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CONTRACT
BETWEEN
STATE OF NEW JERSEY
DEPARTMENT OF HUMAN SERVICES
DIVISION OF MEDICAL ASSISTANCE AND HEALTH SERVICES
AND

, CONTRACTOR




STATE OF NEW JERSEY
DEPARTMENT OF HUMAN SERVICES
DIVISION OF MEDICAL ASSISTANCE AND HEALTH SERVICES
AND

CONTRACT TO PROVIDE SERVICES

This comprehensive risk contract is entered into this day of , and is effective on the

day of between the Department of Human Services, which is in the executive branch of state
government, the state agency designated to administer the Medicaid program under Title XIX of the Social
Security Act, 42 U.S.C. 1396 et seq. pursuant to the New Jersey Medical Assistance and Health Services Act,
N.J.S.A. 30:4D-1 et seq. and the Children’s Health Insurance Program (CHIP) under Title XXI of the Social
Security Act, 42 U.S.C. 1397aa et seq., pursuant to the Children’s Health Care Coverage Act, PL 1997, c.272
(also known as “NJ KidCare”), pursuant to Family Health Care Coverage Act, P.L. 2005, c.156 (also known as
"NJ FamilyCare") whose principal office is located at P.O. Box 712, in the City of Trenton, New Jersey hereinafter
referred to as the “Department” and , a federally qualified/
state defined health maintenance organization (HMO) which is a New Jersey, profit/non-profit corporation,
certified to operate as an HMO by the State of New Jersey Department of Banking and Insurance and whose
principal corporate office is located at
, in the City of , County of , New Jersey, hereinafter
referred to as the “Contractor”.

WHEREAS, the Contractor is engaged in the business of providing prepaid, capitated comprehensive health care
services pursuant to N.J.S.A. 26:2J-1 et seq.; and

WHEREAS, the Department, as the state agency designated to administer a program of medical assistance for
eligible persons under Title XIX of the Social Security Act (42 U.S.C. Sec. 1396, et seq., also known as
“Medicaid”), for eligible persons under the Family Health Care Coverage Act (P.L. 2005, c.156) and for children
under Title XXI of the Social Security Act (42 U.S.C. Sec. 1397aa, et seq., also known as “Children’s Health
Insurance Program”), is authorized pursuant to the federal regulations at 42 C.F.R. 434 and 438 to provide such
a program through an HMO and is desirous of obtaining the Contractor’s services for the benefit of persons
eligible for Medicaid/NJ FamilyCare; and

WHEREAS, the Division of Medical Assistance and Health Services (DMAHS), is the Division within the
Department designated to administer the medical assistance program, and the Department’s functions regarding
all Medicaid/NJ FamilyCare program benefits provided through the Contractor for Medicaid/NJ FamilyCare
eligibles enrolled in the Contractor’s plan.

NOW THEREFORE, in consideration of the contracts and mutual covenants herein contained, the Parties hereto
agree as follows:



PREAMBLE

Governing Statutory and Regulatory Provisions: This contract and all renewals and modifications are subject to
the following laws and all amendments thereof: Title XIX and Title XXI of the Social Security Act, 42 U.S.C.
1396 et. seq., 42 U.S.C. 1397aa et seq., 42 U.S.C. § 18116a et seq., the New Jersey Medical Assistance and Health
Services Act (N.J.S.A. 30:4D-1 et seq.); the Family Health Care Coverage Act (N.J.S.A. 30:4J-8 et seq.); and the
Medicaid, and NJ KidCare and NJ FamilyCare State Plans approved by CMS; federal and state Medicaid,
Children’s Health Insurance Program, and NJ FamilyCare regulations, other applicable federal and state statutes,
and all applicable local laws and ordinances.
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ARTICLE ONE: DEFINITIONS
The following terms shall have the meaning stated, unless the context clearly indicates otherwise.
ABD--The Aged, Blind, and Disabled population of the NJ FamilyCare/Medicaid Program.

Abuse--means provider practices that are inconsistent with sound fiscal, business, or medical practices,
and result in an unnecessary cost to the Medicaid/NJ FamilyCare program, or in reimbursement for
services that are not medically necessary or that fail to meet professionally recognized standards for health
care. It also includes enrollee practices that result in unnecessary cost to the Medicaid/NJ FamilyCare
program. (See 42 C.F.R. § 455.2)

Actuarially Sound Capitation Rates--means capitation rates that—
A. Have been developed in accordance with generally accepted actuarial principles and practices;

B. Are identified and developed, and payment is made in accordance with 42 CFR 438.3(c) for Title
XIX populations and 42 CFR 457.10 for Title XXI populations;

C. Are appropriate for the populations to be covered, and the services to be furnished under the
contract; and

D. Have been certified, as meeting the requirements of payments under risk contracts, by actuaries
who meet the qualification standards established by the American Academy of Actuaries and
follow the practice standards established by the Actuarial Standards Board.

ADDP--AIDS Drug Distribution Program, a Department of Health-sponsored program which provides
life-sustaining and life-prolonging medications to persons who are HIV positive or who are living with
AIDS and meet certain residency and income criteria for program participation.

Adjacent Counties--counties in the State of New Jersey that are adjoined by a border.

Adjudicate--the point in the claims/encounter processing at which a final decision is reached to pay or
deny a claim, or accept or deny an encounter.

Adjustments to Smooth Data--adjustments made, by cost-neutral methods, across rate cells, to
compensate for distortions in costs, utilization, or the number of eligibles.

Administrative Service(s)--the contractual obligations of the Contractor that include but may not be
limited to utilization management, credentialing providers, network management, quality improvement,
marketing, enrollment, member services, claims payment, management information systems, financial
management, and reporting.

Adverse Effect--medically necessary medical care has not been provided and the failure to provide such
necessary medical care has presented an imminent danger to the health, safety, or well-being of the patient
or has placed the patient unnecessarily in a high-risk situation.

Adverse Selection--the enrollment with a Contractor of a disproportionate number of persons with high
health care costs.
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AFDC or AFDC/TANF--Aid to Families with Dependent Children, established by 42 U.S.C. § 601 et
seq., and N.J.S.A. 44:10-1 et seq., as a joint federal/State cash assistance program administered by counties
under State supervision. For cash assistance, it is now called “TANF.” For Medicaid, the former AFDC
rules still apply.

