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Dear Ms. Sausser:

Thank you for the opportunity to provide additional information regarding New
Hampshire’s Title XXI Children’s Health Insurance Plan. Enclosed are the answers to your
questions which provide supplemental information regarding our proposal. We have included
substitute pages as requested and have cited these pages within the narrative.

Our public process and work with stakeholders has continued even after the May 30th
submission of the CHIP plan. This feedback and ongoing program development activities have
led us to modify portions of the State plan. The State is requesting review of these changes. The
modificationsand the rationale for the modificationsinclude:

e Creating a two tier premium to replace the one tier $15 per child per month premium.

The overwhelming public response to the proposed $15 per child per month premium for
children in Phase 2 of the CHIP plan included the recommendation to create a two tier
premium payment. Families whose income is greater than 185% FPL ana cqual or less
than 250% FPL would pay a $20 per child per month premium. Families whose income
is greater than 250% FPL and equal or less than 300% FPL would pay a $40 per child
per month premium. In addition to the public input, a legislativetest of the $15 per child
per month premium failed, thus the State has chosen to create the two tier premium
system.

e Creating a family cap of $100 on premium cost-sharing for families with multiple children.
To assure participation in the CHIP program by NH families while maintaining an
adequate state contribution, the State wants to implement a $100 cap on monthly
premiums. The State is creating an administrative infrastructure that will be able to
monitor and report out cost-sharing by family and thus operate the program within the
federal rules and regulations.
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o Changing the co-pay on prescriptive drugs from $5 per prescription to $5 for generic drugs
and $10 for brand name drugs.
This modification is being implemented to impact cost control. A recent financial
analysis of the state’s pharmaceutical costs indicates these costs are surpassing all othei
in the Medicaid program. In order for the state to provide this benefit, a change in the
CHIP program is necessary to control drug utilization and subsequently, drug costs.

e Implementinga 3 month lock out for reapplication should a family fail to participate in the
cost-sharing provisions. This would only apply to those families who did not meet the good
cause provisions and after a 60 day grace period.

This change is aimed at reducing administrative costs associated with the enrollment and
disenrollment of families and more importantly to empower families to take
responsibility for their health insurance. It is consistent with the philosophy of other
federal programs such as the Welfare Reform legislation and was one of the primary
recommendations from consumers and advocates.

o Changing the name of the CHIP program from Kids Care and Kids Care PLUS.

The State received a great deal of feedback on its chosen name for the Title XIX and
Title XXI programs. Concerns regarding the use and interpretation of the word “PLUS”
were voiced as well as concern over not capitalizing on the established market presence
of the Healthy Kids Corporation. The State convened its Outreach Workgroup and
charged the members with recommending new names for the programs. The
recommendation includes renaming the Title XIX Medicaid children’s programs
(including the Phase 1 CHIP Medicaid expansion) Healthy Kids -Gold and naming the
Title XXI Phase 2 program Healthy Kids - Silver.

Please let us know as soon as possible if you require additional information to approve
our plan. We appreciate the work you and your colleagues have done on this exciting program.
We are committed to providing this coverage as quickly as possible and we appreciate your
efforts to make this a reality.

If you have any additional questions please contact Kathleen Sgambati, Deputy
Commissioner, New Hampshire Department of Health and Human Servicesat (603) 27 1-4600.

Sincerely,

Kathleen G. ggambati

Enclosure
cc Mr. Ron Preston, HCFA Region 1
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NEW HAMPSHIRE TITLE XXI PLAN
REQUEST FOR ADDITIONAL INFORMATION RESPONSE

Section 1. General Description and Purpose of the State Title XXI Plan

1. Please provide an assurance that the Title XXI State plan will be conducted in compliance with all civil
rights requirements. This assurance is necessary for all programs involving continuing Federal financial
assistance.

The State of New Hampshire assures that the Title XX7 State Plan will be conducted in compliance with
all civil rights requirements. Please see Section 1.3 ,page 6 of this document, and substitute thispage
for thosepreviously submitted. All modifications are noted in boldprint.

2. Section 1.3. Please clarify that the Phase II program will cover children from ages 1through 18, not 19as
written.

Phase 2 of New Hampshire’s CHIP plan will cover children from | through 18years of age. Please see
Section | found onpage 6 of this document and substitute thispagefor those previously submitted. All
modijications are noted in bold print.

Section 2. General Background and Description of State Approach to Child Health Coverage

3. Section 2.1. Is the Health Kids Corporation a health insurance company licensed by the State?
The Healthy Kids Corporation is not a health insurance company licensed by the State. The Corporation
is aprivate, non-profit organization that was created by the State Legislature in 1993 to address the
growing problem of uninsuredchildren. The Corporation functions as a thirdparty administrator
providing the necessary infrastructure that allowsfamilies topurchase health insurance coveragefor
their uninsured children. The Corporation contracts with a healthplan (Blue Cross Blue Shield of New
Hampshire) which is licensed by the state.

Section 3. General Contents of State Child Health Plan

4. Section 3.1. Can .2 State please clarify why the six month period of guaranteed eligibility applies only to
infants enrolled in the voluntary managed care program and not to those in the fee for service environment?

The State has opted to continue its currentpolicy of guaranteeing 6 months eligibilityfor Title XX7
eligible infants who enroll in a managed care healthplan. Thispolicy is consistent with the State s
Medicaid state plan.

Section 4. Eligibility Standards and Methodology

5. Section 4. Please submit a change page which checks off all the appropriate boxes in Section 4.
Please see *“Section4: Eligibility Standards and Methodology,page 10 of this document, and substitute

thesepagesfor those previously submitted. The requested correction has been completed. AN
modifications are in bold print.
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6. Section 4.1.7. The first sentence in this section implies that children covered by Kids Care Plus (Medicaid)
are not eligible if they have other insurance. Our understanding is that children between 0-1 will be covered
under the Medicaid coverage group at Section 1902(a)(10)(ii)(IX) using Section 1902(r)(2) disregard and
not as “optional targeted low income children” as defined in 1905(u)(2)(C), thus they would be eligible
regardless of whether they have other insurance. If this is correct, please clarify the language in this
sentence. With regard to the remainder of section 4.1.7, please confirm that it applies to the Kids Care
(Phase 2) program which is separate from Medicaid coverage.

Please see “Section4: Eligibility Standards and Methodology””,page |0 of this document, and
substitute these pages for those previously submitted. The requested confirmation has been
completed. All modifications are in bold print.

7. Section 4.1.8. What is the duration of eligibility for children not enrolled in managed care?

Please see “Section4: Eligibility Standards and Methodology™,page /0 of this document and substitute these
pagesfor thosepreviously submitted. The question has been answered onpage 10 and is noted in bold print.

8. Section 4.3. Please review your plan to indicate that the State will not require applicantsto Kids Care to
provide their Social Security number. Section 1137’s requirements for furnishing a Social Security number
only apply to applicants for and recipients of Medicaid. It does not apply to the parents of Medicaid
applicants, nor does it apply to a State run Child Health Insurance Program which is separate from the
State’s Medicaid program. The Privacy Act, 7 of Pub. L No 93-579, 88 Stat. 1896, makes it unlawful for a
State to deny benefitsto an individual based upon that individual’s failure to disclose the Social Security
number unless the disclosure is required by federal law or was part of a federal, state, or local system of
records in operation before January 1, 1975. Since the new CHIP program does not require furnishing
Social Security numbers and the Medicaid program only requires it for applicants and recipients, states may
only seek these account numbers from others on a voluntary basis. On joint applications, for children
enrolling in a separate State insurance program and members of the household not receiving benefits, the
Social Security number should be indicated as being optional.

Please see ““Section4: Eligibility Standards and Methodology”,page |0 of this document, and substitute these

pagesfor thosepreviously submitted. The requested correction has been completed onpage 11. A/
modifications are in bold print.

9. Section 4.3. Please clarify what happens if children are found not eligible for Medicaid simply because of
procedural reasons-does that then make them eligible for Title XXI?

Please see ““Section4: Eligibility Standards and Methodology™,page 10 of this document and substitute these

pagesfor thosepreviously submitted. The requested clarification has been completed onpage /7. All
modifications are in bold print.

Section 5. Outreach and Coordination
No questions submitted.
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Section 6. Coverage Requirements for Children’s Health Insurance

10. Section 6.1.2. Mental health benefits were not listed in the actuarial chart attached to the Mercer Group

study. Please verify that mental health benefits also meet the requirements of coverage actuarial
equivalency under Section 2103(a)(2)(C).

