAR+PLUS (c) waiver eligibility.

* Dual eligible individuals who are 21 and over covered by both Medicare and Medicaid.

* Individuals 21 and over who reside in a nursing facility.

Voluntary Members
The following Medicaid-eligible individuals may opt to enroll in the STAR+PLUS program:
* Nursing facility resident, age 21 and over, who is federally recognized as a tribal member.
* Nursing facility resident, age 21 and over, who receives services through the Program of All Inclusive Care for
the Elderly (PACE).
Excluded Individuals
The following Medicaid-eligible individuals are excluded from participation in the STAR+PLUS program:

* Nursing facility residents who reside in the Truman W. Smith Children’s Care Center or reside in a state
veterans home.

* Residents of intermediate care facilities for the mentally retarded (ICFMR).
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* Residents of institutions of mental disease or state hospitals.
¢ Children in the conservatorship of the Texas Department of Family and Protective Services (DFPS).

* Dual eligible (individuals who have both Medicare and Medicaid) who are residents of Intermediate Care
Facilities for Persons with 11D (ICF/IID) Community Living Assistance and Support Services.

* Persons enrolled in a waiver program other than the HCBS STAR+PLUS(c) nursing facility waiver program.

* Individuals not eligible for full Medicaid benefits (e.g., frail elderly program, Qualified Medicare Beneficiary
[QMB], Service Limited Medicare Beneficiary [SLMB], Qualified Disabled Working Individual [QDWI],
undocumented immigrants).

* Individuals receiving long term care services through non-Medicaid funded programs.

Dual Eligible Members

Dual eligible members have both Medicare and Medicaid health insurance coverage. Medicare or the member’s
Medicare Health Maintenance Organization (HMO) is the primary payer and will reimburse all Medicare-covered
services. The state Medicaid program serves as a secondary payer and will continue to reimburse Medicare co-
insurance and deductibles for dual eligible members unless enrolled in Superior’s Medicare Advantage Special
Needs Plans (SNP), Superior HealthPlan Advantage.

Superior HealthPlan Advantage will coordinate the payment of the Medicare Advantage cost sharing amounts
for dual eligible members up to the Medicaid fee schedule. Under Superior HealthPlan Advantage, there is no
copayment for services received at a skilled nursing facility. Superior will reimburse long term services and
supports (LTSS) covered under the STAR+PLUS program. Superior STAR+PLUS benefits will not change or reduce
any Medicare benefits for which a member is eligible.

Members with traditional Medicare coverage may choose to use their existing Primary Care Providers (PCP), and
may access specialty services without prior approval from Superior. Dual eligible members do not have to select a
separate PCP through Superior for their LTSS services. The Service Coordinator will communicate and coordinate
services with the member’s Medicare PCP to ensure continuity of care. Dual eligible members should notify their
service coordinators that they have Medicare coverage, and will provide the name of their chosen PCP.

Dual eligible members have identification cards that indicate long term care (LTC) services only, and must show
their ID cards each time they receive Superior STAR+PLUS covered services. Dual eligibles enrolled in Superior
HealthPlan Advantage must show their ID cards each time they receive physician or hospital services. Dual eligibles
do not receive the unlimited prescription drug benefit because the delivery of primary and acute care services are
beyond the scope of the Medicaid managed care program.

For dual eligible members, claims will process according to the member’s Medicare insurance, and as per CMS
guidance on processing Medicare Part D and/or Part B pharmacy claims. Medicare (part B or D) covered drugs
and/or products must be billed to Medicare and/or commercial insurance (if there is commercial insurance on file)
prior to billing Medicaid. For medications which are exclusions to CMS Medicare coverage, if the medications are
included under the Medicaid formulary they will be adjudicated under the Medicaid benefit as a “wrap-around”
drug. “Wrap-around” drugs/products include non-prescription (over-the-counter medications), some products
used in symptomatic relief of cough and colds, limited home health supplies (LHHS) and some prescription
vitamins and mineral products, which are identified on the HHSC Drug Exception file. However, these wrap-around
drugs/products must also follow Medicaid (TXVDP) formulary. Please note:

* A member with a Medicare Advantage plan will not affect the coverage of wrap benefits.

* Over-the-counter “wrap-around” drugs require a prescription for Medicaid payment (these drugs will not be
covered by Medicaid without a prescription).
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Note: If a STAR+PLUS dual member has Medicare, Medicare is responsible for most primary, acute and behavioral
health services. Therefore, the PCP’s name, address and telephone number are not listed on the member’s ID card.

Disenrollment

When a member becomes ineligible for Texas Medicaid, the member is disenrolled from the STAR+PLUS program
and from Superior. HHSC is solely responsible for determining if and when a member is disenrolled from the
Medicaid program. Members can be disenrolled from Superior, but still be eligible for Medicaid through another
health plan or program. Please also review the information regarding Span of Coverage in Section 4 of this manual.

Renewal

Members who receive SSI benefits from the Social Security Administration (SSA) are categorically eligible for SSI
Medicaid and, therefore, do not have to recertify with HHSC each year. To maintain SSI benefits, the SSA may
require information from the person related to their SSI benefits. The person or their representative payee may call
the SSA. HHSC does not play a role in determining SSI eligibility. Providers are encouraged to remind members to
keep their information current with SSA.

If a Superior member becomes temporarily ineligible (for six months or less) for Medicaid, but regains Medicaid
eligibility within the six month timeframe and resides in the same service area, the member will be automatically
re-enrolled by HHSC in Superior. Superior and the state’s Enrollment Broker will make every effort to re-enroll the
member with the previous PCP. The member will also have the option to switch plans.

STAR Kids Program

STAR Kids is a statewide program for children and youth, age 20 or younger, who either receive SSI Medicaid or are
enrolled in the Medically Dependent Children Program (MDCP). STAR Kids will provide acute and community-based
Medicaid benefits to children with disabilities. Children and youth who receive services through other 1915(c) waiver
programs will receive their basic health services (acute care) through STAR Kids, but will continue receiving 1915(c)
waiver services through HHSC.

STAR Kids integrates the delivery of state plan services, behavioral health services and LTSS benefits for children
and young adults age 20 and younger with disabilities.

Mandatory Members
The following Medicaid-eligible individuals MUST enroll in the STAR Kids program:
* Receive Supplemental Security Income (SSI) and SSi-related Medicaid.
* Children and young adults, age 20 and younger, who receive SSI and Medicare.
* Receive Medically Dependent Children Program (MDCP) waiver services.
* Receive Youth Empowerment Services (YES) waiver services.

* Reside in a community-based intermediate care facility for individuals with intellectual disabilities (ICF-1ID) or
in a nursing facility (NF).

* Receive intellectual and developmental disabilities (IDD) waiver services including:

- Community Living Assistance and Support - Home and Community-Based Services
Services (CLASS). (HCS).

- Deaf-Blind with Multiple Disabilities - Texas Home Living (TxHmL).
(DBMD).
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Excluded Individuals
The following Medicaid-eligible individuals are excluded from participating in STAR Kids:
* Adults age 21 years or older. * Children and young adults, age 20 and younger,

* Children and young adults, age 20 and younger. who reside in the Truman Smith Children’s Care
enrolled in STAR Health. Center or a state veteran’s home.

Dual Eligible Members

Dual eligible members have both Medicare and Medicaid health insurance coverage. Medicare or the member’s Medicare
Health Maintenance Organization (HMO) is the primary payer and will reimburse all Medicare-covered services. The state
Medicaid program serves as a secondary payer and will continue to reimburse Medicare co-insurance and deductibles for dual
eligible members.

Members with traditional Medicare coverage may choose to use their existing Primary Care Providers (PCP), and may access
specialty services without prior approval from Superior. Dual eligible members do not have to select a separate PCP through
Superior for their LTSS services. The Service Coordinator will communicate and coordinate services with the member’s
Medicare PCP to ensure continuity of care. Dual eligible members should notify their Service Coordinators that they have
Medicare coverage, and will provide the name of their chosen PCP.

Dual eligible members have identification cards that indicate long term care (LTC) services only, and must show their ID cards
each time they receive Superior STAR Kids covered services. Dual eligibles do not receive the unlimited prescription drug benefit
because the delivery of primary and acute care services are beyond the scope of the Medicaid managed care program.

Note: If a STAR Kids dual eligible member has Medicare, Medicare is responsible for most primary, acute and behavioral health
services. Therefore, the PCP’s name, address and telephone number are not listed on the member’s ID Card.

Disenrollment

When a member becomes ineligible for Texas Medicaid, the member is disenrolled from the STAR Kids program and from
Superior. HHSC is solely responsible for determining if and when a member is disenrolled from the Medicaid program.
Members can be disenrolled from Superior, but still be eligible for Medicaid through another health plan or program.
Please also review the information regarding Span of Coverage in Section 4 of this manual.

Renewal

People who receive SSI benefits from the Social Security Administration (SSA) are categorically eligible for SSI
Medicaid and, therefore, do not have to recertify with HHSC each year. To maintain SSI benefits, the SSA may
require information from the person related to their SSI benefits. The person or their representative payee may call
the SSA. HHSC does not play a role in determining SSI eligibility. Providers are encouraged to remind members to
keep their information current with SSA.

If a Superior member becomes temporarily ineligible (for six months or less) for Medicaid, but regains Medicaid
eligibility within the six month timeframe and resides in the same service area, the member will be automatically
re-enrolled by HHSC in Superior. Superior and the state’s Enrollment Broker will make every effort to re-enroll the
member with the previous PCP. The member will also have the option to switch plans.

STAR Health Program

STAR Health is a statewide program designed to provide medical, dental, vision and behavioral health benefits,
including unlimited prescriptions, for children and youth in conservatorship of the Department of Family and
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Protective Services (DFPS), including those in foster care and kinship care.

Mandatory Members
The following groups are mandatory to participate in Superior STAR Health program:

* Children and young adults under 18 in DFPS * Members age 18-22 who voluntarily agree to
conservatorship. continue in a foster care placement.

Members in a waiver program will be enrolled in STAR Health but receive waiver services from the waiver program.
These waiver programs include:

* Consolidated Waiver Program (CWP). » Deaf-Blind Multiple Disabilities (DBMD).
e Community Living Assistance and Support Services ¢ Medically Dependent Children Program (MDCP).

(CLASS). * Texas Home Living (TxHmL).
* Home and Community-Based Services (HCS).

Voluntary Members

* Young adults who have exited care and are eligible for Medicaid for Former Foster Care Children (FFCC) from
age 18-20.

Excluded Individuals
Members excluded from the STAR Health program are children who are:

e In the Texas Youth Commission (TYC). « Facilities for the Mentally Retarded (ICF-MR).

* In the Texas Juvenile Probation Commission (TJPC). Placed outside the State of Texas.

*  From other states placed in Texas. * Manifestly dangerous.

* In Medicaid-paid facilities such as nursing homes, Young adults eligible for Medicaid for Former
state-supported living centers or Intermediate Care. Foster Care Children (FFCC) from age 21-26.

Newborn Enrollment

If a woman is a Superior STAR Health member at the time of delivery, the newborn is automatically a Superior STAR
Health member from the date of birth. Providers should educate and encourage members to report newborns to
2-1-1to ensure newborn’s coverage is established timely.

Newborns should receive a Medicaid ID number within 30 days of birth. Until that time, all claims (with the
exception of pharmacy) related to the care of the newborn should be filed with the mother’s Medicaid ID number
followed by the letter “A”. For multiple births use the letter “B” or “C” as needed. For assistance regarding
pharmacy services and newborns, contact the STAR Health Member Services Department at 1-866-912-6283.

Disenrollment

When a member becomes ineligible for Texas Medicaid, STAR Health or no longer in DFPS conservatorship,

the member is disenrolled from the STAR Helath program and from Superior. HHSC is solely responsible for
determining if and when a member is disenrolled from the Medicaid program and STAR Health Members can be
disenrolled from Superior, but still be eligible for Medicaid. Please also review the information regarding Span of
Coverage in Section 4 of this manual.
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Dual Eligible Members

Superior will supplement the Medicare coverage for STAR Health members by providing Long-Term Services and
Supports (LTSS) as Medicaid wrap-around services, including:

e Community First Choice (CFC) services for qualified members

* Medically Dependent Children Program (MDCP) services for qualified members
* Personal Care Services (PCS)

e Prescribed Pediatric Extended Care Centers (PPECC)

*  Private Duty Nursing (PDN)

Superior may not require a provider to obtain a denial or explanation of benefits from Medicare
prior to covering these services.

CHIP Program

The Balanced Budget Act (BBA) of 1997 (P.L. 105-33) created the state Children’s Health Insurance Program (CHIP)
under Title XXI of the Social Security Act. In Texas, this is referred to as the “CHIP” program and provides health
insurance to uninsured children in families with incomes too high to qualify for Medicaid.

Enrollees

Children under age 19 and whose family’s income is below the Medicaid eligibility Federal Poverty Level (FPL) are
eligible to enroll in the CHIP program (for 12 month eligibility) if they do not qualify for Medicaid coverage. The 3
CHIP eligibility categories are:

e 101% to 150% of FPL *  186% to 200% of FPL
e 151% to 185% of FPL

Exception: A CHIP Perinatal mother in a family with an income at or below Medicaid eligibility threshold may be
eligible to have the costs of birth covered through emergency Medicaid. Clients under the Medicaid eligibility
threshold will receive Form H3038 with their enrollment confirmation. Form H3038 must be filled out by the doctor
at the time of birth and returned to HHSC'’s Enrollment Broker.

Children of families with group health insurance or Medicaid coverage are not eligible for the CHIP program. Providers
are required to contact the health plan immediately when a pregnant CHIP or Medicaid member is identified.

Newborn Enrollment

Providers are required to contact Superior immediately when a CHIP member becomes pregnant. Most CHIP
members who become pregnant will qualify for Medicaid. Providers should educate and encourage members to
report newborns to 2-1-1 to ensure newborn’s coverage is established timely.

Some CHIP members will maintain their CHIP coverage through delivery of the baby. However, in most cases, the
CHIP benefit does not cover the newborn from date of birth. CHIP coverage for the newborn of a mother who is
CHIP-eligible at the time of delivery is not automatic. The CHIP mother must complete an application to CHIP in
order for the newborn’s eligibility for CHIP coverage to be considered.

Perinatal

The CHIP Perinatal coverage provides prenatal, delivery and postpartum care for the unborn children of low-
income women who do not qualify for Medicaid. Once born, the child will receive CHIP benefits for the duration of
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the 12 month coverage period, beginning with the month of enrollment as a CHIP Perinatal member (begins on the
month of enrollment as an unborn child, plus eleven [11] months). The CHIP Perinatal program includes:

* Members above the Medicaid eligibility threshold * Members at or below the Medicaid eligibility
(Category B on ID card). threshold (Category A on ID card).

Perinate Newborn

The mother of the CHIP Perinate Newborn has fifteen (15) calendar days from the time the enrollment packet is
sent by HHSC’s contracted CHIP Enrollment Broker to enroll in a health plan. If a health plan selection is not made,
the CHIP Perinate Newborn is defaulted into a health plan and the mother is notified of the plan choice. When this
occurs, the mother has 90 days to select another health plan.

Once a CHIP Perinate Newborn member’s coverage expires, the child will be added to his or her siblings’ active

CHIP program case. If there is no active CHIP program case, then in the tenth month of the CHIP Perinate Newborn’s
coverage, the family will receive a CHIP renewal form. The family must complete and submit the renewal form, which
will be pre-populated to include the CHIP Perinate Newborn’s and the CHIP program member’s information.

