Model Application Template for the State Children’ s Health Insurance Program

MODEL APPLICATION TEMPLATE FOR
STATE CHILD HEALTH PLAN UNDER TITLE XXI OF THE SOCIAL SECURITY ACT
STATE CHILDREN'SHEALTH INSURANCE PROGRAM

Preamble

Section 4901 of the Balanced Budget Act of 1997 (BBA) amended the Socia Security Act (the Act) by
adding a new title X X1, the State Children’s Health Insurance Program (SCHIP). Title XXI provides
fundsto states to enable them to initiate and expand the provision of child health assistance to
uninsured, low-income children in an effective and efficient manner. To be digible for funds under
this program, states must submit a state plan, which must be approved by the Secretary. A state may
choose to amend its approved state plan in whole or in part at any time through the submittal of aplan
amendment.

This model application template outlines the information that must be included in the state child health
plan, and any subsequent amendments. It has been designed to reflect the requirements, asthey exist in
current regulations, found at 42 CFR part 457. These requirements are necessary for state plans and
amendments under Title XXI.

The Department of Health and Human Services will continue to work collaboratively with states and
other interested parties to provide specific guidance in key areas like applicant and enrollee
protections, collection of baseline data, and methods for preventing substitution of Federal funds for
existing state and private funds. As such guidance becomes available, we will work to distributeitin a
timely fashion to provide assistance as states submit their state plans and amendments.
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MODEL APPLICATION TEMPLATE FOR
STATE CHILD HEALTH PLAN UNDER TITLE XXI OF THE SOCIAL SECURITY ACT
STATE CHILDREN'SHEALTH INSURANCE PROGRAM

(Required under 4901 of the Balanced Budget Act of 1997 (New section 2101(b)))

State/Territory: Maine
(Name of State/Territory)

Asacondition for receipt of Federal funds under Title X X1 of the Socia Security Act, (42 CFR,
457.40(b))

(Signature of Governor, or designee, of State/Territory, Date Signed)

submits the following State Child Health Plan for the State Children’s Health Insurance Program and
hereby agrees to administer the program in accordance with the provisions of the approved State Child
Health Plan, the requirements of Title XXI and X1X of the Act (as appropriate) and all applicable
Federal regulations and other officia issuances of the Department.

The following state officials are responsible for program administration and financial oversight (42 cFr
457.40(c)):

Name: Eugene Gessow Position/Title: Director, Bureau of Medical Services
Name: David Window Position/Title: Director, Division of Financial Services
Name: Linda Schumacher Position/Titlee SCHIP Coordinator

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it
displays a valid OMB control number. The valid OMB control number for this information collection is 0938-0707. The time
required to complete this information collection is estimated to average 160 hours (or minutes) per response, including the time
to review instructions, search existing data resources, gather the data needed, and complete and review the information
collection. If you have any comments concerning the accuracy of the time estimate(s) or suggestions for improving this form,
please write to: CMS, P.O. Box 26684, Baltimore, Maryland 21207 and to the Office of the Information and Regulatory Affairs,
Office of Management and Budget, Washington, D.C. 20503.
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Section 1. General Description and Pur pose of the State Child Health Plans and State Child
Health Plan Requirements (Section 2101)

1.1  Thestate will use funds provided under Title XXI primarily for (Check appropriate box) (42
CFR 457.70):

1.1.1 [] Obtaining coverage that meets the requirements for a separate child
health program (Section 2103); OR

1.1.2. [] Providing expanded benefits under the State’s Medicaid plan (Title X1X);
OR

1.1.3. XI A combination of both of the above.
MaineCare isthe umbrella termin use in the State of Maine to
collectively refer to all benefits provided under previously separate
program names such as Medicaid, SCHIP, CubCare, etc.. The name
change (a Legidlative mandate) is administrative in nature and
represents no change in benefits or rights of beneficiaries.

MaineCare, with Title XIX funding, provides coverage to children
from birth to 12 months of age in families with income through 185%
of the federal poverty level (FPL), children ages 1 through 5in
families with income through 133% FPL, and children ages 6 through
18 in families with income through 125% FPL. With Title XXI funding,
(under MaineCar e expansion), MaineCare provides coverage to
children ages 1 through 18 in families with income from 133%/125%
through 150% of the FPL; and under a separate child health program
(formerly “ CubCare€’ ) provides coverage to children from birth to 12
months of age in families with income from 186% through 200% of the
FPL, and to children ages 1 through 18 in families with income from
151% through 200% of FPL.

12 X Please provide an assurance that expenditures for child health assistance will not be
claimed prior to the time that the State has legidative authority to operate the State plan
or plan amendment as approved by CMS. (42 CFR 457.40(d))

1.3 X Please provide an assurance that the state complies with all applicable civil rights
requirements, including title VI of the Civil Rights Act of 1964, title Il of the Americans
with Disabilities Act of 1990, section 504 of the Rehabilitation Act of 1973, the Age

Discrimination Act of 1975, 45 CFR part 80, part 84, and part 91, and 28 CFR part 35.
(42CFR 457.130)

1.4  Please provide the effective (date costs begin to be incurred) and implementation (date services
begin to be provided) dates for this plan or plan amendment (42 CFR 457.65):
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Effective date state plan amendment #4 (HSI): July 1, 2002
Implementation date state plan amendment #4 (HSI): July 1, 2002
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Section 2.

2.1.

2.2.

2.3.

Model Application Template for the State Children’ s Health Insurance Program

General Background and Description of State Approach to Child Health Coverage
and Coor dination (Section 2102 (a)(1)-(3)) and (Section 2105)(c)(7)(A)-(B))

Describe the extent to which, and manner in which, children in the state including
targeted low-income children and other classes of children, by income level and other
relevant factors, such as race and ethnicity and geographic location, currently have
creditable health coverage (as defined in 42 CFR 457.10). To the extent feasible, make
adistinction between creditable coverage under public health insurance programs and

public-private partnerships (See Section 10 for annual report requirements). (42 CFR
457.80(a))

Currently, no public-private partnerships exist in Maine.

In 2000, the Department of Human Services contracted with the Institute for Health
Policy at the Edmund S. Muskie School of Public Service at the University of
Southern Maine to conduct a survey in order to assess the number of uninsured
children in the Sate of Maine. Among other key findings, it appears that the
percentage of uninsured children in Maine decreased from 10% to 6% since the
implementation of SCHIP in 1998. See Appendix 2.1 for more information regarding
survey results.

Describe the current state efforts to provide or obtain creditable health coverage for
uncovered children by addressing: (Section 2102)(a)(2) (42CFR 457.80(b))

2.2.1. The stepsthe state is currently taking to identify and enroll al uncovered
children who are eligible to participate in public health insurance programs
(i.e., Medicaid and state-only child health insurance):

Please see Section 5 for a description of outreach efforts.

2.2.2. The stepsthe state is currently taking to identify and enroll al uncovered
children who are eligible to participate in health insurance programs that
involve a public-private partnership:

No public-private partnerships currently exist in Maine.

Describe the procedures the state uses to accomplish coordination of SCHIP with other
public and private health insurance programs, sources of health benefits coverage for
children, and relevant child health programs, such astitle V, that provide health care
services for low-income children to increase the number of children with creditable

health coverage. (Previously 4.4.5.)
(Section 2102)(a)(3) and 2102(c)(2) and 2102(b)(3)(E)) (42CFR 457.80(c))

There are no public programs in the state, except Maine Care, that provide health
care coverage for low-income children. The coordination of MaineCare with public
health programs is accomplished through two major venues. The coordinator of
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SCHIP within the Bureau of Medical Servicesis an active participant on two major
committees whose focus is the promotion of accessto health care. Thefirst, EPSDT
Planning Committee, meets monthly and is comprised of staff from the Bureau of
Medical Services and Bureau of Health child-related programs such as. WIC, Public
Health Nursing, Oral Health, and the Teen and Young Adult Health. The purpose of
the group isto coordinate outreach and planning activities for promoting access to
services across all programs. The second group, the Managed Care |mplementation
Task Force, iscomprised of staff from the Bureau of Medical Services, Bureau of
Family Independence, Bureau of Health and various advocacy groups within the
Sate. The primary focus of the task force is on implementation of MaineCare
managed care as well as other service delivery issues.

The coordinator of SCHIP is also an active participant on the Steering Committee
and Satewide Coalition for the Robert Wood Johnson Covering Kids and Families
Outreach Campaign. The Covering Kids and Families grantee in Maine is the Maine
Primary Care Association and its partner agencies, Maine Equal Justice Partners,
Maine Children’s Alliance and Consumers for Affordable Health Care. The Steering
Committee meets 6-8 times per year and provides overall direction to the Covering
Kids and Families Outreach Campaign. The Statewide Coalition meets 3 times a
year. The Coalition meetings are an opportunity for Coalition membersto alert other
members as to events taking place within the State, for local groups to apprise the
group on activities occurring in their particular areas and for the group to discuss
recommendations for future activities.
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Section 3. M ethods of Délivery and Utilization Controls (Section 2102)(a)(4))

L] Check hereif the state electsto use funds provided under Title XXI only to provide
expanded digibility under the state’s Medicaid plan, and continue on to Section 4.