Benefit Healthy Kids cost sharing anf FEBHP cost sharing and lim
Limits
Inpatient Hospital $0, limit of 15 days per year| $150 per day, 100days pery
Outpatient Hospital $5 copayment, 20 visits per | $200 deductible, 60%PPA, 2
| visits per year

11. Section 6.1.2. Please explain the inconsistencies contained in the Mercer letter and chart as follows:

* The Mercer letter indicates that benefits under the State plan are 15% higher than the base plan, yet the
chart lists the value as 18% higher.

The certification of benefits being 15% higher was used in order to be conservativefor the comparison.
Mercer recognizes that the fiture utilization of the HKC program is unknown, and to evaluate the benefit

values to the nearestpercent is unlikely. Mercer’spolicy is to give a range whenpricing a new benefit; for
this comparison Mercer took the lov end of the range.

*The chart includes vision as an equivalent benefit for comparison, but the FEBHP does not include
vision benefits. Will the State please clarify how vision is equivalent on a categorical evaluation?

The vision benefit is not included in the FEHBP but is included in the Healthy Kids Corp. program.
Mercer addressed the issue asfollows:

The base data usedfor comparison included vision, which was appropriatefor the Healthy Kids Corp.
plan, but not appropriatefor the FEHBP.

Visionwas combined with other services in Mercer’s comparison data, so Mercer could not simply
eliminate one linefrom the FEHBP cost.

To effectively eliminate visionfrom the FEHBP, Mercer assumed that the vision benefit had /00% cost
sharing under the FEHBP. In thefinancial proforma, Mercer had to show a higher cost sharing in the
appropriate line, since this line included other services as well as vision.

Mercer estimated that the average cost of all services in the line including vision was $40. To eliminate
vision’s share of this average, Mercer placed the cost sharing much higher under the FEHBP than under

the Healthy Kids Corp.plan. The cost sharingfor the Healthy Kids Corp.plan was only $5, and for the
FEHBP it was $20.
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Section 7. Quality and Appropriateness of Care

No questions submitted.

Section 8. Cost Sharing and Payment

12. Section 8.4 and 8.6. Can the State please reformat its document to check off the boxes necessary for
these sections, and check all those that apply.

Please see “Section8: Cost Sharing and Payment™, page /5 of this document. The requested correction has
been completed. All modificationsare in boldprint.

13. Section 2103(e). The total annual aggregate cost-sharing for all target low-income children in a family
may not exceed 5% of total family income for the year. As indicated in the State Health Official letter of
February 13, States must inform families of these limits and provide a mechanism for familiesto stop
paying once cost-sharing limits have been reached. Please describe how the State will coordinate its
medical and dental programs so that it will know when a family has reached their 5% cap.

The Healthy Kids Corporation will be under contract with the State toprovide for the collection and
processing of monthly premiums. As part of its role, Healthy Kids will educatefamilies about the cost
sharing requirements and rules. The education will include how much money 5% df thefamily’s income
translates into in terms of dollars and cents. The education will instructfamilies in tracking their cost
sharing expenditures on a monthly basis and to contact Healthy Kids should the expenditure exceed the
previously determined amount of money or {f family income should suddenly decrease. Healthy Kids will also
monitor all co-pays on a quarterly basis via a cost sharing report generated by the healthplan and the dental
plan. Families who exceed the 5% cap will beformally rnotified by Healthy Kids and steps will be taken to
either credit thefamily for future premium costs or reimburse thefamilyfor the amount of money in excess of
the 5% amount.

The State is requesting clarification of its interpretation of thefederal rules regarding cost-sharing relative
to the inclusion of dental co-pays in the 5% cap. This clarification may be importantfor future program
development. The State is aware df the prohibition of deductibles, coinsurance and other cost sharing,
including co-pays, on well-baby and well-childpreventive health care visits. Dental care is not specifically
listed in Title XX7 Section 2103 (C)(1) (a-d) as a category of basic services, nor in Section 2103 (C)(2)(a-d)
as a category of additional services. The HCFA memo dated February 13, 1998 regarding cost-sharing does
not help the State in clarifying the prevailing working assumption that dental co-pays must be counted as part
of the 5% cap. Thepointfor discussion is whether dental care is included in the nationally accepted,
customary definition and/or guidelinesfor well-baby and/or well-child preventive health care. The
Recommendationsfor Preventive Pediatric Health Care, as published by the Committee on Practice and
Ambulatory Medicine, in consultation with the American Academy of Pediatrics (44 P), serves as the national
standard in defining well-baby and well-child preventive health care. A review of the AAP periodicity table
(copy enclosed) recommends an initial dental referral at the age of 12 months to 3years. The AAP guidelines
do not include any of the preventive or restorative dental care that the State & opting to include in its benefit
package. As such, the State contends that dental services are not subject to the cost sharingprovisions of
Section 2/03(e) of the Title XX/ legislation.
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14. Section 2103(e) of the Act prohibits the imposition of deductibles, coinsurance, or other cost sharing on
well-baby and well-child care, including age-appropriate immunizations. The American Academy of
Pediatric Dentistry guidelines include dental sealants in defining preventive/well child services for the
purposes of cost-sharing. In your summary of dental benefits, the State has indicated that dental
sealants have a 50% co-pay. Since no copay may be applied to this service, please amend your plan.

The State has opted to include sealares in thepreventive dental service benefit.

Section 9. Strategic Objectives and Performance Goals for the Plan Administration

15. Section 9.10. If the State provides coverage to a child found to be presumptively eligible for Phase II
and is then later found ineligible for either Phase II or Medicaid, the expenditures will count against the
State’s 10% limit on expenditures for administrative and certain other activities. Has the State included
projections for these expenditures when calculating the 10% limit in the budget? Please provide further
clarification of how the State will report and claim expenditures for presumptive eligibility.

During the initial development of the State s Title XX7 p/an, when many questions surrounded the 10%
administrative limit, the State did not includeprojections for presumptive eligibility expenditures when
calculating the 10% limit in the budget. Since that time, the State has attended a workshop sponsored by the
HCFA Region | Office which helped to refine the State s /0% administrative budget.

The State will be claiming expenditures related to presumptive eligibility against the /0% administrative limit.
The State will be assuming all who apply to be eligible and report on an exception basis; meaning that once the
presumptive eligibility period has expired, the State will identify all those childrenfound ineligible and adjust
both medical and presumptive eligibility costs accordingly.

Please see Appendix 9.10 Budget. Please substitute these pagesfor the onespreviously submitted.

16. Can the State please provide Section 9 and 10 assurances by checking off the appropriate boxes.
Please see “Section9: Strategic Objectivesand Performance Goals”,found onpage |7 of this document and

“Section/0: Annual Reports and Evaluation,page 22 and substitute these pages for those previously submitted.
The requested correction has been completed. All modifications are in bold print.
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State of New Hampshire
Title XXI Children’s Health Insurance Plan
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Section 1. General Description and Purpose of the State Child Health Plans (Section2101)
The state will use funds provided under Title XXI primarily for (Check appropriate box):

1.1 Obtaining coverage that meets the requirements for a State Child Health Insurance Plan
(Section2103); OR

1.2. Providing expanded benefits under the State’s Medicaid pian (Title XIX); OR

1.3.[X] A combination of both of the above.
New Hampshire’s expansion of children’s health care coverage under Title XX7 will occur in
twophases and will include bothproviding expanded benefits under the State’s Medicaid
plan and obtaining coverage that meets the requirementsfor a State Child Health Insurance
Plan. Thisapplication requests authorizationfor bothphases of the plan. The State of New
Hampshire assures that the Title XX7 State Plan will be conducted in compliance with all
civil rights requirements.

In Phase / (to be implemented May 1998)| the state will expand Medicaid to include

newborns and infants from birth to age | withfamily income greater than 185% and equal to
or less than 300% of thefederal poverty level (FPL). Income will be calculated in the same
manner currently used by the statefor poverty level children (children withfamily income at
or below 185% of FPL) with an additional disregard of 65percentage points of the FPLfor
thefamily size involved as revised annually in the Federal Register. In no case will income be
disregarded such that the resulting net income is less than or equal to 185% FPL. The
federal eligibility standard is 235% FPL. The state will be submitting a Title XZX plan
amendment under separate cover.

