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SECTION I - INTRODUCTION: GENERAL PURPOSE 
AND APPLICANT INFORMATION   

I.A. Purpose 

The Ohio Department of Job and Family Services (ODJFS), Office of Ohio Health Plans (OHP), 

is releasing this Request for Applications (RFA) for the purpose of identifying qualified health 

plans (Applicants) to provide health care services to a portion of the Aged Blind or Disabled 

(ABD) population in Ohio Medicaid’s Managed Care Program.  The highest qualified Applicants 

will be selected to enter into provider agreements with ODJFS to provide specified services to 

persons in the ABD population on a regional basis under a full-risk, capitated arrangement.  

Provider agreements will be entered into only with health insuring corporations (HICs) licensed 

by the Ohio Department of Insurance (ODI).  ODJFS is seeking Applicants with: extensive 

experience in providing all Medicaid-covered services and case managing ABD consumers; 

flexibility to meet Ohio-specific program requirements; sufficient administrative and 

information systems capacity to successfully manage a high volume of members enrolled in 

an expedited timeframe; and demonstrated high levels of clinical performance. 

I.B. Issuing Office 

This RFA is released by, and the subsequent provider agreement(s) will be with, ODJFS.  The 

Office of Ohio Health Plans (OHP) is responsible for state level administration and supervision 

of the Medicaid program. The mission of OHP is to support the quality of life of Ohioans 

through coverage of high quality, cost-effective, accessible health care and related services.  

The responsibility for the administration and oversight of the managed care program and 

provider agreements will rest with the Bureau of Managed Health Care (BMHC) within OHP.  

The mission of BMHC is to assure access to, and improve delivery of high quality, cost effective 

health care services through the development, administration, and assessment of Ohio’s 

Medicaid Managed Care Programs. 
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I.C. Background 

The Ohio Department of Job and Family Services (ODJFS) is the single state agency responsible 

for the implementation and administration of the Ohio Medical Assistance (Medicaid) Program 

authorized under Title XIX of the Social Security Act.  Medicaid is a federal and state funded 

assistance program that provides health care coverage to certain low-income and medically 

vulnerable individuals of all ages.  ODJFS is also responsible for administering Title XXI of the 

Social Security Act, the State Children’s Health Insurance Program (SCHIP), implemented in 

Ohio as a Medicaid expansion program.  Within ODJFS, the Office of Ohio Health Plans (OHP) 

oversees Medicaid, SCHIP, and other publicly funded health coverage programs.  

Ohio Medicaid eligibility can be categorized as two general groups: Covered Families and 

Children (CFC also referred to as Healthy Start/Healthy Families) and coverage for individuals 

who are Aged, Blind or Disabled (ABD).  As of April 2006, there were approximately 1.7 

million total Medicaid consumers comprised of approximately 1.3 million CFC recipients (75%), 

and approximately 440,000 ABD recipients (25%). While the CFC population is comprised of 

mostly pregnant women and children, the ABD population is comprised of individuals with 

disabilities and those who are 65 years or older.  

Although the ABD population represents about 25% of all Medicaid members, in terms of 

expenditures, the ABD individuals represent about 72% of total Medicaid spending (April 2006 

figures). Conversely, the CFC population represents approximately 75% percent of the Medicaid 

members and about 28% percent of total Medicaid spending. Over the past few years, the per 

member per month cost of providing care for ABD consumers through the fee-for-service system 

in Ohio has more than doubled the rate for the CFC population.  As a result, one of Medicaid’s 

main priorities is to enhance systems of care management and coordination for those consumers 

who are most likely to be frequent and/or high-cost users of services (i.e., the ABD population). 

This RFA only covers a portion of the ABD population as defined in Section II.C below.   
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Benefits and Delivery Systems 

The Ohio Medicaid program offers two distinct benefit packages: (1) acute and primary care 

services and (2) long term care services.  All those receiving long term care benefits are eligible 

for acute and primary care services; however, only those meeting specified level of care criteria 

are eligible for long term care.  

 

Fee-For-Service 

The fee-for-service (FFS) system is a traditional indemnity health care delivery system in which 

payment is made to a health care provider after a service is rendered and billed.  The system 

includes approximately 36,000 providers, including 28,000 physicians, throughout Ohio.  

Providers must be licensed or certified to enter into provider agreements to serve Medicaid 

consumers. Medicaid consumers in the FFS delivery system are generally free to seek care from 

any provider, but the providers are not required to accept anyone who presents a Medicaid card.  

The FFS system is operational in all of Ohio’s counties.  

There are several utilization review mechanisms in place in the FFS system, including prior 

authorization for services not routinely covered by Medicaid, for services over normal program 

limits, pre-admission review and retrospective reviews for certain hospital services, retrospective 

surveillance utilization review, and drug utilization review.  

Full-Risk Managed Care 

In selected Ohio counties, CFC members can or must receive their health care services through a 

full-risk managed care delivery system.  Under the current program, ODJFS contracts with 

managed care plans (MCPs) licensed by the Ohio Department of Insurance that also meet all 

ODJFS requirements.  MCPs serving the CFC population are paid prospectively on a per 

member per month capitated basis (except for delivery payments).  These MCPs assume the risk 

for all medical benefits and must also provide a number of additional services, including the 

following: providing or arranging access to medically necessary health services for their 

members; providing member services and 24-hour nurse advice lines, care management, and care 
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coordination; maintaining a provider network, including adequate and timely reimbursement; 

assuring quality of care; providing to ODJFS all required reports and documentation of 

performance; and participating in annual medical record reviews.   

 
Today’s health care environment is generating an unprecedented demand for health care delivery 

approaches that result in more cost effective management of the use of health care services while 

improving access, quality, and accountability. As a means of addressing the State’s fiscal 

constraints, improving cost predictability and administrative simplicity; assuring the appropriate 

use of services, establishing accountability for both access to care and quality of care and 

minimizing preventable or unnecessary use of emergency care and inpatient services, the Ohio 

legislature through Am. Sub. House Bill 66 authorized statewide managed care expansion for the 

covered families and children (CFC) population and a portion of the Aged, Blind or Disabled 

(ABD) Medicaid consumers.  
 

MCPs serving ABD members will be subject to the applicable provisions contained in federal 

statutes and regulations, Chapter 5101:3-26 of the Ohio Administrative Code, and the applicable 

provider agreement.  Ohio Administrative Code rules for statewide managed care expansion will 

be finalized for an effective date of June 1, 2006.  The ABD provider agreement has not been 

finalized, however, many of the program expectations are similar to the CFC model provider 

agreement which can be found in the Applicant Library for this RFA.  
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 SECTION II: PROGRAM DESCRIPTION AND SCOPE OF 
 SERVICE 

II.A. Definitions / Applicable Regulations 

Throughout this RFA, the terms listed below will be defined as follows: 

Applicant: A health plan which submits an application in response to this RFA.  In 

their application the Applicant must use the name of the health plan as it appears on 

the license issued, or the licensure application currently under review, by the Ohio 

Department of Insurance (ODI).  Where the RFA requests information on the 

Applicant's Medicaid managed health care contract experience with a state other than 

Ohio, the Applicant is to indicate the name of the health plan as it appears in the 

contract with that other state.  Applicants may only claim Medicaid managed care 

experience in another state if the Applicant can document that the non-Ohio health 

plan and the Applicant are both under the control of the same corporate family. 

Consumer: A person who has been determined to be eligible for Ohio Medicaid. 

MCP: A managed care plan that is a Health Insuring Corporation licensed by the Ohio 

Department of Insurance and has entered into a provider agreement with ODJFS. 

Member: A Medicaid consumer who is enrolled in an MCP. 

                        Case management: Case management is a collaborative process that assesses, 

                plans, implements, coordinates, monitors and evaluates the options and services 

                required to meet the member’s health care needs across the continuum of care.  It is  

                characterized by advocacy, communication, and resource management to promote 

                quality and cost-effective, positive outcomes. 

 

II.B. Program Description and Objectives 

Program Description 

The Ohio Medicaid managed care program operates under the authority of a State Plan 

Amendment approved by the Centers for Medicare and Medicaid Services as of July 1, 2005.  In 
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selected Ohio counties, CFC members can or must receive their health care services through the 

full-risk managed care program.  Of the 1.3 million CFC consumers, approximately 700,000 

were enrolled in MCPs as of May 2006.  Each MCP is paid a monthly premium payment for 

each Medicaid member.  The health plan is at full financial risk for the services defined in the 

Benefit Package (see CFC Provider Agreement, Appendix G).  

As of May 2006 Ohio’s CFC Medicaid managed care program consists of two components: 

1) Mandatory managed care enrollment in twelve (12) counties (Butler, Clark, Cuyahoga, 

Franklin, Hamilton, Lorain, Lucas, Mahoning, Montgomery, Stark, Summit, and 

Trumbull); 

2) Voluntary enrollment in five (5) counties (Clermont, Greene, Pickaway, Warren, 

Wood) where consumers must opt-in to the managed care program.  

 

Statewide expansion of the CFC Managed Care Program will begin Summer 2006 with the 

phase-in of eight regions.  More information on the current managed care program is available at 

www.jfs.ohio.gov/ohp/bmhc/mhcri.stm.  

MCP Member Selection (Enrollment) Process  

The ODJFS employs an independent contractor to provide Medicaid managed health care 

selection (enrollment) services to Medicaid eligibles statewide. Approximately 95% of 

consumer-initiated selection activities for the CFC population occurs via the Selection Services 

Center (SSC) statewide toll-free phone system, though services are available through selection 

by mail and (limited) face-to-face opportunities, and will be available on-line beginning in 2007. 

ODJFS plans to utilize the same process for the enrollment of ABD members.  

ODJFS will notify eligible consumers by mail about managed care membership.  The notice will 

explain consumers’ obligation to select an MCP, options on how to enroll, membership rights 

and responsibilities, and that they must contact the Selection Services Center (SSC) by a specific 

date or risk being assigned to a health plan.  A reminder notice will be sent by the SSC to non-

enrolling consumers approximately 2 ½ weeks after the ODJFS notice which names the MCP to 
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which the consumer will be assigned if the consumer does not select an MCP. In all, consumers 

have at least 30 days in which to make a choice.   

Consumers who contact the SSC can have their managed care questions answered and choose a 

health plan and a primary care physician (PCP).  The SSC will record consumer-provided 

information about special health care needs, scheduled/upcoming surgeries/treatments, etc., and 

forward this information to the enrolling MCP in an electronic format called the consumer 

contact record or CCR, which gives MCPs member information in advance of receiving official 

membership notification via HIPAA 834 monthly member rosters. 