AFDC-Related--see “Special Medicaid Programs” and “TANF”

Affordable Care Act (ACA)--Federal health reform statute signed into law in March 2010, also known
as the Patient Protection and Affordable Care Act.

Aid Codes--the two-digit number which indicates the aid category under which a person is eligible to
receive Medicaid and NJ FamilyCare.

Alternative Benefit Plan (ABP)--Benefit package for individuals in the new adult group (Medicaid
Expansion) under the Affordable Care Act (ACA). Section 1937 Medicaid Benchmark or Benchmark
Equivalent Plans are now called Alternative Benefit Plans (ABPs). ABPs must cover the 10 Essential
Health Benefits (EHB) as described in section 1302(b) of the ACA.

Ameliorate--to improve, maintain, or stabilize a health outcome, or to prevent or mitigate an adverse
change in health outcome.

Annual Cost Threshold (ACT)--the annual LTSS cost rate of a Nursing Facility, High Tier Special Care
Nursing Facility, or Low Tier Special Care Nursing Facility residency as established by the State. The
ACT will be specific to a member’s assessed level of care needs as determined by OCCO in accordance
with N.J.A.C. 8:85 and in accordance with any relative resource intensity allocation strategies employed
by the State.

Annual Cost Threshold Cap--one hundred percent of the ACT in accordance with the member’s assessed
level of care needs.

Annual Cost Threshold Trigger--eighty-five percent of the ACT in accordance with the member’s
assessed level of care needs.

Annual Open Enrollment Period--the period designated by DMAHS from October 1 to November 15
when enrollees can elect to disenroll from one Contractor’s plan and transfer to another Contractor’s plan
without cause.

Anticipatory Guidance--the education provided to parents or authorized individuals during routine
prenatal or pediatric visits to prevent or reduce the risk to their fetuses or children developing a particular
health problem.

Appeal--a request for review of an action.
Applicable Dollar Amount--Section 9010 of the Patient Protection and Affordability Act of 2010
outlines Health Insurer’s industry-wide annual fees as: $8 billion for calendar year 2014, $11.3 billion for

calendar years 2015 and 2016, $13.9 billion for calendar year 2017, and $14.3 billion for calendar year
2018, with increases after 2018 indexed based on net premium growth.
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Assignment--the process by which an enrollee in the Contractor’s plan receives a Primary Care Provider
(PCP) if not selected.

At-Risk--any service for which the provider agrees to accept responsibility to provide or arrange for in
exchange for the capitation payment.

Authorized Person or Authorized Representative--in general means a person authorized to make
medical determinations for an enrollee, including, but not limited to, enrollment and disenrollment
decisions and choice of a PCP.

For individuals who are eligible through the Division of Child Protection and Permanency (DCP&P),
Department of Children and Families (DCF), the authorized person is authorized to make medical
determinations, including but not limited to enrollment, disenrollment and choice of a PCP, on behalf of
or in conjunction with individuals eligible through DCP&P/DCF. These persons may include a foster
home parent, an authorized health care professional employee of a group home, an authorized health care
professional employee of a residential center or facility, a DCP&P/DCF employee, a pre-adoptive or
adoptive parent receiving subsidy from DCP&P/DCF, a natural or biological parent, or a legal caretaker.

For individuals who are eligible through the Division of Developmental Disabilities (DDD), the
authorized person may be one of the following:

A. The enrollee, if he or she is an adult and has the capacity to make medical decisions;

B. The parent or guardian of the enrollee, if the enrollee is a minor, or the individual or agency having
legal guardianship if the enrollee is an adult who lacks the capacity to make medical decisions;

C. The Bureau of Guardianship Services (BGS); or

D. A person or agency who has been duly designated by a power of attorney for medical decisions
made on behalf of an enrollee.

MLTSS Members, authorized representative means a person or entity empowered by law, judicial order
or power of attorney, or otherwise authorized by the MLTSS Member to make decisions on behalf of the

Member.

For the purposes of an enrollee pursuing an appeal or a Fair Hearing, the definition of an Authorized
Representative shall be understood to be in accordance with that in 42 CFR §435.923.

Throughout the contract, information regarding enrollee rights and responsibilities can be taken to include
authorized persons/authorized representatives, whether stated as such or not.

Automatic Assignment--the enrollment of an eligible person, for whom enrollment is mandatory, in a
managed care plan chosen by the New Jersey Department of Human Services pursuant to the provisions

of Article 5.4 of this contract.

Basic Service Area--the geographic area in which the Contractor is obligated to provide covered services
for its Medicaid/NJ FamilyCare enrollees under this contract.

Beneficiary--any person eligible to receive services in the New Jersey Medicaid/NJ FamilyCare program.
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Benefits Package--the health care services set forth in this contract, for which the Contractor has agreed
to provide, arrange, and be held fiscally responsible.

Bilingual--see “Multilingual”

Bonus--a payment the Contractor makes to a physician or physician group beyond any salary, fee-for-
service payments, capitation, or returned withholding amount.

Capitated Service--any covered service for which the Contractor receives capitation payment from the
State. In the case of the Contractor provider arrangement, may also mean any covered service for which
a provider receives a capitated payment from the Contractor.

Capitated Service Encounter Record--an encounter record from a provider that is reimbursed via a
capitated arrangement with the Contractor. These encounters are a subset of all encounter records,
represent actual services provided, and may be submitted with zero payment amount.

Capitation--a contractual agreement through which a Contractor agrees to provide specified health care
services to enrollees for a fixed amount per month.

Capitation Detail Record--a provider, client, and service period specific record of a capitation payment
made by an HMO to a service provider. Capitation Detail Records are reported in addition to capitated
service encounter records. The Capitation Detail Record should reflect the actual amount of the capitation
payment made to the Contractor’s network provider, based on a periodic capitation payment, not a pre-
determined fee for a rendered service.

Capitation Payments--the amount prepaid monthly by DMAHS to the Contractor in exchange for the
delivery of covered services to enrollees based on a fixed Capitation Rate per enrollee, notwithstanding
(a) the actual number of enrollees who receive services from the Contractor, or (b) the amount of services
provided to any enrollee.

Capitation Rate--the fixed monthly amount that the Contractor is prepaid by the Department for each
enrollee for which the Contractor provides the services included in the Benefits Package described in this
contract.