3.1.  Describe the methods of delivery of the child health assistance using Title XXI fundsto
targeted low-income children. Include a description of the choice of financing and the
methods for assuring delivery of the insurance products and delivery of health care

services covered by such products to the enrollees, including any variations. (Section
2102)(a)(4) (42CFR 457.490(a))

MaineCare, both Title XIX and Title XXI funded coverage, is administered by the
Maine Department of Human Services. Within the Department, the Bureau of
Medical Servicesisresponsible for establishing policy regarding benefits, quality
assurance, and paying claims. The Bureau of Family Independence is responsible
for determining eligibility.

Children covered under MaineCare with Title XXI funding are provided with the
same benefits available to children enrolled with Title XIX funding. All
administrative processes are designed by the Department of Human Services to be
seamless. As such, all enrollment and eligibility processes, benefit
package/benefit delivery policies, and outreach activities are the same for Title
XIX and Title XXI, with the only discernable difference being premium billing for
those Title XXI children at 151% through 200% FPL.

The MaineCare primary care case management initiative is operational in all 16
counties. With few exceptions, the majority of MaineCare children covered under
Title XXI funding access services through primary care case management. Any
MaineCare member exempted from participation must access care through the
existing fee-for-service system. MaineCare children covered under Title XXI funding
are provided with the same rights and services as are children covered with Title XIX
funding.

In addition, pursuant to Section 2105(a)(1)(D), the Department will offer “ health
servicesinitiatives’ directed at children and adolescents age 18 or younger. The
health services initiatives will be activities sponsored by the Department’ s Bureau of
Health under the Partnership for a Tobacco-Free Maine and do not overlap with
Medicaid school based health services.

Specific health servicesinitiatives include the following:
grantsto providers to promote health education in primary and secondary
school through “ school health coordinators’ where the school health
coordinators implement a coordinated school health program that
incor porates the Center for Disease Control/Division of Adolescent and
School Health (CDC/DASH) guidelines for tobacco use, physical activity, and
healthy eating;
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grants to schoolsto build or expand capacity at school based health centers
where the school based health centers provide support for their public health
functions. educating future adult health care consumers on healthy behaviors
and on the use of health care;

grantsto providers to conduct outreach campaigns to promote family
planning among adol escents wher e the providers support family life
education consultation programs for schools and communities as well as
community based adolescent pregnancy prevention projects. Outreach
educators provide comprehensive family life education that includes
information about abstinence and information on preventing sexually
transmitted diseases and birth control. Examples of activities include:
interactive workshops for youth, educational displays at health fairs for
teens, and office hours at teen centers; and

grantsto a contractor to develop media campaigns to promote tobacco
prevention among children and youth where the contractor develops a
statewide marketing campaign for the Partnership for a Tobacco-Free Maine
which has a targeted audience of children and youth.

The school health coordinator initiative will serve approximately 5,000 individuals
and the adolescent family planning initiative will serve approximately 7, 500
individuals.

3.2.  Describethe utilization controls under the child health assistance provided under the
plan for targeted low-income children. Describe the systems designed to ensure that
enrollees receiving health care services under the state plan receive only appropriate
and medically necessary health care consistent with the benefit package described in the
approved state plan. (Section 2102)(a)(4) (42CFR 457.490(b))

The utilization controls are the same for all MaineCare members regardless of the
source of funds. The following utilization controls are in use:

1. Primary Care Providers—Under the primary care case management initiative,
each MaineCare member has a Primary Care Provider who is responsible for
managing (treating or referring out for treatment) the member’s health care.
MaineCare members must receive authorization from his’her Primary Care
Provider for those covered MaineCare services designated as ‘ managed
services'. For those covered MaineCare services that do not require PCP
authorization members may self-refer or seek prior authorization, asis noted
below.

2. Prior Authorization — Prior authorization is required for certain MaineCare
covered services obtained in-state and all MaineCare covered services
provided out-of-state (with the exception of emergency services and services
furnished by providers located within 15 miles of the New Hampshire border
and 5 miles of Canadian border who are treated as in-state providers). All
services requiring prior authorization are reviewed for medical necessity.
Prior authorization for services rendered out-of-state is provided only when a
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member's continuity of care must be preserved for medical reasons and only
after it is determined that the needs of the member cannot be met in the Sate
of Maine.

3. Surveillance and Utilization Review — Ongoing monitoring of health care
received by MaineCare membersis provided by staff of the Surveillance and
Utilization Review Unit within the Bureau of Medical Services. Ongoing
sampling is conducted to review the utilization of care and services received
by MaineCare members and also to evaluate necessity, quality, quantity and
timeliness of services provided to MaineCare members.

4. Member Restriction — Member restriction is an administrative procedure
established for MaineCare members with a history of over utilization of
benefits. Participants must receive their primary medical care from one (or
multiple specified providers). Primary purposes for restricting membersto
specified provider(s) are: 1) to decrease and control over utilization and/or
abuse of covered health care services/benefits and to minimize medically
unnecessary and addictive drug usage; 2) to establish a method of monitoring
non-emer gency health care services for members who have utilized health care
services or benefits at a frequency or amount that is not medically necessary;
and 3) to assist members through education and referral towards appropriate
health care service and benefit use.

5. Utilization Report/Primary Care Physician Incentive Payment Report —
Member utilization is also measured through preventive/quality indicators
presented in the Utilization Report and Primary Care Physician Incentive
Payment Report which are provided to MaineCare primary care providerson a
guarterly basis. The Utilization Report contains 22 performance measures
centered on well-child care, utilization of emergency services, potentially
avoidable hospitalizations for chronic/serious medical conditions, and other
disease prevention measures. The Primary Care Physician Incentive Payment
Report contains additional performance measures focused on preventive
indicators. (These reports are described in more detail in Section 7.)

Section 4. Eligibility Standardsand Methodology. (Section 2102(b))
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L] Check hereif the state elects to usefunds provided under Title XXI only to provide
expanded dligibility under the state's Medicaid plan, and continue on to Section 5.

4.1.

4.2.

The following standards may be used to determine eligibility of targeted low-income
children for child health assistance under the plan. Please note whether any of the
following standards are used and check all that apply. If applicable, describe the
criteriathat will be used to apply the standard. (Section 2102)(b)(1)(A)) (42CFR 457.305(a) and

457.320(a))

4.1.1. X
4.1.2. X
4.13. X
4.1.4. ]

4.15. X

4.16. [ ]

41.7. X

4.18. X

4.1.9. X

Geographic area served by the Plan: Statewide
Age: Individuals must be under 19 years of age.
Income: The upper income limit for Title XXI is 200% FPL.

Resources (including any standards relating to spend downs and
disposition of resources):

Residency (so long as residency requirement is not based on length of
timein state): To be eligible for MaineCare, a child must be a resident
of the State of Maine.

Disability Status (so long as any standard relating to disability status
does not restrict eligibility):

Accessto or coverage under other health coverage: Children must be
uninsured to be eligible for Title XXI funded coverage.

Duration of eligibility: In general, a child who has been determined
eligible for MaineCare shall remain eligible for 12 months unless the
child attains the age of 19 or is no longer a resident of the State.
Eligibility is redetermined prior to the end of each twelve-month
period. A child may be ineligible for a subsequent 12-month period of
eligibility for a specified length of time (as described in section 8.7)
for nonpayment of premiums.

Other standards (identify and describe): There are no other standards
used to determine eligibility.

The Bureau of Family Independence Maine Care Eligibility Manual
sets forth the eligibility policies for Titles XIX and XXI. Sections 1230
and 9000.02 of the Manual clearly state that Social Security numbers
are not required for children applying for Title XIX and XXI coverage.

The state assures that it has made the following findings with respect to the eligibility
standardsin its plan: (Section 2102)(b)(1)(B)) (42CFR 457.320(b))

Effective Date:
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421. X These standards do not discriminate on the basis of diagnosis.

422 X Within a defined group of covered targeted low-income children, these
standards do not cover children of higher income families without
covering children with alower family income.

423. X These standards do not deny €eligibility based on a child having a pre-
existing medical condition.

4.3.  Describe the methods of establishing eligibility and continuing enrollment.
(Section 2102)(b)(2)) (42CFR 457.350)

All administrative processes are designed by the Department of Human Services to
be seamless for children applying for MaineCare. As such, all enrollment and
eligibility processes are the same for Title XIX and Title XXI, with the only
discernable difference being premium billing for those Title XXI children at 151%
through 200% FPL.

There is one application and renewal form for families and children who want to
apply for MaineCare coverage. The Department of Human Services, Bureau of
Family Independence eligibility workers determine if applicants are eligible for
Title XIX or XXI coverage depending on family income.