Consumers who fail to contact the SSC to select a health plan will be auto-assigned to an MCP; 

auto-assigned members will also be included on the CCR sent to the MCPs, but without 

consumer-provided health-related information.  Please refer to the Ohio Administrative Code 

rules 5101:3-26-02 and 02.1 for additional information about MCP Membership and 

Termination.  

Assignment to an MCP 

Consumers who fail to choose a health plan are auto-assigned, whenever possible, using previous 

Medicaid managed care membership history or Medicaid fee-for-service (FFS) utilization 

history.  The ODJFS provides the SSC with a monthly assignment utilization file which 

identifies the health plan to which members are to be assigned using the above information. 

In the case of those members who have neither MCP nor FFS historical relationships that match 

to a participating MCP’s provider panel, ODJFS has discretion over how all other auto-

assignments are made (e.g., including, but not limited to, basing assignments on an individual 

health plan’s member capacity, to assure program stability within a region, or to assure that set 

thresholds for market share are not exceeded [see Appendix B., Auto-Assignment Limitations]). 

MCP Accountability 
 
ODJFS has a comprehensive strategy for assessing and improving the quality of managed care 

services offered by MCPs.  Expectations for performance, as measured by both process and 

outcomes, are established and MCPs are held accountable to standard levels of performance in 
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key program areas.  MCP administrative functions and the quality of care received by ABD 

members will be evaluated using a broad set of administrative and performance measures as 

outlined in Performance Evaluation, Appendix B of this RFA.  MCPs with performance levels 

below the minimum performance standards are required to take corrective action and/or be 

subject to financial penalties.  Selected performance measures are used for the Incentive Program 

[see Incentive Measures, Appendix B of this RFA]. 

Incentive Program  

The Ohio Medicaid managed care program has incentives for MCPs to improve performance in 

specific areas important to the Medicaid MCP members.  Incentives include an at-risk amount of 

one percent (1%) of the monthly premium payments and possible additional monetary rewards. 

To qualify for consideration of any incentives, MCPs must meet minimum performance or 

incentive standards for a broad set of qualifying measures.  For qualifying MCPs, higher 

performance standards for selected measures must be reached to be awarded a portion of the at-

risk amount or additional incentives.  

Program Objectives 

Assuring access to medically-necessary health services, as well as the quality of care delivered to 

Medicaid members enrolled in MCPs is of primary concern to ODJFS.  In addition, the managed 

care program for ABD individuals is designed to provide the following to enrolled consumers:  

• Prevention and care coordination services within a medical home setting; 

• Advice & direction for medical issues via a 24/7 medical advice hotline;  

• Help in accessing services with a dedicated call center for members and a provider 

directory listing PCPs, hospitals, & specialists;  

• Case management, for consumers with chronic and complex conditions; and 

• Coordination with state sub-recipient agencies as appropriate [e.g., Ohio Department of 

Mental Health (ODMH), Ohio Department of Mental Retardation/Developmental 

Disabilities (ODMR/DD), and Ohio Department of Alcohol and Drug Addiction Services 

(ODADAS)]. 
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II.C. Population and Service Areas  

Covered Population 

Enrollment in Ohio’s Medicaid Managed Care Program will be mandatory for the ABD 

population except as listed below.  ODJFS will determine the enrollment schedule sometime 

after selections are announced.   

Aged, blind, or disabled (ABD) individuals, as described in division (A)(2) of Section 5111.01 of 

the Ohio Revised Code, will be enrolled in the statewide full-risk managed care program except 

for the following: 

i. Children under twenty-one years of age; 

ii. Individuals who are dually eligible under both the Medicaid and Medicare programs;  

iii. Institutionalized individuals; 

iv. Individuals eligible for Medicaid by spending down their income or resources to a level 

 that meets the Medicaid program’s financial eligibility requirements; or 

v. Individuals receiving Medicaid services through a Medicaid Waiver component, as 

 defined in section 5111.85 of the Ohio Revised Code.  
 

Note:  Indians who are members of Federally recognized tribes, except as permitted under 42 C.F.R 438.50(d)(2) 

have the option to enroll.    

 

See Appendix A of this RFA for details on the eligible populations. 

Regions 

For the purpose of administration, ODJFS has divided the state into eight (8) regions:   

Northwest, Northeast, Northeast Central, West Central, Central, East Central, Southwest, and 

Southeast.  Because of program and MCP stability with  the ABD Managed Care Program for 

only 125,000 consumers statewide, Applicants for the ABD Managed Care Program must apply 

for a minimum number of regions that have a combined total of ABD managed care eligible 

consumers in excess of 45,000 unless they have been selected for the CFC Managed Care 

Program in response to the CFC RFA released November 30, 2005.   If an Applicant was 

selected for the CFC Managed Care Program in response to the CFC RFA released November 
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30, 2005, then it is permitted to apply in any number of regions in response to this ABD RFA.  

Applicants that did not apply for the CFC Managed Care Program RFA released November 30, 

2005, or were not selected for the CFC Managed Care Program in at least one region in response 

to the CFC RFA released November 30, 2005 must meet the minimum score and achieve one of 

the top three scores in regions having a combined total of ABD managed care eligible consumers 

in excess of 45,000 in order to be selected to enter into the readiness review.  Thus, if an 

Applicant did not apply for the CFC Managed Care Program RFA released on November 30, 

2005, or was not selected for the CFC Managed Care Program in at least one region in response 

to the CFC RFA released November 30, 2005, it must meet the minimum score and achieve one 

of the top three scores in regions having a combined total of ABD eligible consumers in excess 

of 45,000, in order to be selected for any region.  There will be no more than three (3) selections 

made in each region.  See Appendix A of this RFA for details on the regions and numbers of 

eligible consumers in each region. 

II. D. Program Requirements 

All program requirements are contained within the applicable managed care plan (MCP) 

provider agreement and the Ohio Administrative Code Chapter 5101:3-26.  All program 

requirements in effect can be found in the Applicant Library and new program requirements, to 

be effective with regional provider agreements, are specified in Appendix B of this RFA. 

  

           

 

 

 
 



 

  11 

 

SECTION III – APPLICATION PROCESS 

III.A.  Calendar of Events 

Following is the timeline associated with this RFA: 

5/31/06 ODJFS Releases RFA; Question & Answer Period Opens 

6/2/06 Mandatory Rate-setting Conference for Potential Applicants 

6/7/06  Deadline for Submitting Questions to ODJFS for the 6/16/06 
Mandatory Applicant Conference (3 p.m. EDT) 

6/14/06 Potential Applicants Notify ODJFS of Intent to Attend the 6/16/06 
Mandatory Applicant Conference (3 p.m. EDT) 

6/16/06 Mandatory Applicant Conference (10:00 a.m. – 1:00 p.m. EDT) 

6/20/06 Deadline for Submitting Questions to ODJFS (3 p.m. EDT) 

6/26/06 Provider Verification System (PVS) Training (1:00 p.m. - 3:00 p.m. 
EDT) 

6/27/06 ODJFS Issues Final Applicant Questions & Answers 

6/30/06 Potential Applicants Notify ODJFS of Intent to Submit Application 
by Region (3 p.m. EDT) 

7/31/06 Potential Applicants submit all necessary licensure filings to ODI 

9/1/06 Deadline for Application Submissions to ODJFS (3 p.m. EDT) 

9/8/06 Review of RFA Applications Including Follow-up Discussions 

9/22/06 Review of RFA Applications and Follow-Up Discussions End 

9/29/06 ODJFS Issues Selection Notification Letter(s) (estimated) 

9/29/06-10/31/06 Readiness Review Phase for Selected Applicants  

12/1/06 Initial Program Implementation (estimated) 
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III.B. Applicant Inquiries 

 
Potential Applicants must submit all questions related to this RFA in electronic format (via 

email) to the attention of : 

Jon Barley, Ph.D., Chief, Bureau of Managed Health Care 
Email:  bmhc@odjfs.state.oh.us 

All questions (unattributed) and responses will be posted at 

www.jfs.ohio.gov/ohp/bmhc/statemhc.stm.  Questions to be addressed at the mandatory 

Applicant Conference will be accepted until June 7, 2006 at 3:00 p.m. EDT.  All final answers to 

vendor questions will be posted on the above web site on or before June 27, 2006. 

III.C.  Letters of Intent and Applicant Conferences  
 
A mandatory rate-setting conference will be held June 2, 2006 from 1:30 p.m. to 4:00 p.m EDT.   

Potential Applicants must notify ODJFS of their intent to attend the June 2, 2006 mandatory rate- 

setting conference by 12:00 p.m. EDT, June 1, 2006.  At least one Applicant representative with 

a financial background must attend the June 2, 2006 mandatory rate-setting conference. 

A mandatory Applicant conference will be held on June 16, 2006 10:00 a.m. to 1:00 p.m. EDT.  

Potential Applicants must notify ODJFS of their intent to attend the June 16, 2006 mandatory 

Applicant Conference by 3:00 p.m. EDT, June 14, 2006.  At least one Applicant representative 

must attend the June 16, 2006 mandatory Applicant Conference.  The focus of the mandatory 

Applicant Conference will be to answer questions ODJFS receives as of June 7, 2006 at 3:00 

p.m. EDT regarding the RFA and to review the provider panel minimum requirements and 

submissions. ODJFS will accept and discuss additional questions at the June 16, 2006 mandatory 

Applicant Conference.  However, the official answers to these additional questions will be 

posted on the internet on or before June 27, 2006. 
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Both the mandatory rate-setting conference and the mandatory Applicant Conference will be 

held at:     

Vern Riffe Center  
31st Floor Rooms B&C 
77 South High St. 
Columbus, Ohio 43215 
 

All attendees of the June 2, 2006 mandatory rate-setting conference and the June 16, 2006 

mandatory Applicant Conference must follow the registration instructions to be posted on the 

following web site: www.jfs.ohio.gov/ohp/bmhc/statemhc.stm 

Potential Applicants with an interest in submitting an application must notify ODJFS by 

submitting a non-binding letter of intent no later than June 30, 2006 at 3:00 p.m. EDT.  The letter 

of intent is to include:  

1) A statement of interest in submitting an application in response to this RFA; 

2) The region or regions for which the Applicant intends to submit an application; and 

3)  A statement indicating that the Applicant understands that the state of Ohio and ODJFS have 

no liability or responsibility for any costs incurred by Applicants in preparing a response to this 

RFA and that all such costs are the responsibility of the Applicant.   

A list of all Applicants submitting a letter of intent and information regarding the regions of 

interest for each Applicant will be made available on the internet.  These notifications must be 

submitted as described in Section III.B. 

Attendance at the June 2, 2006 rate-setting conference, the June 16, 2006 mandatory 

Applicant Conference, and the submission of a letter of intent to submit an application are 

required in order to submit an application. 