The following rules apply to CHIP Perinate Newborns:

* A CHIP Perinate (unborn child) who lives in a family with an income at or below the Medicaid eligibility
threshold will be deemed eligible for Medicaid, and moved to Medicaid for 12 months of continuous coverage
(beginning on the date of birth), after the birth is reported to HHSC’s Enrollment Broker.

e A CHIP Perinatal mother in a family with an income at or below the Medicaid eligibility threshold may be
eligible to have the costs of birth covered through emergency Medicaid. Clients under the Medicaid eligibility
threshold will receive a Form H3038 with their enrollment confirmation. Form H3038 must be filled out by the
doctor at the time of birth and returned to HHSC’s Enrollment Broker.

* A CHIP Perinate Newborn will continue to receive coverage through the CHIP Perinatal program as a “CHIP
Perinate Newborn” if born to a family with an income above the Medicaid eligibility threshold and the birth is
reported to HHSC’s Enrollment Broker.

e A CHIP Perinate Newborn is eligible for 12 months continuous enrollment, beginning with the month of
enrollment as a CHIP Perinate (month of enrollment as an unborn child plus 11 months). A CHIP Perinate
Newborn will maintain coverage in his or her CHIP Perinatal health plan. Copayments, cost-sharing and
enrollment fees still apply to children enrolled in the CHIP Program.

Disenrollment

When a member becomes ineligible for CHIP, the member is disenrolled from the CHIP program and from Superior. HHSC is
solely responsible for determining if and when a member is disenrolled from the CHIP program. Members can be disenrolled
from Superior and have CHIP through another health plan or program.

Under no circumstances can a provider take retaliatory action against a member due to disenrollment from either the
provider or a plan. All final disenrollment decisions are made by HHSC.

When a member of a household enrolls in CHIP Perinatal, all traditional CHIP members in the household will be disenrolled
from their current health plans and prospectively enrolled in the CHIP Perinatal member’s health plan if the plan is different.
All members of the household must remain in the same health plan until the later of (1) the end of the CHIP Perinatal
member’s enrollment period, or (2) the end of the traditional CHIP member’s enrollment period. In the 10th month of the
CHIP Perinate Newborn’s coverage, the family will receive a CHIP renewal form. The family must complete and submit the
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renewal form, which will be pre-populated to include the CHIP Perinate Newborn’s and the CHIP member’s information.
Once the child’s CHIP Perinatal coverage expires, the child will be added to his or her siblings” existing CHIP case.

Please note, CHIP members are allowed to make health plan changes under the following circumstances:
*  For any reason within 90 days of enrollment in CHIP.
e For cause atany time.
* Ifthe client moves to a different service delivery area.

*  During the annual re-enrollment period.

Renewal

Once enrolled with Superior, a CHIP member is enrolled for the period of 12 months or the duration of the 12 months the
family has coverage. CHIP members must re-enroll every 12 months. A CHIP member may be deemed to Medicaid if eligible
at any point during their enrollment in CHIP.

At the beginning of the tenth month, the CHIP program will send a notice to the family outlining the next steps for renewal or
continuation of coverage. Failure of the member to respond to the renewal notice will result in the member’s disenrollment
from Superior at the end of the 12-month enrollment period. Providers are encouraged to remind the member to submit all
the necessary information for CHIP renewal timely to avoid loss of coverage.
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SECTION 4
COVERED BENEFITS AND VALUE ADDED SERVICES

Medicaid Program Benefits for STAR, STAR+PLUS, STAR Kids, STAR
Health and CHIP

Superior is required to provide specific, medically necessary services to its Medicaid members. Please refer to
the current Texas Medicaid Provider Procedures Manual and the bi-monthly Texas Medicaid Bulletin for a more
inclusive listing of limitations and exclusions.

Superior will not impose any pre-existing condition limitations or exclusions, or require evidence of insurability to
provide coverage to any members enrolled in STAR, STAR+PLUS, STAR Kids, STAR Health or CHIP programs.

Medicaid benefits include, but may not be limited to:

Ambulance services.

Audiology services, including hearing aids.

Behavioral health services, including:

- Inpatient mental health services for children (under age 20).

- Outpatient mental health services.

- Psychiatry services.

- Health home services.

- Attention Deficit Hyperactivity Disorder (ADHD) services.

- Counseling services for adults (21 years of age and over).

- Outpatient substance use disorder treatment services including:
* Assessment. ¢ Counseling treatment.
* Detoxification services. * Medication assisted therapy.

Birthing services provided by a licensed birthing center.

Birthing services provided by a physician or advanced practice nurse in a licensed birthing center.

Breast pump coverage (see Attachment 2)

Cancer screening, diagnostic and treatment services.

Chiropractic services.

Dental and vision services.

Dialysis.

Doctor and clinic visits.

Durable medical equipment and supplies.

Emergency services.

Family planning services.

Home health-care services.
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* Hospital services, including inpatient and outpatient.

* Immunizations.

* Laboratory.

* Mastectomy, breast reconstruction and related follow up procedures including:

- Inpatient services; outpatient services provided at an outpatient hospital and ambulatory health
care center as clinically appropriate; and physician and professional services provided in an
office, inpatient, or outpatient setting for all stages of reconstruction on the breast(s) on which
medically necessary mastectomy procedure(s) have been performed.

- Surgery and reconstruction on the other breast to produce symmetrical appearance.

- Treatment of physical complications from the mastectomy and treatment of lymphedema; pro
phylactic mastectomy to prevent the development of breast cancer.

- External breast prosthesis for the breast(s) on which medically necessary mastectomy
procedure(s) have been performed.

* Medical checkups and Comprehensive Care Program (CCP) services for children, adolescents and young
adults (birth through 20) through the Texas Health Steps program.

* Medical supplies and equipment.
* Mental health care.

*  Oral evaluation and fluoride varnish in the medical home in conjunction with Texas Health Steps medical
checkups for children 6 months through 35 months of age.

* Podiatry.
* Prenatal care.
*  Prescription drugs.
e Primary care services.
* Preventive service, including an annual adult well check for patients 21 years of age and over.
* Radiology, imaging and X-rays.
* Residential substance use disorder treatment services including:
- Detoxification services.
- Substance use disorder treatment (including room and board).
* Specialty physician services.
* Therapies - physical, occupational and speech.
* Transplantation of organs and tissues.

» Vision (Includes optometry and glasses. Contact lenses are only covered if they are medically necessary for
vision correction, which cannot be accomplished by glasses.)

Member Handbook

Every Superior STAR, STAR+PLUS, STAR Kids, STAR Health and CHIP member receives a member handbook
when enrolled in Superior. Each handbook includes information about Superior that the member needs to know,
including benefits. A copy of each Superior member handbook can be accessed through:
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* The Superior HealthPlan website at www.SuperiorHealthPlan.com or www.FosterCareTX.com (STAR Health).

« Superior's Member Services Department by calling:

STAR ANd CHIP ..o 1-800-783-5386
STARHPLUS ... 1-877-277-9772
STAR KidS oo 1-844-590-4883
STAR Health ... 1-866-912-6283

Spell of Illness and Annual Maximum Limitation

The Medicaid spell of illness limitation is defined as 30 days of inpatient hospital care, which may accrue
intermittently or consecutively. After thirty (30) days of an inpatient care admission, reimbursement for additional
inpatient care is not considered until the patient has been out of an acute facility for sixty (60) consecutive days.

This limitation does not apply to Superior STAR, STAR Kids, STAR Health or CHIP members. This limitation does
apply to STAR+PLUS members; however it does not apply to STAR+PLUS members who are admitted to an
inpatient facility with a diagnosis of bipolar disorder, major depressive disorder, recurrent depressive disorder,
schizoaffective disorder, or schizophrenia as defined by the Diagnostic and Statistical Manual of Mental Disorders,
5th Edition (DSM-5). These diagnoses will remove the Spell of Illness limitation for the entire inpatient hospital stay.

For STAR, STAR+PLUS and STAR Kids members with Superior, the $200,000 annual limit on inpatient services does
not apply.

Coordination with Other State Program Services

Coordination with Public Health

Superior is required, through its contractual relationship with HHSC, to coordinate with public health entities regarding
the provision of services for essential public health services. Providers must assist Superior in these efforts by:

*  Complying with public health reporting requirements regarding communicable diseases and/or diseases
which are preventable by immunization as defined by state law.

* Assisting in notifying or referring to the local public health entity, as defined by state law, any communicable
disease outbreaks involving members.

* Reporting to the local public health entity for Tuberculosis (TB) contact investigation and evaluation and preventive
treatment of persons whom the member has come into contact within one (1) working day of identification:

— Ensure all members who have TB or are at risk are screened for TB.

- Access procedures for reporting TB and appropriate DSHS forms from
www.dshs.State.tx.us/idcu/disease/tb/forms.

- Contacting Superior’s Member Services Department.

* Reporting all confirmed cases of STD/HIV to the local public health entity for STD/HIV contact investigation,
and evaluation and preventive treatment of persons whom the member has come into contact:
- Access required forms for reporting from: http://www.dshs.texas.gov/hivstd/reporting/ or by
calling Superior’s Member Services Department.
- Keep information confidential about members who have received STD/HIV services.

* Referring for Women, Infant and Children (WIC) services and information sharing for the purposes of eligibility
determination.
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Assisting in the coordination and follow-up of suspected or confirmed cases of childhood lead exposure.
Referring lead screening tests to the HHSC laboratory.
Reporting of immunizations provided to the statewide ImmTrac Registry, including parental consent to share data.

Cooperating with activities required of public health authorities to conduct the annual population and
community-based needs assessment.

Identifying members who are less than three (3) years of age and suspected of having a developmental delay
or disability, and referring to Early Childhood Education (ECI) providers for screening and assessment within
two (2) working days from the day the member is identified.

Using materials from HHSC available on https://hhs.texas.gov/services/disability or by contacting
1-877-787-8999.

Complying with the release of records within forty five (45) days so that screening may be completed.

Coordination for Services Not Directly Provided Through Superior

There are several services that are available to Superior members based on their STAR, STAR+PLUS, STAR Kids,
STAR Health (foster care) or CHIP eligibility and are accessed outside of Superior’s provider network. In addition,
the services are not a part of the managed care program. These services are found in the Texas Medicaid Provider
Procedures Manual (TMPPM) and include the following:

Texas Health Steps Environmental Lead Investigations (ELI).

Early Childhood Intervention - Specialized Skills Training.

Admissions to inpatient mental health facilities as a condition of probation.

For STAR, Texas Health Steps Personal Care Services for members birth through age 20.

PASRR screenings, evaluations and specialized services for STAR+PLUS members, or STAR Kids membersin a
nursing facility.

HHSC contracted providers of Long-Term Services and Supports (LTSS), Care Management or Service Coordination
for individuals who have intellectual or developmental disabilities.

Department of State Health Services (DSHS) mental health rehabilitation services and targeted Case Management.

Texas Health Steps dental services (including orthodontia for STAR, STAR Kids, STAR Health and CHIP).

Note: Medicaid children who are ages birth through 20 years and CHIP children receive dental services through a
managed care dental services model. Members must select a dental plan and a primary dentist. STAR Health Texas
Health Steps dental services are accessed through the Superior Dental Management Organization (DMO). STAR
Health members are not required to select a primary dentist.

Early Childhood Intervention (ECI) targeted Case Management and developmental rehabilitative services.
Mental Health and Mental Retardation (MHMR) targeted Case Management.

Case Management for Children and Pregnant Women (CPW) - Medicaid only.

Texas Health Steps Medical Case Management - Medicaid only.

Texas School Health and Related Services (SHARS) - Medicaid only.

HHSC Blind Children’s Vocational Discovery and Development program.

Tuberculosis services provided by DSHS-approved providers (directly observed therapy and contact investigation).
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* Health and Human Services Commission’s Medical Transportation Program (MTP) - Medicaid only.
*  HHSC hospice care.
*  HHSC or DSHS HCBS Waiver programs, including CLASS, DBMD, HCS, TxHmL and YES.

All network providers are encouraged to refer to and coordinate services with the above agencies. If more
information or assistance is required, contact Superior’s Member Services Department or complete and submit a
Connections Referral Form, Attachment F.

Supplemental Nutrition Program for Women, Infants and Children (WIC)

* Texas Agency administered programs and Case * Medical Transportation Program (MTP) - Medicaid
Management Services. only.
* Essential public health services. * Personal Care Services (PCS).

HHSC Medical Transportation Program

What is MTP? The Medical Transportation Program (MTP) is a state administered program that provides Non-
Emergency Medical Transportation (NEMT) services statewide for eligible Medicaid members (STAR, STAR+PLUS,
STAR Kids and STAR Health) who have no other means of transportation to attend their covered health-care
appointments. As long as it is medically necessary, the MTP can help with rides to the doctor, dentist, hospital,
drug store and any other place members receive Medicaid services. The program will utilize the most cost effective
method of transportation that does not endanger a member’s health, to include a wheelchair van.

What services are offered by MTP?

* Passes or tickets for transportation such as mass transit within and between cities or states, to include rail,
bus, or commercial air.

* Curb to curb service provided by taxi, wheelchair van, and other transportation vehicles.

* Mileage reimbursement for a registered individual transportation participant (ITP) to a covered health-care
event. The ITP can be the responsible party, family member, friend, neighbor, or client.

* Meals and lodging allowance when treatment requires an overnight stay outside the county of residence
(applicable to STAR Kids members only, 21 years of age or younger).

* Attendant services (a responsible adult who accompanies a minor or an attendant needed for mobility
assistance or due to medical necessity, who accompanies the client to a health-care service) can be covered
when a medical necessity form is on file with MTP.

» Advanced funds to cover authorized transportation services prior to travel.

Please note: Some MTP services may require prior authorization.

Call MTP:

* Torequest transportation services or for more information about services offered by MTP, members,
advocates and providers can call the toll free line at 1-877-633-8747. In order to be transferred to the
appropriate transportation provider, members are asked to have either their Medicaid ID# or zip code
available at the time of the call. Please note:

- Members in the Houston / Beaumont Service Delivery Area (SDA) should call Medical
Transportation Management at 1-855- 687-4786 toll free to arrange services. Counties in this area
include: Austin, Brazoria, Chambers, Fort Bend, Galveston, Hardin, Harris, Jasper, Jefferson,
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Liberty, Matagorda, Montgomery, Newton, Orange, Polk, San Jacinto, Tyler, Walker, Waller and
Wharton.

- Members in the Dallas / Fort Worth Service Delivery Area (SDA) should call LogistiCare at 1-855-
687-3255 toll free to arrange services. Counties in this area include: Collin, Dallas, Denton, Ellis,
Erath, Hood, Hunt, Johnson, Kaufman, Navarro, Palo Pinto, Parker, Rockwall, Somervell, Tarrant
and Wise.

MTP’s intake specialists are available to take requests by telephone on weekdays from 8:00 a.m. to 5:00 p.m. MTP
requires at least two (2) business days advance notice for most requests, but will attempt to accommodate urgent
requests. Members should call in their request as far in advance as possible but no less than two (2) business days
prior to the needed transportation. The MTP program may also reimburse mileage for the member, a caregiver/
medical consenter, friend or someone else to take the member to health-care services if the trip is scheduled in
advance and the driver submits an Individual Transportation Provider (ITP) Enrollment Application to TMHP. Once
the ITP receives their welcome letter to include their Atypical Provider Identifier (API) Number and their Texas
Medicaid Provider Identifier (TPI) Number, they can begin providing transportation services.

It is the responsibility of the member to coordinate all information needed from both the provider and Superior
timely, in order for MTP to consider the request. The member should be advised to follow up with MTP to check
on their status prior to the request date. Providers can refer the member to Member Services to assist with
transportation requests.

In situations where MTP does not provide transportation, additional transportation assistance may be available to

qualifying Superior members. Please refer patients to the Value Added Services section of their member handbook
for specific information on transportation-related benefits. Providers can also direct members to contact Member
Services to see if additional benefits are available to them.