Capitation Withhold--a percentage or set dollar amount that the State withholds from the Contractor’s
monthly capitation payment as a result of failing to meet a contractual requirement. A capitation withhold
may be released to the Contractor, in whole or in part, once the contract requirements are met in whole or
in part.

Care Management--a set of enrollee-centered, goal-oriented, culturally relevant, and logical steps to
assure that an enrollee receives needed services in a supportive, effective, efficient, timely, and cost-
effective manner. Care management emphasizes prevention, continuity of care, and coordination of care,
which advocates for, and links enrollees to, services as necessary across providers and settings. At a
minimum, Care Management functions must include, but are not limited to:

Early identification of enrollees who have or may have special needs,
Assessment of an enrollee’s risk factors,

Development of a plan of care,

Referrals and assistance to ensure timely access to providers,

alb e
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5. Coordination of care actively linking the enrollee to providers, medical services, residential, social,
and other support services where needed,

6. Monitoring,
7. Continuity of care, and
8. Follow-up and documentation.

Care management is driven by quality-based outcomes such as: improved/maintained functional status,
improved/maintained clinical status, enhanced quality of life, enrollee satisfaction, adherence to the care
plan, improved enrollee safety, cost savings, and enrollee autonomy.

Caregiver (paid or unpaid)--A person who assists with care for a member who is ill, has a disability
and/or has functional limitations and requires assistance with activities of daily living or instrumental
activities of daily living. Unpaid caregivers or informal family caregivers include but are not limited to
relatives, friends, and others who volunteer to provide assistance. Paid or formal caregivers are those who
provide services in exchange for payment for services rendered.

Case Management--case management, a component of Care Management, is a set of activities tailored
to meet a Member’s situational health-related needs. Situational health needs can be defined as time-
limited episodes of instability. Case managers will facilitate access to services, both clinical and non-
clinical, by connecting the Member to resources that support him/her in playing an active role in the self-
direction of his/her health care needs.

As in Care Management, case management activities also emphasize prevention, continuity of care, and
coordination of care. Case management activities are driven by quality-based outcomes such as:
improved/maintained functional status; enhanced quality of life; increased Member satisfaction;
adherence to the care plan; improved Member safety; and to the extent possible, increased Member self-
direction.

Cash Management Plan (CMP)--a document used by the Personal Preference Program participant to
define the services they need and to budget the monthly cash grant accordingly. The CMP is a mandatory
document that is prepared by the participant, approved by Personal Preference Program state staff and
adhered to for the length of the participant’s enrollment in the program.

Care Plan--based on the comprehensive needs assessment, and with input from the Member and/or
caregiver and PCP, the HMO Care Manager must jointly create and manage a care plan with short/long-
term Care Management goals, specific actionable objectives, and measureable quality outcomes
individually tailored to meet the identified care/case management needs. The care plan should be
culturally appropriate and consistent with the abilities and desires of the Member and/or caregiver. The
Care Manager must also continually evaluate the care plan to update/change it in accordance with the
Members’ needs.

Centers for Medicare and Medicaid Services (CMS)--formerly the Health Care Financing
Administration (HCFA) within the U.S. Department of Health and Human Services.

Certificate of Authority--a license granted by the New Jersey Department of Banking and Insurance to
operate an HMO in compliance with N.J.S.A. 26:2J-1 et. seq.

Children with Special Health Care Needs--those children who have or are at increased risk for chronic
physical, developmental, behavioral, or emotional conditions and who also require health and related
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services of a type and amount beyond that required by children generally. This includes all children who
are MLTSS Members.

Chronic Illness--a disease or condition of long duration (repeated inpatient hospitalizations, out of work
or school at least three months within a twelve-month period, or the necessity for continuous health care
on an ongoing basis), sometimes involving very slow progression and long continuance. Onset is often
gradual and the process may include periods of acute exacerbation alternating with periods of remission.

Clinical Peer--a physician or other health care professional who holds a non-restricted license in New
Jersey and is in the same or similar specialty as typically manages the medical condition, procedure, or
treatment under review.

CNM or Certified Nurse Midwife--a registered professional nurse who is legally authorized under State
law to practice as a nurse-midwife, and has completed a program of study and clinical experience for
nurse-midwives or equivalent.

CNP or Certified Nurse Practitioner--a registered professional nurse who is licensed by the New Jersey
Board of Nursing and meets the advanced educational and clinical practice requirements beyond the two
to four years of basic nursing education required of all registered nurses.

CNS or Clinical Nurse Specialist--a person licensed to practice as a registered professional nurse who is
licensed by the New Jersey State Board of Nursing or similarly licensed and certified by a comparable
agency of the state in which he/she practices.

Cognitive Rehabilitation Therapy--a systematic, functionally oriented service of therapeutic cognitive

activities based on an assessment and an understanding of the behavior of a person served. Services are

directed to achieve functional improvement by:

1. Reinforcing, strengthening, or reestablishing previously learned patterns of behavior; or

2. Establishing new patterns of cognitive activity or mechanisms to compensate for impaired
neurological systems.

Cold Call Marketing--any unsolicited personal contact with a potential enrollee by an employee or agent
of the Contractor for the purpose of influencing the individual to enroll with the Contractor. Marketing
by an employee of the Contractor is considered direct; marketing by an agent is considered indirect.

Commissioner--the Commissioner of the New Jersey Department of Human Services or a duly authorized
representative.

Community Alternative Residential Setting (CARS)--includes assisted living residence, assisted living
program, adult family care, community residential services, comprehensive personal care home, and adult
mental health rehabilitation (AMHR) community residential programs.

Community Based Care Management--Community Based Care Management is a higher level of service
within the continuum of care management providing a wider range of interventions available to MCO
members with complex medical and social needs. Community based care management shall include
aggressive outreach within the community to locate and engage members in high need. Depending on the
member’s circumstances, face-to-face assessments and/or in-person meetings may occur.

Complaint--see “Grievance”
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Comprehensive Orthodontic Treatment--A coordinated diagnosis and treatment leading to the
improvement of a patient's craniofacial dysfunction and/or dentofacial deformity which may include
anatomical, functional and/or esthetic relationships. Treatment may utilize fixed and/or removable
orthodontic appliances and may also include functional and/or orthopedic appliances in growing and non-
growing patients. Adjunctive procedures to facilitate care may be required. Comprehensive orthodontics
may incorporate treatment phases focusing on specific objectives at various stages of dentofacial
development.