In Phase 11 (to be implemented in January /999), the state will provide insurance coverage
through the development of a State Child Health Insurance Program inpartnership with the
New Hampshire Healthy Kids Corporation (Healthy Kids Corp.)for children ages | through
18 withfamily income greater than 185% and equal to or less than 300% of FPL . Income
will be calculated in the same manner currently used by the statefor poverty level children
(children withfamily income at or below 185% of FPL) with an additional disregard of 65
percentage points df the FPLfor thefamily size involved as revised annually in the Federal
Regqister. In no case will income be disregarded such that the resulting net income is less
than or equal to 185% FPL. Thefederal eligibility standard is 235% FPL. Theplan includes
an emphasis onperinatal care coveragefor pregnant adolescentgirls notpreviously served
by the Healthy Kids Corp. It alsoprovides a mechanismfor the identification and referral of
children with special health care needs to Title Vprograms.

T New Hampshire recognizes that the enhanced Title XX/ match will not be availablefor Phase 1 until this plan is
approved by the Health Care Financing Administration.
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Section 3. General Contents of State Child Health Plan (Section 2101)(a)(4))
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3.1

Describe the methods of delivery of the child health assistance using Title XXI funds to targeted low-
income children (Section 2102)(a)}4)

As noted in Section |.3 and described in the state's Medicaid state plan amendment, the state will use
Title XXI funds to expand coveragefor newborns and infants who are currently covered up to 185%
FPL. Title XXT7 will allow the state to increase its income eligibilityfor infants ages Oto | whose
family income Bgreater than 185% and equal to or less than 300% of FPL. Income will be
calculated in the ~ume manner used by the statefor poverty level children (children with fainily
income at or below 185% of FPL) with an additional disregard of 65 percentage points df the FPL
for thefamily size involved as revised annually in the Federal Register. In no case will income be
disregarded such that the resulting net income is less than or equal to 185% FPL. Thefederal
eligibility standard is 235%FPL. This Medicaid expansion will be considered Phase / of New
Hampshire's Title XX7 Children's Health Insurance Plan (NH CHIP).

To complement Phase |, the state is instituting a name changefor all of the children's Medicaid
Programs. The newprogram will be called Healthy Kids = Gold. It is hoped that changing the name
of the program will reduce barriers due to stigma associated with Medicaid enrollment. Through
Title XX7 families will have the option of enrolling their child in thefee-for-service program, in
which case the infant will receive the current Medicaid benefits package; or thefamily can choose to
enroll the infant in the existing Medicaid voluntary managed careprogram. The state currently
contracts with 2 managed careplans: Matthew-Thornton Health Plan (which hasjustmerged with
Blue Cross Blue Shield of New Hampshire), and Tufts Health Plan. An infant eligiblefor Title XX7
and enrolled in a managed care plan will enjoy the same benefitspackage as those currently
participating in the voluntaryprogram. One of the goals inproviding coveragefor infants through a
Medicaid expansion is toprovide infants with a rich and comprehensive benefits package to meet

their complex needs during the first year of life. Thefocus will be onpreventive and well-child care to
give the child a healthy start.

Utilizing the provisions of Title XX7, the state will continue retroactive coverage, and implement cost
sharing and guaranteed eligibilityprovisions for infants at greater than 185% FPL and equal to or
less than 300% FPL(with the 65 percentage points income disregard) in Phase /. Consistent with the
current Medicaidfee-for-service program, the state will provide three (3) months of retroactive
coverage for services received in the 3 monthsprior to application datefor Title XX7 as long as the
services received are within the scope of benefits and as long as the infant met the eligibility
requirements during those 3 months. As prohibited byfederal rule, there are no cost-sharing
provisionsfor children enrolled in Phase | Healthy Kids - Gold (Medicaid Expansion).

The state will enhance its currentpresumptive eligibility process to begin with Phase |. Trainingfor
community health centers, Early Intervention Sites, Title Vand Title X agencies and hospitals is
scheduled to be completed in May. A plan to offer training at other non-traditional presumptive
eligibility sites is under development. The state will guarantee eligibilityfor infants who enroll in the
voluntary managed care programfor six (6) months.

In Phase 2 of the NH CHIP plan, the state will provide insurance coverage to children between ages

| and 19 whosefamily income is greater than 185% and equal to or less than 300% of FPL. Income
will be calculated in the same manner currently used by the statefor poverty level children (children
withfamily income at or below 185% of FPL) with an additional disregard of 65 percentage points of
the FPLfor thefamily size involved as revised annually in the Federal Register. In no case will
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income be disregarded such that the resulting net income is less than or equal to /85% FPL. The
federal eligibility standard is 235% FPL. Phase 2 will include health care servicesfor pregnant
adolescent girls. The state will purchase insurancefor these children through Healthy Kids Corp.,
described in 2.2.2. To be consistent with Phase | and to differentiate thisprogramfrom the non-
subsidized Healthy Kids Corp.program, the Phase 2 program will be named Healthy Kids = Silver.

As noted insection 2.2.2, Healthy Kids Corp. currently contracts with Blue Cross Blue Shield of New
Hampshire and Northeast Delta Dental. The coverage offered is a managed careproduct with afocus
onpreventive and well-child care. Healthy Kids Corp. selected Blue Cross Blue Shield and Northeast
Delta Dental via a competitive bidprocess. The state will not require another competitive bid
process until such time as their enroliment reaches a sufficient capacity to support a competitive bid
process. This is estimated at 5,000 children.

At the time of enrollmentfor Phase 2, afamily can choose aprimary care provider (PCP) from the
Blue Cross Blue Shieldprovider network. [fa PCP is not chosen, thefamily will be contacted by
Healthy Kids Corp. and assisted with the selectionprocess. Thefamily can submit thefirst month's
premium, which will be collected by Healthy Kids Corp. on behalf of the state. Mental health benefits
are accessed through aphone call to the Blue Cross Blue Shield Behavioral Health Network. Prior
PCP authorization is not necessary to access the mental health or dental benefits.

The Healthy Kids Corp.'s current benefitspackage does not include a maternity benefit. As such, the
benefitspackage will be amended to include maternity carefor pregnant adolescents. The state opts
to bearfill riskfor the maternity benefit. As such the state will carry out a cost settlement after the
adolescent has reached sixty (60) days postpartum.

The Healthy Kids Corp. ‘s current benefitspackage is not designed to address the comprehensive case
management, care coordination and psychosocial supports that are needed byfamilies in caringfor a
child with special health care needs. Services are required to ease the parental burden of caretaking
responsibilities. In collaboration with community advisors, plans will be made toprovidefor the
screening, referral and tracking of children with special health care needs. Coordination of
resources will occur through the state's Special Medical Services Bureau, a Title Vfindedprogram
that has the expertise toprovidefor the needs of these children.

Cost sharingprovisions in Phase 2 include: A $20 per child per month premium will be implemented
for-families whosefamily income isgreater than 185% FPL and equal or less than 250% FPL.
Families whose income is greater than 250% FPL and equal or less than 300% FPL willpay $40
per childper month inpremium . The State will cap monthly premium cost-sharing at $§00per
family. The State will contract with Healthy Kids Corp.for the collection and processing of the
monthly premiums. Healthy Kids Corp. has made the premium payment process as user friendly as
possible including mailing labels, change of addressforms, use of coupon books and they are
exploring electronic funds transferfor thosefamilies wishing to participate.

In accordance withfederal regulations, eligibility may be terminated after sixty (60) days due to the
non-payment of premium exceptfor pregnant teens. In addition to termination of eligibility, a
family who defaults on paying the monthly premium will be locked outfrom reapplyingfor a 3
month period beginning with thefirst day eligibility was terminated The State will opt to waive
paymentfor hardship and good cause. Good causefor non-payment of premiums shall exist when
it is determined that either the recipient'sfamily experiencesa temporary or unexpected loss of
income which prevents thefamilyfrompaying thepremium or i the recipient'sfamily incurs and
unexpected expense which prevents #efamily from paying the premium. Healthy Kids Corp. will
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report to the state children whose eligibility is terminated and the circumstances of the termination.
Six (6) month guaranteed eligibility will be available to children enrolled in Phase 2 as long as t/e
family does not default on paying the monthly premium.

Pregnant teens will not have their eligibility terminatedforfailure topay premiums until after the
postpartum period. The default clock will begin on the sixty-first (6/sz) day postpartum.
Terminating health care coverage mid-pregnancy is counter productive to the state's goal of healthy
birth outcomesfor mother and infant.