Provider Statement of Need

Superior requires providers to submit a Provider Statement of Need (PSON) before an assessment for Personal
Assistance Services (PAS), Personal Care Services (PCS) and Community First Choice (CFC) Habilitation (HAB) is
conducted for the STAR+PLUS, STAR Kids and STAR Health programs.

Following the assessment, the provider will receive information regarding the number of provider hours (if any)
to be authorized for his/her patient, and the opportunity to discuss any concerns related to that determination.
These steps are designed to facilitate more holistic collaboration between the provider and Superior’s Service
Coordination team, which includes increased communication regarding the member’s functional needs and the
way those needs are being met, as well as the opportunity to ensure that any underlying medical conditions or
complications are addressed by appropriate medical professionals. This process is also designed to preserve
consistency among Medicaid programs and facilitate transitions between them, in compliance with updated
contractual requirements implemented by the Texas Health and Human Services Commission (HHSC), which
require that a PSON process be implemented for both STAR Kids and STAR Health.

Effective April 1, 2017, the following guidelines apply:
Assessment

1. Initial PAS, PCS or CFC HAB Request

* A Provider Statement of Need (PSON) is required by a provider who has examined the member and reviewed
the medical record within the last 12 months in order to initiate the assessment process.
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» The PSON will only be accepted from a physician, advanced practice registered nurse or physician assistant,
and must be signed by the provider no more than 90 calendar days prior to the date of the request.

 Superior’s Service Coordinator will be responsible for coordinating with the physician to obtain the required
PSON, or in the alternative, may accept a PSON obtained by the service provider.

» Superior’s Service Coordinator will complete the functional needs assessment following receipt of the PSON.

2. PAS, PCS or CFC HAB Change in Condition

* Anew functional needs assessment is required when there is any change in the member’s condition or
environment.

+ Superior’s Service Coordinator will be responsible for coordinating with the physician to obtain the required
PSON, or in the alternative, may accept a PSON obtained by the service provider.

3. PAS, PCS or CFC HAB Reassessment

* Anew functional needs assessment will be completed by Superior’s Service Coordinator, a minimum of once
a year.

* A new PSON will be obtained prior to the member’s annual reassessment for PAS/HAB services each year.
Superior’s Service Coordinator will be responsible for coordinating with the physician to obtain the required
PSON, or in the alternative, may accept a PSON obtained by the service provider.

Determination/Authorization

1. Superior’s Service Coordinator will notify the provider of the recommended hours (if any) derived from the
completed assessment.

9. The provider will have the opportunity to discuss any concerns or questions related to the recommended
hours, to include indicating formal disagreement with those hours, and obtain a complete copy of the
assessment document if needed.

3. The functional needs assessment will be sent to a Superior Medical Director for review and determination if
the provider does not agree with the assessment and recommendation.

For any questions, please feel free to contact your dedicated Account Manager, or Provider Services at 1-877-391-5921.

Span of Coverage
Span of Coverage refers to the payment responsibility for hospital facility charges when there are Medicaid
enrollment changes during the hospital stay. This policy does not apply to CHIP.
Summary of Policy
A Medicaid enrollment change is any change in managed care enrollment, including:
¢ Member moves from Fee-For-Service (FFS) to managed care
¢ Member moves from managed care to FFS

* Member moves between Managed Care Organizations (MCOs) in the same managed care program (i.e., STAR,
STAR+PLUS, STAR Kids, STAR Health)

* Member moves between managed care programs

When an enrollment change occurs while a member is in the hospital, the previous payer (former MCO or FFS)
remains responsible for the hospital facility charge until discharge, transfer, or loss of Medicaid eligibility.
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The current payer (new MCO or FFS) is responsible for all other covered services beginning on the effective date of
the enrollment change. See table below for details:

Scenario Hospital Facility Charge All Other Covered Services
Member retroactively enrolled in New MCO New MCO
managed care

Member prospectively moves from | FFS New MCO
FFS to managed care

Member moves from managed care | Former MCO FFS

to FFS

Member moves between MCOs in Former MCO New MCO
the same program

Member moves between MCO Former MCO New MCO
programs

STAR and STAR+PLUS

Span of Coverage for STAR and STAR+PLUS is specific to stays in a single hospital without transfers. “Discharge”and
Transfer” are defined as follows:

« Discharge means a formal release of a member from an Inpatient Hospital stay when the need for continued
care at an inpatient level has concluded. Movement or Transfer from 1 Acute Care Hospital or Long-Term Care
Hospital/facility and readmission to another within 24 hours for continued treatment is not a discharge.

* Transfer means the movement of the Member from 1 Acute Care Hospital or Long-Term Care Hospital/facility
and readmission to another Acute Care Hospital or Long Term Care Hospital or facility within 24 hours for
continued treatment.

* When there is a hospital transfer, Span of Coverage no longer applies. The MCO is responsible for assessing,
authorizing, arranging, coordinating, and providing Covered Services. The MCO must provide Medically
Necessary Covered Services to all Members beginning on the Member’s date of enrollment regardless of pre-
existing conditions, prior diagnosis and/or receipt of any prior health care services.

STAR Kids, STAR Health, and Dual Demonstration

The Span of Coverage guidelines for STAR Kids, STAR Health and Dual Demonstration include “transfer” under the
definition of discharge.

Authorization of Hospital Transfers

If the member is in FFS at the time of the transfer request, Texas Medicaid & Healthcare Partnership (TMHP) is
responsible for making the authorization determination for transfer to the second hospital.

If the member is in managed care at the time of the transfer request, the MCO with which the member is enrolled
at the time of the transfer request is responsible for making the authorization determination for transfer to the
second hospital.

If there is an enrollment change between the date of authorization and the date of transfer, the new MCO must
honor the authorization of the previous payer (FFS or former MCO) in accordance with the continuity of care
requirements in the managed care contracts.
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Reimbursement Coordination Between Payers

The two payers must coordinate payments to the hospitals in accordance with the client transfer policy outlined in
the Texas Medicaid Provider Procedures Manual (TMPPM), Inpatient and Outpatient Hospital Services Handbook.

Examples:
* 10/1 - Member is enrolled with MCO A * 11/1 - Member changes enrollment to MCO B
* 10/25 - Member admitted to Hospital 1 * 11/15 - Member transfers to Hospital 2

MCO A is responsible for:

* All covered services from 10/1 through 10/31 Hospital 1 facility charges from 11/1 through 11/15

MCO B is responsible for:

* All covered services except the Hospital 1 facility All covered services, including the Hospital 2
charge from 11/1 through 11/15 facility charge, beginning on 11/15

STAR

Benefits Overview

Medicaid members participating in the STAR program receive all the benefits of the traditional Texas Medicaid
program, as listed on page 41 of this manual.

Prescribed Pediatric Extended Care Centers and Private Duty Nursing

A STAR member has a choice of Private Duty Nursing (PDN), Prescribed Pediatric Extended Care Centers (PPECC),
or a combination of both PDN and PPECC for ongoing skilled nursing. PDN and PPECC are considered equivalent
services, and must be coordinated to prevent duplication. A member may receive both in the same day, but not
simultaneously (e.g., PDN may be provided before or after PPECC services are provided). The combined total hours
between PDN and PPECC services are not anticipated to increase unless there is a change in the member’s medical
condition or the authorized hours are not commensurate with the member’s medical needs. Per 1 Tex. Admin. Code
§363.209 (C)(3), PPECC services are intended to be a one-to-one replacement of PDN hours, unless additional hours
are medically necessary.

Adoption Assistance or Permanency Care Assistance

Effective September 1, 2017, individuals in the Texas Department of Family and Protective Services (DFPS) Adoption
Assistance or Permanency Care Assistance (AAPCA) programs began getting their Medicaid services through a
STAR or STAR Kids Managed Care Organization. Individuals who received AAPCA services have the same Medicaid
benefits under their selected health plan as they had been receiving prior to enrolling in managed care.

AAPCA clients who met the following criteria were moved to STAR on September 1, 2017.

* Don’t receive:
- Supplemental Security Income (SSI)
- Medicare
- 1915(c) waiver services

* Don’t have a disability as determined by the U.S. Social Security Administration or the State of Texas.
* Dontlivein:
- anursing facility
- an intermediate care facility for individuals with intellectual or developmental disabilities or
related conditions (ICF/IID)
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* AAPCA clients who met the following criteria were moved to STAR Kids on September 1, 2017.
- Receive Supplemental Security Income (SSI).

- Have a disability as determined by the U.S. Social Security Administration or the State of Texas
Note: Individuals who get services through a 1915(c) waiver and individuals who get Medicare are already in STAR Kids.

Individuals may contact the DFPS regional adoption assistance eligibility specialist assigned to their case and verify
the mailing address on file, to ensure they receive enrollment materials in the mail. If an individual does not know
who their eligibility specialist is, they can call the DFPS hotline at 1-800-233-3405.

If providers have questions about AAPCA services changing to managed care, please email
Managed_Care_lInitatives@hhsc.state.tx.us.

For more information, please visit:

https://hhs.texas.gov/services/health/medicaid-chip/programs/adoption-assistance-or-permanency-care-
assistance-managed-care-expansion.

Additional Benefits

Adult Well Check

This annual adult physical exam is an additional benefit for STAR non-dual members 21 years and older. The annual
adult well exam may be received in addition to the member’s annual OB/GYN visit for females. Members can self-
refer to an OB/GYN provider without a referral from their PCP. All newly enrolled members should obtain a well
checkup within 90 days of enrollment.

Prescriptions
Additional Benefits for STAR Prescriptions

All STAR non-dual members receive unlimited prescriptions as part of the Medicaid Managed Care program.

Value-added Services

Superior offers coverage beyond the traditional Medicaid benefits. Collectively, this additional coverage is referred
to as Value-added Services (VAS). VAS may be actual health care services, benefits or positive incentives that
HHSC determines will promote healthy lifestyles and improve health outcomes.

Some of these extra services include:
*  Expanded vision benefits
*  Over-the-counter items
e Sports/camp physicals

For an up-to-date list of these services, go to www.SuperiorHealthPlan.com. For more information about these or
other extra services, please call 1-877-391-5921.

STAR+PLUS

Benefits Overview

Medicaid members participating in the STAR+PLUS program receive all the benefits of the traditional Texas
Medicaid program, as listed on page 41 of this manual.

Superior will provide functionally-necessary community LTSS services to all STAR+PLUS members beginning on the
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members’ date of enrollment regardless of pre-existing condition, prior diagnosis and/or receipt of any prior health
care services. Superior will not impose any pre-existing condition limitations or exclusions, or require evidence of
insurability to provide coverage to any members enrolled in the STAR+PLUS program.

All adult members in STAR+PLUS who are not covered by Medicare, or are dual eligible and receiving STAR+PLUS
Waiver services receive unlimited medically necessary prescription drugs. Dual eligible STAR+PLUS members will
continue to receive pharmacy benefits from their Medicare Part D pharmacy plan.

Long Term Services and Supports (LTSS)

Below is a listing of the community-based LTSS included under the STAR+PLUS Medicaid managed care program.
Additional information on LTSS may be found online at https://hhs.texas.gov/.

The HHSC uniform managed care contract terms and conditions is the final authority on STAR+PLUS.

Key Information for Long Term Services and Supports Providers
As a reminder, the following are tips to providing LTSS services:
*  Verify member eligibility with Superior before performing services.
* Ensure necessary referral/authorizations have been obtained from Superior prior to provision of services.

e Use the HHSC provider ID given to you by Superior or your NPI and taxonomy code when filing claims for LTSS
services.

» Billand report LTSS services in compliance with the LTSS HCPC codes and STAR+PLUS Modifiers Matrix.

* Notify the member’s service coordinator whenever there is a change in the member’s physical or mental
condition, upon knowledge of an inpatient or nursing facility admissions, all member complaints or grievances,
or if you identify a member needs services outside the Superior contracted scope of services with the provider.

* Ensure for members who are eligible for both Medicare and Medicaid that covered Medicare services are billed
to Medicare as primary prior to accessing services under Medicaid or HCBS STAR+PLUS (c) waiver services.

* Refer to the LTSS bulletin(s) posted on the Texas Medicaid Health care Partnership (TMHP) website at
www.tmhp.com for additional information.

Traditional Benefits

Medicaid facility and community-based LTSS benefits available include:

Personal Assistant Services (PAS)

Provides in-home assistance to individuals as authorized on his or her Individual Service Plan (ISP) with the
performance of activities of daily living, household chores and delegated nursing tasks that have been delegated
by a registered nurse (RN). PAS are subject to Electronic Visit Verification (EVV). See Section 20 for more details on
EVV. There are three options available to STAR+PLUS members desiring the delivery of PAS:

1. Consumer-Directed Services - In the consumer-directed model, the member or the member’s legally
authorized representative is the employer of record and retains control over the hiring, management and
termination of an individual providing PAS. The member is responsible for assuring that the employee meets
the requirements for PAS, including the criminal history check. Member uses a Financial Management
Services Agency (FMSA) to handle the employer-related administrative functions such as payroll, substitute
(back-up) attendant in place and filing tax-related reports of PAS.

2. Service Responsibility Option - In the service responsibility option, the member or the member’s legally
authorized representative chooses an agency in the Superior provider network who is the employer of record.
In this model, the member selects the personal attendant from the agency’s personal attendant employees.
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The schedule is set up based on the member input, and the member manages the PAS. The member retains
the right to supervise and train the personal attendant. The member may request a different personal
attendant and the agency would be expected to honor the request. The agency establishes the payment rate,
benefits and provides all administrative functions such as payroll, substitute (back-up) and filing tax-related
reports of PAS.

3. Agency Model - In the agency model, the member chooses an agency to hire, manage and terminate the
individual providing PAS. The agency is selected by the member from a list of agencies within Superior’s
provider network. The Service Coordinator and member develop the schedule and send it to the agency. The
member retains the right to supervise and train the personal attendant. The member may request a different
personal attendant and the agency is expected to honor the request. The agency establishes the payment
rate, benefits and provides all administrative functions such as payroll, substitute (back-up) and filing tax-
related reports of PAS. To participate as a Superior FMSA providing services under the consumer-directed
model, a FMSA must be specifically identified to provide consumer direct services by HHSC.

To participate as a PAS network provider with Superior, the provider must have an executed agreement with
Superior, be licensed by HHSC for the delivery of PAS services and must comply with the Texas Administrative Code
(TAC) in Title 40, Part 1, Chapter 41, Sections 41.101, 41.103, and 41.105 and Chapter 43.

Day Activity and Health Services (DAHS)

LTSS offered to individuals residing in the community, Monday-Friday except holidays, for a maximum of two (2)
units/day. Members attending DAHS a minimum of one (1) hour to three (3) hours is one (1) unit of service that can
be billed. If members attends DAHS 3-6 hours per day it should be billed as two (2) units of services. Member’s
attendance at DAHS includes travel time to/from the DAHS if member is transported by the facility.

* If member requires specialized services, such as therapies, on days of attendance at a DAHS facility,
transportation to and from a DAHS facility must be approved to provide required services.

* If the DAHS facility provides transportation for a member to a non-therapy medical DAHS facility, time spent
transporting can be claimed as part of the service unit.

» If the DAHS facility does not provide transportation, the DAHS facility must coordinate transportation with
other resources.

Services include nursing and personal care services, nutrition services, transportation services, social and
recreational activities and other supportive services. These services are provided at adult day care facilities
licensed by the Department of State Health Services (DSHS) and certified by HHSC.