Eligibility applications may be completed at any of the Department’ s regional
offices or at home and returned by mail. No interview is necessary.

The Bureau of Family Independence notifies families by mail of their eligibility.
Those eligible Title XXI children at 151% through 200% FPL are, in addition to
their enrollment cards, mailed monthly premium bills (please see Section 8.2).

A child who has been determined eligible for MaineCare remains eligible for a 12-
month enrollment period unless the child attains the age of 19 or isno longer a
resident of the State. Eligibility isredetermined prior to the end of each 12-month
period. Written notification is sent to each family by the Bureau of Family
Independence containing, the end date of the child’s 12-month enrollment period
and a renewal formto be returned by mail upon completion.

In summary, MaineCare policy requires eligibility workersto review all
applications, denials, closings, changesin MaineCare Title XIX funded coverage
for Title XXI funded coverage and vice versa.

Families are allowed to purchase coverage for a child whose family income at the

end of the 12-month enrollment period exceeds 200% of FPL. The purchase of

coverage is available for 18 months. The child’s family is responsible for paying the

full cost of the coverage, which covers the benefit cost plus an administrative cost
Effective Date: 10 Approval Date:
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not to exceed the maximum allowable under COBRA.

4.3.1 Describe the state' s policies governing enrollment caps and waiting lists (if any).
(Section 2106(b)(7)) (42CFR 457.305(b))

In order to provide health coverage to as many children as possible within the
fiscal constraints of the program budget (as defined in the Balanced Budget Act of
1997), the maximum eligibility level is subject to adjustment by the Commissioner
of the Department of Human Services, dependent on the fiscal status of the
program. If program expenditures are anticipated to exceed the program budget,
the Commissioner shall reduce the maximum eligibility level to the extent
necessary to bring the program expenditures within the program budget. If
expenditures are expected to fall below the program budget, the Commissioner
shall increase the maximum eligibility level to the extent necessary to provide
coverage to as many children as possible within the fiscal constraints of the
program budget.

Children of higher income may not be covered unless children of lower income are
also covered. If the Commissioner has reduced the maximum eligibility level,
children of higher income may be disqualified at the end of the twelve month
enrollment period, but not during the twelve-month period.

DX Check hereif this section does not apply to your state.
4.4.  Describe the procedures that assure that:

4.4.1. Through the screening procedures used at intake and follow-up eligibility
determination, including any periodic redetermination, that only targeted low-
income children who are ineligible for Medicaid or not covered under a group
health plan or health insurance coverage (including a state health benefits plan)

are furnished child health assistance under the state child health plan. (Section
2102)(b)(3)(A)) (42CFR 457.350(a)(1) and 457.80(c)(3))

As noted in Section 4.3, the same application and enrollment processis used
by all families applying for coverage under MaineCare. A child applying for
coverage under MaineCare isfirst screened by Bureau of Family
Independence eligibility workers for eligibility under Title XIX. Those
children deemed ineligible under Title XIX are then screened for eligibility
under Title XXI.

Applicants are asked to provide insurance information as part of the
application process. Specific questions on the application ask about children
in the household who: (1) currently have insurance; (2) have lost health
insurance in the last 3 months; and (3) could be added to the State employee
health insurance plan. Depending on the answer to these questions, Bureau
of Family Independence eligibility workerswill determineif an applicant is
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eligible for Title XXI funded coverage.
This same process is followed for subsequent eligibility determinations.

4.4.2. The Medicaid application and enrollment process is initiated and facilitated for
children found through the screening to be potentially eligible for medical

assistance under the state Medicaid plan under Title X1X. (Section 2102)(b)(3)(B))
(42CFR 457.350(a)(2))

Please see Section 4.4.1 above.

4.4.3. The State istaking steps to assist in the enrollment in SCHIP of children
determined ineligible for Medicaid. (Sections 2102(a)(1) and (2) and 2102(c)(2))
(42CFR 431.636(b)(4))

Please see Section 4.4.1 above.

4.4.4 Theinsurance provided under the state child health plan does not substitute for

coverage under group health plans. Check the appropriate box. (Section
2102)(b)(3)(C)) (42CFR 457.805) (42 CFR 457.810(a)-(c))

444.1. X Coverage provided to children in families at or below 200%
FPL : describe the methods of monitoring substitution.

Applicants are asked to provide insurance information as part
of the application process. Specific questions on the
application ask about children in the household who: (1)
currently have insurance; (2) have lost health insurance in the
last 3 months; and (3) could be added to the Sate employee
health insurance plan. There is a 3 month waiting period for
children who drop employer based coverage. The child may
enroll without having to wait 3 monthsif:

The employer plan does not pay at least 50% of the
cost of the child’'s coverage;

The cost of covering the whole family under the
employer’ s plan is more than 10% of the family
income;

The Department determines that good cause exists
for dropping the employer-based coverage.

In addition, eligibility records are matched against third party
liability recordsto cross check to seeif the third party liability
records indicate that other insurance is available. Alist of
Title XXI funded members identified as having insuranceis
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sent to Bureau of Family Independence eligibility workersto
review.

4442 [ ] Coverage provided to children in families over 200% and up to
250% FPL: describe how substitution is monitored and identify
specific strategiesto limit substitution if levels become
unacceptable.

4443. ] Coverage provided to children in families above 250% FPL:
describe how substitution is monitored and identify specific
strategies in place to prevent substitution.

44.4.4. [ ] If the state provides coverage under a premium assistance
program, describe:

The minimum period without coverage under a group health plan,
including any allowable exceptions to the waiting period.

The minimum employer contribution.
The cost-effectiveness determination.

4.45 Child health assistance is provided to targeted |low-income children in the state

who are American Indian and Alaska Native. (Section 2102)(b)(3)(D)) (42 CFR
457.125(a))

Any eligible child who is American Indian or Alaskan Native isenrolled in
MaineCare under Title XIX or Title XXI and treated as any other eligible
child, with the exception that the child is not required to pay a premium or
other cost sharing.
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Outreach (Section 2102(c))
Describe the procedures used by the state to accomplish:

Outreach to families of children likely to be éigible for child health assistance or other
public or private health coverage to inform them of the availability of the programs, and

to assist them in enrolling their children in such aprogram: (Section 2102(c)(1)) (42CFR
457.90)

In addition to the activities described below, the Department has recently conducted
an intensive outreach effort focused primarily on the name change to MaineCare but
including eligibility as well. The Department has aired television and radio public
service announcements; distributed posters; and devel oped newsletter articles for
inclusion in publications by community and professional organizations.

On an ongoing basis, the Bureau of Medical Services works collaboratively with the
Robert Wood Johnson initiative, Covering Kids and Families Campaign to conduct
outreach to families. The Campaign’ s outreach efforts and goals include:

1. Technical training with staff of community based agencies and health care
providers on benefits, eligibility criteria, the application process and program
changes to ensure information is disseminated and individuals are enrolled. Each
participant is provided with a guide containing the training information. This
model, of reaching potentially eligible individuals through trained personnel with
whom they have established relationships, has proven an effective outreach
method.

2. Mass media interventions through annual statewide/local media events.

3. Targeted outreach to specific constituencies including: Education (e.g., mailings
to school coaches); Businesses and unions (e.g., provide information about
MaineCare directly to laid off workers and mailings to businesses regarding
availability of program); Social service agencies and municipalities
(e.g.,promote staff participation in technical training); Faith-based and service
organizations (e.g., information about MaineCare included in church bulletins
and social service organizational newsletters); Health care providers and
insurers (e.g., MaineCare promotion through insurance agents).

4. Distribution of quarterly electronic newsletter containing information on
MaineCare and the Campaign to interested parties.

5. General training for community organizations such as the Kiwanis, Elks, Lions
Clubs, etc..

6. Information booths at health fairs, professional conferences, e.g., Maine
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Pediatric Association meetings.

7. Local coalitions conduct grass roots outreach such as attendance at local
kindergarten registration events; local promotional events (e.g., distributing
token give-away basketballs at high school basketball championship games).

The Campaign’s efforts to assist individualsin enrolling include:

1. HelpLine—Maintenance of a statewide toll free HelpLine where trained workers:
a.) inform callers of coverage options and assist with application or
reenrollment process; b.) provide information about application assistance sites
or other appropriate services/programs in the geographical area; c.) serve as
resour ce to hundreds of sites the Campaign has trained to provide application
assistance.

2. Expanded Application Capacity—Maintenance and expansion of statewide sites
available to provide applications and application assistance (including
reenrollment).

The Campaign also gathers information from constituencies, local coalitions,
technical trainings, and HelpLine callsto identify problems or barriersfamiliesare
encountering in accessing or continuing coverage for their children.

Additionally, each year the Department of Human Services, in collaboration with the
Department of Education, sends out applications to each school to distribute to each
student during the first week of school.