IlI. D.  Applicant Library  
 
Additional information for this RFA can be found in the Applicant Library at the same web site 

as the RFA.  The Applicant Library includes: 
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o Ohio Medicaid Report for general background information on Ohio Medicaid; 

o Managed Care Program Rules OAC Chapter 5101:3-26 for referencing program 

requirements; 

o ODJFS-MCP Provider Agreement for the CFC program: for referencing program 

requirements; 

o Data File Specifications for data files to be exchanged between MCPs and ODJFS; 

o Minimum Provider Panel Charts;  and 

o HIPAA Transactions Specifications. 

Updates to the Applicant Library and the reports listed may be made periodically.  Potential 

Applicants are advised to check www.jfs.ohio.gov/ohp/bmhc/statemhc.stm for announcements.   

  

 SECTION IV.  APPLICATION SUBMISSION AND 
 SELECTION 

IV. A.  Initial Application  

Applications must include the information specified in this section and must reflect the capability 

to perform all the responsibilities identified in Section II.D. of this RFA.  ODJFS will score all 

applications and select no more than three Applicants per region for readiness review.  

Once selected for readiness review, ODJFS will not enter any provider agreement prior to 

an Applicant successfully completing readiness review.  The Applicant must demonstrate to 

ODJFS' satisfaction that it can and will meet all program requirements.  ODJFS reserves 

the right to implement or not implement the Medicaid managed care program in any 

region as it determines appropriate and in the best interests of the program and Medicaid 

consumers.  
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Process: 
 
One (1) signed original, eight (8) hard copies, and eight (8) electronic copies of the 

application must be received by ODJFS, Bureau of Managed Health Care, no later than 3 

p.m. EDT on September 1, 2006, in order to receive further consideration.  (See the 

paragraph below for clarification on the submission of the additional required provider panel 

documentation specified in Appendix C-7).  The electronic copies must be on a separate CD-

ROMs, in non-re-writeable CD format (PDF format is preferred, but at minimum, documents on 

the CDs must be readable to ODJFS using standard, commonly available software programs).  

Faxed or emailed applications will not be accepted. 

Applicants are to also submit an electronic Provider Verification System file (which is to include 

all of the required information for each submitted provider) and one hard copy of the fully-

executed Model Medicaid Addendum for each of those providers.  (Applicants must also include 

copies of the fully-executed baseline contracts for all submitted hospitals.)  Applicants are 

advised not to submit the original signed copies of these contracts/addenda.  All Applicants 

which have not yet received training on the ODJFS PVS electronic file specifications and 

submission process are required to attend a PVS training session on June 26, 2006.  The hard 

copy provider contract documentation is to be submitted with the application and the 

electronic PVS file can be submitted any time during ODJFS business hours between 

August 25, 2006, and the 3:00 p.m. EDT September 1, 2006, submission deadline.  

Applicants will receive electronic confirmation that their electronic PVS file has been received 

by ODJFS.  

Applications must be either hand delivered or delivered by courier to: 

 Jon Barley, Ph.D., Chief, Bureau of Managed Health Care 
 Ohio Department of Job and Family Services 
 255 E. Main St., 2nd Floor 
 Columbus, Ohio 43215-5222 
 
All submissions must be received by the above date and time.  Receipts will be issued upon 

delivery.   
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Application Content  

The items which must be submitted in the application are as follows: 

1. A transmittal letter with the following elements: 

(a) Contact information including:  

• Applicant name as it appears on the current ODI certificate of authority (COA) or 

the COA application filed with ODI, trade name (if different), and mailing 

address;  

• Applicant CEO or executive director name, title, address, telephone number, fax, 

and e-mail address; and 

• Applicant contact person name, title, address, telephone number, fax, and email 

address;  

(b) A statement specifying the region(s) the Applicant is proposing to serve and a 

quarterly estimation of enrollment for the first 12 months of enrollment; 

(c) Organizational and functional charts as specified below: 

• The Applicant organizational chart as the organization is licensed (or as the 

organization has filed for licensure) and organized under state law as a risk-

bearing entity; 

• If the Applicant is a line of business of a corporation, describe and chart the 

relationship and show the line of business in relation to the corporation; 

• Show the relationship of the entity that will hold the Ohio Medicaid Provider 

Agreement to any parent or subsidiary organization(s); and  

• Contractual Relationships: If applicable, indicate the current contractual 

relationships between the entity that will hold the Ohio Medicaid Provider 

Agreement and any administrative, management, and/or marketing service 

entities; 

(d) The Applicant’s tax status (for profit or not-for-profit);  

(e) Written confirmation that the Applicant will comply with reporting and data 

submission requirements; 

(f) A statement of affirmative action that the Applicant does not discriminate in 

employment practices with regard to race, color, religion, sex, sexual orientation, age, 
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disability, national origin, veteran's status, ancestry, health status, or need for health 

services; 

(g) A statement that the Applicant will not use, or propose to use, any offshore 

programming or call center services in fulfilling the program requirements; 

(h) A statement that the Applicant will accommodate site visits to its administrative 

offices; 

(i) A statement that the Applicant understands that the state of Ohio and ODJFS have no 

liability or responsibility for any costs incurred by Applicants in preparing a response 

to this RFA and that all such costs are the responsibility of the Applicants;  

(j) A statement certifying that all information and statements made in the application are 

true, complete, and current to the best of the Applicant’s knowledge and belief and 

are made in good faith; and  

(k) A signature by an authorized representative of the Applicant; and 

(l) All application forms found in Appendix C of this RFA completed according to the 

instructions in each form. 

 

ODJFS reserves the right to contact Applicants subsequent to application submission for 

clarification.  

 

IV.B.  Selection, Readiness Review, and Implementation 
Selection 

 

The evaluation of the applications will be conducted in the following three phases: 

1) Administrative Review 

The applications will be reviewed for the following administrative requirements: 

 

a) The application contains all the components required in Section IV.A. of the RFA and the 

submitted components are complete; and   

 

b) All documents requiring a signature have been signed and submitted. 
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ODJFS will not consider any additional materials submitted by the applicant in the 

evaluation and selection process if these materials were not required to be submitted 

pursuant to the instructions provided in the RFA.   

 

2) Mandatory Application Requirements Review 

Appendix C, Form C-1 will be reviewed to ensure that all mandatory application requirements 

have been met.    

 

3) Evaluation 

Only applications that pass the Mandatory Application Requirements Review will be evaluated.  

The evaluation will result in a separate score calculated for each region.  If an Applicant is 

applying for more than one region, points received on Forms C-1 - C-6 will apply to each region.  

Only provider panel submissions specified in Appendix C-7 will receive a separate score for 

each region.   

 

Applications that pass the Mandatory Application Requirements Review can receive a maximum 

of 1,000 points for each region.  The following listing provides the maximum points available for 

each component (C-2 through C-7 in Appendix C) in the application. 

   

Appendix C Application Form   Maximum 
Points 

C-1.  Mandatory Application Requirements Review Pass/Fail 

C-2.  Experience & Compliance History    200 

C-3.  Delegation  100 

C-4.  Performance Improvement and Clinical Management  250 

C-5.  Information Systems  100 

C-6.  HIPAA  50 

C-7.  Provider Panel (region-specific) 300 

TOTAL                                                                                                    1,000 
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On a regional basis, an Applicant must pass the Mandatory Application Requirements 

Review and score a minimum of 750 points in order to be considered for selection.  If an 

Applicant does not pass the Mandatory Application Requirements Review and score a minimum 

of 750 points for a region, then the Applicant will not be selected for that region.    For each 

region, the applications that pass the Mandatory Application Requirements Review and score at 

least 750 points in the evaluation will be ranked according to the number of points received.  The 

three Applicants with the highest ranking in each region will be selected to enter into the 

readiness review process.  If a selected Applicant exits from readiness review, ODJFS reserves 

the right to select the next highest scoring Applicant that met the minimum score and was not 

initially selected. 

 

If the top three Applicants in a region cannot be determined as a result of a tie, then ODJFS will 

use the scores on individual components of the application to break the tie.  ODJFS will compare 

the scores on individual application components in the following order:  

1)  C-7.  Provider Panel (region specific) 

2)  C-4.  Performance Improvement and Clinical Management 

3)  C-2 . Experience & Compliance History 

4)  C-3.  Administration 

5)  C-5.  Information Systems 

Of the tied Applicants, the Applicant with the highest score on C-7, Provider Panel, for the 

region under consideration will be selected to enter into the readiness review process. If a tie 

remains after comparing the scores on an individual application component, then the scores from 

the next application component on the list above will be compared to make a selection from the 

remaining Applicants.  If a tie remains after comparing the scores on all application components 

listed above, then the tie will be broken by a random selection method.  The Applicant(s) that are 

not selected to enter into readiness review for a region through this selection process as described 

above will not enter into the readiness review process through this procurement process.   

Readiness Review 

ODJFS will review submitted applications and select Applicants to enter readiness reviews on or 

around September 29, 2006.  A comprehensive readiness assessment of selected Applicants will 
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be conducted prior to the offering of a provider agreement to ensure the Applicant is capable and 

prepared to meet all program requirements.  The first step of the readiness review will be a 

meeting between the Applicant and ODJFS to determine a potential time line and identify all 

necessary submissions to document readiness.  Depending on the number of qualified 

Applicants and the respective readiness of each, ODJFS will determine the order in which 

potential MCPs enter the readiness review process.   

Prior to implementation and the MCP’s initial receipt of membership, ODJFS or its designee 

may conduct a site visit to confirm all necessary components are in place.  ODJFS may require 

MCP staff to travel to ODJFS during the readiness review to verify readiness.  If a selected 

MCP is not successful in completing the readiness review by December 31, 2006, ODJFS 

reserves the right to terminate readiness review for that MCP and start a new procurement 

process for the affected region(s). 

Implementation 

ODJFS will enter into provider agreements and start the enrollment process on a regional basis 

no earlier than December 1, 2006 as ODJFS does not have the capacity to start all regions at the 

same time.  ODJFS retains the right to phase-in regions based on ODJFS, MCP, or 

community readiness. 

 

IV. C.  General Information 

1. The state of Ohio and ODJFS have no liability or responsibility for any costs incurred 

by Applicants in preparing a response to this RFA. All such costs are the responsibility of 

the Applicants.  

2. Subject to the requirements of state and federal law, information provided in the 

applications will be held in confidence and not be revealed or discussed prior to 

acceptance for a provider agreement.  All submissions become the property of ODJFS 

and may be returned only at the discretion of ODJFS.  After the selection process is 

completed, the applications will be available through ODJFS as public information.  
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3. News releases regarding this RFA shall not be made without prior approval by ODJFS 

and then only in conjunction with the issuing office. 