Providers submitting requests for authorization of DAHS services can utilize the HHSC forms 3050 and 3055, or
submit the following clinical elements:

1. Alist of all active diagnoses related to the member’s need for DAHS.

9. Adescription of any functional disability related to the member’s medical diagnoses.
3. Acurrent medication list, including any PRN medications.
4

A record of the member’s vital signs as obtained at the time of the assessment, to include blood pressure,
pulse, respiration, height, weight and blood sugar, if applicable.

5. Anindication of the member’s dietary needs, specifying whether the member has no special dietary
requirements, or needs (for example, a bland diet, diabetic diet, low sodium diet, etc.).A description of the
member’s personal care requirements, to include an indication of the degree of assistance required (no setup

or physical assistance, one-person physical assistance or two-person physical assistance), in the following
areas:
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a. Transfer. b. Ambulation. c. Eating. d. Toileting.
6. Adescription of the member’s potential to stabilize, maintain or improve functioning from attending DAHS.

7. Alist of the interventions to be performed by the nurse at the DAHS facility, to include the nature of the
intervention as well as the frequency. For example, this may include:

a. Occupational therapy, c. Medication administration. f. Health teaching/training.
physical therapy or speech d. Wound care. g. Other.
therapy.

. e. Meal setup.
b. Respiratory therapy.

8. Physician’s orders indicating the need for LVN or RN care/supervision, along with the above elements.

Minimum Wage Requirements for STAR+PLUS Attendants

Persons providing attendant services must be paid at the prevailing minimum wage rate as set by HHSC. Superior
must ensure that facilities and agencies that provide attendant services in community settings pay attendants at or
above the minimum rates described below. This requirement applies to the following types of services, whether or
not the member chooses to self direct these services:

e Day Activity Health Care Services (DAHS). e Texas Health Steps Court Order (PCS).
*  Personal Assistance Services (PAS). * Habilitation (under CFC).

This requirement does not apply to attendant services provided by non-institutional facilities, such as assisted
living, adult foster care, residential care and nursing facilities.

Title 40 Texas Administrative Code §§49.312 requires that persons working as personal attendants in the services/
programs listed above, whether as employees or contractors of a provider or as employees or contractors of
subcontractors, be paid at or above a specified hourly base wage.

In addition, providers are required to notify persons hired as personal attendants of the required base wage.

Newly employed or contracting attendants hired on or after September 1, 2013, must be notified of the required
base wages within three days of being hired.

Superior may require providers to submit annual attestations and sample notices to employees/contracted employees
ensuring that the minimum wage requirements were paid at or above the required hourly base wages as specified above.

HCBS STAR+PLUS Waiver Services
Superior will provide an array of services under the HCBS STAR+PLUS waiver. This includes the following benefits:

* Adaptive Aids and Medical Supplies: Includes devices, controls or medically necessary supplies that
enable individuals with functional impairments to perform activities of daily living or control the environment
in which they live.

e Adult Foster Care (AFC): Provides a 24-hour living arrangement in an HHSC-contracted foster home for
persons who, because of physical, mental or emotional limitations, are unable to continue independent
functioning in their own homes. Services may include meal preparation, housekeeping, minimal help with
personal care, nursing tasks, supervision, companion services, help with activities of daily living and provision
of or arrangement for transportation. The unit of service is one day.

* Assisted Living (AL) Services: Provides 24-hour living arrangement for persons who, because of physical or
mental limitations, are unable to continue independent functioning in their own home. Services are provided
in personal care facilities licensed by HHSC. Participants are responsible for their room and board costs and,
if applicable, copayments for assisted living services.

* Emergency Response Services (ERS): Provided through an electronic monitoring system for use by
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functionally impaired individuals who live alone or are isolated in the community. In an emergency, the
individual can press a call button to signal for help. The electronic monitoring system, which has a 24-
hour, seven days a week monitoring capability, helps insure that the appropriate person or service agency
responds to an alarm call from the individual.

* Home Delivered Meals: Meals services provide hot, nutritious meals delivered to an individual’s home. The
benefit limitation is one meal per day, and the need for a home delivered meal must be part of the individual
service plan. Home delivered meals will be provided to individuals who are unable to prepare their own meals
and for whom there are no other persons available to do so, or where the provision of a home delivered
meal is the most cost-effective method of delivering a nutritionally adequate meal. Modified diets, where
appropriate, will be provided to meet individual requirements. Menu plans will be reviewed and approved
by a registered dietician licensed by the Texas State Board of Examiners of Dietitians or has a baccalaureate
degree with major studies in food and nutrition, dietetics or food service management. Any agency
providing home delivered meals must comply with all state and local health laws and ordinances concerning
preparation, handling and serving of food.

* In-Home Skilled Nursing Care: Direct delivery of skilled tasks/procedures by a registered or practical nurse
based on an assessment of the member’s health care needs, guidance by professional practice standards
and physician order if required. Texas Board of Nurse Examiners allows delegation of nursing tasks to
unlicensed persons following the development of a care plan and education on proper health maintenance.

* Minor Home Modifications: Includes services that assess the need for, arrange for and provide home
modifications and/or improvements to an individual’s residence to enable them to reside in the community
and to ensure safety, security and accessibility within their home.

* Personal Assistant Services (PAS): Provides in-home assistance to individuals as authorized on his or her
Individual Service Plan (ISP) with the performance of activities of daily living, household chores and nursing
tasks that have been delegated by a registered nurse (RN). PAS is subject to Electronic Visit Verification
(EVV). See Section 20 for more details.

* Respite Care Services: Available on an emergency or short term basis to relieve those persons normally
providing unpaid care for a STAR+PLUS waiver member unable to care for themselves. In-home respite care
services are subject to EVV. See Section 20 for details on EVV.

* Therapy (Occupational, Physical, Speech): Includes the evaluation, examination and treatment of physical,
functional, speech and hearing disorders and/or limitations. A full range of services are provided in the
member’s home or a rehabilitative center by a licensed therapist or an assistant under the direction of a
licensed therapist.

* Transitional Assistance Services (TAS): Assists individuals who are discharging from a nursing facility to the
community and set up their household. A maximum of $2,500 is available on a one-time basis to help offset
the costs associated with setting up their household. Some examples of what TAS money provides payment
for are security deposits, moving expenses, essential furnishings and set-up fees for utilities.

* Dental Services: Services provided by a licensed dentist such as dentures, routine cleaning, emergency
procedures, preventative care and treatment of injuries. Services are capped at $5,000 per waiver plan year,
but may be extended an additional $5,000 when oral surgeon services are required.

* Financial Management Services: Services provided by Certified Financial Management Services Agencies
(FMSA) to support members who hire their own service providers under the Consumer Directed Services
(CDS) option.

* Mental Health Rehabilitative Services: Services are defined as age-appropriate services determined by
HHSC and federally-approved protocol as medically necessary to reduce a member’s disability resulting from
severe mental illness for adults, or serious emotional, behavioral, or mental disorders for children, and to
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restore the member to his or her best possible functioning level in the community.

* Mental Health Targeted Case Management: Assist members with gaining access to needed medical,
social, educational and other services and supports. Members are eligible to receive these if they have been
assessed and diagnosed with a severe and persistent mental illness (SPMI) or a severe emotional disturbance
(SED) and they are authorized to receive Mental Health Rehabilitative Services.

* Employment Assistance: Provides identification of member’s preferences, skills and work setting/condition
needs, locating available jobs that match the member’s criteria/needs and negotiating the member’s
potential employment with the employer. Please note, Employment Assistance is not available to members
receiving services through a program funded by the Rehabilitation Act of 1973 or the Individuals with
Disabilities Education Act.

* Supported Employment: Service available to members who earn at least minimum wage, that provides
employment adaptations, supervision and additional training to sustain employment.

Additional Benefits

Adult Well Check

This annual adult physical exam is an additional benefit for STAR+PLUS non-dual members 21 years and older. The
annual adult well exam may be received in addition to the member’s annual OB/GYN visit for females. Members can
self-refer to an OB/GYN provider without a referral from their PCP. All newly enrolled members should obtain a well
checkup within 90 days of enrollment.

Medicaid for Breast and Cervical Cancer (MBCC) Program

Effective September 1, 2017, women in the Medicaid for Breast and Cervical Cancer (MBCC) program will receive all of
their Medicaid services, including cancer treatment, through a Managed Care Organization that offers STAR+PLUS.

After selecting and transitioning into a STAR+PLUS health plan, women who receive MBCC services will have the
same Medicaid benefits they have today. In addition STAR+PLUS members receive:

* Unlimited prescriptions.

* Aservice coordinator to help them find the right providers for their needs.

e Aprimary care provider to make sure all of their needs are addressed.

* Value-added Services which are extra services like respite, extra vision services, and health and wellness services.

Women who get MBCC services will have a nurse as their service coordinator. The service coordinator can help:

* |dentify and address medical needs * Coordinate community supports including services
«  Understand Medicaid benefits that might be non-medical or not covered by
Medicaid.

* Ensure access to needed specialty services

To make sure materials are mailed to the right address, individuals may visit yourtexasbenefits.com or call 2-1-1 to
confirm the address on file is correct.

If providers have questions about MBCC services changing to managed care, please email
Managed_Care_Initatives@hhsc.state.tx.us.

For more information, please visit:

https://hhs.texas.gov/services/health/medicaid-chip/programs/medicaid-breast-cervical-cancer-program-
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managed-care-expansion.

Community First Choice (CFC)

Community First Choice (CFC) is a Medicaid benefit that provides services for people with Intellectual and
Developmental Disabilities (IDD) and/or physical disabilities. The services available under CFC are:

* Personal Assistance Services (PAS): Help with daily living activities and health-related tasks.
* Habilitation: Services to help members learn new skills and care for themselves.
* Emergency Response Services (ERS): Help members who live alone or are alone for most of the day.

* Support Management: Training to help members learn how to select, manage and dismiss attendants.

Who Can Receive CFC Services?
To be eligible for Community First Choice services through Superior HealthPlan, an individual must:
» Beeligible for Medicaid and enrolled in either STAR+PLUS, STAR Health or STAR Kids.

* Need an institutional level of care such as a hospital, an Intermediate Care Facility (ICF) for Individuals with
an Intellectual Disability (IID), nursing facility (NF) or Institution for Mental Disease (IMD).

* Need services provided in the CFC program.

Assessments

* For STAR+PLUS and STAR Health members with physical disabilities, Superior will complete the Medical
Necessity Level of Care assessment (MN/LOC) and CFC Assessment. For STAR Kids members with physical
disabilities, Superior will complete the STAR Kids Screening and Assessment Instrument (SK-SAI). MN/LOC
and SK-SAl assessments will be transmitted to TMHP who determines MN for the NF LOC.

* For STAR+PLUS and STAR Health members with an IDD diagnosis or a related condition, the Local Intellectual
and Developmental Disability Authority (LIDDA) will complete the Intellectual Disability/Related Condition
(ID/RC) assessment and the CFC assessment for members 21 and over. For STAR Kids members with an IDD
Diagnosis or a related condition, Superior will complete an SK-SAI for all members under 21 who are enrolled
in STAR Kids in addition to the LIDDA’s ID/RC assessment. The LIDDA will transmit the ID/RC to HHSC who
makes the determinations on the ICF LOC.

* All CFC assessments will be person-centered and will result in a plan of care reflecting the needs and goals of
the member.

* Assessments will be conducted initially and at least annually.

Authorizations
e Upon completed and approved assessments, a plan of care will be created and presented to the member.

* Member and/or their LAR and/or medical consenter will accept the plan of care and select their providers/
provider agencies for their approved CFC services.

» Superior will create and issue authorizations that will be valid for a one-year time period from the date of the
initial/annual assessment.

« Ifamember already receiving PAS becomes eligible for habilitation services, the member may desire to
switch to a habilitation-contracted provider if necessary, or decline habilitation services.

* PAS Only:
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- Members with no identified habilitation service need will select a Superior contracted PAS
provider.
- Authorization will utilize the CFC PAS-only codes/modifiers and rate.

PAS with HAB:

- Members with any identified habilitation service need will select a Superior contracted HAB/PAS
provider.

- Must use a single provider for HAB and PAS services.

- Single Authorization will utilize the habilitation codes/ modifiers and rate.

HAB Only:

- Members with a habilitation service need, but no PAS need, will select a Superior contracted HAB
provider.

- Authorization will utilized the habilitation codes/modifiers and rate.

Non-CFC PAS and ERS:

- Continue to use existing LTSS codes/modifiers and rates.

CFC Standards

CFC services must be provided in accordance with HHSC rule 1 TAC, Part 15, Chapter 354, Subchapter A,

Division 27 and includes the following:

- CFC PAS/HAB assistance with activities of daily living (ADLs) and instrumental activities of
daily living (IADLs) through hands-on assistance, supervision, and/or cueing and acquisition,
maintenance and enhancement of skills necessary for the member to accomplish ADLs, IADLs and
health-related tasks;

- CFC ERS: Electronic devices to ensure continuity of services and supports; and

- Support Management: Voluntary training on how to select, manage and dismiss attendants.

The CFC services must be delivered in accordance with the member’s service plan.

Provider must have current documentation, which includes the member’s service plan, ID/RC when applicable,
staff training documentation, service delivery logs (documentation showing the delivery of the CFC services),
medication administration record (if applicable) and nursing assessment (if applicable).

Provider must ensure that the rights of the members are protected (e.g., privacy during visitation, to send and
receive sealed and uncensored mail, to make and receive telephone calls, etc.).

Provider must ensure, through initial and periodic training, the continuous availability of qualified service providers
who are trained on the current needs and characteristics of the member being served. This includes the delegation
of nursing tasks, dietary needs, behavioral needs, mobility needs, allergies and any other needs specific to the
member which are required to ensure the member’s health, safety and welfare. The provider must maintain
documentation of this training in the member’s record.

Provider must ensure that the staff members have been trained on recognizing and reporting acts or suspected
acts of abuse, neglect and exploitation. The program provider must also show documentation regarding required
actions that must be taken when, from the time they are notified that a DFPS investigation has begun, through the
completion of the investigation (e.g., providing medical and psychological services as needed, restricting access
by the alleged perpetrator, cooperating with the investigation, etc). The program provider must also provide the
member/LAR with information on how to report acts or suspected acts of abuse, neglect and exploitation and the
DFPS hotline (1-800-647-7418).

Provider must address any complaints received from a member/LAR and have documentation showing the
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attempt(s) at resolution of the complaint. The program provider must provide the member/LAR with the
appropriate contact information for filing a complaint.

*  Provider must not retaliate against a staff member, service provider, member (or someone on behalf of a member)
or other person who files a complaint, presents a grievance, or otherwise provides good faith information related
to the misuse of restraint, use of seclusion, or possible abuse, neglect or exploitation.

*  Provider must ensure that the service providers meet all of the personnel requirements (age, high school diploma/
GED OR competency exam and three references from non-relatives, current Texas driver’s license and insurance if
transporting, criminal history check, employee misconduct registry check, nurse aide registry check, OIG checks).
For CFC ERS, the program provider must ensure that the provider of ERS has the appropriate licensure.

*  Perthe CFR §441.565 for CFC, the provider must ensure that any additional training requested by the member/LAR
of CFC PAS/HAB service providers is procured.

* The use of seclusion is prohibited. Documentation regarding the appropriate use of restrictive intervention
practices, including restraints must be maintained, including any necessary behavior support plans.

* The provider must adhere to Superior’s billing guidelines as outlined in Section 10. In addition, proper procedure
codes and CFC modifiers must be used when billing. Furthermore, all attendant services and habilitation
providers/provider agencies must use an HHSC-approved electronic visit verification (EVV) vendor to submit their
timesheets. Additional details about EVV can be found in Section 20.

» The provider must prevent conflicts of interest between themselves, a staff member, or a service provider and a
member, such as the acceptance of payment for goods or services from which the program provider, staff member
or service provider could financially benefit.