Comprehensive Risk Contract--a risk contract that covers comprehensive services, that is, inpatient
hospital services and any of the following services, or any three or more of the following services:

Outpatient hospital services.

Rural health clinic services.

FQHC services.

Other laboratory and X-ray services.

Nursing facility (NF) services.

Early and periodic screening, diagnostic and treatment (EPSDT) services.
Family planning services.

Physician services.

Home health services.

LR bW =

Condition--a disease, illness, injury, disorder, or biological or psychological condition or status for which
treatment is indicated.

Consultation--A referral between different provider types or referral from a PCP or PCD to a specialist
or in the case of dentistry, to a dentist that provides dental services to special needs patients. A member
cannot be denied access to the consultation or when needed to medically necessary services provided by
that specialty provider.

Contested Claim--a claim that is denied because the claim is an ineligible claim, the claim submission is
incomplete, the coding or other required information to be submitted is incorrect, the amount claimed is
in dispute, or the claim requires special treatment.

Continuity of Care--the plan of care for a particular enrollee that should assure progress without
unreasonable interruption.

Contract--the written agreement between the State and the Contractor, and comprises the contract, any
addenda, appendices, attachments, or amendments thereto.

Contracting Officer--the individual empowered to act and respond for the State throughout the life of
any contract entered into with the State.

Contractor--the Health Maintenance Organization with a valid Certificate of Authority in New Jersey
that contracts hereunder with the State for the provision of comprehensive health care services to enrollees
on a prepaid, capitated basis for a specified benefits package to specified enrollees on a comprehensive
risk contract basis.

Contractor’s Plan--all services and responsibilities undertaken by the Contractor pursuant to this
contract.
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Contractor’s Representative--the individual legally empowered to bind the Contractor, using his/her
signature block, including his/her title. This individual will be considered the Contractor’s Representative
during the life of any contract entered into with the State unless amended in writing pursuant to Article 7.

Copayment--the part of the cost-sharing requirement for which a fixed monetary amount is paid for
certain services/items received from the Contractor’s providers.

Cost Avoidance--a method of paying claims in which the provider is not reimbursed until the provider
has demonstrated that all available health insurance has been exhausted.

Cost Neutral--the mechanism used to smooth data, share risk, or adjust for risk that will recognize both
higher and lower expected costs and is not intended to create a net aggregate gain or loss across all
payments or Contractors.

Cost Neutrality--ensure waiver program costs are less than, or equal to, the cost of institutional programs
for the same population enrolled in a home and community based services waiver.

Covered Entity--An entity that is engaged in the business of providing health insurance to “U.S. Health
Risks”. The proposed regulation outlines five types of health issuers. For the purpose of this contract,
one or more may be applicable: (1) a health insurance issuer, as defined in Code § 9832(b)(2), which
includes an insurance company, insurance service or insurance organization subject to state insurance
regulation; (2) an HMO under Code § 9832(b)(3); (3) an insurance company subject to tax under part I or
part II of subchapter L of the Code; (4) an entity that provides Medicare Advantage, Medicare Part D, or
Medicaid coverage (which is understood as not including an insurer acting solely as a third-party
administrator for Medicare Part D or other aspects of Medicare or Medicaid); and (5) a multiple employer
welfare arrangement that is not fully insured and that is not exempt from reporting under applicable
Department of Labor regulations, which will include a self-insured or partially self-insured Entity
Claiming Exemption under the Labor regulations year.

Covered Services--see “Benefits Package”

Credentialing--the Contractor’s determination as to the qualifications and ascribed privileges of a specific
provider to render specific health care services.

Critical Incident--an occurrence involving the care, supervision, or actions involving a Member that is
adverse in nature or has the potential to have an adverse impact on the health, safety, and welfare of the
Member or others. Critical incidents also include situations occurring with staff or individuals or affecting
the operations of a facility/institution/school.

Cultural Competency--a set of interpersonal skills that allow individuals to increase their understanding,
appreciation, acceptance of and respect for cultural differences and similarities within, among and between
groups and the sensitivity to how these differences influence relationships with enrollees. This requires a
willingness and ability to draw on community-based values, traditions and customs, to devise strategies
to better meet culturally diverse enrollee needs, and to work with knowledgeable persons of and from the
community in developing focused interactions, communications, and other supports.

CWA or County Welfare Agency and County Boards of Social Services--the agencies within the
county government that make determinations of eligibility for Medicaid and financial assistance programs.

Days--calendar days unless otherwise specified.
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DCP&P (formerly DYFS)--the Division of Child Protection and Permanency (formerly the Division of
Youth and Family Services), within the New Jersey Department of Children and Families, whose
responsibility is to ensure the safety of children and to provide social services to children and their
families. DCP&P enrolls into Medicaid financially eligible children under its supervision who reside in
DCP&P-supported substitute living arrangements such as foster care and certain subsidized adoption
placements.

DCP&P/DCF Residential Facilities--include Residential Facilities, Teaching Family Homes, Juvenile
Family In-Crisis Shelters, Children’s Shelters, Transitional Living Homes, Treatment Homes Programs,
Alternative Home Care Program, and Group Homes.

Default--see “Automatic Assignment”

Deliverable--a document/report/manual to be submitted to the Department by the Contractor pursuant to
this contract.

Dental Director--the Contractor’s Director of dental services, who is required to be a Doctor of Dental
Surgery or a Doctor of Dental Medicine and licensed by the New Jersey State Board of Dentistry, with
experience in the practice of dentistry in New Jersey, and designated by the Contractor to exercise general
supervision over the Contractor’s provision of dental services and oversight of the vendor (when
applicable).

Dental Home--is the ongoing relationship between the dentist and the patient, inclusive of all aspects of
oral health care delivered in a comprehensive, continuously accessible, coordinated, and family-centered
way. The dental home should be established no later than 12 months of age to help children and their
families institute a lifetime of good oral health. A dental home addresses anticipatory guidance and
preventive, acute, and comprehensive oral health care and includes referral to dental specialists when
appropriate.