Finally, ongoing outreach efforts are also conducted by MaineCare Member Services
to assist members enroll in the primary care case management benefit within
MaineCare. Outreach efforts aimed at promoting eligibility are incorporated into the
following activities conducted by MaineCare Member Services: managed care
trainings; marketing activities and presentations to community agencies and
providers.

Section 6. Coverage Requirementsfor Children’sHealth Insurance (Section 2103)
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Check hereif the state electsto use funds provided under Title XXI only to provide
expanded digibility under the state’s Medicaid plan, and continue on to Section 7.

6.1. The state electsto provide the following forms of coverage to children:
(Check al that apply.) (42CFR 457.410(a))

6.1.1.

Benchmark coverage; (Section 2103(a)(1) and 42 CFR 457.420)

6.1.1.1. [ ] FEHBP-equivaent coverage; (Section 2103(b)(1))

(If checked, attach copy of the plan.)

6.1.1.2. [ ] Stateemployee coverage; (section 2103(b)(2)) (If checked, identify

the plan and attach a copy of the benefits description.)

6.1.1.3. [ ] HMO with largest insured commercial enrollment (Section

6.1.2. [ ]

6.1.3. []

6.1.4. X

Effective Date:

2103(b)(3)) (If checked, identify the plan and attach a copy of the
benefits description.)

Benchmark-equivalent coverage; (Section 2103(a)(2) and 42 CFR 457.430)
Specify the coverage, including the amount, scope and duration of each
service, aswell as any exclusions or limitations. Please attach asigned
actuarial report that meets the requirements specified in 42 CFR
457.431. Seeinstructions.

Existing Comprehensive State-Based Coverage; (Section 2103(a)(3) and 42
CFR 457.440) [Only applicableto New Y ork; Florida; Pennsylvanial
Please attach a description of the benefits package, administration, date
of enactment. If existing comprehensive state-based coverageis
modified, please provide an actuaria opinion documenting that the
actuaria value of the modification is greater than the value as of 8/5/97
or one of the benchmark plans. Describe the fiscal year 1996 state
expenditures for ? existing comprehensive state-based coverage.

Secretary-Approved Coverage. (Section 2103(a)(4)) (42 CFR 457.450)

6.1.4.1. XI  Coverage the same as Medicaid State plan

6.1.4.2. [ ] Comprehensive coverage for children under a Medicaid
Section 1115 demonstration project

6.1.4.3. [ ] Coveragethat either includes the full EPSDT benefit or
that the state has extended to the entire Medicaid
population

6.1.4.4. [ ] Coverage that includes benchmark coverage plus
additional coverage

6.1.4.5. [ ] Coveragethat isthe same as defined by ? existing
comprehensive state-based coverage

6.1.4.6. [ ] Coverage under agroup hedlth plan that is substantially
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equivalent to or greater than benchmark coverage through
a benefit-by-benefit comparison (Please provide a
sample of how the comparison will be done)

6.1.4.7. [ ] Other (Describe)

6.2. The state elects to provide the following forms of coverage to children:
(Check al that apply. If anitem is checked, describe the coverage with respect to the
amount, duration and scope of services covered, aswell as any exclusions or
[imitations) (Section 2110(a)) (42CFR 457.490)

6.2.1. X
6.2.2. X
6.2.3. X

6.2.4. X
6.2.5. X

6.2.6. [X
6.2.7. X

6.2.8. [X
6.29. X

6.2.10. X

Effective Date:

Inpatient services (Section 2110(a)(1))
Outpatient services (Section 2110(a)(2))

Physician services (Section 2110(a)(3))

Kidney and cornea transplants are covered without prior authorization. Bone
marrow, liver, small intestine, liver-small intestine, lung, heart and heart-
lung, transplants require prior authorization. Gastric Bypass surgery and
Hyperbaric Oxygen Therapy require Prior Authorization.

Cosmetic surgery not covered.

Surgical services (Section 2110(a)(4))

Clinic services (including health center services) and other ambulatory
health care services. (Section 2110(a)(5))

Prescription drugs (Section 2110(a)(6))

Over-the-counter medications (Section 2110(a)(7))

The following over-the-counter drugs and supplies are available when filled
pursuant to a prescription: Insulin, needles and syringes, urine or blood test
strips for diabetes, artificial tears or ophthalmic lubricants, oral iron for
salts, calcium salts, except for oyster shell source, which is covered for
certain diagnoses, diphenhydramine, quinine sulfate, nicotinic acid (niacin),
meclizin, and permethrin, prenatal vitamins* and smoking cessation aids.

*Three months prior to planned pregnancy to three months postpartum.

Laboratory and radiological services (Section 2110(a)(8))

Prenatal care and prepregnancy family services and supplies (Section
2110(a)(9))

Inpatient mental health services, other than services described in 6.2.18.,
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6.2.11. X

6.2.12. X

6.2.13.[X

6.2.14. X

6.2.15. X

6.2.16. X

6.2.17. X

6.2.18. X
Effective Date:

but including services furnished in a state-operated mental hospital and
including residential or other 24-hour therapeutically planned structural
SErViCes (Section 2110(a)(10))

Certain limits and prior authorization requirements apply.

Outpatient mental health services, other than services described in
6.2.19, but including services furnished in a state-operated mental
hospital and including community-based services (Section 2110(a)(11)

Certain limits and prior authorization requirements apply.

Durable medical equipment and other medically-related or remedial
devices (such as prosthetic devices, implants, eyeglasses, hearing aids,
dental devices, and adaptive devices) (Section 2110(a)(12))

Prescribed equipment must be medically necessary.
Prior authorization required for certain items.

Disposable medical supplies (Section 2110(a)(13))

Prescribed medical supplies must be needed to relieve or control a medical
condition.

Home and community-based health care services (See instructions)
(Section 2110(a)(14))

Home health and personal care services will be provided, including part-time
or intermittent nursing service provided by a home health agency, home
health aid services, physical therapy, occupational therapy or speech-
language pathology services, and environmental modifications to the home.
Maine has a section 1915(c) waiver for the provision of home and community
based services where appropriate as an alternative to institutionalization.

Nursing care services (Seeinstructions) (Section 2110(a)(15))

Includes Nurse Practitioners, Nurse Midwives, Certified Clinical Nurse
Soecialists and Certified Registered Nurse Anesthetists.

Abortion only if necessary to save the life of the mother or if the
pregnancy isthe result of an act of rape or incest (Section 2110(a)(16)

Dental services (Section 2110(a)(17))
Prior authorization is required for orthodontia and certain other services.

I npatient substance abuse treatment services and residential substance
18 Approval Date:
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6.2.19. X

6.2.20. X
6.2.21.[ ]

6.2.22.[X

6.2.23. X

6.2.24. X

6.2.25.[ ]

6.2.26. X

6.2.27. X

Effective Date:

abuse treatment Services (Section 2110(a)(18))
Certain limits and prior authorization requirements apply.
Outpatient substance abuse treatment Services (Section 2110(a)(19))

Certain limits and prior authorization requirements apply.

Case management Services (Section 2110(a)(20))
Care coordination Services (Section 2110(a)(21))

Physical therapy, occupational therapy, and services for individuals with
speech, hearing, and language disorders (Section 2110(a)(22))

Hospice care (Section 2110(a)(23))

Any other medical, diagnostic, screening, preventive, restorative,
remedial, therapeutic, or rehabilitative services. (See instructions)
(Section 2110(a)(24))

Services of chiropractors, podiatrists, Prevention, Health Promotion and
Optional Treatment Services(EPSDT), private duty nursing services and
genetic testing services are also covered.

Podiatrists' services are limited to non-routine procedures; treatment of
plantar warts, ingrown nails, ulcerations, bursitis, and infections; and minor
surgery under local anesthetic. Some routine procedures are covered if there
are complications due to foot pathology.

Genetic testing services are diagnostic or screening services to determine
risk for genetic diseases.

Premiums for private health care insurance coverage (Section 2110(a)(25))
Medical transportation (Section 2110(a)(26))

All transportation to medically necessary services covered by MaineCare are
available without prior authorization. Out of state transportation requires
prior authorization. Also, travel expenses associated with transportation,
such as lodging or meals require prior authorization.

Enabling services (such as transportation, trandation, and outreach
services (Seeinstructions) (Section 2110(a)(27))

Interpreter services are covered for non-English, limited English speaking
and /or deaf/hard of hearing individuals.
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6.2.28. X Any other health care services or items specified by the Secretary and
not included under this section (Section 2110(a)(28))

Rural health clinic services and other ambulatory services furnished by a
rural health clinic, as well as federally qualified health center services are
covered.