* The provider must prevent financial impropriety toward a member including unauthorized disclosure of information
related to a member’s finances and the purchase of goods that a member cannot use with the member’s funds.

Cognitive Rehabilitation Therapy (CRT)

CRT is a service that assists an individual in learning or re-learning cognitive skills that have been lost or altered as
a result of damage to brain cells/chemistry in order to enable the individual to compensate for the lost cognitive
functions. CRT has been proven to help individuals with an acquired brain injury (ABI) recover or compensate for
cognitive skills that have been lost or altered as a result of damage to brain cells or brain chemistry.

To qualify for CRT, the services must be deemed medically necessary, the member must be enrolled in the
STAR+PLUS HCBS program and have:

* Medicaid eligibility; * Aneed for at least one HCBS service.
* Anapproved medical necessity/level of care
(MN/LOC); and
Establishing Medical Necessity for CRT

One of the two following assessment tests must be performed on a qualifying member, and indicate the need for
CRT. These tests are a covered benefit.

* Neurobehavioral Assessment - performed by * Neuropsychological Assessment - performed by a
a physician, nurse practitioner or physician psychiatrist, psychologist, neuro-psychologist or
assistant. licensed psychological associate.

For dual eligible members receiving acute care through Medicare, Superior will still help establish medical
necessity and coordinate the assessment test with the member’s Medicare provider.
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Providers of CRT

Treatment is provided in an outpatient setting or in the member’s home and is overseen by a physician or neuro-
psychologist and requires judgment, knowledge and skills of a speech and language pathologist or occupational
therapist.

Dental Services

Services provided by a licensed dentist such as dentures, routine cleaning, emergency procedures, preventive care
and treatment of injuries are a benefit available to STAR+PLUS waiver members. Services are capped at $5,000 per
waiver plan year, but may be extended an additional $5,000 when oral surgeon services are required.

Financial Management Services

Financial Management Services (FMS) are a benefit available to STAR+PLUS waiver members. Certified Financial
Management Services Agencies (FMSA) provide assistance to members to manage funds associated with services elected
for self-direction and is provided by a Consumer-Directed Service option. Examples of FMS include, but are not limited to:

*  Providing required initial orientation, ongoing training, assistance and support for employer-related responsibilities;

*  Verifying qualifications of applicants before services are delivered and monitoring continued eligibility of service
providers;

*  Approving and monitoring budgets for services delivered through the CDS option;

*  Managing payroll, including calculations of employee withholdings and employer contributions and depositing these
funds with appropriate agencies (FMSAs are not allowed to use a payroll agent);

*  Complying with applicable government regulations concerning employee withholdings, garnishments, mandated
withholdings and benefits;

*  Preparing and filing required tax forms and reports;
*  Paying allowable expenses incurred by the employer;

*  Providing status reports concerning the individual’s budget, expenditures and compliance with CDS option
requirements;

* Responding to the employer or designated representative as soon as possible, but at least within two business days
after receipt of information requiring a response from the CDS Agency.

Intellectual and Developmental Disabilities (IDD)

Members with Intellectual and Developmental Disabilities (IDD) or Related Conditions (RC) who do not qualify for Medicare,
and receive services through the Intermediate Care Facilities for Individuals with an Intellectual Disability (ICF-1ID) Program or
an IDD Waliver can receive Acute Care Services through Superior STAR+PLUS or STAR Health. Authorization will be required
for applicable medically necessary acute care or behavioral health services managed through Superior.

Note: These individuals will not be eligible for HCBS STAR+PLUS Waiver services while enrolled in the ICF-IID Program or an
IDD Waiver.

Prescriptions

Additional Benefits for STAR+PLUS Prescriptions

All STAR+PLUS non-dual members 21 years and older receive unlimited prescriptions as part of the Medicaid Managed
Care program.
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Service Coordination

The Superior Service Coordinator provides a specialized level of care management service that includes but is not
limited to:

Service Coordination services provided to members are:

Identification of needs, including physical health,
mental health services and LTSS services for
STAR+PLUS members.

Development of a Service Plan of Care as
appropriate to address those identified needs.

Assistance to ensure timely and a coordinated
access to an array of providers and covered
services;

Review assessments and develop plan of care
utilizing input from member, family and providers.

Coordinate with the member’s PCP, Specialist and
LTSS providers to ensure the member’s health and

Facilitate communication/care coordination across
medical/behavioral/specialists as appropriate to
meet member’s unique and holistic needs.

Coordination of covered services with social and
other services delivered outside the benefit plan
as necessary and appropriate.

Conduct mandatory telephonic or face to face
contacts.

safety needs are met in the least restrictive setting.

Refer members to support services such as
disease management and community resource.

Authorize LTSS services.

Service Coordination utilizes a multidisciplinary approach in meeting the member’s needs including behavioral health.

Levels of Service Coordination

To provide Service Coordination, we collaborate with the member, caregiver/family and informal supports desired
by the member, all treating providers regardless of network status, and community resources.

For each identified member, the Service Coordination team identifies the appropriate level assignment using the
following criteria:

Level 1

- Members, including dual eligible, receiving Home and Community-Based Services STAR+PLUS
Waiver (SPW) services and/or with complex medical needs.
- Members who reside in or move from nursing facility/institution to community.

- Members with SPMI.

Level 2

- Dual eligible members who do not meet Level 1 criteria.
- Non-Waiver members receiving Personal Assistance Services (PAS) or Day Activity and Health Services

(DAHS).

- Members with a history of BH and/or substance use issues during the previous year.

Level 3

— All members who do not meet criteria for Level 1 or 2.

Companion Cases

- Both members will be assigned the same Service Coordinator at the highest Level of complexity.

Discharge Planning

The Service Coordinator or Care Manager collaborates in concurrent review with Superior’s nurses who follow
members while they are in hospital in order to schedule needed assessments and work with the member, family,
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attending physician, discharge planner, PCP and other relevant providers to coordinate services and equipment
required at discharge. If a member was receiving any LTSS prior to admission to a hospital, once a member is
discharged, Service Coordination staff notifies LTSS providers to resume services. If an LTSS provider becomes
aware of a member that is admitted to a hospital, the provider should alert the Service Coordinator when services
cease after the admission and resume once the member returns home from the hospital.

Transition Plan

Superior’s Continuity of Care Transition Plan ensures consistent, unduplicated care without disruption for all new
members receiving care at the time of enrollment from in-network and out-of-network providers including, but not
limited to: PCPs, specialists, behavioral health (BH), LTSS and home health providers. We identify new members
receiving care from out-of-network providers in multiple ways such as: current service files and information from the
transferring MCO or HHSC, provider authorization requests, completed Health Risk Screening (HRS), outreach to LTSS
providers, PCPs, BH and/or other specialty providers not reflected on transfer files, and other member or provider
contact or referrals.

Services ordered prior to the member’s enrollment, (e.g., medical equipment or supplies or home modifications
approved but not completed prior to enrollment), Superior staff contact the provider to ensure the member continues
to receive. The Service Coordinator will contact the member to ensure there are no gaps in services. LTSS providers
should contact Service Coordination for current service authorizations at the time of enrollment with Superior.

Effective March 1, 2015, Superior began managing members residing in nursing facilities.

Members entering into a nursing facility will receive an assessment within thirty (30) days of admission by their
Service Coordinator. The Service Coordinator works with the member, family and providers to develop/implement a
transition plan that includes necessary community LTSS and transition services. Members interested in transitioning
out of the nursing facility will receive an assessment and education regarding the transition process from the Service
Coordinator.

Level I and Il members are assigned a Service Coordinator upon enrollment. Any member or provider may request a
Service Coordinator by calling 1-877-277-9772.

Members receiving Service Coordination are assigned a Service Coordinator and will be provided contact information
within five (5) business days. Superior will post Service Coordinator assignments to the secure Provider Portal as well
as notify the member of any changes. Superior must notify members within five (5) business days of the name and
phone number of their new Service Coordinator, if their Service Coordinator changes.

Support Consultation Services (SCS)

Support consultation is an optional service offered to STAR+PLUS waiver members who receive services through the
Consumer Directed Service (CDS) option. Support consultation, delivered by a HHSC-certified support advisor, provides
coaching and training for employer-related issues such as interviewing, hiring or managing of providers. Financial
management services (FMS) are provided by financial management service agencies (FMSAs). A FMSA must have a sufficient
number of certified support advisors available as an independent employee hired by the individual using the CDS option or
through a contract to provide services when requested by an employer.

A certified support advisor may provide services as an independent employee or through an entity (not providing other
program or Care Management services to the individual receiving services) or through employment or contract with a
FMSA. Support consultation may be provided over the phone or in person. An applicant must be able and willing to fulfill the
requirements of Texas Administrative Code, Title 40, Part 1, Chapter 41, Consumer Directed Services (CDS).

Support Consultation is not a separate billable service to Superior. If SCS is needed for members who choose the CDS
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option, it can be built into the member’s budget. Providers should refer to the HHSC rate analysis for LTSS to determine rates
that are allowed to be used for determining the member’s budget.

Value-added Services

Superior STAR+PLUS members also have access to other services in addition to Medicaid-covered benefits and
services, depending on their health needs. Collectively, this additional coverage is referred to as Value-added
Services (VAS). Some of those extra services include:

* A 24-hour nurse advice line staffed by registered nurses.
* Online mental health resources.
* Emergency response services that ensure members have access to emergency help while home alone.

* Access to common drug store items such as pain relievers, first aid supplies, vitamins and cough/cold/allergy
medicines.

* Access to dental services such as exams, cleanings and x-rays.

* Extra vision services to help cover the cost of eyeglasses.

* Extraservices and benefits for pregnant women.

* Extra services and benefits for members with asthma.

¢ Home delivered meals following discharge from a hospital or nursing facility.

* Respite care services to help while a member’s family or other unpaid caregiver is taking a break.
* Short-term phone help offering a phone and/or additional minutes on a calling plan.

*This not a comprehensive list of all Value-Added Services available to members. For the most up-to-date list of
services, please visit www.SuperiorHealthPlan.com. Value-added Service may vary based on whether or not a
member also has Medicare or HCBS STAR+PLUS Waiver cover, or based on where the member lives. Restrictions and
limitations may apply. For more information about these or other extra services, please call 1-877-391-5921.

STAR Kids

Benefits Overview

Medicaid members participating in the STAR Kids program receive all the benefits of the traditional Texas Medicaid
program, as listed in Section 4.

Additional benefits include, but may not be limited to, access to telemedicine, telemonitoring and telehealth. For
information on how STAR Kids members can access telemedicine, telemonitoring and telehealth, please reference the
STAR Kids Provider Directory found at https://www.SuperiorHealthPlan.com/members/medicaid/find-a-provider.html.

Prescribed Pediatric Extended Care Centers and Private Duty Nursing

A member has a choice of Private Duty Nursing (PDN), Prescribed Pediatric Extended Care Center (PPECC), or a
combination of both PDN and PPECC for ongoing skilled nursing. PDN and PPECC are considered equivalent services,
and must be coordinated to prevent duplication. A client may receive both in the same day, but not simultaneously
(e.g., PDN may be provided before or after PPECC services are provided.) The combined total hours between PDN
and PPECC services are not anticipated to increase unless there is a change in the client’s medical condition or the
authorized hours are not commensurate with the client’s medical needs. In accordance with 1 Tex. Admin. Code §
363.209(c)(3), PPECC services are intended to be a one-to-one replacement of PDN hours unless additional hours are
medically necessary.
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Long-Term Service and Supports Services

Adaptive Aids: (STAR Kids MDCP members only): Includes devices, controls or medically necessary supplies that
enable individuals with functional impairments to perform activities of daily living or control the environment in
which they live.

Community First Choice Services: Medicaid benefit that provides services for people with Intellectual and
Developmental Disabilities (IDD) and/or physical disabilities, and/or individuals who meet the institutional level of
care for an Institution for Mental Disease (IMD).

Day Activity and Health Services (DAHS): (Members 18 years of age and older only): Services include nursing
and personal care services, nutrition services, transportation services, social and recreational activities and other
supportive services. These services are provided at adult day care facilities licensed by the Department of State
Health Services (DSHS) and certified by HHSC.

Employment Assistance (STAR Kids MDCP members only): Provides identification of member’s preferences, skills
and work setting/condition needs, locating available jobs that match the member’s criteria/needs and negotiating
the member’s potential employment with the employer. Please note, Employment Assistance is not available to
members receiving services through a program funded by the Rehabilitation Act of 1973 or the Individuals with
Disabilities Education Act.

Financial Management Services: Services provided by Certified Financial Management Services Agencies (FMSA)
to support members who hire their own service providers under the Consumer Directed Services (CDS) option.

Flexible Family Support Services (STAR Kids MDCP members only): Direct care services needed because of
a member’s disability, that help a member participate in child care, post-secondary education, employment,
independent living, or support a member’s move to an independent living situation.

Minor Home Modifications (STAR Kids MDCP members only): Includes services that assess the need for, arrange
for and provide home modifications and/or improvements to an individual’s residence to enable them to reside in
the community and to ensure safety, security and accessibility within their home.

Personal Care Services: Provide assistance with Activities of Daily Living (ADL), Instrumental Activities of Daily
Living (IADL) and health-related tasks through hands-on assistance, supervision or cueing, including nurse-
delegated tasks.

Private Duty Nursing: Nursing services for members who meet medical necessity criteria and who require
individualized, continuous skilled care beyond the level of skilled nursing visits provided under Texas Medicaid
home health services.

Respite Care: (STAR Kids MDCP members only): Direct care services needed because of a member’s disability, that
provide a primary caregiver temporary relief from care-giving activities when the primary caregiver would usually
perform such activities.

Supported Employment: (STAR Kids MDCP members only): Service available to members who earn at least
minimum wage that provides employment adaptations, supervision and additional training to sustain employment.

Transition Assistance Services: (STAR Kids MDCP members only): Assists individuals who are discharging from a
nursing facility to the community and set up their household. A maximum of $2,500 is available on a one-time basis
to help offset the costs associated with setting up their household. Some examples of what TAS money provides
payment for are security deposits, moving expenses, essential furnishings, and set-up fees for utilities.

Screening and Assessment Instrument

The STAR Kids Screening and Assessment Instrument (SAl) is a comprehensive tool developed specifically for STAR Kids.

Covered Benefits and Value-added Services 62 Superior HealthPlan Provider Manual



The SAl is designed to look at the totality of a member’s care and health status, along with any psycho-social needs.

Upon receipt of the member’s eligibility, Superior’s Service Coordination team will perform a brief telephonic
screening to determine, as closely as possible, what immediate needs and level of Service Coordination the
member may require. Upon the completion of the initial screening, the SAI will be scheduled.

The SAlI will be administered by a trained member of the Service Coordination team. For members with behavioral
health needs, this may include a Licensed Clinical Social Worker (LCSW), Licensed Professional Counselor (LPC),
or other licensed behavioral health professional. For members requiring specialized medical care, the assessment
may require up to four (4) hours to perform and should be performed in the member’s home, unless the member/
member’s LAR request otherwise. Both the member and member’s LAR must be present for the assessment.

Service Coordination

All STAR Kids members are placed into a service coordination level (one [1] of three [3] levels based on complexity)
and assigned a named Service Coordinator. Members are identified through various ways including, but not
limited to, the STAR Kids SAl, clinical rounds, referrals from Superior staff, claims, hospital census and direct from
providers or self-referral. The Service Coordinator facilitates the obtaining of capitated and non-capitated services
needed by the member.

Refer a member by contacting the Service Coordination Department at 1-844-433-2074.

The Role of the Service Coordinator
The service coordinator will provide:

* Clinical and Non-Clinical Support

- Identification of member’s needs.