In addition to the monthly premium in Phase 2, a $5 co-payfor office visits, and a $5 co-pay on
generic and $10 co-pay on brand name prescriptive drugs will be implemented.A $25feefor
unauthorized or determined non-emergent use of an emergency room. Providers will be responsible
for collecting the co-pays at the time of service. The office co-pay will not apply to well-child or
preventive health visits, dental check-ups, dental x-rays, cleanings and flouride treatments.

The state will include in its contract with Healthy Kids Corp.,provisions for quality assurance, and
data and reporting requirements as outlined in the section 7.0and 9.0 of this application.

3.2. Describe the utilization controls under the child health assistance provided under the plan

for targeted low-income children: (Section 2102)(a)(4)
For children enrolled in Kids Care PLUS (Medicaid), the state will bear the responsibilityfor utilization controls.
For infants in Phase | enrolled in the voluntary managed care program, the healthplan conducts utilization reviews
with state oversight. For children enrolled in Phase 2 in Kids Care via Healthy Kids Corp, the primary utilization
controlfor covered services will be the responsibility of the managed care organization, specifically Blue Cross Blue
Shield of New Hampshire. The contract with Blue Cross Blue Shield will include a definition of medical necessity and
utilization management requirements, including clinical staffing requirements. Theplan will be required to have
written utilization managementpolicies and procedures that include appropriateness criteriafor authorization and
denial of services and protocolsfor prior approval, hospital dischargeplanning, and retrospective review. All of the

aforementioned is currently inplace in the Medicaid voluntary managed care contract and will be applied to children
covered under Title XX7.
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Section4. Eligibility Standards and Methodology. (Section 2102(b))

4.1. 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 criteria that will be used to apply the standard. (Section
2102)(b)(1XA))

4.1.1. [X] Geographicarea served by the Plan: Statewide

4.1.2. [X] Age: For Phase I: Infants up to age I.
For Phase 2: Children between ages | to 19.

4.1.3. [X] Income: Family income must be greater than 185% and equal to or less than
300% of the FPL. Income will be calculated in the same manner as
currently used by the state for poverty level children (children withfamily
income at or below 185% of FPL) with an additional disregard of 65
percentage points of thefederal poverty level for thefamily size involved as
revised annually in the Federal Register. In no case will income be
disregarded such that the resulting net income is less than or equal to /85%
FPL. Thefederal eligibility standard is 235% FPL.

Methods for evaluating income includepay check stubs, #-2s, income tax
returns and letters from employers on company letterhead.

4.1.4. [ 3 Resources (including any standards relating to spend downs and disposition of
resources): There will not be a resource/assets test.

4.1.5.[X] Residency: To be eligible a child must be a resident of the State of New Hampshire.
There is no time requirement to be considered a resident.

4.1.6. [ 3 Disability Status (so long as any standard relating to disability status does not restrict
eligibility.

4.1.7.[X  Access to or coverage under other health coverage: Children eligible-forthe Phase | Medicaid
Expansion can be eligible regardless of whether they are covered under any other health
insurance plan. Children who are eligible for Title XLX Medicaid, are covered under a group
health plan or other health insurance coverage, or are children of apublic employee eligible for
coverage under a state health benefitsplan are not eligiblefor Phase 2 Healthy Kids - Silver. An
application for Phase 2 will be disapproved f it is determined that the child was covered under a
health insurance plan within the last six months. However, an application may be approved for
good cause. Such reasons include loss of employment, change of employment to an employer who
does not provide dependent coverage, death of the employedparent, voluntary quit of employment,
and the quit occurred for any of the good cause reasons specified in RSA 167:82 111 (c) - (e) and
discontinuation of coverage to all employees (regardless of income) by the employer.

4.1.8.[X] Duration of eligibility: In general, a child who has been determined eligible for Healthy Kids -
Silver or Healthy Kids - Gold (Medicaid) and is enrolled in a managed care
program in Phase | or Phase 2, shall remain eligible for 6 months unless the
child attains the upper age limit, as appropriate, is no longer a resident of
the state, orfails to pay premiums. Exceptions to thispolicy are previously
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noted. A child who has been determined eligiblefor the Phase 1 Medicaid
Expansion, who obtains services under afeefor service option, has no
special durational eligibility. Uponfailure to meet eligibility requirements,
action will be taken to terminate coverage.

The state may determine that an enrollee is not eligible i eligibility was a result of
making afalse statement, misrepresentation or concealment of orfailure to disclose
income or health insurance coverage. The state may recover payments made by the
state on behalf of enrollees as a result of anyfalse statement, misrepresentation, etc.
~ garding income or health insurance coverage.

Eligibility shall be redetermined not more than 12 months after the effective date of
eligibility and annually thereafter.

4.1.9.1 ] Other standards(identify and describe):

4.2. The state assures that it has made the following findingswith respect to the eligibility standards in its

plan: (Section2102)(b)(1)(B))

4.2.1.[X] These standards do not discriminate on the basis of diagnosis.

4.2.2.[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 a
lower family income.

4.2.3.[X] These standards do not deny eligibility based on a child having a pre-existing
medical condition.

4.3. Describe the methods of establishingeligibility and continuing
enrollment. (Section2102)(b)(2))

The state will create a single, seamless applicationprocessfor Healthy Kids - Silver and Healthy
Kids - Gold (Medicaid). For Phase | (May, /998), families can continue to go to the established
qualified sites or the local district offices to make application and have eligibility determined. In
addition, the Medicaid 800-P shortforms can be completed and submitted via the Title V agencies,
Title X clinics, WICsites, disproportionate share hospitals, Early Intervention sites and Federally
Qualified Health Centers (FQHC’s) per the state s presumptive eligibility process.

The state is also waiving theface-to-face interview requirement. Withthe implementation of Phase 2
the state will begin using a single applicationfor bothprograms. The state will also establish a

central unit within the Department of Health and Human Services where applications can be mailed.
The Department will determine eligibilityfor bothprograms. This unit will be operational with the

implementation of Phase 2 (January, 1999). The state will make applications available via the
Department's web site.

Eligibilityfor Healthy Kids - Silver and Healthy Kids - Gold (Medicaid) will be determined
based on information collected on the applicationform, which will include name, address,
date of birth, residency,family income, employment, and insurance (both current and in the
previous six months). Eligibilityfor Healthy Kids - Gold (Medicaid) will also require the
furnishing of a Social Security numberfor the child.

11




The state will verify address and income and whether the child is eligiblefor Healthy Kids - Gold
(Medicaid). If the responses to questions regarding insurance coverage appear inconsistent, the state
will contact the employer or insurer, as appropriate. If information is incomplete or questionable, the
state will attempt to contact the applicant by phone to obtain missing information or to clarify
questionable information within |0 business days of receipt of the application. | f thefamily does not
have access to a phone and/or if the state is not able to make contact by phone, the state will attempt
to contact thefamily by mail. 1fno response is obtained within 10 days of sending a letter, the
application will be denied.

The state will testfor Aledicaid eligibility first before determining eligibilityfor Healthy Kids -
Silver. If a child meets Medicaid eligibility, #e/she will be enrolled in Healthy Kids - Gold
(Medicaid). This includes the option of enrolling in the voluntary managed careprogram. The state
will serve as the enrollment counselorfor these children, providing technical support during the
enrollmentprocess.

I fa child is not eligiblefor Medicaid because the child does not meet programmatic requirements,
but is eligiblefor Phase 2 Healthy Kids - Silver (including income, residence, and insurance
requirements), he/she will be enrolled in Title XX7 via Healthy Kids Corp. Ifa child is not eligiblefor
either program but may be eligiblefor the non-subsidized Healthy Kids Corp.program, the state will
refer the child to Healthy Kids Corp. Children whose eligibilityfor Healthy Kids - Gold (Medicaid)
cannot be determined due to the lack of information needed to render an eligibility decision or
failure to meet aprocedural requirement, will not be screenedfor Title XXT eligibility. All efforts
will be made to work withfamilies to complete the eligibilityprocess including working with
communitypartners who may have on-going contact withfamilies. Outreach efforts will also
address this issue.

Eligibility informationfor children determined eligiblefor Healthy Kids - Silver will be entered into
the state system and sent to Healthy Kids Corp. Healthy Kids Corp. will complete enrollment,
including sending a letter notifying thefamily of the child’s eligibility (including the effective date),
materials about Healthy Kids Corp. and the healthplan and a couponpayment bookfor premiums.
Eligibility will be effective the date a child is enrolled in aplan andpayment received. This will
generally be the first day of the month after the child was determined eligible but may be later if
eligibility is determined within one week of the end of the month, if the premium is not received or if
thefamily takes additional time to select aplan (if and when there is a choice of plans) or primary
car . rrovider.