6.3  The state assures that, with respect to pre-existing medical conditions, one of the
following two statements applies to its plan: (42CFR 457.480)

6.3.1. X The state shall not permit the imposition of any pre-existing medical
condition exclusion for covered services (Section 2102(b)(1)(B)(ii)); OR

6.3.2. [ ] The state contracts with a group health plan or group health insurance
coverage, or contracts with a group health plan to provide family
coverage under awaiver (see Section 6.4.2. of the template). Pre-
existing medical conditions are permitted to the extent allowed by
HIPAA/ERISA  (Section 2103(f)). Please describe: Previously 8.6

6.4  Additional Purchase Options. If the state wishesto provide services under the plan
through cost effective aternatives or the purchase of family coverage, it must request the
appropriate option. To be approved, the state must address the following: (Section
2105(c)(2) and(3)) (42 CFR 457.1005 and 457.1010)

6.4.1. [] Cost Effective Coverage. Payment may be made to a sate in excess of
the 10% limitation on use of funds for paymentsfor: 1) other child
health assistance for targeted low-income children; 2) expenditures for
health servicesinitiatives under the plan for improving the health of
children (including targeted low-income children and other low-income
children); 3) expendituresfor outreach activities as provided in section
2102(c)(1) under the plan; and 4) other reasonable costs incurred by the
state to administer the plan, if it demonstrates the following (42CFR
457.1005(a)):

6.4.1.1. Coverage provided to targeted low-income children through such
expenditures must meet the coverage requirements above;
Describe the coverage provided by the alter native delivery
system. The state may crossreference section 6.2.1 - 6.2.28.
(Section 2105(c)(2)(B)(i)) (42CFR 457.1005(b))

6.4.1.2. The cost of such coverage must not be greater, on an average per
child basis, than the cost of coverage that would otherwise be
provided for the coverage described above.; Describe the cost
of such coverage on an average per child basis. (Section
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2105(c)(2)(B)(ii)) (42CFR 457.1005(h))

6.4.1.3. The coverage must be provided through the use of a
community-based hedlth delivery system, such as through
contracts with health centers receiving funds under section 330 of
the Public Health Service Act or with hospitals such as those that
receive disproportionate share payment adjustments under
section 1886(c)(5)(F) or 1923 of the Socia Security Act.

Describe the community based delivery system. (Section
2105(c)(2)(B)(iii)) (42CFR 457.1005(a))

6.4.2. [] Purchase of Family Coverage. Describe the plan to purchase family
coverage. Payment may be made to a state for the purpose of family
coverage under agroup health plan or health insurance coverage that
includes coverage of targeted low-income children, if it demonstrates the
following: (Section 2105(c)(3)) (42CFR 457.1010)

6.4.2.1. Purchase of family coverage is cost-effective relative to the
amounts that the state would have paid to obtain comparable
coverage only of the targeted low-income children involved; and
(Describe the associated costsfor purchasing the family
cover age relative to the coverage for the low income
children.) (Section 2105(c)(3)(A)) (42CFR 457.1010(a))

6.4.2.2. The state assures that the family coverage would not otherwise
substitute for health insurance coverage that would be provided

to such children but for the purchase of family coverage. (Section
2105(c)(3)(B)) (42CFR 457.1010(b))

6.4.2.3. The state assures that the coverage for the family otherwise meets
title XXI requirements. (42CFR 457.1010(c))
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Section 7. Quality and Appropriateness of Care

[

Check hereif the state elects to use funds provided under Title XXI only to provide
expanded digibility under the state’s Medicaid plan, and continue on to Section 8.

7.1.  Describe the methods (including externa and internal monitoring) used to assure the
quality and appropriateness of care, particularly with respect to well-baby care, well-
child care, and immunizations provided under the plan. (2102(a)(7)(A)) (42CFR 457.495(a))

Will the state utilize any of the following tools to assure quality?
(Check al that apply and describe the activities for any categories utilized.)

711 X Quality standards

Effective Date:

Performance measurements devel oped by the Bureau as part of Utilization
Reporting and the Primary Care Physician I ncentive Payment program
(discussed in detail Section 7.1.2) were modeled on both national (NCQA)
standards and standards devel oped specifically for the Sate of Maine.

The Bureau of Medical Services has also adopted the Bright Futures
Guidelines for Health Supervision of Infants, Children, and Adolescents to
assure quality and appropriateness of care with respect to well-baby care,
well-child and adolescent care (through age 21) and administration of age
appropriate immunizations. The Bureau has developed and distributed to
providers a Bright Futures form that contains age appropriate periodicity
schedules for well-child checks and immunizations. These 19 age appropriate
forms serve many purposes including, but not limited to:

= Servesasreminder for primary care providers on age appropriate
SCreening services,

= May serve asthe provider’s medical record, provided it is complete;

= Provides MaineCare with information about needed follow-up services
which may be provided by MaineCare member services.

(Use of these forms is discussed in more detail in Section 7.1.4.)

Additionally, the Bureau has also formed a committee (MaineCare

| mmunization Sub-Committee) whose charge isto monitor the rate of
immunizations for all MaineCare children and to determine appropriate
interventions for increasing the rate of immunizations. The committeeis
comprised of staff from MaineCare Member Services and representatives
from the Bureau of Health Immunization Program and the WIC program. On
an annual basis, staff from the Bureau of Health conduct medical record
reviews on a sampling of children enrolled in MaineCare to assess
immunization rates and report to the CMS GPRA project director on
MaineCar€’ s immunization rate for children from birth to age 2. Information
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from the sampling is combined with the claims data to create a hybrid rate
and determine appropriate interventions, e.g., public service announcements
and other forms of advertising stressing the importance of immunizations for
all appropriate age groups.

Another group, the EPSDT Planning Team, meets monthly and is comprised of
staff from the Bureau of Medical Services and Bureau of Health child-related
programs such as:. WIC, Public Health Nursing, Oral Health, and the Teen
and Young Adult Health. The purpose of the group is to coordinate outreach
and planning activities for promoting access to services across all programs.

7.1.2. X Performance measurement

Effective Date:

The Bureau uses two primary means of monitoring and providing feedback to
providers regarding performance: a Utilization Report and the Primary Care
Physician Incentive Payment report. The Utilization Report is distributed to
primary care physicians on a quarterly basis and contains 22 performance
measures centered on well-child care, utilization of emergency services,
potentially avoidable hospitalizations for chronic/serious medical conditions,
and other disease prevention measures. The report, broken down by specialty,
presents a comparison of each primary care physician against other statewide
providers across all performance measures. The Primary Care Physician
Incentive Payment report contains additional performance measures focused
on preventive indicators and is used for purposes of provider education and
determining incentive payments.

The Bureau has also devel oped an incentive program designed to improve
health outcomes through management of drug utilization. The Physician
Directed Drug Initiative provides incentive payments to providers based on
measures of peer performance for certain relevant desired drug
outcomes/medical conditions (e.g., increase in percentage of CAHF patients
on ACEI); peer performance for medical outcomes related to these medical
conditions (e.g., maintain/reduce hospital/ER visits for CAHF patients); and
peer performance for medical outcomes across all medical conditions
aggregated together (e.g., total hospitalization rates, length of stay,
readmission rates/ER rates).

Additionally, in 2001, the Bureau conducted a two-part survey, “ Your Voice
Counts’ , to assess the quality of care for low-income children enrolled in
MaineCare. Primary survey goalsincluded: correlation of parents

per ceptions with provider documentation on encounter forms; assessment of
members’ perception of needed services and education; and use of aggregate
data to update Bright Futures forms. Surveys were sent to 4,200 case heads
with MaineCare eligible children between the ages of 3-48 months. A
separate survey was developed to ascertain providers' perceptions of what

23 Approval Date:



Model Application Template for the State Children’ s Health Insurance Program

transpired during well child visits. Survey results were analyzed and linked to
Bright Futures assessment forms to determine if parent/guardian opinion on
services differed from actual EPSDT information provided on the Bright
Futures forms. Overall, it was determined that when Bright Futures forms
were used, there was a greater degree of satisfaction with the visit.

The Bureau also routinely monitors complaints and grievances received from
members, provider transfer rates, provider caseload size and 24 hour
coverage by primary care providers. Complaints and grievances are
monitored for trends and required interventions and/or follow-up. Provider
transfer rates (members transferring out of a particular practice) and
caseload sizes are also monitored on a regular basis to deter mine whether
intervention is required. Each primary care provider is also monitored once a
year to ensure that each practice is providing the requisite 24 hour coverage
for MaineCare members.

7.13. X Information strategies

Effective Date:

Within 30 days of enrollment, each MaineCare member is sent a mailing
containing the informing letter, asrequired by EPSDT, and information
describing covered services, locating providers, available assistance for
scheduling visits and transportation, etc.. The mailing also contains a
postcard (which may be returned postage free) to be completed by those
members who require assistance from the Department. Follow-up is provided
by Member Services' staff. Member Services will provide the member with
reguested assistance and will also provide information on Statewide
resources available for non-covered services. A Resource Guide is maintained
and updated regularly and contains resour ces available on health and social
services in the Sate, broken down by county. Members are also sent a
reminder mailing containing information on when well child visits are due, in
accordance with the EPSDT periodic schedule. The reminder mailing also
contains information previously sent out with the initial informing letter, i.e.,
information on locating providers, available assistance for scheduling visits
and transportation, etc..