Dental Records--the complete, comprehensive records of dental services, to include date of service/visit,
chief complaint, treatment needed, treatment planned and treatment provided during each patient visit.
The dental record shall include charting of the existing dentition, hard and soft tissue findings, completed
assessment tools and diagnostic images to include radiographs and digital views as well as photographs
where medically necessary. Dental records shall also be kept in compliance with all DMAHS and NJ
State Board of Dentistry regulations. The dental record is to be accessible at the office/clinic location of
Member’s participating dentist and also in the records of a residential facility for those Members residing
in a facility. Providers who render dental services in other settings such as in an operating room shall also
include a record that documents provided treatment in the Member’s dental record located in the
office/clinic.

Department--the Department of Human Services (DHS) in the executive branch of New Jersey State
government. The Department of Human Services includes the Division of Medical Assistance and Health
Services (DMAHS) and the terms are used interchangeably. The Department also includes the Division
of Family Development (DFD), the Division of Aging Services (DoAS), the Division of Disability
Services (DDS), the Commission for the Blind and Visually Impaired (CBVI), the Division of the Deaf
and Hard of Hearing (DDHH) and the Division of Developmental Disabilities (DDD).

Department of Children and Families (DCF)--a department in the executive branch of New Jersey State
government. It includes the Division of Child Protection and Permanency (DCP&P), the Division of
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Children’s System of Care (CSOC), the Division of Prevention and Community Partnerships (DPCP), the
Child Welfare Training Academy, Central Operations, the Office of Communications and Legislation, the
Office of Education, and the Office of Licensing.

Developmental Disability--a severe, chronic disability of a person which is attributable to a mental or
physical impairment or combination of mental and physical impairments; is manifested before the person
attains age twenty-two (22); is likely to continue indefinitely; results in substantial functional limitations
in three or more of the following areas of major life activity: self-care, receptive and expressive language,
learning, mobility, self-direction, capacity for independent living and economic self-sufficiency; and
reflects the person’s need for a combination and sequence of special, interdisciplinary, or generic care,
treatment, or other services which are lifelong or of extended duration and are individually planned and
coordinated. Developmental disability includes but is not limited to severe disabilities attributable to an
intellectual disability, autism, cerebral palsy, epilepsy, spina bifida and other neurological impairments
where the above criteria are met.

DFD--the Division of Family Development, within the New Jersey Department of Human Services that
administers programs of financial and administrative support for certain qualified individuals and families.

DHHS or HHS--United States Department of Health and Human Services of the executive branch of the
federal government, which administers the Medicaid program through the Centers for Medicare and
Medicaid Services (CMS).

Diagnostic Services--any medical procedures or supplies recommended by a physician or other licensed
practitioner of the healing arts, within the scope of his or her practice under State law, to enable him or
her to identify the existence, nature, or extent of illness, injury, or other health deviation in an enrollee.

Director--the Director of the Division of Medical Assistance and Health Services or a duly authorized
representative.

Disability--a physical or mental impairment that substantially limits one or more of the major life
activities for more than three months a year.

Disability in Adults--for adults applying under New Jersey Care Special Medicaid Programs and Title II
(Social Security Disability Insurance Program) and for adults applying under Title XVI (the Supplemental
Security Income [SSI] program), disability is defined as the inability to engage in any substantial gainful
activity by reason of any medically determinable physical or mental impairment(s) which can be expected
to result in death or which has lasted or can be expected to last for a continuous period of not less than 12
months.

Disability in Children--a child under age 18 is considered disabled if he or she has a medically
determinable physical or mental impairment(s) which results in marked and severe functional limitations
that limit the child’s ability to function independently, appropriately, and effectively in an age-appropriate
manner, and can be expected to result in death or which can be expected to last for 12 months or longer.

Disenrollment--the removal of an enrollee from participation in the Contractor’s plan, but not from the
Medicaid program.

Division of Aging Services--the Division of Aging Services was created in the Department of Human
Services through SFY2013 budget language that transferred senior supports and services from the
Department of Health to the Department of Human Services. The Division of Aging Services administers
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federal and State-funded services and supports for the elderly and adult disabled population. The agency
receives federal funds under the Older Americans Act whereby it serves over 500,000 individuals and is
the focal point for planning services for the aging, developing comprehensive information about New
Jersey’s older adult population and its needs, and maintaining information about services available to older
adults throughout the state.

Division of Developmental Disabilities (DDD)--a Division within the New Jersey Department of Human
Services that provides evaluation, functional and guardianship services to eligible persons. Services
include residential services, family support, contracted day programs, work opportunities, social
supervision, guardianship, and referral services.

Division of Developmental Disabilities (DDD)/MLTSS Referral--Any Medicaid member or potential
Medicaid member who has an ID/ DD/ or related condition who is interested in Managed Long Term
Services and Supports Program must be screened by the Division of Developmental Disability for the
appropriate state program. Through this screen the member/potential member will be options counselled
and given the opportunity to choose the most appropriate program.

Division of Disability Services (DDS)--Within the Department of Human Services, the Division of
Disability Services (DDS) serves as a single point of entry for individuals with disabilities and their
families to obtain resources and assistance connecting to available supports. In addition to providing
comprehensive Information and referral services, DDS administers the Traumatic Brain Injury Fund (TBI
Fund) and the Personal Assistance Services Program (PASP); initiates MLTSS enrollment for children
ages 20 and younger, promotes and provides technical assistance for NJ ABLE and NJ WorkAbility and
seeks to advance disability health and wellness initiatives. As the lead state agency on disabilities, the
Division aims to ensure that the needs of individuals with disabilities are represented in policy, planning
and decision-making, as we promote greater access, equity and inclusion in all areas of life: health,
education, employment, recreation and social engagement.

Division or DMAHS--the New Jersey Division of Medical Assistance and Health Services within the
Department of Human Services which administers the contract on behalf of the Department.

Division of Mental Health and Addiction Services or DMHAS--a Division within the New Jersey
Department of Human Services comprised of the former Division of Mental Health Services (DMHS) and
the Division of Addiction Services (DAS). DMHAS utilizes data from emerging science to offer effective,
outcome oriented treatment and use its resources to support consumers in achieving wellness and recovery.

DOBI--the New Jersey Department of Banking and Insurance in the executive branch of New Jersey State
government.

DOH--the New Jersey Department of Health in the executive branch of New Jersey State government.
Its role and functions are delineated throughout the contract.