Not more than 12 months after the effective date of eligibility and annually thereafter, the state will
re-determine eligibilityfor Healthy Kids - Silver and Healthy Kids - Gold (Medicaid). The state will
mail aform to enrollees to obtain information necessary to redetermine eligibility. Also, as noted in
section 4.1.8,enrollees will be required to notify Healthy Kids Corp. of any change in circumstance
that could affect continued eligibilityfor coverage. Ifthe child is no longer eligiblefor Healthy Kids
- Silver, he/she will be disenrolled. If he/she is eligiblefor Medicaid, he/she will be enrolled in
Healthy Kids - Gold (Medicaid).

4_4_Describe the procedures that assure:
4.4.1. Through intake and follow-up screening, only targeted low-income children who are
ineligible for either Medicaid or other creditable coverage are furnished child health

assistance under the state child health plan. (Section 2102)(6)(3)(A))

12
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4.4.2.

4.4.3.

4.4.4.

As noted in section 4.3, the state will determine eligibilityfor both Healthy Kids - Silver and
Healthy Kids = Gold (Medicaid). As part df the determinationfor Healthy Kids - Silver, the
state Will verify that an applicant is not a Medicaid beneficiary (through on-line access to /e
state’s eligibility system). | f the child is not a Medicaid beneficiary, the state will (based on
the information collected aspart of the applicationprocess) determine whether %e/she may be
eligiblefor Medicaid (e.g., because of income level).

| f the child is already enrolled in Medicaid, the applicationfor Healthy Kids - Silver will be
denied. {frhe child appears likely to be eligiblefor Medicaid, the state will determine
eligibility and assist in the enrollment of the child into Healthy Kids = Gold

The application will include questions about insurance coverage. |fa child has insurance
coverage, he/she will not be eligible to receive coverage via Phase 2 of the State’s Title X7
program. Also, f a child has had insurance coverage in the past six months and does not
meet one of the good cause exemptions (as noted in section 4.1. 7), se/she will not be eligible
to receive coverage via Phase 2 of the State’s Title XX7 program. Children currently
enrolled in Healthy Kids Corp. who meet the remaining eligibility guidelines, will be
grandfathered into Kids Care.

That children found through the screening to be eligible for medical assistance under the state

Medicaid plan under Title X1X are enrolled for such assistance under such plan. (Section
2102)(b)(3)(B))

The same state unit will determine eligibilityfor both Healthy Kids - Silver and Healthy Kids
- Gold (Medicaid), which will maximize coordination of eligibilityfor bothprograms. The
state will first determine whether or not a child is eligiblefor Healthy Kids - Gold
(Medicaid). Ifthe child is eligible, #e/she will be enrolled. Only if Ae/she is not eligiblefor
Healthy Kids - Gold (Medicaid) but is eligiblefor Healthy Kids = Silver via Healthy Kids
Corp., will he/she be enrolled in Healthy Kids - Silver.

That the insurance provided under the state child health plan does not substitute for coverage
under group health plans. (Section 2102)(b)3)(C))

The applicationprocess will include collecting information about current coverage and
coverage in the past six months. Children currently coer~d will not be eligiblefor Healthy
Kids - Silver exceptfor children currently enrolled in Healthy Kids Torp. who meet the
remaining eligibility guidelines, will be grandfathered into Healthy Kids - Silver.

The state will review applications to determine whether applicants or employers of applicants
have discontinued private or employer-sponsored dependent coverage in order toparticipate
in theprogram. Childrenwho had employer-sponsored coverage within the previous six
months who lost coveragefor reasons related to the availability of Healthy Kids (e.g., no
longerpurchasing family coverage) will not be eligible. As noted in section 4.1.7, an
application may be approvedfor good cause. Such reasons include loss of employment,
change of employment to an employer who does not provide dependent coverage, death d the
employedparent, voluntary quit & employment, and the quit occurredfor any of the good
cause reasons specified in RSA 167:82 111 (c) - (e), and discontinuation of coverage to all
employees (regardless of income) by the employer.

The provision of child health assistance to targeted low-income children in the state who are
Indians (as defined in section 4(c) of the Indian Health Care Improvement Act, 25 U.S.C.
1603(c). (Section2102)(b)}3)(D))

13




New Hampshire does not have anyfederally recognized tribes.

4.4.5. Coordination with other public and private programs providing creditable coverage for low-
income children. (Section 2102)(b)(3)E))

The state will coordinate with Healthy Kids Corp in the implementation of the 7itle XXI plan
to thefullest extentpossible to reduce duplication d efforts and toprovide qua/.., health care
coverage to New Hampshire’s uninsured children.
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8.1. Is cost-sharing imposed on any of the children covered under the plan?

A [X] YES
2. NO, skip to question 8.5.

N

8.
8.

8.2. Describe the amount of cost-sharing and any sliding scale based on income:

(Section2103(e)(1)(A))

8.2.1. Premiums- Children in Phase 2 withfamily income greater than 185% and less thar or
equal to 250% of the FPL will be required topay apremium of $20per
childper month. Children in Phase 2 withfamily income greater than
250% FPL and less than or equal to 300% FPL will be required topay a
premium of $40 per childper month. The State will cap thefamily
monthlypremium at $106 such that nofamily will pay more than $100 in
any given monthfor premiums. Premiumsfor Phase 2 will be collected by
Healthy Kids Corp. per a contract agreement to be entered into by the state
and Healthy Kids Corporation.

8.2.2. Deductibles: Not applicable

8.2.3. Coinsurance: Not applicable

8.2.4. Other: For Phase 2, there will be a $5 co-payfor provider office visits, and a $5 co-
pay on generic and $10 co-pay on brand name prescription drugs. There will
be a $25 co-payfor non-emergent and unauthorized emergency room visits.
There will be no co-payfor preventive health and/or well child visits, dental
check-ups, dental x-rays, cleanings andjlouride treatments.

8.3. Describe how the public will be notified of this cost-sharing and any differences based on

income;

Information about premiums and co-pays will be included in the outreach/education
materials. Both the state and Healthy Kids Corp. will provide information on the cost
sharing requirementsto enrollees as well as to the provider community.

8.4. The state assures that it has made the following findings with respect to the cost sharing and

payment aspects of its plan: (Section2103(e))
8.4.1. [X] Cost-sharing does not favor children from higher income families over lower
income families. (Section2103(e)(1)B))
8.4.2. [X] No cost-sharing applies to well-baby and well-child care, including
age-appropriate immunizations. (Section 2103(e)(2))
8.4.3. [X] No child in a family with income less than 150% of the Federal Poverty
Level will incur cost-sharing that is not permitted under 1916(b)(1).

8.4.4. [X] No Federal funds will be used toward state matching requirements.
(Section 2105(c)(4))

8.4.5. [X] No premiums or cost-sharing will be used toward state matching
requirements. (Section 2105(c5)

8.4.6. [X] No funds under this title 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 this
title. (Section 2105(c)6)(A))

8.4.7. [X] Income and resource standards and methodologies for determining
Medicaid eligibility are not more restrictive than those applied as of
June 1,1997.(Section2105(d)(1))

8.4.8. [X] No funds provided under this title or coverage funded by this title 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)(< 7)(B))

8.4.9. [X] No funds provided under this title 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))

8.5. Describe how the state will ensure that the annual aggregate cost-sharing for a family does not
exceed 5 percent of such family’s annual income for the year involved: (Section2103(e)(3)(B))

The Healthy Kids Corporation will be under contract with the State toprovidefor the
collection and processing of monthly premiums. Aspart of its role, Healthy Kids will educate
families about the cost sharing requirements and rules. The education will include how much
money 5% of thefamily’s income translates into in terms of dollars and cents. The education
will instructfamilies in tracking their cost sharing expenditures on a monthly basis and to
contact Healthy Kids should the expenditure exceed the previously determined amount of
money or iffamily income should suddenly decrease. Healthy Kids will also monitor all co-
pays on a quarterly basis via a cost sharing report generated by the healthplan and the dental
plan. Families who exceed the 5% cap will beformally rotified by Healthy Kids and steps will

be taken to either credit thefamilyforfuture premium costs or reimburse thefamily for the
amount of money in excess of the 5% amount.