On an ongoing basis, members and providers are sent periodic educational
newsletters. The * MaineCare Managed Care Newsletter” is sent out on a
guarterly basis and contains program infor mation/updates for managed care
members. The “ MaineCare Managed Care Update’ is a newsletter sent to
providers on a quarterly basis and contains programvclinical information.

“ Facts and Footnotes’ is an educational newsletter mailed out to all
MaineCare providers periodically and contains progranvadministrative
information.

In addition to the postcard used by members, the Bureau has developed a
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postcard for use by providers. This postcard is used by primary care
providersto identify and request needed assistance from the Bureau on behalf
of members on his’her panel. When appropriate, follow-up with the member
may be provided by Member Services and, if needed, by Public Health Nurses.
For example, a member may be provided with assistance locating
transportation to the doctor’ s office for well-child checks or in obtaining
follow-up treatment recommended by health care providers.

Another informational tool used by the Bureau to educate membersis
Helpline messages. Members calling Member Services who are placed on
hold listen to pre-recorded messages containing information regarding
MaineCar e benefits and available resour ces.

The Bureau also provides member education on inappropriate use of the
emergency room. On a quarterly basis, the Bureau examines the 5 most
prevalent diagnoses for inappropriate emergency room use. These members
are contacted to assist with any barriersto care that may exist to accessing
care in an appropriate setting (such as transportation). For example,
members may not be aware that their primary care provider is available 24
hours or the provider may not have been available and intervention is needed
with the provider.

7.14. X Quidlity improvement strategies

Effective Date:

A primary quality improvement strategy used by the Bureau to ensure access
to well-baby/child/adolescent care and immunizationsis the required use of a
Bright Futures form (BF19) by MaineCare providers. The BF19 form
(actually 19 age specific forms) was developed with input from Pediatricians
and other primary care physicians in the State and based on Bright Futures
Guidelines for Health Supervision of Infants, Children, and Adolescents. Each
primary care provider participating with MaineCare who has signed an
EPSDT Rider to the provider/supplier_agreement isrequired to use the forms
when providing well-child visits and is paid an enhanced reimbur sement for
use of the form. Each form contains age-appropriate health measures and
immunizations and are used for children from birth through age 21.

The BF19 forms are also used by providers and the Bureau to provide
member s with any needed assistance to comply with treatment plans, e.g.,
assistance with accessing follow-up treatment or diagnostic testing. The
BF19s are reviewed by Department nursing staff on a daily basis for
reguested follow-up with the member. Forms are then shared with EPSDT
staff for actual follow-up with the family. Once follow-up has occurred,
notification is sent to the provider.

The Bureau also furnishes providers (asis noted in Section 7.1.2) with
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information on emergency room visit rates for his/her practice to enable the
provider to address the issue of inappropriate use of the emergency room with
his’her patients.

7.2.  Describe the methods used, including monitoring, to assure: (2102(a)(7)(B)) (42CFR
457.495)

7.2.1 Accessto well-baby care, well-child care, well-adolescent care and childhood
and adol escent immuni zations. (Section 2102(a)(7)) (42CFR 457.495(a))

Please see Sections 7.1.1-7.1.4.

7.2.2 Accessto covered services, including emergency services as defined in 42 CFR
457.10. (Section 2102(a)(7)) 42CFR 457.495(b))

Please see Sections 7.1.1-7.1.4.

7.2.3 Appropriate and timely procedures to monitor and treat enrollees with chronic,
complex, or serious medical conditions, including access to an adequate number
of visitsto specialists experienced in treating the specific medical condition and
access to out-of-network providers when the network is not adequate for the
enrollee’s medical condition. (Section 2102(a)(7)) (42CFR 457.495(c))

One method used to monitor and enhance treatment of members with
chronic/serious medical conditionsis the use of the Utilization Report
provided to primary care providers. Asis noted in Section 7.1.2., the
Utilization Report, provided to each primary care provider on a quarterly
basis, contains information on potentially avoidable hospitalizations for
particular chronic/serious medical conditions. The information presents a
comparison of the particular PCP’ s practice against other statewide
providersin the same specialty (admission rates per 1000 MaineCare
member s per year). The report also contains a listing of the particular
MaineCare members on the PCP’ s panel currently hospitalized with the
identified conditions.

MaineCare managed care members in need of treatment by specialists may
access care through referral from the member’s Primary Care Provider for
those covered MaineCare services designated as ‘ managed’ services. For
those MaineCare services that do not require PCP authorization, members
may self-refer or seek prior authorization from the Bureau.

Prior authorization is required for certain MaineCare covered services
obtained in-state and all MaineCare covered services provided out-of-state
(with the exception of emergency services and services furnished by providers
located within 15 miles of the New Hampshire border and 5 miles of
Canadian border who are treated as in-state providers). Prior authorization
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for covered services rendered out-of-state is provided only when a member’s
continuity of

care must be preserved for medical reasons and only after it is determined
that the needs of the member cannot be met in the State of Maine.

Another management tool developed and used by the Bureau to monitor and
manage MaineCare members with chronic pain is the Pain Management
Program. Members receiving 3-5 narcotics from different prescribers or 6+
different narcotics are invited to voluntarily join the program. Under the
program, members are matched with one physician responsible for managing
all medication use by the member with patient safety as a primary focus

Decisionsrelated to the prior authorization of health services are completed in
accordance with state law or, in accordance with the medical needs of the

patient, within 14 days after the receipt of arequest for services. (Section
2102(a)(7)) (42CFR 457.495(d))

Prior authorization of health services are completed in accordance with
Medicaid requirements.
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Section 8. Cost Sharing and Payment (Section 2103(e))

[l

Check hereif the state electsto use funds provided under Title XXI only to provide
expanded digibility under the state’s M edicaid plan, and continue on
to Section 9.

8.1. Iscost-sharing imposed on any of the children covered under the plan? (42CFR 457.505)

811 X YES
8.1.2. [ ] NO,skip toquestion 8.8.

8.2.  Describe the amount of cost-sharing, any diding scale based on income, the group or
groups of enrollees that may be subject to the charge and the service for which the

charge isimposed or time period for the charge, as appropriate.
(Section 2103()(1)(A)) (42CFR 457.505(a), 457.510(b) & (c), 457.515(a)& (c)

8.2.1. Premiums. Familieswith income from 151% through 200% FPL, pay
premiums for MaineCare coverage for children based on a sliding scale
applied to gross family income as follows:

Below 150% FPL -no premium

150% TO 160% FPL -premiums are $5 per month for the first child and $10
per month for 2 or more children

160% TO 170% FPL -premiums are $10 per month for the first child and $20
per month for 2 or more children

170% to 185% FPL -premiums are $15 per month for the first child and $30
per month for 2 or more children

185% to 200% FPL  -premiums are $20 per month for the first child and $40
per month for 2 or more children

8.2.2. Deductibles: Not applicable

8.2.3. Coinsurance or copayments. Coinsurance - Not applicable
Copayments - Not applicable

8.2.4. Other: Not applicable
8.3.  Describe how the public will be natified, including the public schedule, of this cost-
sharing (including the cumulative maximum) and changes to these amounts and any

differences based on income. (Section 2103(e)((1)(B)) (42CFR 457.505(b))

The public is notified through the rule-making process, as provided under the Maine
Administrative Procedures Act.

In addition, outreach materials include information informing individuals that,
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depending on household income, some families may have to pay a premium for their
child’'s coverage and the dollar amounts of the premiums.

The state assures that it has made the following findings with respect to the cost sharing
initsplan: (Section 2103(e))

8.4.1.X Cost-sharing does not favor children from higher income families over
lower income families. (Section 2103(e)(1)(B)) (42CFR 457.530)

8.4.2.X No cost-sharing applies to well-baby and well-child care, including age-
appropriate immunizations. (Section 2103(€)(2)) (42CFR 457.520)

8.4.3.X No additional cost-sharing applies to the costs of emergency medical

services delivered outside the network. (Section 2103(e)(1)(A)) (42CFR
457 515(f))

Describe how the state will ensure that the annual aggregate cost-sharing for afamily
does not exceed 5 percent of such family’sincome for the length of the child's
eligibility period in the State. Include a description of the procedures that do not

primarily rely on arefund given by the state for overpayment by an enrollee: (Section
2103(€)(3)(B)) (42CFR 457.560(b) and 457.505(e))

As shown in the following table, the premiumis never higher than the equivalent of
1.8% of family income for those at the lowest end of the FPL range.