- Referrals/pre-authorizations/certifications.

- Communicate with doctor and other providers to develop an Individual Service Plan (ISP) to address the
unigue needs of the member.

- Conduct mandatory telephonic and/or face to face contacts.

- Coordinate services with other entities to ensure integration of care (ECI, WIC, DME, Medical
Transportation Program, etc.).

* Direct Support
- Coordinate Care for members with special health-care needs.
* Conduct asthma and diabetes disease management.
* Conduct complex Care Management.
* Assist with coordination into any specialty programs.
* Conduct intellectual and developmental disabilities management.
e Follow-up and document reported results.
- Monitor adherence to treatment plan to promote optimum health status
e Follow-up and document reported results.
- Coordinate Discharge Planning
* Collaborates in concurrent review when a member is in the hospital and coordinates services and
equipment required at discharge.
- Assist with Transition Plan
* Ensures consistent, non-duplicated care without disruption for all new members receiving care at the
time of enrollment from in-network and out-of-network providers.
- Promote best practice/evidence-based services
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* Includes compliance with Psychotropic Medications on utilization standards.
- Identify and report potential abuse/neglect

Development of the Individual Service Plan (ISP)

The ISP is a regularly updated document developed by working with members, their LAR and other caretakers,
and their providers in a person-centered, culturally competent manner. The purpose of the ISP is to articulate
assessment findings, goals, service needs and member preferences, as well as to measure outcomes over time.

ISPs include:

* Summary information describing the recommended service needs identified through the STAR Kids Screening and
Assessment Process.

*  Covered services currently received.

*  Covered services not currently received, but that the member might benefit from.
» Adescription of non-covered services that could benefit the member.

¢ Member and family goals and service preferences.

* Natural strengths and supports of the member including helpful family members, community supports or special
capabilities of the member.

*  With respect to maintaining and maximizing the health and well-being of the member, a description of roles and
responsibilities for the member, their LAR, others in the member’s support network, key service providers, the
member’s health home, the MCO, and the member’s school (if applicable).

* Aplan for coordinating and integrating care between providers and covered and non-covered services.
* Short and long-term goals for the member’s health and well-being.

« Ifapplicable, services provided to the member through YES, TxHmL, DBMD, HCS, CLASS or third-party resources,
and the sources or providers of those services.

* Plans specifically related to transitioning to adulthood for members age 15 and older.

* Any additional information to describe strategies to meet service objectives and member goals.

Each member’s ISP is updated:
* Atleastannually.
* Following a significant change in health condition that impacts service needs.
e Upon request from the member or the member’s LAR.
*  Atthe recommendation of the member’s PCP.

* Following a change in life circumstance.
*  Following the STAR Kids Screening and Assessment Process or re-assessment process.

Levels of Service Coordination

For each STAR Kids member, the Service Coordination team identifies the appropriate level assignment using the
following criteria:

Level 1
e MDCP STAR Kids members.
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* Members receiving Private Duty Nursing services.

¢ Members with complex needs or a history of developmental or behavioral health issues (multiple outpatient
visits, hospitalization, or institutionalization within the past year).

* Members with severe emotional disturbance (SED) or severe and persistent mental illness (SPMI).
- SED is defined as psychiatric disorders in children and adolescents which cause severe disturbances in
behavior, thinking and feeling.

- SPMlis defined as a diagnosis of bipolar disorder, major clinical depression, schizophrenia, or another
behavioral health disorder as defined by the Diagnostic and Statistical Manual of Mental Disorders, 5th
Edition (DSM-5) accompanied by:

* Impaired functioning or limitations of daily living (including personal grooming, housework, basic
home maintenance, managing medications, shopping, or employment) due to the disorder, or

* Impaired emotional or behavioral functioning that interferes substantially with the member’s capacity
to remain in the community without supportive treatment or services.

e Members at risk for institutionalization.

All Level 1 members must receive a minimum of four face-to-face Service Coordination contacts annually, in

addition to monthly phone calls, unless otherwise requested by the member or member’s LAR.

Level 2

Members who do not meet the requirements for Level 1 classification, but receive Personal Care Services (PCS), or
Community First Choice (CFC).

* Members that Superior believes would benefit from a higher level of Service Coordination based on results
from the STAR Kids Screening and Assessment Instrument (SAl) and additional Superior findings.

* Members with a history of substance use disorder (multiple outpatient visits, hospitalization, or
institutionalization within the past year).

*  Members without SED or SPMI, but who have another behavioral health condition that significantly impairs
function.

All Level 2 members must receive a minimum of two (2) face-to-face and six (6) telephonic Service Coordination
contacts annually, unless otherwise requested by the member or member’s LAR.

Level 3

Level 3 members include those who do not qualify as Level T or Level 2. All Level 3 members must receive a
minimum of one (1) face-to-face visit annually and at least three telephonic Service Coordination outreach contacts

yearly.
How a Provider Can Access a STAR Kids Member’s Service Coordinator

Service Coordination provides the members with initial and ongoing assistance with identifying, selecting,
obtaining, coordinating and using covered services and other supports to enhance the member’s well-being,
independence, integration in the community and potential for productivity. STAR Kids providers can access Service
Coordination by calling 1-844-433-2074.

Adult Transition Planning

Superior must help to assure that STAR Kids members receive early and comprehensive transition planning to
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help prepare them for service and benefit changes that will occur following their 21st birthday. Superior is responsible for
conducting ongoing transition planning starting when the member turns 15 years old. Superior must provide transition
planning services as a team approach through the named Service Coordinator, if applicable, and with a Transition Specialist.
Transition Specialists must be an employee of Superior and wholly dedicated to counseling and educating members and
others in their support network about considerations and resources for transitioning out of STAR Kids. Transition Specialists
must be trained on the STAR+PLUS system and maintain current information on local and state resources to assist the
member in the transition process. Transition planning must include the following activities:

1. Development of a continuity of care plan for transitioning Medicaid services and benefits from STAR Kids to the
STAR+PLUS Medicaid managed care model without a break in service.

9. Prior to the age of 10, the MCO must inform the member and the member’s LAR regarding LTSS programs offered
through HHSC and, if applicable, provide assistance in completing the information needed to apply. HHSC LTSS
programs include CLASS, DBMD, TxHmL and HCS.

3. Beginning at age 15, the MCO must regularly update the ISP with transition goals.

4. Coordination with Texas Workforce Commission (TWC) to help identify future employment and employment training
opportunities.

5. Ifdesired by the member or the member’s LAR, coordination with the member’s school and Individualized Education
Plan (IEP) to ensure consistency of goals.

6. Health and wellness education to assist the member with self-management.

7. Identification of other resources to assist the member, the member’s LAR, and others in the member’s support system
to anticipate barriers and opportunities that will impact the member’s transition to adulthood.

8. Assistance applying for community services and other supports under the STAR+PLUS program after the member’s 21st
birthday.

9. Assistance identifying adult healthcare providers.

Member’s Right to Designate an OB/GYN
(Excludes STAR Kids dual eligible Members):

Superior allows the member to pick any OB/GYN (within the Superior Network), whether that doctor is in the same
network as the member’s Primary Care Provider or not.

For Female Members

Members have the right to pick an OB/GYN without a referral from their Primary Care Provider. An OB/GYN can give
the member:

* One well-woman checkup each year. » Care for any female medical condition.

* Care related to pregnancy. » Areferral to a specialist doctor within the network.

Additional Benefits

Prescriptions

All STAR Kids members (who are not covered by Medicare) receive unlimited prescriptions as part of the Medicaid
Managed Care program.

Community First Choice (CFC)

Community First Choice (CFC) is a Medicaid benefit that provides services for people with Intellectual and
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Developmental Disabilities (IDD) and/or physical disabilities. The services available under CFC are:
* Personal Assistance Services (PAS): Help with daily living activities and health-related tasks.
* Habilitation: Services to help members learn new skills and care for themselves.
* Emergency Response Services (ERS): Help members who live alone or are alone for most of the day.

* Support Management: Training to help members learn how to select, manage and dismiss attendants.

Who Can Receive CFC Services?
To be eligible for Community First Choice services through Superior HealthPlan, an individual must:
* Beeligible for Medicaid and enrolled in either STAR+PLUS, STAR Health or STAR Kids.

* Need an institutional level of care such as a hospital, an Intermediate Care Facility (ICF) for Individuals with
an Intellectual Disability (IID), nursing facility (NF) or Institution for Mental Disease (IMD).

* Need services provided in the CFC program.

Assessments

* For STAR+PLUS and STAR Health members with physical disabilities, Superior will complete the Medical
Necessity Level of Care assessment (MN/LOC) and CFC Assessment. For STAR Kids members with physical
disabilities, Superior will complete the STAR Kids Screening and Assessment Instrument (SK-SAI). MN/LOC
and SK-SAl assessments will be transmitted to TMHP who determines MN for the NF LOC.

e For STAR+PLUS and STAR Health members with an IDD diagnosis or a related condition, the Local Intellectual
and Developmental Disability Authority (LIDDA) will complete the Intellectual Disability/Related Condition
(ID/RC) assessment and the CFC assessment for members 21 and over. For STAR Kids members with an IDD
Diagnosis or a related condition, Superior will complete an SK-SAI for all members under 21 who are enrolled
in STAR Kids in addition to the LIDDA’s ID/RC assessment. The LIDDA will transmit the ID/RC to HHSC who
makes the determinations on the ICF LOC.

* All CFC assessments will be person-centered and will result in a plan of care reflecting the needs and goals of

the member.

* Assessments will be conducted initially and at least annually.

Authorizations
* Upon completed and approved assessments, a plan of care will be created and presented to the member.

* Member and/or their LAR and/or medical consenter will accept the plan of care and select their providers/
provider agencies for their approved CFC services.

» Superior will create and issue authorizations that will be valid for a one-year time period from the date of the
initial/annual assessment.

* Ifamember already receiving PAS becomes eligible for habilitation services, the member may desire to
switch to a habilitation-contracted provider if necessary, or decline habilitation services.

*  PASOnly:
- Members with no identified habilitation service need will select a Superior contracted PAS
provider.
- Authorization will utilize the CFC PAS-only codes/modifiers and rate.

e PAS with HAB:
- Members with any identified habilitation service need will select a Superior contracted HAB/PAS
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provider.
- Must use a single provider for HAB and PAS services.
- Single Authorization will utilize the habilitation codes/ modifiers and rate.

HAB Only:

- Members with a habilitation service need, but no PAS need, will select a Superior contracted HAB
provider.

- Authorization will utilized the habilitation codes/modifiers and rate.

Non-CFC PAS and ERS:

- Continue to use existing LTSS codes/modifiers and rates.

CFC Standards

CFC services must be provided in accordance with HHSC rule 1 TAC, Part 15, Chapter 354, Subchapter A,

Division 27 and includes the following:

- CFC PAS/HAB assistance with activities of daily living (ADLs) and instrumental activities of
daily living (IADLs) through hands-on assistance, supervision, and/or cueing and acquisition,
maintenance and enhancement of skills necessary for the member to accomplish ADLs, IADLs and
health-related tasks;

- CFC ERS: Electronic devices to ensure continuity of services and supports; and

- Support Management: Voluntary training on how to select, manage and dismiss attendants.

The CFC services must be delivered in accordance with the member’s service plan.

Provider must have current documentation, which includes the member’s service plan, ID/RC when applicable,
staff training documentation, service delivery logs (documentation showing the delivery of the CFC services),
medication administration record (if applicable) and nursing assessment (if applicable).

Provider must ensure that the rights of the members are protected (e.g., privacy during visitation, to send and
receive sealed and uncensored mail, to make and receive telephone calls, etc.).

Provider must ensure, through initial and periodic training, the continuous availability of qualified service providers
who are trained on the current needs and characteristics of the member being served. This includes the delegation
of nursing tasks, dietary needs, behavioral needs, mobility needs, allergies and any other needs specific to the
member which are required to ensure the member’s health, safety and welfare. The provider must maintain
documentation of this training in the member’s record.

Provider must ensure that the staff members have been trained on recognizing and reporting acts or suspected
acts of abuse, neglect and exploitation. The program provider must also show documentation regarding required
actions that must be taken when, from the time they are notified that a DFPS investigation has begun, through the
completion of the investigation (e.g., providing medical and psychological services as needed, restricting access
by the alleged perpetrator, cooperating with the investigation, etc). The program provider must also provide the
member/LAR with information on how to report acts or suspected acts of abuse, neglect and exploitation and the
DFPS hotline (1-800-647-7418).

Provider must address any complaints received from a member/LAR and have documentation showing the
attempt(s) at resolution of the complaint. The program provider must provide the member/LAR with the
appropriate contact information for filing a complaint.

Provider must not retaliate against a staff member, service provider, member (or someone on behalf of a member)
or other person who files a complaint, presents a grievance, or otherwise provides good faith information related
to the misuse of restraint, use of seclusion, or possible abuse, neglect or exploitation.
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*  Provider must ensure that the service providers meet all of the personnel requirements (age, high school diploma/
GED OR competency exam and three references from non-relatives, current Texas driver’s license and insurance if
transporting, criminal history check, employee misconduct registry check, nurse aide registry check, OIG checks).
For CFC ERS, the program provider must ensure that the provider of ERS has the appropriate licensure.

*  Perthe CFR §441.565 for CFC, the provider must ensure that any additional training requested by the member/LAR
of CFC PAS/HAB service providers is procured.

* The use of seclusion is prohibited. Documentation regarding the appropriate use of restrictive intervention
practices, including restraints must be maintained, including any necessary behavior support plans.

* The provider must adhere to Superior’s billing guidelines as outlined in Section 10. In addition, proper procedure
codes and CFC modifiers must be used when billing. Furthermore, all attendant services and habilitation
providers/provider agencies must use an HHSC-approved electronic visit verification (EVV) vendor to submit their
timesheets. Additional details about EVV can be found in Section 20.

» The provider must prevent conflicts of interest between themselves, a staff member, or a service provider and a
member, such as the acceptance of payment for goods or services from which the program provider, staff member
or service provider could financially benefit.

* The provider must prevent financial impropriety toward a member including unauthorized disclosure of information
related to a member’s finances and the purchase of goods that a member cannot use with the member’s funds.

Span of Coverage (Hospital) - Responsibility during a Continuous Inpatient Stay *

If a member is disenrolled from a STAR Kids MCO and enrolled in another STAR Kids MCO during an inpatient stay,
then the former STAR Kids MCO will pay all facility charges until the member is discharged from the hospital,
residential substance use disorder treatment facility, or residential detoxification for substance use disorder
treatment facility, or until the member loses Medicaid eligibility. The new STAR Kids MCO will be responsible for all
other Covered Services on the Effective Date of Coverage with the STAR Kids MCO.

Scenario Hospital Facility Charge :élr\?iillesr Corsies
1 Member moves from FFS to STAR Kids FFS New MCO
2 | Member moves from STAR, STAR Health or STAR+PLUS | Former MCO New MCO
to STAR Kids
3 [ Member Moves from CHIP to STAR Kids New MCO New MCO
Adult member moves from STAR Kids to STAR or Former STAR Kids MCO | New STAR or STAR+PLUS
STAR+PLUS MCO
5 [ Member moves from STAR Kids to STAR Health Former STAR Kids MCO | New STAR Health MCO
6 | Member retroactively enrolled in STAR Kids New MCO New MCO
7 | Member moves between STAR Kids MCQOs Former MCO New MCO

1 This document is not intended to supersede any HHSC Contract. This is a reference tool determining the span of
coverage limitation. For up to date references, please see the STAR Kids contract.