4. If an Applicant is selected by ODJFS to receive a regional provider agreement they 

must consider all ODJFS program requirements to be nonnegotiable.  Failure to agree to 

meet these requirements will render the ODJFS selection of the Applicant null and void.  

All MCPs will have opportunities to provide input on the ODJFS program requirements 

after receiving their regional provider agreement.     





ABD Managed Care Population  SFY 2005
Asthma Patients

Appendix A
Attachment 1

Asthma Patients
POPULATION

Region
Total 

Eligibles

Eligibles 
with 

Asthma

% of Total 
Eligibles 

with 
Asthma

Asthma 
Eligible 
Months Discharges

Discharges 
per 1,000 
Eligible 
Months

Asthma 
Related 

Discharges

Asthma 
Related 

Discharges 
per 1,000 
Eligible 
Months ED Visits

ED Visits 
per 1,000 
Eligible 
Months

Asthma 
Related ED 

Visits

Asthma 
Related ED 
Visits per 

1,000 
Eligible 
Months

Prescription 
Drug Claims

Prescriptions 
per Eligible 

Month

Prescriptions 
per 1,000 
Eligible 
Months

Central 29,944 5,538 18.5% 61,850 3,005 48.6 156 2.5 12,798 206.9 510 8.2 685,820 11.1 11,088
EC 16,685 2,400 14.4% 26,509 1,434 54.1 139 5.2 6,134 231.4 402 15.2 237,544 9.0 8,961
NE 31,150 3,968 12.7% 44,416 3,359 75.6 438 9.9 9,290 209.2 1,029 23.2 351,736 7.9 7,919
NEC 9,219 1,381 15.0% 15,384 770 50.1 80 5.2 2,618 170.2 161 10.5 129,250 8.4 8,402
NW 14,925 2,201 14.7% 24,546 1,398 57.0 95 3.9 6,095 248.3 369 15.0 204,180 8.3 8,318
SE 16,094 2,948 18.3% 32,965 1,717 52.1 98 3.0 6,712 203.6 229 6.9 320,027 9.7 9,708
SW 19,490 3,064 15.7% 34,217 1,931 56.4 139 4.1 6,745 197.1 395 11.5 308,537 9.0 9,017
WC 13,346 2,040 15.3% 22,473 1,187 52.8 70 3.1 4,046 180.0 242 10.8 215,462 9.6 9,588
 Total 150,853 23,540 15.6% 262,360 14,801 56.4 1,215 4.6 54,438 207.5 3,337 12.7 2,452,556 9.3 9,348

Asthma Multiple Conditions1

Eligibles with persistent asthma Eligibles with:
Source : HEDIS 2006, Use of Appropriate Medications for People with Asthma

Total
Number of Eligibles 4,061 8,244 6,144 5,091 23,540
% of Total 17.3% 35.0% 26.1% 21.6% 100.0%
1 Excluding MRDD

INPATIENT DISCHARGES ED Visits Pharmacy 

Asthma and 
1 other 

condition

Asthma and 
2 other 

conditions

Asthma and 
3 or more 

other 
conditions

Eligibles 
with 

Asthma 
Only



ABD Managed Care Population  SFY 2005
Coronary Artery  Disease (CAD) Patients

Appendix A
Attachment 2

CAD Patients
POPULATION ED Visits

Region
Total 

Eligibles
Eligibles 
with CAD

% of Total 
Eligibles 
with CAD

CAD 
Eligible 
Months Discharges

Discharges 
per 1,000 
Eligible 
Months

CAD 
Related 

Discharges

CAD 
Related 

Discharges 
per 1,000 
Eligible 
Months ED Visits

ED Visits 
per 1,000 
Eligible 
Months

CAD 
Related 

ED Visits

CAD 
Related ED 
Visits per 

1,000 
Eligible 
Months

Prescription 
Drug Claims

Prescriptions 
per Eligible 

Month

Prescriptions 
per 1,000 
Eligible 
Months

Central 29,944 4,052 13.5% 40,630 3,819 94.0 675 16.6 9,906 243.8 486 12.0 390,618 9.6 9,614
EC 16,685 1,994 12.0% 20,045 1,731 86.4 246 12.3 5,000 249.4 171 8.5 171,031 8.5 8,532
NE 31,150 4,449 14.3% 44,575 5,407 121.3 571 12.8 9,735 218.4 360 8.1 313,398 7.0 7,031
NEC 9,219 1,083 11.7% 11,099 943 85.0 123 11.1 2,054 185.1 84 7.6 86,132 7.8 7,760
NW 14,925 2,042 13.7% 20,053 2,017 100.6 322 16.1 5,734 285.9 256 12.8 162,717 8.1 8,114
SE 16,094 2,513 15.6% 26,116 2,180 83.5 497 19.0 5,296 202.8 319 12.2 244,154 9.3 9,349
SW 19,490 2,094 10.7% 20,809 2,115 101.6 377 18.1 4,932 237.0 260 12.5 176,576 8.5 8,486
WC 13,346 1,689 12.7% 16,930 1,612 95.2 215 12.7 3,935 232.4 171 10.1 144,964 8.6 8,563
 Total 150,853 19,916 13.2% 200,257 19,824 99.0 3,026 15.1 46,592 232.7 2,107 10.5 1,689,590 8.4 8,437

Coronary Artery Disease Multiple Conditions1

ICD-9 Principal Diagnosis Code Eligibles with:
410.xx Acute Myocardial Infarction

411.xx Other acute/subacute forms of ischemic heart disease

412.xx Old myocardial infarction Total
413.xx Angina pectoris Number of Eligibles 3,886 5,777 4,986 5,267 19,916
414.0x Coronary atherosclerosis % of Total 19.5% 29.0% 25.0% 26.4% 100.0%

414.8 Other specified forms of ischemic heart disease 1 Excluding MRDD
414.9 Chronic ischemic heart disease, unspecified
429.2 Cardiovascular disease, unspecified
996.03 Mechanical complication of cardiac device/coronary bypass graft
V45.81 Aortocoronary bypass status
Source : ICD-9-CM, 2006

INPATIENT DISCHARGES Pharmacy 

Eligibles 
with CAD 

Only

CAD and 1 
other 

condition

CAD and 3 or 
more other 
conditions

CAD and 2 
other 

conditions



ABD Managed Care Population  SFY 2005
Congestive Heart Failure (CHF) Patients

Appendix A
Attachment 3

CHF Patients
POPULATION

Region
Total 

Eligibles
Eligibles 
with CHF

% of Total 
Eligibles 
with CHF

CHF 
Eligible 
Months Discharges

Discharges 
per 1,000 
Eligible 
Months

CHF 
Related 

Discharges

CHF 
Related 

Discharges 
per 1,000 
Eligible 
Months

ED 
Visits

ED Visits 
per 1,000 
Eligible 
Months

CHF 
Related ED 

Visits

CHF 
Related ED 
Visits per 

1,000 
Eligible 
Months

Prescription 
Drug Claims

Prescriptions 
per Eligible 

Month

Prescriptions 
per 1,000 
Eligible 
Months

Central 29,944 1,918 6.4% 17,577 2,479 141.0 73 4.2 4,805 273.4 381 21.7 175,225 10.0 9,969
EC 16,685 1,069 6.4% 9,711 1,277 131.5 46 4.7 2,530 260.5 194 20.0 94,407 9.7 9,722
NE 31,150 2,493 8.0% 23,488 3,875 165.0 128 5.4 5,665 241.2 439 18.7 181,028 7.7 7,707
NEC 9,219 635 6.9% 6,115 819 133.9 24 3.9 1,388 227.0 111 18.2 49,819 8.1 8,147
NW 14,925 1,109 7.4% 9,999 1,404 140.4 53 5.3 2,971 297.1 188 18.8 88,138 8.8 8,815
SE 16,094 953 5.9% 9,347 1,341 143.5 47 5.0 2,538 271.5 121 12.9 97,496 10.4 10,431
SW 19,490 1,284 6.6% 11,882 1,766 148.6 79 6.6 3,091 260.1 268 22.6 106,542 9.0 8,967
WC 13,346 903 6.8% 8,345 1,067 127.9 27 3.2 2,243 268.8 164 19.7 80,929 9.7 9,698
 Total 150,853 10,364 6.9% 96,464 14,028 145.4 477 4.9 25,231 261.6 1,866 19.3 873,584 9.1 9,056

Congestive Heart Failure Multiple Conditions1

ICD-9 Principal Diagnosis Code Eligibles with:
428.xx Heart failure

398.91 Rheumatic heart failure (congestive)

Source: ICD-9-CM, 2006 Total
Number of Eligibles 1,235 2,403 2,779 3,947 10,364
% of Total 11.9% 23.2% 26.8% 38.1% 100.0%
1 Excluding MRDD

INPATIENT DISCHARGES ED Visits Pharmacy 

CHF and 1 
other 

condition

CHF and 2 
other 

conditions

CHF and 3 
or more 

other 
conditions

Eligibles 
with CHF 

Only



ABD Managed Care Population  SFY 2005
Chronic Obstructive Pulmonary Disease (COPD) Patients

Appendix A
Attachment 4

COPD Patients
POPULATION

Region
Total 

Eligibles
Eligibles 

with COPD

% of Total 
Eligibles 

with COPD

COPD 
Eligible 
Months Discharges

Discharges 
per 1,000 
Eligible 
Months

COPD 
Related 

Discharges

COPD 
Related 

Discharges 
per 1,000 
Eligible 
Months

ED 
Visits

ED Visits 
per 1,000 
Eligible 
Months

COPD 
Related ED 

Visits

COPD 
Related ED 
Visits per 

1,000 
Eligible 
Months

Prescription 
Drug Claims

Prescriptions 
per Eligible 

Month

Prescriptions 
per 1,000 
Eligible 
Months

Central 29,944 5,849 19.5% 61,079 3,684 60.3 457 7.5 13,076 214.1 919 15.0 616,544 10.1 10,094
EC 16,685 2,518 15.1% 25,697 1,903 74.1 190 7.4 6,126 238.4 395 15.4 212,261 8.3 8,260
NE 31,150 4,080 13.1% 41,485 4,368 105.3 429 10.3 9,116 219.7 576 13.9 302,736 7.3 7,297
NEC 9,219 1,454 15.8% 15,004 1,090 72.6 105 7.0 2,781 185.4 144 9.6 111,331 7.4 7,420
NW 14,925 2,261 15.1% 22,794 1,959 85.9 226 9.9 6,023 264.2 440 19.3 176,039 7.7 7,723
SE 16,094 3,355 20.8% 35,287 2,424 68.7 297 8.4 7,048 199.7 440 12.5 308,947 8.8 8,755
SW 19,490 2,944 15.1% 30,016 2,258 75.2 224 7.5 6,537 217.8 460 15.3 249,434 8.3 8,310
WC 13,346 2,028 15.2% 20,608 1,593 77.3 146 7.1 4,385 212.8 284 13.8 178,444 8.7 8,659
 Total 150,853 24,489 16.2% 251,970 19,279 76.5 2,074 8.2 55,092 218.6 3,658 14.5 2,155,736 8.6 8,556