Premiumasa% | Monthly Premium | Minimum Monthly | Premium asa % of
of Benefit Cost Cost* Income** Minimum Income
No. of Children 1 2 1 2 1 2 1 2
FPL:
150% - 160% 5% 10% $5 $10 $1,407 | $1,769 4% 6%
160% - 170% 10% 20% $10 $20 $1,500 | $1,887 1% 1.1%
170% - 185% 15% 30% $15 $30 $1,594 | $2,005 1.0% 1.5%
185% - 200% 20% 40% $20 $40 $1,735 | $2,182 1.2% 1.8%

*  Based on an estimated annual benefit cost of $1,200 per child or $100 monthly.
** Minimum monthly income corresponds to 150% (for 150% - 160%), 160% (for 160% - 170%), 170% (for 170%

- 185%) and

8.6

Effective Date:

185% (for 185% - 200%) of FPL.

Describe the procedures the state will use to ensure American Indian (as defined by the
Indian Health Care Improvement Act of 1976) and Alaska Native children will be
excluded from cost-sharing. (Section 2103(b)(3)(D)) (42CFR 457.535)

As noted in Section 4.4.5, any eligible child who is American Indian or Alaskan
Native is enrolled in MaineCare under Title XIX or Title XXI and treated as any
other eligible child, with the exception that the child is not required to pay a
premium or other cost sharing. On the application form, there is a specific question
that asks applicants whether they are American Indian or Alaskan Native and
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informs them that American Indians and Alaskan Native don’t have to pay premiums.

8.7  Please provide a description of the consequences for an enrollee or applicant who does
not pay acharge. (42CFR 457.570 and 457.505(c))

Premiums must be paid at the beginning of each month for coverage for that month.
When a premiumis not paid at the beginning of a month, DHS shall give notice of
nonpayment at that time. At the beginning of the 12" month of the 12 month
enrollment period, notification will be given if any premiums for the enrollment
period have not been paid when due.

Thereisa grace period for non-payment of premiums. For the first through 11™
months of the 12 month enrollment period, the grace period extends through the last
day of the 12 month enrollment period. The grace period for payment of the premium
duein the 12" month is the 15™ of the next month.

Thereisa month of ineligibility for each month a premium was due, coverage was
received, and a premium was not paid. The maximum period of ineligibility is 3
months. The penalty startsin the first month following the end of the enrollment
period in which the premium was due. For example, if no premiums are paid for the
12 month enrollment period of January 2002 — December 2002, the child is not
eligible for coverage for the months of January — March 2003.

8.7.1 Please provide an assurance that the following disenrollment protections are
being applied:

X State has established a process that gives enrollees reasonabl e notice of
and an opportunity to pay past due premiums, copayments, coinsurance,
deductibles or similar fees prior to disenrollment. (42CFR 457.570(a))

X The disenrollment process affords the enrollee an opportunity to show
that the enrollee’ s family income has declined prior to disenrollment for
non payment of cost-sharing charges. (42CFR 457.570(b))

X In the instance mentioned above, that the state will facilitate enrolling the
child in Medicaid or adjust the child’s cost-sharing category as
appropriate. (42CFR 457.570(b))

X The state provides the enrollee with an opportunity for an impartia
review to address disenrollment from the program. (42CFR 457.570(c))
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8.8  Thestate assures that it has made the following findings with respect to the payment
aspects of itsplan: (Section 2103(e))

8.8.1. [X
8.8.2. [X

8.8.3. [X

8.8.4. [X

8.8.5. [X

8.86. X

Effective Date:

No Federal funds will be used toward state matching requirements.
(Section 2105(c)(4)) (42CFR 457.220)

No cost-sharing (including premiums, deductibles, copays, coinsurance
and al other types) will be used toward state matching requirements.
(Section 2105(c)(5) (42CFR 457.224) (Previously 8.4.5)

No funds under thistitle will be used for coverage if a private insurer
would have been obligated to provide such assistance except for a
provision limiting this obligation because the child is eligible under the

thistitle.
(Section 2105(c)(6)(A)) (42CFR 457.626(a)(1))

Income and resource standards and methodologies for determining
Medicaid eligibility are not more restrictive than those applied as of
June 1, 1997. (Section 2105(d)(1)) (42CFR 457.622(b)(5))

No funds provided under thistitle or coverage funded by thistitle will
include coverage of abortion except if necessary to save the life of the

mother or if the pregnancy is the result of an act of rape or incest. (Section
2105)(c)(7)(B)) (42CFR 457.475)

No funds provided under thistitle will be used to pay for any abortion or
to assist in the purchase, in whole or in part, for coverage that includes

abortion (except as described above). (Section 2105)(c)(7)(A)) (42CFR
457.475)
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Section 9. Strategic Objectives and Performance Goals and Plan Administration (Section 2107)

9.1. Describe strategic objectives for increasing the extent of creditable health coverage
among targeted low-income children and other low-income children: (Section 2107(a)(2))

(42CFR 457.710(b))
See Appendix 9.2.

9.2.  Specify one or more performance goals for each strategic objective identified: (Section
2107(a)(3)) (42CFR 457.710(c))

See Appendix 9.2.

9.3.  Describe how performance under the plan will be measured through objective,
independently verifiable means and compared against performance goalsin order to
determine the state' s performance, taking into account suggested performance indicators
as specified below or other indicators the state develops:

(Section 2107(a)(4)(A),(B)) (42CFR 457.710(d))
See Appendix 9.2.

Check the applicable suggested performance measurements listed below that the state
plansto use: (Section 2107(a)(4))

9.3.1.[] The increase in the percentage of Medicaid-eligible children enrolled in
Medicaid.

9.3.2.[ ] The reduction in the percentage of uninsured children.
9.3.3.[] The increase in the percentage of children with ausual source of care.

9.3.4.[ ] The extent to which outcome measures show progress on one or more of
the health problems identified by the state.

9.35.[] HEDIS Measurement Set relevant to children and adolescents younger
than 19.

9.36.[ ] Other child appropriate measurement set. List or describe the set used.

9.3.7.[ ] If not utilizing the entire HEDIS M easurement Set, specify which
measures will be collected, such as:

9.3.72.[ ] Immunizations

9.3.7.2.[ ] Wsél child care
9.3.7.3.[ ] Adolescent well visits
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93.7.4.[ ] Satisfaction with care
93.75.[ ] Menta hedth
93.76.[ ] Denta care

9.3.7.7.[ ] Other, pleaselist:

9.38. [] Performance measures for specia targeted populations.

9.4. X

95. X

9.6. X

9.7. X

The state assures it will collect all data, maintain records and furnish reports to
the Secretary at the times and in the standardized format that the Secretary
requires. (Section 2107(b)(1)) (42CFR 457.720)

The state assures it will comply with the annual assessment and evaluation
required under Section 10. Briefly describe the state' s plan for these annual
assessments and reports. (Section 2107(b)(2)) (42CFR 457.750)

Information for the annual report comes from the Bureau of Medical Services,
Division of Quality Improvement initiatives as outlined in Section 7 of this
document. Additionally, the Bureau contracts with the Muskie School of
Public Services at the University of Southern Maine to survey new enrollees
and disenrollees regarding their use of and satisfaction with MaineCare
coverage.

The state assures it will provide the Secretary with access to any records or

information relating to the plan for purposes of review of audit. (Section
2107(b)(3)) (42CFR 457.720)

The state assures that, in devel oping performance measures, it will modify those

measures to meet nationa requirements when such requirements are devel oped.
(42CFR 457.710(¢))

9.8. The state assures, to the extent they apply, that the following provisions of the Social
Security Act will apply under Title XXI, to the same extent they apply to a state under
Title XIX: (Section 2107(e)) (42CFR 457.135)

9.8.1. X Section 1902(a)(4)(C) (relating to conflict of interest standards)

982 X Paragraphs (2), (16) and (17) of Section 1903(i) (relating to limitations

on payment)

9.8.3. X Section 1903(w) (relating to limitations on provider donations and

taxes)

9.8.4. X Section 1132 (relating to periods within which claims must be filed)

Effective Date:
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9.9. Describe the process used by the state to accomplish involvement of the public in the
design and implementation of the plan and the method for insuring ongoing public
involvement. (Section 2107(c)) (42CFR 457.120(a) and (b))

In 1997, the Maine Legislature passed |egislation establishing the Maine
Commission on Children’s Health Care. The Commission was comprised of state
legidlators, medical and legal experts, advocates and consumers. The Commission
was charged with considering the problem of uninsured children in Maine and
reviewing options to increase the number of children who are insured.

Beginning in October 1997, the Commission solicited input regarding providing
coverage for uninsured children through a series of public meetings. In January
1998, the Commission presented its report to the Governor and the Legislature,
based on their meetings and public testimony. Resulting State Legislation authorized
the MaineCare expansion and implementation of a separate program.

On an on-going basis, the Department receives input from the MaineCare Advisory
Committee. The Committee meets monthly to review issues regarding MaineCare
eligibility, service delivery, and benefits.

All rulesregarding eligibility or benefits are proposed and adopted pursuant to the
Maine Administrative Procedures Act, which allows for public input via public
hearings or submission of written comments.