Value-added Services

Superior STAR Kids members also have access to other services in addition to Medicaid-covered benefits and
services, depending on their health needs. Collectively, this additional coverage is referred to as Value-added
Services (VAS). Some of those extra services include:
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* My Health Pays, a rewards program for members ages 18 through 20. Rewards include:

- $20 for completing a Texas Health Steps checkup (up to age 20).

- $20 for getting a well-woman exam.

- $70 for getting a flu shot.

- $70 for getting a specified screening.

- Upto 10 home-delivered prepared meals per year following discharge from an acute inpatient hospital

stay.

*  $30 every three (3) months for commonly-used over-the-counter medications through a mail-order program.
e Upto $150 each year for members to enroll in camps.

* Community-based specialty services each month, including music therapy, art therapy, garden therapy and
pet therapy.

* Upto 8 hours of respite care services each year for members not in the Medically Dependent Children
Program (MDCP).

*  $20 gift card and a journal for members who complete a follow-up appointment within 7 days of leaving an
inpatient psychiatric facility.

*This not a comprehensive list of all Value-Added Services available to members. For the most up-to-date list of
services, please visit www.SuperiorHealthPlan.com. Restrictions and limitations may apply. For more information
about these or other extra services, please call 1-877-391-5921.

STAR Health

The STAR Health program is a statewide managed care program that provides services to Texas foster care children
in the Department of Family and Protective Services (DFPS) conservatorship. Superior is contracted with HHSC to
provide managed care services for all STAR Health members statewide.

Additional benefits include, but may not be limited to, access to telemedicine, telemonitoring and telehealth.

For information on how STAR Health members can access telemedicine, telemonitoring and telehealth, please
reference the STAR Health Provider Directory found at https://www.SuperiorHealthPlan.com/members/medicaid/
find-a-provider.html.

Benefits Overview

Medicaid members participating in the STAR Health program receive all the benefits of the traditional Texas
Medicaid program, as listed on page 41 of this manual.

Prescribed Pediatric Extended Care Centers and Private Duty Nursing

A STAR Health member has a choice of Private Duty Nursing (PDN), Prescribed Pediatric Extended Care Centers
(PPECC), or a combination of both PDN and PPECC for ongoing skilled nursing. PDN and PPECC are considered
equivalent services, and must be coordinated to prevent duplication. A member may receive both in the same day,
but not simultaneously (e.g., PDN may be provided before or after PPECC services are provided). The combined
total hours between PDN and PPECC services are not anticipated to increase unless there is a change in the
member’s medical condition or the authorized hours are not commensurate with the member’s medical needs.
Per 1 Tex. Admin. Code §363.209 (c)(3), PPECC services are intended to be a one-to-one replacement of PDN hours,
unless additional hours are medically necessary.
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Long-Term Services and Supports (LTSS)

Providers must verify member eligibility for STAR Health LTSS services by contacting Superior’s STAR Health Member
Services at 1-866-912-6283.

Court-Ordered Services

Providers are encouraged to contact Superior at the onset of administering Court-Ordered Services. The following
process will be followed in regard to Court-Ordered Services.

* Service Management/Service Coordination staff will obtain a copy of the court order from either the provider
or DFPS and will scan it into the Care Management system.

* Superior, in conjunction with HHSC and DFPS, will then determine who is financially responsible for payment
of the Court-Ordered Services.

- Ifitis determined that Superior is responsible, an authorization will be created in the Care Management
system and a letter will be sent to the provider and DFPS notifying them of the approval.

- Ifitis found that Superior is not financially responsible for the Court-Ordered Services (for example if the
Court-Ordered Services are not a Medicaid covered service), then the Superior Service Management Teams
will assist in coordinating receipt of the services.

Please fax court orders to Superior’'s Medical Management Department at 1-866-702-4837.

3in 30

3in 30 combines three separate, yet critical, tools for assessing the medical, behavioral, and developmental
strengths and needs of children and youth entering the Texas Department of Family and Protective Services (DFPS)
conservatorship. Each assessment is a requirement set forth by Senate Bill 11. Together, the three assessments chart
the path for ensuring STAR Health members get the care and services they need at the time they enter foster care.

Under current law, STAR Health members must receive a Texas Health Steps Medical Checkup (Texas Health
Steps) and the Child and Adolescent Needs and Strengths (CANS) Assessment within the first 30 days of removal.
Beginning April 1, 2018 STAR Health members will also be required to undergo an initial medical assessment within
three business days of entering DFPS care.*

By combining the statewide implementation of the newly required initial 3-Day Medical Exam with strengthening
compliance for obtaining the previously mandated Texas Health Steps medical checkup and the CANS Assessment,
DFPS will gain a greater understanding of the needs and strengths of STAR Health members.

*Note: Implementation of the 3 in 30 program will begin in specific STAR Health Service Delivery Areas (SDAS) in
April and will be phased into the other SDAs throughout 2018.

3in 30 Components

3-Day Medical Exam

Senate Bill (SB) 11 (85R) set forth requirements for certain children and youth to receive an initial medical exam
within the first three business days of entering DFPS conservatorship under certain circumstances. However,
Texas Health and Human Services Commission (HHSC) and DFPS has chosen to broadly implement the 3-Day
Medical Exam so that all children entering substitute care receive the exam unless they already received urgent or
emergent care upon entering the conservatorship of DFPS.

3-Day Medical Exam components include:
* Vital Signs:
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- Growth parameters include obtaining weight and height/length for all children and youth and head circumference
for children under 3 years of age.

- For children older than 2 years of age, consider calculation of Body Mass Index (BMI) to assess nutritional needs.

History:

- Notonly do you, as the provider, conduct the 3-Day Medical Exam with the context of the reasons for removal with
specific mention of presence or absence of sexual abuse, physical abuse, physical neglect, nutritional neglect,
exposure to violence or environmental hazards, but you also obtain a good medical history for the child. Obtain any
known past medical history and current concerns, medications, allergies. Specifically, look for signs and symptoms
of:

*  Health conditions related to risks reported/documented by DFPS
*  Physical and intellectual disabilities

*  Vision, hearing, communication deficits

* Mentalillness, suicidality, aggression or emotional distress

*  Pregnancy, sexually transmitted infections, substance abuse

Physical Exam

- Complete exam, including all body surfaces, with respect to the child or youth’s level of distress.

- Consider child abuse specialist consultation if guidance/assistance is needed, for example, when history or physical
indicates concerns for sexual abuse, physical abuse, or failure to thrive. Evaluation of suspected/alleged physical or
sexual abuse should follow established protocols.

Tests:

- Any laboratory or other tests will be done at your discretion

- Formal hearing, vision and TB surveillance skin testing in children over 1year of age is not required with the initial
3-Day Medical Exam but may be done at the medical professional’s discretion.

Treatment:

- Medically necessary medications, equipment, patient education, consults/referrals, and/or transfer to higher level of
care.

- Ifchild is a newborn, consider completing Texas Health Steps 3-day newborn visit.

Follow-up

- Provide written communication of follow-up expectations based on medical necessity.

- Provide written communication of medically necessary equipment or referrals; particularly important if exam is
conducted outside of medical home setting.

- Ifexaminer is a Texas Health Steps provider, schedule follow-up and Texas Health Steps 30-day visit.

Texas Health Steps Checkup

All children entering DFPS conservatorship must receive a preventive health care visit, known as a Texas Health Steps medical
checkup, within 30 days of entering DFPS conservatorship. These medical checkups are periodic preventive health care services
for children enrolled in Medicaid, from birth through 20 years of age.

Texas Health Steps medical checkups include:

Comprehensive health and developmental history

Comprehensive unclothed physical exam

Appropriate immunizations (according to the Advisory Committee on Immunization Practices)
Laboratory tests (including lead toxicity screening)

Health education (anticipatory guidance including child development, healthy lifestyles, and accident and disease
prevention)
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Providers must adhere to Superior’s billing guidelines as outlined in Section 10. In addition, in order for the Texas Health Steps
exam to be considered timely, proper procedure codes and Texas Health Steps modifiers must be used when billing. Refer to
the Texas Health Steps Quick Reference Guide for the most up to date instructions on billing:
http://www.tmhp.com/TMHP_File_Library/Provider_Manuals/THStepsQRG/ THSteps_QRG.pdf

Child and Adolescent Needs and Strengths (CANS) Assessment

In accordance with SB 125 (84R), children entering foster care began receiving a developmentally-appropriate,
comprehensive assessment called the CANS Assessment on September 1, 2016. This assessment is for children 3
years of age and older, and includes a trauma evaluation and interviews with individuals who know the child’s needs.

The CANS 2.0 assessment will be completed via eCANS, which will feed the assessment to Health Passport, where it
can be accessed for future review.

Timing of Components

The 3-Day Medical Exam provides for immediate understanding of the child’s medical and mental health status.
This exam enables DFPS to obtain the needed medical care and treatment each child or youth. Together, the Texas
Health Steps Checkup and CANS Assessment contribute information within the first 30 days of care, specifying
medical, behavioral, and developmental strengths and challenges. This information can be used to develop the
unique service plan for a STAR Health member, which must be presented to the court with jurisdiction over the
child’s legal case within the first 45 days of care.

Requirement Timeline

Three-Day Medical Exam Within 3 business days of removal

Texas Health Steps Medical Check-Up Within 30 days of removal

Child and Adolescent Strengths and Needs Assessment | Within 30 days of removal and then annually thereafter

For more information or questions on 3 in 30, providers may contact their Superior Account Manager.

Early Childhood Intervention (ECI)

Early Childhood Intervention (ECI) is a statewide program for families with children, birth to three (3) years of age,
with disabilities and developmental delays. ECI supports families to help their children reach their potential through
developmental services. Services are provided by a variety of local agencies and organizations across Texas.

If a member has a developmental delay or disability, required identification and referral is needed within two
(2) business days for the ECI program, or members may need to meet other ECI criteria specific to the program.
Members may have self-referrals to any network ECI provider.

Personal Care Services

Personal Care Services (PCS) are support services provided to members who require assistance with activities of
daily living, instrumental activities of daily living and health-related functions because of a disability or chronic
health condition. Providers will identify and refer members for personal care services, which will enable the
member to live independently in the community rather than in an institutional setting.

To obtain authorization for PCS for STAR Health members, contact Superior at 1-866-912-6283 or call Service
Management/Service Coordination.

PCS is subject to Electronic Visit Verification (EVV). For more information, see Section 20.
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Contraceptive Services

Any member in the STAR Health program may request and receive any contraceptive service except sterilization
without the consent of the child’s parents, caregiversfefe or managing conservator.

Exceptions to Medical Consent Policy

For children under age 18 years who are under the managing conservatorship of DFPS, there are exceptions to the
Medical Consent Policy. This includes:

*  Withholding or withdrawing life sustaining » Early Childhood Intervention (ECI) or Independent
treatment. School District (ISD).

* Abortion. * Drug research program.

* Organ donation/anatomical gifts. * Electroconvulsive Therapy (ECT).

* Admission to mental health facility. * Aversive conditioning.

Routine, Urgent and Emergent Services

Residential Placement for Children

DFPS often requires medical and/or behavioral health assessments for children in foster care in order to determine
an appropriate residential placement for the child. These assessments must be provided within required
timeframes to minimize the disruption that children in foster care experience when placed in an inappropriate
residential setting. Superior is contractually required to assist DFPS with scheduling appointments for these
assessments within either three (3) or five (5) days of request, depending on the severity of the child’s needs.

Providers must assist Superior by prioritizing the scheduling of these appointments so that required timeframes are
met. Providers must also coordinate with Superior to provide the results of the assessments, including diagnosis
and recommendations, to DFPS within two (2) business days.

Non-Covered Supports for Members with Primary Needs

Children with Primary Medical Needs (PMN) are children who cannot live without mechanical supports or the
services of others because of non-temporary, life-threatening conditions, including the:

* Inability to maintain an open airway without to promote healing, prevent infection, prevent
assistance, not including the use of inhalers for cross-infection or contamination, or prevent tissue
asthma. breakdown.

* Inability to be fed except through a feeding tube, « Multiple physical disabilities including sensory
gastric tube or a parenteral route. impairments.

* Use of sterile techniques or specialized procedures
The MCO must:

1. Coordinate with DFPS to assist members with PMN during a placement change, to ensure a safe and timely
transition.

9. Arrange prior-authorized appropriate non-emergency transportation and supports to members with PMN,
which may include the use of an ambulance or provision of skilled Nursing services for the duration of
transportation.

3. Provide safe assembly and disassembly of the member’s DME in conjunction with the provision of these
services.

Covered Benefits and Value-added Services 74 Superior HealthPlan Provider Manual



4. Inthe case of an unplanned or emergent placement change, provide of up to a 48-hour observation stay in an
inpatient setting when appropriate placement or supports are not immediately in place.

For the purposes of this section, a placement change includes, but is not limited to, a member’s initial transition
into conservatorship, a member’s transition between residences while in conservatorship, or a member’s exit
out of conservatorship to another residence. A placement change does not include transitioning into or out of an
inpatient setting.

CANS (Child and Adolescent Needs and Strengths) Assessment

Beginning September 1, 2016, Superior HealthPlan will begin scheduling the Texas Child and Adolescent Needs and
Strengths (CANS) Comprehensive 2.0 (child welfare) assessment for children placed in foster care within thirty (30)
days of them entering DFPS conservatorship, and an annual assessment thereafter. The CANS Comprehensive 2.0
(child welfare) assessment means the comprehensive and developmentally appropriate child welfare assessment
required by Texas Family Code § 266.012. This assessment is not the same as the CANS assessment facilitated by
Local Mental Health Authorities for utilization of Mental Health Rehabilitative Services and Mental Health Targeted
Case Management Services. The 2.0 (child welfare) assessment must include a trauma screening and interviews
with individuals having knowledge of the child’s needs.

Providers are required to become trained and certified in order to administer the CANS assessment. Superior
requires PCPs have screening and evaluation procedures for the detection and treatment of, or referral for, any
known or suspected BH problems and disorders. Superior will provide training to Network PCPs on:

1. Using the results and recommendations of the Texas CANS Comprehensive 2.0 (child welfare) assessment
tool to guide treatment decisions;

2. The MCO’s referral process for BH Services and clinical coordination requirements for such services; and

3. Coordination and quality of care such as BH screening techniques for PCPs and new models of BH
interventions.

For more information, please contact your assigned Superior Account Manager.

Department of Family and Protective Services Reporting

BH providers and/or physical health providers who treat a BH condition are responsible for appropriate referrals to
the DFPS for suspected or confirmed cases of abuse.

To report concerns of abuse, neglect or exploitation of children or people with disabilities contact the Texas Abuse/
Neglect hotline at 1-800-252-5400, or www.txabusehotline.org.
Court-Ordered Commitment of Members

A member who has been ordered to receive treatment under the provisions of Chapter 573 or 574 of the Texas
Health and Safety Code, and the Texas Code of Criminal Procedure, Chapter 46B, or as a condition of probation,
must receive the services ordered by that court of competent jurisdiction.

Any modification or termination of services must be presented to the court with jurisdiction over the matter for
determination. Superior cannot deny, reduce or controvert the medical necessity of inpatient psychiatric services
provided pursuant to a Court-Ordered Commitment for members. The member can only appeal the commitment
through the court system.

To ensure services are not inadvertently denied, providers must contact Superior and provide telephonic or written
clinical information as well as a copy of the court order.

Process

The following process will be followed in regard to Court-Ordered Services:
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* Service Management/Service Coordination staff will obtain a copy of the court order from either the provider
or DFPS and will scan it into the Care Management System.

* Superior, in conjunction with HHSC and DFPS, will then determine who is financially responsible for payment
of the Court-Ordered Services.

- Ifitis determined that Superior is responsible, an authorization will be created in the Care Management
System and a letter will be sent to the provider and DFPS notifying them of the approval.