Doula--A doula is an individual who meets the community doula training requirements for doula core and
community-based/cultural competencies established by DHS in consultation with DOH. A doula is a
trained professional who provides continuous physical, emotional, and informational support to the
birthing parent throughout the perinatal period. A doula can also provide informational support for
community-based resources. A doula does not replace a trained, licensed medical professional, and cannot
perform clinical tasks.
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Drug Utilization Review (DUR)--the process whereby the medical necessity is determined for a drug
that exceeds a DUR standard prospectively (prior to a drug being dispensed) or retrospectively (after a
drug has been dispensed). Prospective DUR shall utilize established prior authorization procedures as
described in Article 4. Retrospective DUR shall utilize telephonic or written interventions with prescribers
to determine medical necessity for prescribed medications.

Dual Eligible--individual covered by both Medicaid and Medicare.

Durable Medical Equipment (DME)--equipment, including assistive technology, which: a) can
withstand repeated use; b) is used to service a health or functional purpose; c) is ordered by a qualified
practitioner to address an illness, injury or disability; and d) is appropriate for use in the home or work
place/school.

Early and Periodic Screening, Diagnostic and Treatment (EPSDT)--a Title XIX mandated program
that covers screening and diagnostic services to determine physical and mental defects in enrollees under
the age of 21, and health care, treatment, and other measures to correct or ameliorate any defects and
chronic conditions discovered, pursuant to Federal Regulations found in Title XIX of the Social Security
Act.

Early and Periodic Screening, Diagnostic and Treatment/Private Duty Nursing (EPSDT/PDN)
Services--the private duty nursing services provided to all eligible EPSDT beneficiaries under 21 years of
age who live in the community and whose medical condition and treatment plan justify the need. Private
duty nursing services are provided in the community only, and not in hospital inpatient or nursing facility
settings. See Appendix B 4.1 for eligibility requirements.

Effective Date of Contract--shall be October 1, 2000.

Effective Date of Disenrollment--the last day of the month in which the enrollee may receive services
under the Contractor’s plan.

Effective Date of Enrollment--the date on which an enrollee can begin to receive services under the
Contractor’s plan pursuant to Article Five of this contract.

Elderly Person--a person who is 65 years of age or older.

Electronic Visit Verification (EVV) System--An electronic system that meets the minimum
functionality requirements prescribed by DMAHS which provider staff must use to check-in at the
beginning and check-out at the end of each period of service delivery to monitor member receipt of
specified personal care services as defined by section 1905. [42 U.S.C. 1396d] Any such system shall
comply with the 21st Century Cures Act.

Emergency Dental Condition--an orofacial condition manifesting itself by acute symptoms of sufficient
severity which impair oral functions including: severe pain or infection of dental origin resulting in facial
swelling and possible airway obstruction, uncontrolled bleeding due to tissue laceration, oral trauma to
include fracture of the jaw or other facial bones and/or dislocation of the mandible. These serious
conditions as well as other acute symptoms that occur outside of the normal office hours of a dental clinic
or office require immediate medical attention to avoid placing the health of the individual in jeopardy.

Emergency Medical Condition--a medical condition manifesting itself by acute symptoms of sufficient
severity, (including severe pain) such that a prudent layperson, who possesses an average knowledge of

01/2022 Accepted Article 1 — Page 12



medicine and health, could reasonably expect the absence of immediate medical attention to result in
placing the health of the individual (or, with respect to a pregnant woman, the health of the woman or her
unborn child) in serious jeopardy; serious impairment to bodily functions; or serious dysfunction of any
bodily organ or part. With respect to a pregnant woman who is having contractions, an emergency exists
where there is inadequate time to effect a safe transfer to another hospital before delivery or the transfer
may pose a threat to the health or safety of the woman or the unborn child.

Emergency Services--covered inpatient and outpatient services furnished by any qualified provider that
are necessary to evaluate or stabilize an emergency medical condition.

Encounter--the basic unit of service used in accumulating utilization data and/or a face-to-face contact
between a Member and a health care provider resulting in a service to the Member.

Encounter Data--the set of encounter records that represent the number and types of services rendered to
Members during a specific time period, regardless of whether the provider was reimbursed on a capitated,
or fee for service basis.

Encounter Record--a single electronic record that captures and reports information about each specific
service provided each time a Member visits a provider, regardless of the contractual relationship between
the Contractor and provider or subcontractor and provider.

Enrollee--an individual who is eligible for Medicaid/NJ FamilyCare, residing within the defined
enrollment area, who elects or has had elected on his or her behalf by an authorized person, in writing, to
participate in the Contractor’s plan and who meets specific Medicaid/NJ FamilyCare eligibility
requirements for plan enrollment agreed to by the Department and the Contractor. Enrollees include
individuals in the AFDC/TANF, AFDC/TANF-Related Pregnant Women and Children, SSI-Aged, Blind
and Disabled, DCP&P/DCF, NJ FamilyCare, and Division of Developmental Disabilities/Community
Care Waiver (DDD/CCW) populations. See also “Authorized Person.”

Enrollee with Special Needs--for adults, special needs includes complex/chronic medical conditions
requiring specialized health care services and persons with physical, mental/Substance Use Disorder,
and/or developmental disabilities, including persons who are eligible for the MLTSS program. See also
“Children with Special Health Care Needs”

Enrollment--the process by which an individual eligible for Medicaid voluntarily or mandatorily applies
to utilize the Contractor’s plan in lieu of standard Medicaid benefits, and such application is approved by

DMAHS.

Enrollment Area--the geographic area bound by county lines from which Medicaid/NJ FamilyCare
eligible residents may enroll with the Contractor unless otherwise specified in the contract.

Enrollment Period--the twelve (12) month period commencing on the effective date of enrollment. This
is not to be construed as a guarantee of eligibility.

EPSDT--see “Early and Periodic Screening, Diagnostic and Treatment”
Equitable Access--the concept that enrollees are given equal opportunity and consideration for needed

services without exclusionary practices of providers or system design because of gender, age, race,
ethnicity, sexual orientation, health status, or disability.
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Excluded Services--those services covered under the fee-for-service Medicaid program that are not
included in the Contractor benefits package.

Existing Provider-recipient relationship--one in which the provider was the main source of Medicaid
services for the recipient during the previous year.

External Appeal--An appeal of an adverse Utilization Management benefit determination initiated by the
Member (or Provider acting on behalf of a Member, with the Member’s written consent), consisting of a
review by an Independent Utilization Review Organization (IURO).