8.6. The state assures that, with respect to pre-existing medical conditions, one of the following two
statements applies to its plan:

8.6.1.[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

8.6.2.] ] 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 a waiver (See section 6.3.2. of the template). Pre-existing medical
conditions are permitted to the extent allowed by HIPAA/ERISA  (Section
2109(a)(1),(2)). Please describe if applicable.
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9. Strategic Objectives and Performance Goals for the Pian 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))

The strategic objectives are to: |) increase the number of low-income children in New
Hampshire who are insured; 2) improve the health status of children in New Hampshire with
afocus onpreventive andprimary care, 3) maximizeparticipation in Title XX7 through
outreach, a single point of entry, a simplified application process, and continuous eligibility;
4) maximize coordination with Medicaid to ensure coverage of childrenpreviously eligible
but not enrolled in Medicaid.

9.2. Specify one or more performance goals for each strategic objective identified: (Section 2107(a)(3))
1) Increase the number of low-income children in New Hampshire who are insured.

Decrease the proportion of children 1-19 < 300% of FPL who are uninsured by 25%
in the firstyear, 35% in the second year, 45% in the thirdyear, and 50% in thefourth
year.

2) Improve the health status of children in New Hampshire with afocus on preventive and
primary care.

As noted in section 7.1.2, the state will require the healthplan to submit HEDIS
reports on immunizations, well child visits and other pediatric preventive health
measures. The state will develop specific performance targets or required degrees of
improvement on particular measures in conjunction with Healthy Kids Corp. and the
healthplan. Theplan and the state will identify two (2) HEDIS measures under the
Effectiveness of Care, Use of Services and/or Access domains where improvement will
be targeted. Withinspecific time frames, theplan will achieve a benchmark level of
performance defined and agreed to in advance or will achieve a reduction of at least
tenpercent (10%) in the number of enrollees who do not achieve the outcome defined
by the indicator (or ifapplicable, in the number of instances in which the desired
outcome K not achieved). At a minimum the state will expect to address thefollowing
goals based on the strategic objectives in section 9.1.

Match or exceed the current statewide average percentage of children under two who
receive the basic immunizationseries.

Match or exceed the current statewide average percentage of /3 year olds who
receive the basic immunizationseries.

Match or exceed the current statewide average percentage of 3,4, 5, and 6year olds
who have at least one well-child visit during the year.

Match or exceed the current statewide average percentage of 12 through 18year olds
who have at least one well-child visit during the year.
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3) Maximize enrollment in Healthy Kids - Gold and Healthy Kids - Silver through outreach, a

single point of entry, a simplified applicationprocess, and continuous eligibility

Increase the number of locations where individuals can get applications and receive
assistance in completing applications.

Increase the number of entities participating in the outreachprogram.

Increase the percentage of applications requested that are completed.

Decrease the amount offollow-up required to complete applications.

Ensure that at least 75% of consumers are satisjed with the applicationprocess.

4) Maximize coordination with Medicaid

Increase enrollment in Healthy Kids - Gold (Medicaid) by tenpercent (10%) in the
firstyear of operations.
Establish a seamless program with integrated staff and administration.

9.3. Describe how performance under the plan will be measured through objective, independently

verifiable means and compared against performance goals in 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))

[) Increase the number of low-income children in New Hampshire who are insured. This will
be measured using CPS data sample.

2) Improve the health status of children in New Hampshire with afocus on preventive and
primary care - The health plan(s) will be required to submit data on immunizationsand well-
child visits. The state will use these data to make comparisons to the currentpercentages.

3) Maximize participation in Healthy Kids - Silver and Healthy Kids - Gold (Medicaid)
through outreach, a single point of entry, a simplified applicationprocess, and continuous
eligibility - Performance goals will be measured by collecting information on the number of
locations thatprovide applications and assistance and that are involved in outreach and
comparing that to currentparticipation. The state will also conduct surveys regarding
completed applications,follow-up, and satisfaction with the applicationprocess.

4) Maximize coordination with Healthy Kids - Gold (Medicaid) - The state will collect

information on Medicaid enrollment through its eligibility system and compare it to current
enrollment.

Check the applicable suggested performance measurements listed below that the state
plans to use: (Section2107(a)(4))

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

93.2. [X] The reduction in the percentage of uninsured children.

9.3.3. [X] The increase in the percentage of children with a usual source of care.

9.34. [X] The extent to which outcome measures show progress on one or more of the
health problems identified by the state.
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9.3.5. [X] HEDIS Measurement Set relevant to children and adolescents younger than
19.

936. [] Other child appropriate measurement set. List or describe the set used.
9.3.7. [] If not utilizing the entire HEDIS Measurement Set, specify which measures
will be collected, such as:
9.3.7.1. [ 1] Immunizations

9.3.7.2. [ 1  Well child care
93.7.3. [ 3  Adolescent well visits
9.3.7.4. [ ]  Satisfaction with care
9.3.7.5. [ ]  Mental health
9.3.7.6. [ ] Dental care

9.3.7.7. [ 1  Other, please list:

93.8. [X] Performance measures for special targeted populations,

9.4.[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. (Section2107(b)(1))

9.5.[X] The state assures it will comply with the annual assessment and evaluation required under

Section 10.1.and 10.2. (See Section 10) Briefly describe the state’s plan for these annual
assessments and reports. (Section 2107(b)(2))

The Department will perform the annual assessments and evaluations required under sections
10.1 and 10.2. The annual report will assess the operation of the Title XX7 plan, including
the progress made in reducing the number of uninsured children. The baseline number will
be calculated using CPS data (although the sample size is very small). By March 31, 2000
the state will submit an evaluation of the items listed in 10.2. The state will contract with a
consulting firm chosen via a competitive RFP process that has the expertise to conduct the
evaluation and analysis. The evaluator will assist the state in determining how to analyze the
effectiveness of various elements. However, characteristics of the children enrolled in the
plan can be collected from the applicationforms, and quality will be evaluated using the
measures identified in sections 7.1.2and 9.3. Other elements may be analyzed based on
surveys and interviews.

9.6. [X] 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. (Section2107(b)(3))

9.7.[X] The state assures that, in developing performance measures, it will modify those measures to

meet national requirements when such requirements are developed.

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))

9.8.1.[X] Section 1902(a)(4)(C) (relatingto conflict of interest standards)

9.8.2 [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 1115 (relatingto waiver authority)

9.8.5.[X] Section 11 16 (relatingto administrative and judicial review), but only insofar as

consistent with Title XXI
19
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9.8.6.{X] Section | 124 (relating to disclosure of ownership and related information)

9.8.7.[X] Section 1126 (relating tc disclosure of information about certain convicted
individuals)

9.8.8.[X] Section 1128A (relatingto civil monetary penalties)

9.8.9.[X] Section 1128B(d) (relating to criminal penalties for certain additional charges)

9.8.10[X] Section 1132 (relatingto periods within which claims must be filed)

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))

A multidisciplinary group comprised of Department staff and representativesfrom the
Governor’s Office and Healthy Kids Corp. worked to develop and review the initial
conceptual model. The Department met with the Healthy Kids Corp. Board of Directors on
March 2, 1998, to review the proposed model and to solicit input into theplan. The Board
membership includes representativesfrom the Department of Education, Department of
Insurance, State Legislators, New Hampshire School Boards Association, New Hampshire
Pediatric Society, New Hampshire School Nurses Association, New Hampshire Children’s
Alliance, New Hampshire Child Care Association, and the New Hampshire Hospital
Association. Follow up meetings have been held with the Board of Directors. The Department
also met with representativesfrom Blue Cross Blue Shield of New Hampshire.

Since that time a series of public meetings have been held. Each session included an
overview of the Title XX7 legislation and application requirements; a review ofproposed
conceptual plan; and a review of the proposed benefits package. In addition toproviding time
for commentary on the plan, time was spent on developing a long-termplan to ensure on-
going public involvement. From each session a list of questions and answers as well as
comments was generated and documented. Unansweredquestions werefollowed up on by
Department staff

The public meetings included:

March 12,1998 The Commissioner’sManaged Care Advisory Group and NH
Child Action Team

March 18, 1998 Community Mental Health Centers Executive Directors

March 19, 1998 The Consumer Policy Advisory Board

Marcn 24, 1998 Aformal Public Hearing was held on the NH CHIP Plan

March 27, 1998 The Welfare Reform Advisory Group

April 1, 1998 The Medicaid Medical Care Advisory Committee

April 10, 1998 Child Health Coordinators of the Title ¥-funded Well Child
Clinics and Primary Care agencies

April 14, 1998 Headstart Health and Nutrition Coordinators

April 14,1998 RWJF Outreach Grant Participants

April 15, 1998 Health Planning District Council Meeting in Manchester

April 16, 1998 Health Planning District Council Meeting in Plymouth

April 20, 1998 Aformal Public Hearing on rule changesfor the NH CHIP Plan

May 71, 1998 NH DHHS Primary Care Steering Committee

May 15, 1998 Commissioner’s Child Care Advisory Committee

May 21,1998 NH Welfare Directors/NH Municipal Association
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9.10.