- Ifitis found that Superior is not financially responsible for the Court-Ordered Services (for example the
Court-Ordered Services are not a Medicaid covered service), then the Superior service management team
will assist in coordinating receipt of the services.

Superior will make best efforts to authorize services from the court order once provided. To ensure accurate claims
payment, the provider should call 1-866-218-8263 to verify services are authorized.

Any professional service provided that is part of a court order must be billed with an E9 modifier as described in
the Texas Medicaid Provider Procedures Manual. Court-Ordered Services that require authorization or notification
per the Superior Prior Authorization list must also have an authorization. Facilities providing court-ordered services
should bill using the appropriate code (8 or 08) in the Source of Admission field of the UB-92 claim form.

In the event that prior authorization is not secured and a court ordered service is denied, the claim can be
resubmitted through the reconsideration process and will be reprocessed accordingly with the written clinical or
court documentation.

For behavioral health services, the procedures for authorization of continued stay for placement purposes are
listed below:

* Placement days are used in situations where acute treatment has concluded or medical necessity criteria is
no longer met, and the child or youth does not have a secure placement per DFPS.

- Placement days are authorized after verification from DFPS of the continued placement issue and DFPS
provides an update on the status of the placement search.

- Placement days are authorized in 5 day increments and up to 3 sets of 5 days (total of 15 days) can be
authorized.

- Superior is responsible for placement days for members that were on STAR Health coverage, no
insurance, private insurance or another MCO on date of admission, and are confirmed to have STAR
Health coverage prior to starting placement days.

- STAR Health members admitted under Fee for Service (FFS) traditional Medicaid receive placement days
via TMHP.

¢ UM staff may transition a member back to acute care days from placement days when medical necessity
criteria is met and treatment is clinically appropriate.

» The member is eligible for 15 placement days per inpatient hospitalization, not necessarily consecutive days.

- A member can access placement days and then qualify under acute care days and subsequently
transition back to placement days as long as it does not exceed a total of 15 placement days per inpatient
hospitalization.

* Exclusions to placement days include any one of the following:
- Members with court commitments longer than 14 days

- Member does not meet admission criteria and no acute days have been authorized.
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Member’s Right to Designate an OB/GYN

Superior allows the member to pick any OB/GYN (within the Superior network), whether that doctor is in the same
network as the member’s Primary Care Provider or not.

For Female Members

Members have the right to pick an OB/GYN without a referral from their Primary Care Provider. An OB/GYN can give
the member:

* One well-woman checkup each year. » Care for any female medical condition.

* Care related to pregnancy. » Areferral to a specialist doctor within the network.

Additional Benefits

Prescriptions

All STAR Health Medicaid members receive unlimited prescriptions as part of the Medicaid Managed Care program.

Community First Choice (CFC)

Community First Choice (CFC) is a Medicaid benefit that provides services for people with Intellectual and
Developmental Disabilities (IDD) and/or physical disabilities and/or individuals who meet the institutional level of
care for an Institution for Mental Disease (IMD). The services available under CFC are:

* Personal assistance services (PAS/PCS): Help with daily living activities and health-related tasks.
* Habilitation: Services to help members learn new skills and care for themselves.
* Emergency Response Services (ERS): Help members who live alone or are alone for most of the day.

* Support Management: Training to help members learn how to select, manage and dismiss attendants.

Who Can Receive CFC Services?
To be eligible for Community First Choice services through Superior HealthPlan, an individual must:
* Beeligible for Medicaid and enrolled in either STAR+PLUS, STAR Health or STAR Kids.

* Need an institutional level of care such as a hospital, an Intermediate Care Facility (ICF) for Individuals with
an Intellectual Disability (IID), nursing facility (NF) or Institution for Mental Disease (IMD).

* Need services provided in the CFC program.

Assessments

* For STAR+PLUS and STAR Health members with physical disabilities, Superior will complete the Medical
Necessity Level of Care assessment (MN/LOC) and CFC Assessment. For STAR Kids members with physical
disabilities, Superior will complete the STAR Kids Screening and Assessment Instrument (SK-SAI). MN/LOC
and SK-SAl assessments will be transmitted to TMHP who determines MN for the NF LOC.

* For STAR+PLUS and STAR Health members with an IDD diagnosis or a related condition, the Local Intellectual
and Developmental Disability Authority (LIDDA) will complete the Intellectual Disability/Related Condition
(ID/RC) assessment and the CFC assessment for members 21 and over. For STAR Kids members with an IDD
Diagnosis or a related condition, Superior will complete an SK-SAI for all members under 21 who are enrolled
in STAR Kids in addition to the LIDDA’s ID/RC assessment. The LIDDA will transmit the ID/RC to HHSC who
makes the determinations on the ICF LOC.
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All CFC assessments will be person-centered and will result in a plan of care reflecting the needs and goals of
the member.

Assessments will be conducted initially and at least annually.

Authorizations

Upon completed and approved assessments, a plan of care will be created and presented to the member.

The member and/or their LAR and/or medical consenter will accept the plan of care and select their providers/
provider agencies for their approved CFC services.

Superior will create and issue authorizations that will be valid for a one-year time period from the date of the
initial/annual assessment.

If a member already receiving PAS becomes eligible for habilitation services, the member may desire to switch
to a habilitation-contracted provider if necessary, or decline habilitation services.

Providers must verify authorization for STAR Health LTSS services by contacting Superior’s STAR Health Member
Services at 1-866-912-6283.

PAS Only:
- Members with no identified habilitation service need will select a Superior contracted PAS provider.
- Authorization will utilize the CFC PAS-only codes/modifiers and rate.

PAS with HAB:

- Members with any identified habilitation service need will select a Superior contracted HAB/PAS Provider.
- Must use a single provider for HAB and PAS services.

- Single Authorization will utilize the habilitation codes/ modifiers and rate.

HAB Only:
- Members with a habilitation service need but no PAS need will select a Superior contracted HAB provider.
- Authorization will utilized the habilitation codes/modifiers and rate.

Non-CFC PAS and ERS:
- Continue to use existing LTSS codes/modifiers and rates.

CFC Standards

CFC services must be provided in accordance with HHSC rule 1 TAC, Part 15, Chapter 354, Subchapter A, Division
27 and includes the following:

- CFC PAS/HAB assistance with activities of daily living (ADLs) and instrumental activities of daily living (IADLS)
through hands-on assistance, supervision, and/or cueing and acquisition, maintenance and enhancement of
skills necessary for the member to accomplish ADLs, IADLs and health-related tasks;

- CFC ERS: Electronic devices to ensure continuity of services and supports; and
- Support Management: Voluntary training on how to select, manage and dismiss attendants.
The CFC services must be delivered in accordance with the member’s service plan.

Provider must have current documentation, which includes the member’s service plan, ID/RC when applicable,
staff training documentation, service delivery logs (documentation showing the delivery of the CFC services),
medication administration record (if applicable), and nursing assessment (if applicable).

Provider must ensure that the rights of the members are protected (e.g., privacy during visitation, to send and
receive sealed and uncensored mail, to make and receive telephone calls, etc.).

Provider must ensure, through initial and periodic training, the continuous availability of qualified service
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providers who are trained on the current needs and characteristics of the member being served. This includes
the delegation of nursing tasks, dietary needs, behavioral needs, mobility needs, allergies and any other needs
specific to the member which are required to ensure the member’s health, safety and welfare. The provider
must maintain documentation of this training in the member’s record.

*  Provider must ensure that the staff members have been trained on recognizing and reporting acts or suspected acts of
abuse, neglect and exploitation. The program provider must also show documentation regarding required actions that
must be taken when from the time they are notified that a DFPS investigation has begun through the completion of the
investigation (e.g., providing medical and psychological services as needed, restricting access by the alleged perpetrator,
cooperating with the investigation, etc). The program provider must also provide the member/LAR with information on
how to report acts or suspected acts of abuse, neglect and exploitation and the DFPS hotline (1-800-647-7418).

*  Provider must address any complaints received from a member/LAR and have documentation showing the attempt(s)
at resolution of the complaint. The program provider must provide the member/LAR with the appropriate contact
information for filing a complaint.

*  Provider must not retaliate against a staff member, service provider, member (or someone on behalf of a member), or
other person who files a complaint, presents a grievance, or otherwise provides good faith information related to the
misuse of restraint, use of seclusion, or possible abuse, neglect or exploitation.

*  Provider must ensure that the service providers meet all of the personnel requirements (age, high school diploma/
GED OR competency exam and three references from non-relatives, current Texas driver’s license and insurance if
transporting, criminal history check, employee misconduct registry check, nurse aide registry check, OIG checks). For
CFC ERS, the program provider must ensure that the provider of ERS has the appropriate licensure.

*  Per the CFR §441.565 for CFC, the provider must ensure that any additional training requested by the member/LAR of CFC
PAS/HAB service providers is procured.

* The use of seclusion is prohibited. Documentation regarding the appropriate use of restrictive intervention practices,
including restraints must be maintained, including any necessary behavior support plans.

*  The provider must adhere to Superior’s billing guidelines as outlined in Chapter 10 of this manual. In addition, proper
procedure codes and CFC modifiers must be used when billing. In addition, all attendant services and habilitation
providers/provider agencies must use an HHSC-approved electronic visit verification (EVV) vendor to submit their
timesheets. Additional details about EVV can be found in Section 20.

* Provider must prevent conflicts of interest between themselves, a staff member, or a service provider and
a member, such as the acceptance of payment for goods or services from which the program provider, staff
member, or service provider could financially benefit.

* The provider must prevent financial impropriety toward a member including unauthorized disclosure of
information related to a member’s finances and the purchase of goods that a member cannot use with the
member’s funds.

Intellectual and Developmental Disabilities (IDD)

Members with Intellectual and Developmental Disabilities (IDD) or Related Conditions (RC) who do not qualify for Medicare,
and receive services through the Intermediate Care Facilities for Individuals with an Intellectual Disability (ICF-1ID) Program or
an IDD Waiver can receive Acute Care Services through Superior STAR+PLUS or STAR Health. Authorization will be required for
applicable medically necessary acute care services managed through Superior as well as for any behavioral health services
managed through Superior.

Service Coordination and Service Management

Service Coordination and Service Management are available to all STAR Health members. STAR Health physical and behavioral
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health service coordinators and managers support health treatment providers by facilitating communication between all
members of a child/youth’s treatment team.

Service Coordination is a special kind of care management that is done by a Superior Service Coordinator. A Service
Coordinator will work with members to:

*  |dentify their needs.

*  Work with members and their family or community supports, doctor(s) and other providers to develop a service plan.
*  Help make sure members receive their services on time.

*  Make sure they have a choice of providers and access to covered services.

*  Coordinate Superior-covered services with social and community support services.

Service Management is a clinical service for Members with Special Health Care Needs (MSHCN) and other members, when
appropriate,. These services are to facilitate development of a Healthcare Service Plan and coordination of clinical services
among a member’s PCP and specialty providers to ensure members have access to, and appropriately utilize, Medically
Necessary Covered Services.

Since children in foster care have diverse and unique needs, STAR Health developed specialized Service Management programs
to address those needs. Specialized programs include:

*  Physical health programs focusing on members with diabetes, asthma and/or obesity as well as those with complex
medical needs.

*  Behavioral health programs targeting members with intellectual and developmental disabilities, youth transitioning out of
foster care and members with behavioral complex needs.

Physical and behavioral health service coordinators/managers coordinate to ensure that all needs of each child are addressed.
This collaboration is supported through co-location of the physical and behavioral STAR Health teams. This allows for joint
service planning to occur with greater ease to better support children, youth and caregivers in foster care.

The managing physician maintains responsibility for the member’s ongoing care needs. Superior’s service coordinator/manager
supports the physician by tracking compliance with the Care Management Plan, and facilitating communication between

the PCP and other members of the care management team. The service coordinator also facilitates referrals and linkages to
available community resources and providers, such as specialty services, local health departments and school-based clinics.

A service coordinator/manager determines whether coordination of services will result in more appropriate and cost-effective
care through Care Management Plan intervention. During this assessment, member information is obtained from the member
or medical consenter, attending physician and other health care providers.

The service coordinator/manager develops a proposed Health Care Service Plan. This proposed service plan is based on:

* Medical and treatment history; *  Member/family/support systems to assist the member in

« Current services and providers; the home setting;

«  Current goals/progress on goal achievement; » Community resources/services available; and

- DME/medical supplies; e Member compliance with the prescribed treatment plan.

When the attending physician, member or medical consenter agree, the Health Care Service Plan is implemented. Check points
are put into place to evaluate the effectiveness of the plan and the quality of care provided. Care coordination and collaboration
with physician or specialty services will be facilitated as applicable to ensure delivery of adequate and appropriate preventive
health services and follow up on existing medical issues identified through the assessment process.

When necessary, the service coordinator will assist the member with any discharge planning and/or transitioning to other care
providers when benefits end.
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When necessary, the service coordinator will assist the member with any discharge planning and/or transitioning to other care
providers when benefits end. Superior’s Service Management team is available to help coordinate medical and behavioral
health care. They can also help Superior members understand their STAR Health services and benefits. Superior members will
be contacted by their Service Manager who will detail how often and what type of contact they will have with them based on
their health care needs. To enroll a Superior member to STAR Health Service Management, please call 1-866-912-6283.
Value-added Services

Superior STAR Health members also have access to other services in addition to Medicaid-covered benefits and
services, depending on their health needs. Collectively, this additional coverage is referred to as Value-added
Services (VAS).

Some of those extra services include:
* Expanded vision benefits. * Over-the-counter items. * Sports/camp physicals.

For an up-to-date list of these services, go to www.SuperiorHealthPlan.com. For more information about these or
other extra services, please call 1-877-391-5921.

CHIP

Superior is required to provide specific medically necessary services to its CHIP members, as designated in the CHIP member
handbook that is provided to every CHIP member. These medically necessary health services must be:

*  Furnished in the most appropriate and least restrictive setting in which services can be safely provided.

*  Provided at the most appropriate level or supply of service which can be safely provided, and could not be omitted
without adversely affecting the member’s physical health or quality of life.

There is no lifetime maximum on benefits; however, enrollment period (a 12-month period) or limitations apply to certain
services, as specified in the listings on the following pages. Superior will not impose any pre-existing condition limitations or
exclusions, or require evidence of insurability to provide coverage to any CHIP-eligible member.

Some members may have copayments and in this case, copayments apply until the member reaches their annual cost-sharing
maximum. Some CHIP members might have additional group or individual coverage available to them. When this occurs,
Superior will coordinate benefits as the secondary insurance payer.

CHIP members are eligible to receive an unlimited number of prescriptions per month, and may receive up to a 90-day supply of
drugs.
Member’s Right to Designate an OB/GYN

Superior allows the member to pick any OB/GYN (within the Superior network), whether that doctor is in the same
network as the member’s Primary Care Provider or not.

For Female Members

Members have the right to pick an OB/GYN without a referral from their Primary Care Provider. An OB/GYN can give
the member:

*  One well-woman checkup each year.
* Care related to pregnancy.
* Care for any female medical condition.

» Avreferral to a specialist doctor within the network.
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Benefits Overview

CHIP and CHIP Perinate Newborn Schedule of Benefits and Cost Sharing

The following information is the benefits table for CHIP and CHIP Perinate newborn members.

by attending)

General nursing care

Special duty nursing when medically necessary

ICU and services

Patient meals and special diets

Operating, recovery and other treatment rooms

Anesthesia and administration (facility technical component)

Surgical dressings, trays, casts, splints

Drugs, medications and biologicals

Blood or blood products that are not provided free-of charge to the patient

and their administration

X-rays, imaging and other radiological tests (facility