Chronic Obstructive Pulmonary Disease Multiple Conditions1

ICD-9 Principal Diagnosis Code Eligibles with:
491.xx Chronic bronchitis
492.xx Emphysema

496.xx Chronic airway obstruction, not elsewhere classified Total
Source: ICD-9-CM, 2006 Number of Eligibles 4,151 8,128 6,513 5,697 24,489

% of Total 17.0% 33.2% 26.6% 23.3% 100.0%
1 Excluding MRDD

INPATIENT DISCHARGES ED Visits Pharmacy 

COPD and 1 
other 

condition

COPD and 2 
other 

conditions

COPD and 3 
or more other 

conditions

Eligibles 
with COPD 

Only



ABD Managed Care Population
Diabetes Patients

Appendix A
Attachment 5

Diabetes Patients
POPULATION

Region
Total 

Eligibles

Eligibles 
with 

Diabetes

% of Total 
Eligibles 

with 
Diabetes

Diabetes 
Eligible 
Months Discharges

Discharges 
per 1,000 
Eligible 
Months

Diabetes 
Related 

Discharges

Diabetes 
Related 

Discharges 
per 1,000 
Eligible 
Months ED Visits

ED Visits 
per 1,000 
Eligible 
Months

Diabetes 
Related ED 

Visits

Diabetes 
Related ED 
Visits per 

1,000 
Eligible 
Months

Prescription 
Drug Claims

Prescriptions 
per Eligible 

Month

Prescriptions 
per 1,000 
Eligible 
Months

Central 29,944 5,210 17.4% 54,328 3,309 60.9 349 6.4 11,158 205.4 643 11.8 547,964 10.1 10,086
EC 16,685 2,655 15.9% 27,587 1,789 64.8 180 6.5 6,098 221.0 363 13.2 249,297 9.0 9,037
NE 31,150 5,303 17.0% 55,911 4,464 79.8 474 8.5 10,400 186.0 668 11.9 413,341 7.4 7,393
NEC 9,219 1,573 17.1% 16,510 1,130 68.4 129 7.8 2,942 178.2 189 11.4 135,187 8.2 8,188
NW 14,925 2,517 16.9% 26,106 1,919 73.5 165 6.3 6,729 257.8 334 12.8 216,058 8.3 8,276
SE 16,094 2,720 16.9% 29,214 1,851 63.4 187 6.4 5,861 200.6 290 9.9 282,985 9.7 9,687
SW 19,490 3,366 17.3% 34,879 2,465 70.7 231 6.6 7,246 207.7 398 11.4 302,907 8.7 8,685
WC 13,346 2,390 17.9% 24,902 1,620 65.1 198 8.0 4,772 191.6 310 12.4 226,663 9.1 9,102
 Total 150,853 25,734 17.1% 269,437 18,547 68.8 1,913 7.1 55,206 204.9 3,195 11.9 2,374,402 8.8 8,812

Diabetes Multiple Conditions1

Eligibles with diabetes Eligibles with:
Source : HEDIS 2006, Comprehensive Diabetes Care

Total
Number of Eligibles 7,249 7,976 5,445 5,064 25,734
% of Total 28.2% 31.0% 21.2% 19.7% 100.0%
1 Excluding MRDD

INPATIENT DISCHARGES ED Visits Pharmacy 

Eligibles 
with 

Diabetes 
Only

Diabetes 
and 1 other 
condition

Diabetes 
and 2 other 
conditions

Diabetes and 
3 or more 

other 
conditions
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6. Member Data Maintenance System 

APPLICANT 
RESPONSE 

YES 
[Applicant is 
the Primary 
Contractor] NO 

Capability will be 
available on the date 
indicated on Page 7 

Item #2 

Item 

ODJFS MCP CFC 
Provider Agreement 

Reference Only QUESTION State ID LOB  ID  YES NO 

  Does the Applicant’s  member data maintenance system meet 
the following data receipt, submission and reconciliation 
requirements? 

     

1 Appendix C, (25) 
(b) 

 Ability to accept premium payment and enrollment 
maintenance transactions in HIPAA 820 and 834 formats? 

     

2 Appendix C, (25) 
(b) 

 Ability to electronically accept and maintain membership 
monthly as specified by your business partner? 

     

3 Appendix C, (25) 
(b) 

 Ability to accept and reconcile monthly premium and 
membership data with the monthly remittance advice? 

     

4 Appendix C, 
(25)(c) 

 Ability to accept daily or weekly updates of enrollment and 
disenrollment transactions in addition to the monthly 
eligibility file load? 

     

5 Appendix C, 
(25)(g) 

 Ability to accept and maintain pending (i.e., an eligible 
individual subsequent to plan selection but prior to their 
membership effective date) member-provided information, 
such as the primary care physician (PCP) choice, 
hospitalization reporting, etc.? 
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APPLICANT 
RESPONSE 

YES 
[Applicant is 
the Primary 
Contractor] NO 

Capability will be 
available on the date 
indicated on Page 7 

Item #2 

Item 

ODJFS MCP CFC 
Provider Agreement 

Reference Only QUESTION State ID LOB  ID  YES NO 

6 Appendix C, 
(25)(d) 

 Ability to identify new members hospitalized prior to 
and remaining hospitalized on the effective date of 
MCP membership? 

     

7   Does the Applicant’s  member data maintenance 
system perform duplicate checking and assign unique 
ID numbers for each member and dependent? 

     

8   Does the Applicant’s member data maintenance system 
maintain multiple occurrences of other (i.e., non-
Medicaid including private pay) insurance information? 

     

9 
 

 Does the Applicant’s member data maintenance system 
process terminations and retroactive terminations 
accurately? 

     

10 Appendix C, (18) 
(b) 

 Does the Applicant’s member maintenance system 
maintain members’ primary language information (PLI) 
as specified by the business partner? 
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Member Data Maintenance System References 
 
For each account (state and line of business – LOB) listed for the Applicant’s responses to questions regarding the 
Member Data Maintenance System, please identify a reference contact, including name, title, organization, phone 
number, email address, and mailing address. 
 
 
 
Reference Reference  

State/LOB Code:  State/LOB Code:  
Health Plan Name 
[i.e. Name of the 
Applicant as it 
appears on the 
contract with the 
Business Partner] 

 Health Plan Name 
[i.e. Name of the 
Applicant as it 
appears on the 
contract with the 
Business Partner] 

 

Business Partner  Business Partner  

Name:  Name:  

Title:  Title:  

Organization:  Organization:  

Phone Number:  Phone Number:  

Email Address:  Email Address:  

Mailing Address:  Mailing Address:  
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7. Provider Data Maintenance/PCP Assignment Systems 

APPLICANT 
RESPONSE 

YES 
[Applicant is 
the Primary 
Contractor] NO 

Capability will be 
available on the date 
indicated on Page 7 

Item #2 

Item 

ODJFS MCP CFC 
Provider Agreement 

Reference Only QUESTION State ID LOB  ID  YES NO 

1  Does the Applicant’s provider data maintenance system include 
the ability to receive, and reconcile, from business partners a 
monthly master provider file containing Medicaid provider 
numbers, provider name and provider status? 

     

2 Appendix H, (3) Does the Applicant’s provider data maintenance system have 
the ability to capture PCP (primary care provider) capacity? 

     

3  Does the Applicant’s provider data maintenance system provide 
automated maintenance of provider affiliations and locations, 
tracking provider’s affiliations with multiple groups, multiple 
owners, multiple offices, and hospital affiliations? 

     

4  Does the Applicant’s provider data maintenance system 
maintain provider status, credentialing, licensing and contract 
status (including associated effective date and end date)?   

     

5 Appendix H, (5) Does Applicant’s provider data maintenance system have the 
ability to produce annual provider directories in the format 
specified by business partners?   

     

6  Does Applicant’s provider data maintenance system provide the 
automated ability to process changes in provider ownership and 
all activity performed by prior ownership without re-entry of 
data? 
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APPLICANT 
RESPONSE 

YES 
[Applicant is 
the Primary 
Contractor] NO 

Capability will be 
available on the date 
indicated on Page 7 

Item #2 

Item 

ODJFS MCP CFC 
Provider Agreement 

Reference Only QUESTION State ID LOB  ID  YES NO 

7 Appendix H, (5) Does Applicant’s provider maintenance system provide internet 
access to provider directory information? 

     

8  Does Applicant’s provider data maintenance system support 
Primary Care Physician (PCP) assignment, identify the 
patient’s elected PCP, and track member-designated PCP data? 

     

9  Does Applicant’s provider data maintenance system include the 
ability to capture information specific to provider’s practice, 
including office hours, languages spoken, specialties and access 
for disabled patients? 

     

10 Appendix L (4) Ability to submit and reconcile a monthly Primary Care 
Physician (PCP) data file to the business partner’s data system, 
including the ability to submit corrections and resubmit rejected 
PCP data? 
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Provider Data Maintenance/PCP Assignment System References 
 
For each account (state and line of business – LOB) listed for the Applicant’s responses to questions regarding the 
Provider Data Maintenance system, please identify a reference contact, including name, title, organization, phone 
number, email address, and mailing address. 
 
 
 
Reference Reference  

State/LOB Code:  State/LOB Code:  
Health Plan Name 
[i.e. Name of the 
Applicant as it 
appears on the 
contract with the 
Business Partner] 

 Health Plan Name 
[i.e. Name of the 
Applicant as it 
appears on the 
contract with the 
Business Partner] 

 

Business Partner  Business Partner  

Name:  Name:  

Title:  Title:  

Organization:  Organization:  

Phone Number:  Phone Number:  

Email Address:  Email Address:  

Mailing Address:  Mailing Address:  
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8.  Data Warehouse/Decision Support/Reporting Systems 

APPLICANT 
RESPONSE 

YES 
[Applicant is 
the Primary 
Contractor] NO 

Capability will be 
available on the date 
indicated on Page 7 

Item #2 

Item 

ODJFS MCP CFC 
Provider Agreement 

Reference Only QUESTION State ID LOB  ID  YES NO 

1  Does the Applicant have a data warehouse with all of the  
following capabilities? 

     

   Ability to define new data fields to the data warehouse  
 

 Access to new data fields populated with historical data 
where available 

 Ability to query a claim line item with the associated, 
applicable prior authorization 

 

     

2  Does the Applicant’s automated reporting system have the 
ability to report HEDIS measures according to the current and 
future HEDIS administrative reporting guidelines? 