External Quality Review Organization (EQRQ)--an outside independent accredited review
organization under contract with the Department for the purposes of conducting annual Contractor
operation assessments and quality of care reviews for Contractors. The organization must meet the
competence and independence requirements set forth in 42 CFR438.354, and perform external quality
review, other EQRO-related activities as set forth in 42 CFR 438.358, or both.

Fair Hearing--the appeal process available to all Medicaid Eligibles pursuant to N.J.S.A. 30:4D-7 and
administered pursuant to N.J.A.C. 10:49-10.1 et seq. Also referred to as State Fair Hearing or Medicaid
Fair Hearing.

Family Planning--The family planning benefit provides coverage for services and supplies to prevent or
delay pregnancy and may include: education and counseling in the method of contraception desired or
currently in use by the individual, or a medical visit to change the method of contraception. Also includes,
but is not limited to sterilizations, defined as any medical procedures, treatments, or operations for the
purpose of rendering an individual permanently incapable of reproducing. Abortions (and related
services) and infertility treatment services are excluded.

Federal Financial Participation--the funding contribution that the federal government makes to the New
Jersey Medicaid and NJ FamilyCare programs.

Federally Qualified Health Center (FQHC)--an entity that provides outpatient health programs pursuant
to 42 U.S.C. § 201 et seq.

Federally Qualified HMO--an HMO that CMS has determined is a qualified HMO under section 1310(d)
of the Public Health Services Act.

Fee-for-Service or FFS--a method for reimbursement based on payment for specific services rendered to
an enrollee.

Fraud--an intentional deception or misrepresentation made by a person with the knowledge that the
deception could result in some unauthorized benefit to him/herself or some other person. It includes any
act that constitutes fraud under applicable federal or State law. (See 42 C.F.R. § 455.2)

Full Time Equivalent (FTE)--the number of personnel with the same job title and responsibilities who,
in the aggregate, perform work equivalent to a singular individual working a 40-hour work week.

Gender dysphoria--A medical condition codified in the American Psychiatric Association’s Diagnostic
and Statistical Manual of Mental Disorders (DSM 5), defined as clinically significant distress or
impairment related to an incongruence between one’s experienced gender and the gender one was thought
to be at birth, as manifested by certain criterion. Under the treatment protocol widely accepted by the
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medical community, medically necessary treatment for gender dysphoria may require steps to help an
individual transition from living as one gender to another. Treatment, sometimes referred to as “transition-
related care,” may include counseling, hormone therapy, and/or a variety of possible surgical treatments,
depending on the individualized needs of each patient.

Gender expression--means a person's gender-related appearance and behavior, whether or not
stereotypically associated with the person's assigned sex at birth.

Gender identity--means a person's internal sense of their own gender, regardless of the sex the person
was assigned at birth.

Gender transition--means the process of changing a person's outward appearance, including physical sex
characteristics, to accord with the person's actual gender identity.

Good Cause--reasons for disenrollment or transfer that include failure of the Contractor to provide
services including physical access to the enrollee in accordance with contract terms, enrollee has filed a
grievance and has not received a response within the specified time period, enrollee has filed a grievance
and has not received satisfaction, or enrollee becomes qualified for MLTSS. See Article 5.10.2 for more
detail.

Governing Body--a managed care organization’s Board of Directors or, where the Board’s participation
with quality improvement issues is not direct, a designated committee of the senior management of the
managed care organization.

Grievance--means an expression of dissatisfaction about any matter, a complaint, or a protest by an
enrollee or provider as to the conduct by the Contractor or any agent of the Contractor, or an act or failure
to act by the Contractor or any agent of the Contractor, or any other matter in which an enrollee or provider
feels aggrieved by the Contractor, that is communicated to the Contractor either verbally or in writing.
Grievances are to be resolved as required by the exigencies of the situation, but no later than 30 days after
receipt

Grievance Resolution--completed actions taken to fully resolve a grievance to the DMAHS’ satisfaction.

Grievance System--means the overall system that includes grievances and appeals at the Contractor level
and access to the State Fair Hearing process.

Health Benefits Coordinator (HBC)--the external organization under contract with the Department
whose primary responsibility is to assist Medicaid eligible individuals in Contractor selection and
enrollment.

Health Care Professional--a physician or other health care professional if coverage for the professional’s
services is provided under the Contractor’s contract for the services. It includes podiatrists, optometrists,
chiropractors, psychologists, dentists, physician assistants, physical or occupational therapists and
therapist assistants, speech-language pathologists, audiologists, registered or licensed practical nurses
(including nurse practitioners, clinical nurse specialists, certified registered nurse anesthetists, and
certified nurse midwives), licensed certified social workers, registered respiratory therapists, and certified
respiratory therapy technicians.

Health Care Services--are all preventive and therapeutic medical, dental, surgical (including any medical
or psychiatric clearances required prior to proceeding with a medical or surgical procedure), ancillary
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(medical and non-medical) and supplemental benefits provided to enrollees to diagnose, treat, and
maintain the optimal well-being of enrollees provided by physicians, other health care professionals,
institutional, and ancillary service providers.

Health Insurance--private insurance available through an individual or group plan that covers health
services. It is also referred to as Third Party Liability.

Health Insurer Fee--Section 9010 of the Patient Protection and Affordability Act of 2010 outlines an
annual fee that is payable by Insurer’s whose annual premiums exceed $25M. The non-deductible fee will
be treated as a tax. Issuers of health insurance will be assessed annually, based on a ratio designed to
reflect the individual issuer’s relative market share. Each year, the Insurer’s payment will be a portion of
the “applicable dollar amount” payable by the entire insurance industry. The Secretary of Treasury will
administer collection of the fee and the first payment is due September 30, 2014.

Health Maintenance Organization (HMO)--any entity which contracts with providers and furnishes at
least basic comprehensive health care services on a prepaid basis to enrollees in a designated geographic
area pursuant to N.J.S.A. 26:2J-1 et seq., and with regard to this contract is either:

A. A Federally Qualified HMO; or

B. Meets the State Plan’s definition of an HMO which includes, at a minimum, the following
requirements:

1. It is organized primarily for the purpose of providing health care services;

2. It makes the services it provides to its Medicaid enrollees as accessible to them (in terms
of timeliness, amount, duration, and scope) as the services are to non-enrolled Medicaid
eligible individuals within the area served by the HMO;

3. It makes provision, satisfactory to the Division and Department of Banking and Insurance,
against the risk of insolvency, and assures that Medicaid enrollees will not be liable for any
of the HMO’s debts if it does become insolvent; and

4. It has a Certificate of Authority granted by the State of New Jersey to operate in all or
selected counties in New Jersey.