In addition to the public meetingspreviously noted, the state created a site on the Department
of Health & Human Services webpage (www.state.nh.us/dhhs/deptlinks.htm). The web site
includes information on the proposed plan and as each section of this application was
drafted, it was added to the webpage. A copy of the final working draft df the application
was made directly available to a variety of advocacy groups and community leaders.

An outcome of the public meetings included aplan to ensure on-going public involvement.
Several individuals indicated an interest in working through a variety of operational issues
with the Department. These individuals were invited to attend workgroup meetingsfocused
on eligibility and enrollment, berefits design including cost-sharing and outreach efforts.
The outreach effort will be apart of a much larger Departmental outreach plan which will be
developed with our communitypartners. This will prove vital if we are to reach the
consumers directly and in a timely manner.

As suggested by advocates attending the public meetings, once the workgroups complete their
tasks and the state moves into an implementationphase, the primary point of contact will be
through the Commissioner's Managed Care Advisory Group, the Commissioner’s Consumer
Policy Advisory Board which have diverse representation and the Health Planning District
Council meetings. The Healthy Kids Corp. Board of Directors has agreed to continue toplay
an on-going advisory role. The state will also maintain apointperson in the Department of
Health & Human Services who can be reached by mail, phone or email. The state will utilize
its employee newsletterfor updates on the NH CHIP plan and to invite participation at any
focus groups or meetings scheduled on theplan. This newsletter enjoys a vast circulation
beyond the state employees. Lastly, the state, upon approval of this application, will conduct
a series of media activities including radio and television shows, as well newspaper and
newsletter articles.

Provide a budget for this program. Include details on the planned use of funds and sources of
the non-Federal share of plan expenditures. (Section2107(d))

See Appendix 9.10. Thisbudget is based upon the new cost-sharing amounts.
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Section 10. Annual Reports and Evaluations (Section 2108)
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10.1. Annual Reports. The state assures that it will assess the operation of the state plan under this
Title in each fiscal year, including: (Section 2108(a)(1),(2))

10.1.1.[X]

10.1.2.[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

Report to the Secretary, January 1 following the end of the fiscal
year, on the result of the assessment.

10.2. State Evaluations. The state assures that by March 31,2000it will submit to the Secretary an
evaluation of each of the items described and listed below: (Section 2108(b)(A)-(H))

10.2.1.[X] An assessment of the effectiveness of the state plan in increasing the number
of children with creditable health coverage.

10.2.2.[X] A description and analysis of the effectiveness of elements of the state plan,
including:

10.2.2.1X]

10.2.2.2X]
10.2.2.34X]
10.2.2.4X]
10.2.2.5.[X]
10.2.2.6X]

10.2.2.7.[X]

The characteristicsof the children and families assisted under the
state plan including age of the children, family income, and the
assisted child’s access to or coverage by other health insurance prior
to the state plan and after eligibility for the state plan ends;

The quality of health coverage provided including the types of
benefits provided;

The amount and level (including payment of part or all of any
premium) of assistance provided by the state;

The service area of the state plan;

The time limits for coverage of a child under the state plan;

The state’s choice of health benefits coverage and other methods
used for providing child health assistance, and

The sources of non-Federal funding used in the state plan.

10.2.3.[X]  An assessment of the effectiveness of other public and private programs in

the state in increasing the availability of affordable quality individual and
family health insurance for children.

10.2.4. [X] A review and assessment of state activitiesto coordinatethe plan under this
Title with other public and private programs providing health care and health
care financing, including Medicaid and maternal and child health services.

10.2.5.[X]  An analysis of changes and trends in the state that affect the provision of
accessible, affordable, quality health insurance and health care to children.

10.2.6. [X] A description of any plans the state has for improving the availability of
health insurance and health care for children.
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10.2.7.[X] Recommendations for improving the program under this Title.

10.2.8.[X] Any other matters the state and the Secretary consider appropriate.
10.3.[X] The state assures it will comply with future reporting requirements as they are developed.

10.4.[X] The state assures that it will comply with all applicable Federal laws and regulations,
including but n~¢ limited to Federal grant requirements and Federal reporting requirements.
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State of NH, DHHS, OHM Title XXI CHIP Expansion

With a $20/340 Premium

APPENDIX 9.10

Estimated Budget for CHIP Expansion

Phase 1: 0 - 1year olds 1< 19 year olds Pregnant & < 19 Total
Federal Fiscal Year 1998 (May1, 1998) Uninsured Children  Uninsured Children  Uninsured Children
Enroliment: (Ave. per month) 51 51
Total Member Months 254 254
Cost per Member per Month $ 115.00 $ 145,00
Subtotal Grants $ 29,152.50 $ 29,152.50
Administrative costs (10%) $ 3,239.17 $ 323917
Total Expenditures $ 32,391.67 $ 32,391.67
Federal Share (65%) $ 21,054.58 $ 21,054.58
State Share (35%) $ 11,337.08 $ 11,337.08
Total Revenue $ 32,391.67 $ 32,391.67
CHIP Allotment (Federal) $  11,461,349.00
Surplus (Federal) $  11,440,294.42
hase 2
Federal Fiscal Year 1999 (Oct 1, 1998)
Enrollment: {(Ave. per month) 146 2,595.55 155.83 2,741.31
Total Member Months (12mo/9mo/9mo) 1,749 23,360.0 1,402.43 25,109.10
Cost per Member per Month $ 117.30_$ 5931 $ 301.00 $ 89.06
Subtotal Grants $ 205,175.30 $ 1,385,388.90 $ 422,129.93 2,012,694.12
Administrative costs (10%) $ 2279726 $ 153,932.10 $ 46,903.33 223,632.68
Total Expenditures $ 227,972.55 $ 1,539,32100 $ 469,033.25 $ 2,236,326.80
Federal Share (65%) $ 148,182.16 $ 1,000,558.65 $ 304,871.61 § 1,453,612.42
State Share (35%) $ 79,790.39 % 53876235 $ 164,161.64 $ 782,714.38
Total Revenue $ 22797255 % 1,539,321.00 $ 469,033.25 $ 2,236,326.80
CHIP Allotment (Federal) $ 11,461,349.00
Surplus (Federal) $ 10,007,736.58
Federal Fiscal Year 2000 (Oct 1, 1999)
Enrollment: (Ave. per month) 215 3,836.90 230.35 4,052.38
Total Member Months (12mo) 2,586 46,042.8 2,764.20 48,628.50
Cost per Member per Month $ 119.65 $ 60.85 $ 307.02 $ 90.47
Subtotal Grants $ 309,368.66 $ 2,801,527.51 $ 848,664.68 3,959,560.86
Administrative costs (10%) $ 3437430 $ 311,280.83 $ 94,296.08 439,951.21
Total Expenditures $ 343,742.96 $ 3,112,808.35 $ 942,960.76 $ 4,399,512.06
Federal Share (65%) $ 22343292 $ 2,023,32543 $ 612,924.49 $ 2,859,682.84
State Share (38%) $ 120,310.04 _$ 1,089,482.92 $ 330,036.27 $ 1,539,829.22
Total Revenue $ 343,742.96 $ 3,112,808.35 $ 942,960.76 $ 4,399,512.06
CHIP Allotment (Federal) $  11,461,349.00
Surplus (Federal) $ 8,601,666.16
Federal Fiscal Year 2001 (Oct 1, 2000)
Enroliment: (Ave. per month) 260 4,626.85 277.78 4,886.69
Total Member Months(12mo) 3.118 55.522.2 3,333.30 58,640.25
Cost per Member per Month $ 12204 $ 6242 $ 313.16 $ 92.65
Subtotal Grants $ 380,523.45 $ 3,46552686 $ 1,043,857.56 4,889,907.88
Administrative costs (10%) $ 4228038 $ 386,058.64 % 115,984.17 543,323.1¢C
Total Expenditures $ 422,803.84 $ 3,850,585.40 $ 1,159,841.73 $ 5,433,230.97
Federal Share (65%) $ 274,822.49 3 2,502,880.51 $ 753,897.13 % 3,531,600.1:
State Share (35%) $ 14798134 $ 134770483 $ 40594461 § 190163084 |
Total Revenue $ 422,803.84 $ 3,850,585.40 $ 1,169,841.73 ¢ 5,433,230.9"
CHIP Allotment (Federal) $  11,461,349.0(
Surplus (Federal) $ 7,929,748.8!