 

     

3  Does the Applicant produce automated reports to track specific 
performance standards for individual processors for their 
timeliness and accuracy [e.g., claims and payment processing]? 
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APPLICANT 
RESPONSE 

YES 
[Applicant is 
the Primary 
Contractor] NO 

Capability will be 
available on the date 
indicated on Page 7 

Item #2 

Item 

ODJFS MCP CFC 
Provider Agreement 

Reference Only QUESTION State ID LOB  ID  YES NO 

4  Does the Applicant  have a  Decision Support System that 
supports  all of  the following capabilities?  

 

     

   Ability to produce the following reports, as defined by 
business partner: 

− rates of care/access to care  

− quality & performance measurement  

− outcomes measurement  

 Support for current industry grouping standards (ETG, 
ERG, DRG, RVU). 

     

5  Does the Applicant’s  information system have the ability to 
maintain and track case management data, and the ability to 
reconcile this data with the business partner’s case management 
system? 
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Data Warehouse/Decision Support/Reporting System References 
 
For each account (state and line of business – LOB) listed for the Applicant’s responses to questions regarding the 
Data Warehouse/Decision Support/Reporting Systems, please identify a reference contact, including name, title, 
organization, phone number, email address, and mailing address. 
 
 
Reference Reference  

State/LOB Code:  State/LOB Code:  
Health Plan Name 
[i.e. Name of the 
Applicant as it 
appears on the 
contract with the 
Business Partner] 

 Health Plan Name 
[i.e. Name of the 
Applicant as it 
appears on the 
contract with the 
Business Partner] 

 

Business Partner  Business Partner  

Name:  Name:  

Title:  Title:  

Organization:  Organization:  

Phone Number:  Phone Number:  

Email Address:  Email Address:  

Mailing Address:  Mailing Address:  
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APPENDIX C-6 
 

HIPAA EXPERIENCE AND COMPLIANCE 
 
ODJFS is seeking Applicants with: extensive experience in providing all Medicaid-
covered services and case managing Aged, Blind, or Disabled (ABD) consumers; 
flexibility to meet Ohio-specific program requirements; sufficient administrative and 
information systems capacity to successfully manage a high volume of members 
enrolled in an expedited timeframe; and demonstrated high levels of clinical 
performance. 

HIPAA Transaction History 
ODJFS has been providing membership data via HIPAA-compliant 834 C (change) and 
F(full roster) transactions and premium payment data via HIPAA-compliant 820 transactions 
to managed care plans (MCPs) since September 2003.   
 
ODJFS currently utilizes an independent electronic data interchange (EDI) contractor to 
translate and provide to participating MCPs on a monthly basis,  managed care membership 
and premium payment data in HIPAA compliant transactions. ODJFS intends to bring all 
HIPAA transaction activities in-house, and to that end recently released a Request for 
Proposals (RFP) for an EDI contractor to purchase and install ODJFS’ own translator. 
 
ODJFS will continue to provide HIPAA 834 monthly member rosters to MCPs no later than 
the fifth working day from the end of a month.  ODJFS will continue to provide HIPAA 820 
premium remittance advices according to a calendar of issuance dates provided annually to 
all contracting MCPs. ODJFS intends that, beginning in January 2007, MCPs will submit 
encounter data via HIPAA 837.  MCPs must agree to meet ODJFS’ requirements governing 
the terminology and procedures utilized in the receipt, maintenance and reconciliation of 
Ohio membership and premium documentation.  This may require adjustments/enhancements 
to the MCPs’ systems and internal procedures to accommodate Ohio’s program. Ohio 
companion guides for all HIPAA Companion Guides, including 834 and 820, can be found at 
the following site: 
 
 http://hipaa.oh.gov/odjfs/companionguides.htm.    
 
HIPAA Privacy and Security 
If an Applicant is selected by ODJFS to receive a regional provider agreement they must 
consider all ODJFS program and federal requirements governing HIPAA to be 
nonnegotiable. Selected Applicants will be bound by their Ohio Trading Partner Agreements.  
Failure to complete and comply with these requirements will render the ODJFS selection of 
the Applicant null and void. Information regarding Ohio HIPAA regulations regarding 
trading partner agreements, privacy and security can be found at the following sites: 
 
 http://hipaa.oh.gov/odjfs/infoguide/index.htm.  
 
 http://hipaa.ohio.gov/privacyrule/index.htm. 
 
 http://www.hipaa.ohio.gov/security.htm.  
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ODJFS is seeking applicants with HIPAA transaction (especially 834 and 820) experience. In 
order to assess the applicant’s experience with HIPAA transactions, please complete the 
following Appendix C-6 HIPAA History.  
 
INSTRUCTIONS 
 
Applicant’s HIPAA Experience 
(TO BE COMPLETED BY THE APPLICANT) 

• Applicant Name-The name of the health plan as it appears on the license issued, or the 
licensure application currently under review, by the Ohio Department of Insurance 

• Individual Completing The Form-Name of the individual and his/her relationship/ position 
with the Applicant. 

• State Name- The name of the State (please include Ohio experience) in which the applicant 
has experience with each HIPAA transaction. The State may be entered more than once if the 
applicant has experience with more than one HIPAA transaction in that State. 

• Health Plan Name-The name of the health plan as it appears on the contract with the state 
agency.  If this is a different name than that being used by the Applicant for this Ohio RFA 
process, the Applicant must explain the corporate relationship between these two entities in 
the space provided under Section 1 Additional Explanation. 

• HIPAA transaction-Enter the Numeric identifier for each transaction, one per line, such as 
834, 820, 837, etc. 

• Contract Year-Enter the dates (month and year using the following format- (MM/YY-
MM/YY)of each contract’s duration under the corresponding CYR as determined by the 
contract end date (e.g., a contract spanned 01/03-01/04 would fall under CYR2004). If the 
applicant’s current contract in any State is still in effect at the time of submission, please 
enter the date as MM/YY-Present. 

• Box within Contract Year- Check the box for each state CY for which Applicant utilized an 
independent electronic data interchange (EDI) contractor for HIPAA transaction translation. 

• Line one of the form is provided as an example. 
 
Applicant’s HIPAA Experience 
 
Applicant Name:     
Individual Completing the Form:  
 
STATE 
NAME 

HEALTH 
PLAN 
NAME 

HIPAA 
TRANS- 
ACTION 

        

CY 2004 
 

CY 2005 
 

CY 2006 
 

Ohio Freedom HMO 834 01/04-12/04  01/05-12/05  01/06-Present  
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Section 1- Additional Explanation 
______________________________________________________________________________
______________________________________________________________________________  

      ______________________________________________________________________________ 
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APPENDIX C-7  

REGIONAL PROVIDER PANEL SPECIFICATIONS 

 
1.  GENERAL PROVISIONS 
 
In addition to achieving and maintaining compliance with the provider panel requirements 
specified by the Ohio Department of Job and Family Services (ODJFS), a contracting 
managed care plan (MCP) must ensure access to appropriate provider types on an as needed 
basis.  For example, if an MCP meets the general surgeon requirement but a member is unable 
to obtain a timely appointment from a general surgeon on the MCP’s provider panel in that 
region, the MCP will be required to secure an appointment from a panel general surgeon or 
arrange for an out-of-panel referral to a general surgeon.  MCPs are required to make 
transportation available to any member that must travel 30 miles or more from their home to 
receive a medically-necessary Medicaid-covered service.  
 
In developing the provider panel requirements for the Request for Applications (RFA) for the 
statewide expansion of the Medicaid managed care program for a portion of the Aged, Blind 
or Disabled (ABD) population, ODJFS considered, on a county-by-county basis, the 
population size and utilization patterns of the ABD consumers, as well as the potential 
availability of the designated provider types.  ODJFS has tried to integrate the existing 
utilization patterns into the provider network requirements to avoid disruption of care.  Most 
provider panel requirements, therefore, are county-specific but a certain number of the 
required providers can be located anywhere in the region.    
 
Although ODJFS does offer some latitude in where the required provider panel members may 
be located, Applicants are strongly urged to consider the importance of geographic 
accessibility and existing utilization patterns in developing their entire provider panel.  
Available and accessible providers have been found to be the essential element in 
attracting and retaining members. 
 
2. PROVIDER SUBCONTRACTING 
 
Unless otherwise specified in the RFA or Ohio Administrative Code (OAC) rule 5101:3-26-
05, all MCPs are required to enter into fully-executed subcontracts with their providers.  
These subcontracts must include a baseline contractual agreement, as well as the appropriate 
ODJFS-approved Model Medicaid Addendum.  The Model Medicaid Addendum incorporates 
all applicable OAC rule requirements specific to provider subcontracting and therefore cannot 
be modified except to add identifying information such as the MCP’s name.   
 
ODJFS must prior approve all MCP providers in any of the ODJFS-required provider type 
categories before they can begin to provide services to that MCP’s members.  MCPs may not 
employ or contract with providers excluded from participation in Federal health care 
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programs under either section 1128 or section 1128A of the Social Security Act.  As part of 
the prior approval process, MCPs must submit documentation verifying that all necessary 
contract documents have been appropriately completed.  ODJFS verifies the approvability of 
the submission and processes this information using the ODJFS Provider Verification System 
(PVS).  The PVS is a database system that processes and maintains information on the status 
of all submitted providers.   
 
Since the ODJFS Model Medicaid Addendum was designed to enable Applicants to 
contract with providers for both the CFC and ABD Medicaid managed care programs, 
Applicants are not required to resubmit hard copy documentation for providers that 
have previously been approved by ODJFS if those providers have agreed to serve both 
ABD and CFC consumers.  However, Applicant’s will not receive credit for hospital 
contracts unless ODJFS has received and approved a Medicaid Addendum that specifies 
that the hospital has agreed to serve ABD consumers. 
 
Only those providers who meet the applicable ODJFS-specified criteria will be approved by 
ODJFS.  MCPs must credential/recredential providers in accordance with the standards 
specified by the National Committee for Quality Assurance (or receive approval from ODJFS 
to use an alternate industry standard) and must have initiated the credentialing review before 
submitting any provider to ODJFS for approval.  Regardless of whether ODJFS has approved 
a provider, the MCP must ensure that the provider has met all applicable credentialing criteria 
before the provider can render services to the MCP’s members.  If an MCP determines that an 
ODJFS-approved provider does not meet credentialing requirements they must notify ODJFS 
within one working day of this determination.   
 