9.9.1 Describe the process used by the state to ensure interaction with Indian Tribes
and organizations in the state on the devel opment and implementation of the
procedures required in 42 CFR ?457.125. (Section 2107(c)) (42CFR 457.120(c))

A staff member of the Bureau of Medical Services serves asthe liaison
between MaineCare and Indian Tribes in the State. On a periodic basis, this
staff member meets with Health Directors fromthe various Tribesin order to

update them on MaineCare policies and procedures and to address any
issues they have regarding MaineCare.

9.9.2 For an amendment relating to eigibility or benefits (including cost sharing and
enrollment procedures), please describe how and when prior public notice was
provided as required in 8457.65 (b) through (d).

Not applicable.

9.10. Provide aone year projected budget. A suggested financial form for the budget is
attached. The budget must describe:  (Section 2107(d)) (42CFR 457.140)

Planned use of funds, including --
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- Projected amount to be spent on health services,

- Projected amount to be spent on administrative costs, such as outreach,
child health initiatives, and evaluation; and

- Assumptions on which the budget is based, including cost per child and

expected enrollment.

Projected sources of non-Federal plan expenditures, including any
requirements for cost-sharing by enrollees.

SCHIP Budget Plan

FY 03

Enhanced FMAP rate

Federal Fiscal Year
Costs

0.7635

Benefit Costs

Insurance payments

Managed care

n/a

per member/per month rate @ # of eligibles

Fee for Service

21,340,281

Total Benefit Costs

21,340,281

(Offsetting beneficiary cost sharing payments)

-599,084

Net Benefit Costs

20,741,197

Administration Costs

Personnel

General administration

Contractors/Brokers (e.g., enroliment contractors)

Claims Processing

Outreach/marketing costs

253,530

Other

1,241,014

Other — HIS Costs

800,000

Total Administration Costs

2,294,544

10% Administrative Cost Ceiling

2,304,577

Federal Share (multiplied by enh-FMAP rate)

17,587,788

State Share

5,447,953

TOTAL PROGRAM COSTS

23,035,741

Note: Federal Fiscal Year (FFY) runs from October 1st through September 30th.

The S CHIP program budget for FY 03 is based upon an enrollment assumption of
approximately 13,100 children per month with an annual cost of approximately $1,600
per child. This cost isthe estimated cost for services, not the expenditures net of such
offsets as premium collections and Rx rebates.

Effective Date:
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The sources of non-Federal plan expenditures are Sate of Maine General Revenue Fund
and Special Revenue Fund appropriations and premium collections from cost sharing by
enrollees.
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Section 10.  Annual Reportsand Evaluations (Section 2108)

10.1. Annua Reports. The state assuresthat it will assess the operation of the state plan
under this Title in each fiscal year, including: (Section 2108(a)(1),(2)) (42CFR 457.750)

10.1.1. [X]  The progress made in reducing the number of uncovered low-income
children and report to the Secretary by January 1 following the end of the
fiscal year on the result of the assessment, and

10.2. X The state assures it will comply with future reporting requirements as they are
developed. (42CFR 457.710(e))

10.3. X  Thestate assuresthat it will comply with all applicable Federal |aws and

regulations, including but not limited to Federal grant requirements and Federal
reporting requirements.
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Section 11. Program Integrity  (Section 2101(a))

L] Check hereif the state electsto use funds provided under Title XXI only to provide
expanded digibility under the state’s Medicaid plan, and continue to Section 12.

11.1. X The state assures that services are provided in an effective and efficient manner
through free and open competition or through basing rates on other public and
private rates that are actuarially sound. (Section 2101(a)) (42CFR 457.940(b))

11.2. The state assures, to the extent they apply, that the following provisions of the Social
Security Act will apply under Title XXI1, to the same extent they apply to a state under
Title XIX: (Section 2107(e)) (42CFR 457.935(b)) The items below were moved from section 9.8.
(Previously items 9.8.6. - 9.8.9)

11.21. X

11.2.2. X

11.23. X

11.2.4. X

11.2.5. X

11.2.6. X

Effective Date:

42 CFR Part 455 Subpart B (relating to disclosure of information by
providers and fiscal agents)

Section 1124 (relating to disclosure of ownership and related
information)

Section 1126 (relating to disclosure of information about certain
convicted individuals)

Section 1128A (relating to civil monetary penalties)

Section 1128B (relating to criminal penalties for certain additional
charges)

Section 1128E (relating to the National health care fraud and abuse data
collection program)
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Section 12.  Applicant and enrollee protections (Sections 2101(a))

L] Check hereif the state elects to use funds provided under Title XXI only to provide
expanded digibility under the state’'s Medicaid plan.

Eligibility and Enrollment M atters

12.1 Please describe the review process for igibility and enrollment matters that complies
with 42 CFR 457.1120.

The review process for SCHIP eligibility and enrollment mattersisidentical to the
Medicaid review process.

Hedth Services Matters

12.2 Please describe the review process for health services matters that complies with 42
CFR 457.1120.

The SCHIP review process for health mattersisidentical to the Medicaid review
process.

Premium Assistance Programs

12.3 If providing coverage through a group health plan that does not meet the requirements of
42 CFR 457.1120, please describe how the state will assure that applicants and
enrollees have the option to obtain health benefits coverage other than through the group
health plan at initial enrollment and at each redetermination of eligibility.

N/A
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Appendix 2.1

As part of an effort to evaluate the impact of the SCHIP and the experience of participants,
in 2000, DHS contracted with the Ingtitute for Health Policy at the Edmund S. Muskie
School of Public Service at the University of Southern Maine to conduct arandom
household survey to determine the number of uninsured children in Maine. A telephone
survey of 987 Maine families with children was conducted in January and June of 2000
that estimated the number of uninsured children in the State and assessed their economic
and family characteristics.

Among key findings of the survey, it was determined that an estimated 6%, or 18,950
Maine children, did not have health insurance at the time of the interviews. The proportion
of uninsured children in the State appears to have declined from 10%, or 30,000 children
in 1997 (when a similar survey was conducted), to 6% in 2000. The table below shows the
increases in coverage that occurred from 1997 to 2000. In addition to the expansion of
public health insurance programs during this period, private health coverage also
increased.

Tablel: Egstimated Distribution of Maine Children
(ages 0-22) by Health Insurance Cover age Status

Percent Coverage Number of
Type of Coverage Among Maine Children Maine Children
1997 2000 2000
No Insurance 9.7 5.8 18,950
Employer Benefit Plan 65.5 66.6 218,106
Other Private Insurance 5.7 6.1 20,104
Medicaid/Cub Care 16.3 18.0 58,812
Other Government 25 3.2 10,339
Unknown 0.3 0.3 933
Total 100.0 100.0 327,244
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Appendix 9.2

STRATEGIC OBJECTIVES, PERFORMANCE GOALS
AND PERFORMANCE MEASURES

STRATEGIC OBJECTIVE PERFORMANCE GOAL PERFORMANCE MEASURE

Conduct an Effective Outreach
Program

Ensure Consistent Source
of Health Care

Improve Health Outcomes

Effective Date:

-Collaborate with Covering Kids & Families -Number of trainings and number of
Outreach Campaign to provide technical participants

training to staff of community agencies and

health care providers

-Improve quality of technical training -Summary of evaluation comments
provided to staff of community based

agencies

-Increase MaineCare Participation -Number Enrolled in MaineCare

-Match Children with PCPs -Number of Enrolled Children with PCP
-Decrease Emergency Room Use -Number of ER visits

-Percent of ER users Having Repeat ER Visits

-Increase Early Childhood -Number of Children with Appropriate

Immunization Rate Immunizations by Age

-Increase Adolescent Immunization Rate -Number of Children with Appropriate
Immunizations by Age 13

-Increase EPSDT Compliance and Follow-up ~ -Number/type EPSDT visits performed
-Number /type preventive screenings performed

-Improve relevant, desired drug outcomes/ -Percentage patients on designated drugs
designated medical conditions  -Rate of ER/hospital visits, LOS, readmission rates, for patients with
designated diagnoses
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Appendix 9.2—-Cont’d

STRATEGIC OBJECTIVES, PERFORMANCE GOALS
AND PERFORMANCE MEASURES

STRATEGIC OBJECTIVE PERFORMANCE GOAL PERFORMANCE MEASURE
Increase Involvement of -Provide Consistent Information -Quarterly Primary Provider Profile to providers
Members and Providersin to Providers -Number of providers attending technical training
Health Promotion provided by Covering Kids and Families Campaign
-Quarterly educational newsletters
-Provide Consistent Member Education -Periodicity (EPSDT) mailings and follow-up to
al members

-Quarterly educational newsletters to members

Provide Quality Careto Members  -Increase Member Satisfaction -Number Complaints and Grievances
-Reduce Potentialy Avoidable -Rates of Potentially Avoidable Hospitalizations
Hospitalizations Across Key Diagnoses
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