State of NH, DHHS, OHM Title XXI CHIP Expansion APPENDIX 9.10
With a $20/$40 Premium
Federal Fiscal Year 2002 (Oct 1, 2001}

Enrollment: (Ave. per month) 292 5,191.10 311.65 5,482.63
Total Member Months (12mo) 3,498 62,293.2 3,739.80 65,791.50
Cost per Member per Month $ 12448 $ 64.02 $ 319.42 $ 94.88
Subtotal Grants $ 435,467.33 $ 3,987,959.25 3 1,194 ,580.41 5,618,006.99

Administrative costs (10%) $ 48,385.26  $ 443,106.58 $ 132,731.16 624,223.00
Total Expenditures $ 483,852.59 $ 4,431,065.83 $ 1,327,311.57 $ 6,242,229.98

Federal Share (65%) $ 314.504.18 $ 2,880,192,79 $ 862,752.52 $ 4,057,449.49
State Share (35%) $ 169,348.41 $ 1,550,873.04 $ 464,559.05 $§ 2,184,780.49
Total Revenue $ 483,85259 $ 4.431,06583 3 1,327.311.57 § 6,242,229.98

CHIP Allotment (Federal) $ 11,461,349.00
Surplus (Federal) $ 7,403,899.51

Notes:

Maternity Distinct means costs are separated for maternity related coverage and enrolimentis counted twice between groups

0- lyear olds are covered as a Medicaid expansion with full Medicaid coverage.

1< 19year olds are covered through Healthy Kids Corp. with a federal employee actuarial equivalent benefit package.
Pregnantteens less than 19 years of age will have a full Medicaidequivalent benefit package under Healthy Kids Corp
and a separate premium which is cost settled at 100% of allowable costs.
1 < 19year old coverage begins January 1,1999 under Phase 2.

Co-payments are not included in the costs and the cost is netof a $20/$40 per member per month premium considered 70% collectible
Premiumsare capped at $20 per person for those under 250% PL and $40 per person for those under 300% PL.
No co-payments or premiumsare appliedto the Medicaid expansion group 0 - Iyear olds.
Medicaid costS are extracted from the fee for service costs of the poverty level population between 170%& 185% PL.
HKC premiums are extracted from the HKC current premiumsadjusted for CHIP estimates.

Costs are inflated 2% per year.
Differences due to rounding.
Source file: CHIP7 xls




State of NH, DHHS, OHM Admin

Administration and Communitv Outreach

Phase 1 Phase 2
FFY 1998 FFY 1999
(May1, 1998) (Oct1, 1998) Notes

Administrative:

System Development $ 30,000.00 MMIS modification estimated cost.
Community Outreach:

Contracted Services $ 323917 $ 189,025.67 1998 and 1999 estimated for presumptive efigibility and outreach costs.

Total Admin & Outreach $ 3,239.17 $ 223632.68 Limited to 10% of Grant Services




RECOMMENDATIONS FOR _um_.mémz.:<m PEDIATRIC HEALTH CARE

Commiitee on Practice and Ambuiatory Medicine

L]
Esch child and family is unique; therefore, these Recommendations for Pre- Thase guidelines reprenent 3 consensus by the Committee on Practice and A prenatal visit is recommended lor parents who are at high risk, for first-time
vantive Pedialric Health Care are designed for the care of chiidren who are  Ambulatory Medicing in consultation with nalional commilteas and sectionsof the  parents, and for those who request a conference. The prenalal visil should
recalving compaten! parenting, have no manifestations of any important heaith  American Academy of Pedialrics. The Commiee smphasizes the gresl impor-  include anticipatory guidance and periinent medical history. Every infant should
problems, and are growing and developing in satistactary fashion. Additionel tancs of continulty of care in comprehensive health supervision and the need to have a newborm evelugtion atter birth,

visits may become necessary if clrcumstunces suggest variations from normat. avoid fragmentstion of care.
ADOLESCENCE ®
L INFANCY® EANLY CHILDNOOD® | MEDDLE CHILDHOOD'®
AGE" FEWBORN | 2-4d* 8y tma | 2mo | 4mo | 6ma | 9mo [12mo] 15mo|18mo 2en o] ay [ ay | sy [ ey | oy [ 10y | 11y |12y | 1ay | vay |18y | 16y | 17y | 18y | 19y | 20y | 21y
HISTORY ;
Initial/interval . . b
MEASUREMENTS
Helght and Weight . . hd
Head Circumlerence
Blood Pressure . . ®
SENSORY SCREENING 3
sao:mmmmmmmmmmu,omoommomommommwmww
Hearing® slo s|s|8|s|s| s|ls]|]s|s|[E|l]ojojo|]s|]s]o|ls|o|s]|]s|O]SsS]|S
DEVELOPMENTAU ° - P . . e .
BEHAVIORAL ASSESSMENT?
PHYSICAL EXAMINATION?
PROCEDURES - GENERAL®
Hereditary/Melaholic Screening™ - . o
immunization"? - . . . - > > -
Lead Screening*2 o~ 13
Hematocrit or Hemogiobin - —e - e
Urinalysis -
PROCEDURES — PATIENTS
AT RISK
Tuberculin Test's
Choleslerot Screeningte
STD Screening!” *
Pelvic Exam'® o e
ANTICIPATORY GUIDANCE'? QQ
Injury Prevention?
INITIAL DENTAL REFERRAL2 . -
18 and support ollered. e m " s essonvial, with intant aider chid 1. per AAP onCh {19921, ¥fomiy
2. i:n(vﬂ:m&.n!ﬁa Infess thar 48 hours sfier delivery. Eggi o zlﬂnl.-.!.lgllii 7 gk (actors are present, screening should bs atthe
Hg%igggfﬂhgig may require 9. These may be modified, ggégniil&gig o “lu&i.%“ll} ne for od diseasee (STDa).
uent counseling and breaiment vighs seperale from preven! vighs, 5. Matabolic scresning tayrold, u) should be semmlly pelients shouid be screened sexumlly (raneri
4 Wa nﬁaa.s..aaﬂa.ssu-!ei:eav as-sa“n-.a ¥ anty Rems ace not sa.ﬁss!.-!.ne. ) 18. Al smally active femalos shoukd have & petvic exsmination. >irool_n8u._.a_m..—=n nd
accomplished at the supgesied ags, the schedule sh  id be brought up fo dale at the earfiest 11. Schadule(s) pes the Commities on Inlectious Diseases, p P .!. pap smesr should be olfered a4 pert of o 0w v
possible lime. Evary visit d y to updats and achid’s 21 yoars. visl for case.
¥ e patient i wicooperative, rescreen wAkhin %ix mon s. 12. Biood lead screen per AP statsmen! “Laad Poisoning: From Scening 1o Primary Pravention” 19. ] shoukd be an inlegral part of e b A Guide To
m Sorme experts d  appraisal of tresring In the newbom period. The Joint :83 20, Frombim o sge w“ﬂs.ﬁﬁ. b I
Comities on Infant Hearing has identied pellents at significant risk for hearing loss. All child Sately Courmaling Prackcs”
asn!au..uﬂ fofa % po u%.stioesaisg.a!:lﬁ : giﬁif&:iﬂtiig 21. Earforiniiel dentel evalustione may be appropriste for some children. Subsaquent examindfions
1994 PasRion Statement. - 15. TB tenting per AP g for i infants arcd Children® (1904). Te::tng a4 prescribed by dentist.
7 w«:laéll% physicat examinationc i Jous, by specilic objech . iicﬂlgg&aﬂiig!ﬂ- ¥ resuts are negalive but high tisk siteation
esting. continues, testing shotld be reposted on an annual besis.
Key: « = o be performed * =10 be pestormed for patients st risk 8 = subjective, by hislery O e, by lingmethod  <——————3 = the range during which 8 service may be pr d, with the dot the 0ge.
NB: h k gic, and eeting ls usuaily carvied out upon specific indicaliens. u&&!?;:ggi% sickde disease, eic.)ie y with the b
The lans tn this do not - course of oresrvess e of care. taking in may be approp 1905 of Penil