MCPs must notify ODJFS of the addition and deletion of their providers as specified in OAC 
rule 5101:3-26-05, and must notify ODJFS within one working day in instances where the 
MCP has identified that they are not in compliance with the specified provider panel 
requirements.  
 
3. PROVIDER PANEL REQUIREMENTS  
 
The details of the provider panel requirements are available in the Applicants’ Library.  The 
provider network criteria that must be met by each MCP are as follows: 
 
a. Primary Care Physicians (PCPs) 
 
Primary Care Physicians (PCPs) may be individuals or group practices/clinics.  The only 
specialty types of PCPs to be submitted for ODJFS approval are family/general practice and 
internal medicine.  As part of their subcontract with an MCP, PCPs must stipulate the total 
Medicaid member capacity that they can ensure for that individual MCP.  Each PCP must 
have the capacity and agree to serve at least 50 Medicaid members at each practice site in 
order to be approved by ODJFS as a PCP, be listed as a PCP in the MCP's provider directory 
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and count toward the MCP’s required total PCP capacity calculation.  The capacity-by-site 
requirement must be met for all ODJFS-approved PCPs. 
 
ODJFS reviews the capacity totals for each PCP to determine if they appear excessive.  If an 
MCP contracts with a PCP that has previously been approved by ODJFS for the Covered and 
Families and Children (CFC) Medicaid managed care program and that PCP has agreed to see 
the MCP’s ABD members, the capacity of that PCP, to the extent that it exceeds the minimum 
aggregate CFC capacity requirements for that region/county, may be applied to the capacity 
requirements for the ABD managed care program.  ODJFS reserves the right to request 
clarification from an MCP for any PCP whose total stated capacity for all MCP networks 
added together exceeds 2000 Medicaid members (i.e., 1 FTE).  Where indicated, ODJFS may 
set a cap on the maximum amount of capacity that will be recognized for a specific PCP.  
ODJFS may allow additional member capacity for each nurse practitioner or physician’s 
assistant that is used to provide clinical support for a PCP.  
   
For PCPs contracting with more than one MCP, the MCP must ensure that the capacity figure 
stated by the PCP in their Medicaid Addendum reflects only the capacity the PCP intends to 
provide for that MCP.  ODJFS utilizes each approved PCP’s capacity figure to determine if an 
MCP meets the provider panel requirements and this stated capacity figure does not prohibit a 
PCP from actually having a caseload that exceeds the capacity figure indicated in their 
subcontract. 
 
ODJFS expects that MCPs will need to utilize specialty physicians to serve as PCPs for some 
special needs members.  Also, in some situations (e.g., continuity of care) a PCP may only 
want to serve a very small number of members for an MCP.  In these situations the MCP is 
not to submit these PCPs to ODJFS for prior approval.  These PCPs will not be included in 
the ODJFS PVS database and therefore may not appear as PCPs in the MCP’s provider 
directory.  Also, no PCP capacity will be counted for these providers.  These PCPs will, 
however, need to execute a subcontract with the MCP which includes the appropriate Model 
Medicaid Addendum. 
       
The PCP capacity requirement is based on an MCP having sufficient PCP capacity to serve 
55% of the ABD eligibles in region. At a minimum, each MCP must meet both the number of 
PCPs and capacity requirements for that county/region. All MCPs must also satisfy a PCP 
geographic accessibility standard.  ODJFS will match the PCP practice sites and the stated 
PCP capacity with the geographic location of the eligible population in that region (on a 
county-specific basis) and perform an analysis using Geographic Information Systems (GIS) 
software.  The analysis will be used to determine if at least 40% of the eligible population is 
located within 10 miles of PCP with available capacity in urban counties and 40% within 30 
miles in rural counties.  Rural areas are defined pursuant to 42 CFR 412.62(f) (1) (iii). 
 
b. Non-PCP Provider Network 
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In addition to the number of PCPs and capacity requirements, each MCP is also required to 
meet and maintain the ODJFS provider panel requirements within the following categories:  
hospitals, dentists, vision care providers, obstetricians/gynecologists (OB/GYNs), general 
surgeons, otolaryngologists, orthopedists, cardiologists, gastroenterologists, nephrologists, 
neurologists, oncologists, physiatrists, podiatrists, urologists, psychiatrists, certified nurse 
midwives (CNMs), certified nurse practitioners (CNPs), federally qualified health centers 
(FQHCs)/rural health centers (RHCs) and qualified family planning providers (QFPPs), 
[CNMs, CNPs, FQHCs/RHCs and QFPPs are federally-required provider types].   
 
All Medicaid-contracting MCPs must provide all medically-necessary Medicaid-covered 
services to their members and therefore their complete provider network will include many 
other additional specialists and provider types.  MCPs must ensure that all non-PCP network 
providers follow community standards in the scheduling of routine appointments (i.e., the 
amount of time members must wait from the time of their request to the first available time 
when the visit can occur). 

 
Although there are currently no capacity requirements for any of the non-PCP required 
provider types, MCPs are required to ensure that adequate access is available to members for 
all required provider types.  Additionally, in order to meet the ODJFS requirements for certain 
non-PCP required provider types, MCPs must ensure that these providers maintain a full-time 
practice at a site(s) located in the specified county/region (i.e., the ODJFS-specified county 
within the region or anywhere within the region if no particular county is specified).  A full-
time practice is defined as one where the provider is available to patients in the specified 
county/region for at least 25 hours a week. ODJFS will monitor access to services through a 
variety of data sources, including: consumer satisfaction surveys; member 
appeals/grievances/complaints and state hearing notifications/requests; clinical quality 
studies; encounter data volume; provider complaints, and clinical performance measures. 
 
Hospitals - MCPs must contract with the number and type of hospitals specified by ODJFS 
for each county/region.  ODJFS utilizes each hospital’s most current Annual Hospital 
Registration and Planning Report, as filed with the Ohio Department of Health, in verifying 
what types of services that hospital provides.  Although ODJFS now has the authority, under 
certain situations, to obligate a non-contracting hospital to provide non-emergency hospital 
services to an MCP’s members, MCPs must still contract with the specified number and type 
of hospitals unless ODJFS approves a provider panel exception (see Section #4 of this 
Appendix - Regional Provider Panel Submission Instructions.)     
 
If an MCP-contracted hospital elects not to provide specific Medicaid-covered hospital 
services because of an objection on moral or religious grounds, then the MCP must ensure 
that these hospital services are available to its members through another MCP-contracted 
hospital in the specified county/region. 
   
OB/GYNs - MCPs must contract with the specified number of OB/GYNs for each specified 
county/region, all of whom must maintain a full-time obstetrical practice at a site(s) located in 
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the specified county/region.  All MCP-contracting OB/GYNs must have current hospital 
delivery privileges at a hospital under contract with the MCP in the region.  
Certified Nurse Midwives (CNMs) and Certified Nurse Practitioners (CNPs) - MCPs must 
ensure access to at least one CNM and one CNP in the region, if such provider types are 
present within the region.  Access to additional CNMs and CNPs must be added on an as 
needed basis to ensure that no member is denied access to such services. For this provider 
panel requirement, the MCP may contract directly with the CNM or CNP, or with a physician 
or other provider entity that is able to obligate the participation of the CNM or CNP.  If an 
MCP does not contract with a CNM or CNP and such providers are present within the region, 
the MCP will be required to allow members to receive CNM or CNP services outside of the 
MCP’s provider network.   
 
Contracting CNMs must have hospital delivery privileges at a hospital under contract to the 
MCP in the region.  The MCP must always ensure a member’s access to CNM and CNP 
services if such providers are practicing within the region.  
 
Vision Care Providers - MCPs must contract with the specified number of 
ophthalmologists/optometrists for each specified county/region, all of whom must maintain a 
full-time practice at a site(s) located in the specified county/region.  All ODJFS-approved 
vision providers must regularly perform routine eye exams.  (MCPs will be expected to 
contract with an adequate number of ophthalmologists as part of their overall provider panel 
but only ophthalmologists who regularly perform routine eye exams can be used to meet the 
vision care provider panel requirement.)  If optical dispensing is not sufficiently available in a 
region through the MCP’s contracting ophthalmologists/optometrists, the MCP must 
separately contract with an adequate number of optical dispensers located in the region.   
 
Dentists - MCPs must contract with the specified number of dentists in order to assure 
sufficient access to adult MCP members.  
 
Federally Qualified Health Centers/Rural Health Clinics (FQHCs/RHCs) - MCPs are 
required to ensure member access to any federally qualified health center or rural health clinic 
(FQHCs/RHCs), regardless of contracting status.  (ODJFS maintains a list of FQHCs/RHCs 
on our website.) Even if no FQHC/RHC is available within the region, MCPs must have 
mechanisms in place to ensure coverage for FQHC/RHC services in the event that a member 
accesses these services outside of the region.  MCPs may require that their members request a 
referral from their PCP in order to access FQHC/RHC providers; however, such referral 
requests must be approved.  
 
In order to ensure that FQHCs/RHCs have the ability to submit a claim to ODJFS for the 
state’s supplemental payment, MCPs must offer FQHCs/RHCs reimbursement pursuant to the 
following: 
 

• MCPs must provide expedited reimbursement on a service-specific basis in an 
amount no less than the payment made to other providers for the same or 
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similar service.  
 

• If the MCP has no comparable service-specific rate structure, the MCP must 
use the regular Medicaid fee-for-service payment schedule for non-
FQHC/RHC providers. 

 
• MCPs must make all efforts to pay FQHCs/RHCs as quickly as possible and 

not just attempt to pay these claims within the prompt pay time frames.   
 

 
Qualified Family Planning Providers (QFPPs) - All MCP members must be permitted to self-
refer to family planning services provided by a QFPP.   (ODJFS maintains a list of QFPPs on 
our website.) A QFPP is defined as any public or not-for-profit health care provider that 
complies with Title X guidelines/standards, and receives either Title X funding or family 
planning funding from the Ohio Department of Health.  MCPs must reimburse all medically-
necessary Medicaid-covered family planning services provided to eligible members by a 
QFPP provider (including on-site pharmacy and diagnostic services) on a patient self-referral 
basis, irrespective of the provider’s status as a panel or non-panel provider.  MCPs will be 
required to work with QFPPs in the region to develop mutually-agreeable policies and 
procedures to preserve patient/provider confidentiality, and convey pertinent information to 
the member’s PCP and/or MCP. 
 
Behavioral Health Providers – MCPs must assure member access to all Medicaid-covered 
behavioral health services for members as specified in Appendix G.b.iii of the ODJFS-MCP 
Provider Agreement.  Although ODJFS is aware that certain outpatient substance abuse 
services may only be available through Medicaid providers certified by the Ohio Department 
of Drug and Alcohol Addiction Services in some areas, MCPs must maintain an adequate 
number of contracted mental health providers in the region to assure access for members who 
are unable to timely access services or unwilling to access services through community 
mental health centers.  MCPs are advised not to contract with community mental health 
centers as all services they provide to MCP members are to be billed to ODJFS. 
  
Other Specialty Types (general surgeons, otolaryngologists, cardiologists, gastroenterologists, 
nephrologists, neurologists, oncologists, podiatrists, physiatrists, urologists, psychiatrists, and 
orthopedists) - MCPs must contract with the specified number of all other ODJFS-designated 
specialty provider types. In order to be counted toward meeting the provider panel 
requirements, these specialty providers must maintain a full-time practice at a site(s) located 
within the specified county/region. Contracting general surgeons, orthopedists, 
otolaryngologists, cardiologists, gastroenterologists, nephrologists, neurologists, oncologists, 
physiatrists, urologists must have admitting/surgical privileges at a hospital under contract 
with the MCP in the region.  
 
4. Regional Provider Panel Submission Instructions 
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Only those provider types listed on the charts located in the Applicants’ Library are to 
be submitted as part of the application.  Applicants are not to submit documentation for 
any other provider types with their application.  For the Provider Panel component of 
the RFA, Applicants will be scored in terms of their ability to meet the provider panel 
requirements listed on these charts, as well as to recognize the Applicant’s ability to 
exceed these provider panel requirements.  

Although Applicants are not required to resubmit hard copy documentation for providers that 
have previously been approved by ODJFS if those providers have agreed to serve both ABD 
and CFC consumers on their signed Medicaid Addendum, Applicants will be required to 
submit an electronic ODJFS Provider Verification System (PVS) file for all required 
providers that have contracted to serve ABD consumers.  Applicants must also submit a hard-
copy of the fully-executed ODJFS-approved Model Medicaid Addendum for each of their 
submitted providers not previously approved by ODJFS.  (Applicants must also include 
copies of the fully-executed baseline contracts for all submitted hospitals and must have 
submitted a fully executed Medicaid Addenda specifying that the hospitals have agreed to 
serve ABD consumers.)  If an Applicant submits a provider as part of their application 
and the accompanying Medicaid Addendum is not completed correctly, that provider 
will be found unapprovable and will not be considered in the RFA tabulation and 
scoring for the Applicant.  The Applicant’s Library contains a summary of the most 
common errors ODJFS has seen in the completion of the Medicaid Addenda that render a 
provider unapprovable, as well as samples of properly and improperly completed Addenda.   
 
All Applicants which have not yet received training on the new ODJFS PVS electronic file 
specifications and submission process are required to attend a PVS training session on June 
26, 2006.  Errors or omissions in the PVS file submission for a specific provider may render 
the providers unapprovable and not considered in the RFA tabulation and scoring for the 
Applicant. 
 
If a sufficient number of Applicants are not able to meet the ODJFS-specified provider panel 
requirements for a specific region, ODJFS may approve an exception to one or more of those 
RFA requirements if: 
 

• the Applicant presents sufficient documentation to ODJFS to verify that they have 
been unable to meet certain provider panel requirements in a particular region despite 
all reasonable efforts on their part to secure such a contract(s),  

 
• if notified by ODJFS, the provider(s) in question fails to provide a reasonable 

argument why they would not contract with the Applicant, and 
 

• the Applicant presents sufficient assurances to ODJFS that their members will have 
adequate access to the services in question.  
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If an Applicant was unable to contract with a sufficient number of providers to meet the 
ODJFS-specified provider panel criteria, the Applicant may request an exception to these 
criteria by completing the Provider Panel Exception Form included in this Appendix.  ODJFS 
will only consider these provider panel exception requests if a sufficient number of Applicants 
were unable to meet the provider panel requirements for a specific region.  In addition, 
ODJFS will give preference to those Applicants who have had the greatest success in meeting 
the provider panel requirements for that specific region(s) and/or who have scored the highest 
in other components of the RFA.  Applicants are therefore strongly cautioned against 
ceasing their recruitment efforts and submitting a provider panel exception request 
unless they are confident that they can document that they have truly exhausted all 
reasonable efforts to contract with the needed provider(s).    
 
ODJFS will aggressively monitor access to any services provided pursuant to the approval of 
a provider panel exception request through a variety of data sources, including:  consumer 
satisfaction surveys; member appeals/grievances/complaints and state hearing 
notifications/requests; member just-cause for termination requests; clinical quality studies; 
encounter data volume; provider complaints, and clinical performance measures. 
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PROVIDER PANEL EXCEPTION REQUESTS 
 

If an Applicant has failed to meet one or more of the RFA provider panel requirements in a 
particular region, the applicant may submit a provider panel exception request to ODJFS as 
part of their application.  Provider panel exception requests are for the RFA selection 
purposes only and Selected Applicants may be required to meet the provider panel 
requirements during the Readiness Review process prior to receiving an ODJFS-MCP 
Provider Agreement. 
 
 
INSTRUCTIONS 
 
Applicants must submit a separate form for each provider panel requirement exception 
request. 
 
SECTION I.  

• Indicate the region and provider panel requirement for which the Applicant is 
requesting an exception.  

  
SECTION II. 

• Provider Name – Indicate the name(s) of all the provider(s) in this provider type that 
the applicant was unsuccessful in attempting to contract with in order to meet this 
requirement.  If the provider is not a solo practitioner, list the practice name or 
business entity rather than the individual practitioner names. 

• # of Calls/Meetings with Provider – Indicate the number of times the Applicant has or 
has attempted to have contract discussions with the provider’s contracting staff by 
phone or in person.  Offers or solicitations to contract sent via mail should not be 
included.  

• Reason Code(s) – Indicate the reason(s) the provider stated for declining to contract 
with the Applicant by inserting the applicable code(s). If the provider(s) has declined 
to contract for a reason(s) not provided, the Applicant should indicate the reason(s) in 
space marked “other” (G, H & I).    

• Reimbursement Offered – Indicate whether the Applicant offered the provider a 
reimbursement rate above (>), below (<) or equal to the Medicaid fee-for-service rate 
by checking under the reimbursement rate that was offered.     

• Provider Contact Information – Provide the name and phone number of the provider’s 
primary contact person for contracting. 

 
SECTION III. 

• The Applicant must provide ODJFS with information explaining how the Applicant 
proposes to provide members with adequate access to this provider type without 
contracting with the required number of such providers. 
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• The Applicant must answer items 1, 2, or 3 as applicable.   
 
SECTION IV.  

• The Applicant should only complete SECTION IV if the Applicant is requesting a 
provider panel exception for a hospital. 

• The Applicant must provide further clarification as to why the Applicant believes the 
hospital declined to contract.   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Provider Panel Exception Request Form 

 

A SEPARATE PROVIDER PANEL EXCEPTION REQUEST MUST BE COMPLETED FOR EACH  PROVIDER 
PANEL REQUIREMENT THAT IS NOT MET BY THE APPLICANT. 

 
SECTION I. 
Applicant Name: _______________________________________     
 
Region Exception Requested:          

□ NW     □ NE     □ NEC     □ EC     □ WC     □ C     □ SW     □ SE 
 
Provider Panel Requirement Not Met (Provider Type): _________________________________________ 
 
SECTION II.   
Codes for Reason(s) Provider Refused to Contract: 
 

A. Reimbursement insufficient. 
B. No reason stated because provider refused to 

negotiate/return phone calls. 
C. Provider questioned financial solvency of health plan. 
D. Provider said they are opposed to Medicaid managed 

care. 
E. Provider said they have already contracted with other 

Medicaid health plans.                                                                                                                                        

F. Provider said they are opposed to contractual terms (other 
than reimbursement.) 

G. Other _______________________________________ 
____________________________________________ 

H. Other _______________________________________ 
____________________________________________ 

I. Other:_______________________________________  
____________________________________________ 

    
INFORMATION ON PROVIDER(S) WHO DECLINED TO CONTRACT WITH THE APPLICANT 

Provider Name County # of 
Calls/Meetings 
with Provider 

Reason code(s)  
(from above) 

Reimbursement Offered  
(circle one) 

Provider Contact Information  
(Name & Phone Number) 

    >FFS or <FFS or FFS  

    >FFS or <FFS or FFS  
    >FFS or <FFS or FFS  
    >FFS or <FFS or FFS  
    >FFS or <FFS or FFS  
    >FFS or <FFS or FFS  
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Provider Panel Exception Request Form 

 

 
 
SECTION II. (CONTINUED) 

Provider Name County # of 
Calls/Meetings 
with Provider 

Reason code(s)  
(from above) 

Reimbursement Offered  
(circle one) 

Provider Contact Information  
(Name & Phone Number) 

    FFS or >FFS or <FFS  

    FFS or >FFS or <FFS  
    FFS or >FFS or <FFS  
    FFS or >FFS or <FFS  
    FFS or >FFS or <FFS  
    FFS or >FFS or <FFS  
    FFS or >FFS or <FFS  
    FFS or >FFS or <FFS  
    FFS or >FFS or <FFS  
    FFS or >FFS or <FFS  
    FFS or >FFS or <FFS  
    FFS or >FFS or <FFS  
    FFS or >FFS or <FFS  
    FFS or >FFS or <FFS  
    FFS or >FFS or <FFS  
    FFS or >FFS or <FFS  
    FFS or >FFS or <FFS  
    FFS or >FFS or <FFS  
    FFS or >FFS or <FFS  
    FFS or >FFS or <FFS  
    FFS or >FFS or <FFS  
    FFS or >FFS or <FFS  
Page 2 of 4



Provider Panel Exception Request Form 

 

SECTION III. 
 

How does the Applicant propose to assure that members have sufficient access to this provider 
type within the region/county?:  

 
1) The Applicant will authorize out-of-network referrals.   Yes_____ No_____  

 
If Yes, What is the maximum rate of reimbursement at which the Applicant will reimburse 
providers?_____________________________________________________________________ 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
 
2) The Applicant will provide transportation to the following contracting providers located out of 
the region/county, regardless of whether or not the provider is located more than 30 
miles/minutes from the member.  Yes_____ No_____  
 
If yes, list the names and addresses of those contracting providers:_______________________ 
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
 
3) Additional Information on how the Applicant proposes to assure access: 
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
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Provider Panel Exception Request Form 

 

SECTION IV. 
 

If the provider is a Hospital, provide additional clarification as to why an agreement could not 
be reached:  
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________  
___________________________________________________________________________
___________________________________________________________________________ 
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________ 
  
        ______________________________ 

       Signature 
 
       ______________________________ 
       Printed Name 
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