HEDIS--Healthcare Effectiveness Data and Information Set.

High-Cost Drugs--Prescribed drugs identified annually by the Division of Medical Assistance and Health
Services (DMAHS) in Appendix B.8.5.4 of this contract that are subject to a risk corridor program.

HIPAA--Health Insurance Portability and Accountability Act.

Home and Community-Based Services (HCBS)--Services that are provided as an alternative to long-
term institutional services in a nursing facility or Intermediate Care Facility for the Intellectually Disabled
(ICF/ID). HCBS are provided to individuals who reside in the community or in certain community
alternative residential settings.

Homebound--normally unable to leave home unassisted. Leaving home takes considerable and taxing
effort. A person may leave home for medical treatment or short, infrequent absences for non-medical
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reasons, such as a trip to the barber or to attend religious services. A need for adult day care shall not be
a barrier or prevent a member from receiving home health care services.
https://www.cms.gov/apps/glossary/search.asp? Term=homebound&Language=English

In Lieu of Services (ILOS)--are such services or settings that the State in accordance with 42 CFR
438.3(e)(2) determines to be alternative services or settings that are medically appropriate and cost
effective substitutes for a covered service or setting under the Medicaid State plan.

Incurred-But-Not-Reported (IBNR)--estimate of unpaid claims liability, includes received but unpaid
claims.

Indicators--the objective and measurable means, based on current knowledge and clinical experience,
used to monitor and evaluate each important aspect of care and service identified.

Inquiry--means a request for information by an enrollee, or a verbal request by an enrollee for action by
the Contractor that is so clearly contrary to the Medicaid Managed Care Program or the Contractor’s
operating procedures that it may be construed as a factual misunderstanding, provided that the issue can
be immediately explained and resolved by the Contractor. Inquiries need not be treated or reported as
complaints or grievances.

Insolvent--unable to meet or discharge financial liabilities pursuant to N.J.S.A. 17B:32-33.

Institution for Mental Disease (IMD)--is an inpatient facility as defined in 42 CFR 435.1010 and in
accordance with 42 CFR 438.6(e) is a hospital providing psychiatric or substance use disorder inpatient
care or a sub-acute facility providing psychiatric or substance use disorder crisis residential services.

Institutional Provider--An acute care, psychiatric or rehabilitation hospital, nursing facility.

Institutionalized--residing in a nursing facility, psychiatric hospital, or intermediate care
facility/intellectual disability (ICF/ID); this does not include admission in an acute care or rehabilitation
hospital setting.

Internal Appeal--An appeal of an adverse Utilization Management benefit determination initiated by the
Member (or Provider acting on behalf of a Member, with the Member’s written consent) and conducted
by the Contractor.

IPN or Independent Practitioner Network--one type of HMO operation where Member services are
normally provided in the individual offices of the contracting physicians.

Lactation Services--a process that provides support for women who want to breastfeed by means of
counseling, breastfeeding classes, breast pumps and supplies, and the provision of breastfeeding
educational materials to help reinforce a healthy and successful breastfeeding routine.

LARC--Long-acting reversible contraceptives (LARC) are a safe and highly effective method of family
planning that provide contraception for an extended period without requiring member action (or
compliance). They include intrauterine devices (IUDs) and subdermal contraceptive implants. Both
methods are reversible and can be removed at any time if member chooses.
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Limited-English-Proficient Populations--individuals with a primary language other than English who
must communicate in that language if the individual is to have an equal opportunity to participate
effectively in and benefit from any aid, service or benefit provided by the health provider.

Maintenance Services--physical services provided to allow people to maintain their current level of
functioning. Habilitative services are excluded for all but MLTSS and NJ FamilyCare ABP Members.

Managed Care--a comprehensive approach to the provision of health care which combines clinical
preventive, restorative, and emergency services and administrative procedures within an integrated,
coordinated system to provide timely access to primary care and other medically necessary health care
services in a Cost Neutral manner.

Managed Care Covered Service--any covered service for which the Contractor receives payment from
the State.

Managed Care Organization (MCO)--an entity that has, or is seeking to qualify for, a comprehensive
risk contract, and that is:

1. A Federally qualified HMO that meets the advance directives requirements of 42 CFR 489
subpart I; or

2. Any public or private entity that meets the advance directives requirements and is
determined to also meet the following conditions:

1. Makes the services it provides to its Medicaid enrollees as accessible (in terms of
timeliness, amount, duration, and scope) as those services are to other Medicaid
recipients within the area served by the entity; and

ii. Meets the solvency standards of 42 CFR 438.116.

Managed Long Term Services and Supports (MLTSS)--A program that applies solely to individuals
who meet MLTSS eligibility requirements and encompasses the NJ FamilyCare A benefit package, NJ
FamilyCare ABP (excluding the ABP BH (MH & SUD) benefit) as specified in Article 4.1.1.C, HCBS
and institutionalization for long term care in a nursing facility or special care nursing facility.

Mandatory--the requirement that certain DMAHS beneficiaries, delineated in Article 5, must select, or
be assigned to a Contractor in order to receive Medicaid services.

Mandatory Enrollment--the process whereby an individual eligible for Medicaid/NJ FamilyCare is
required to enroll in a Contractor’s plan, unless otherwise exempted or excluded, to receive the services
described in the standard benefits package as approved by the Department of Human Services through
necessary federal waivers.

Marketing--any activity by or means of communication from the Contractor, its employees, affiliated
providers, subcontractors, or agents, or on behalf of the Contractor by any person, firm or corporation by
which information about the Contractor’s plan is made known to Medicaid or NJ FamilyCare Eligible
Persons that can reasonably be interpreted as intended to influence the individual to enroll in the
Contractor’s plan or either to not enroll in, or to disenroll from, another Contractor’s plan.

Marketing Materials--materials that are produced in any medium, by or on behalf of the Contractor and
can reasonably be interpreted as intended to market to potential enrollees.
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Maternity Outcome--still births or live births that occur after the first trimester (after the twelfth week of
gestation), excluding abortions.

Maximum Patient Capacity--the estimated maximum number of active patients that could be assigned
to a specific provider within mandated access-related requirements.

MCMIS--managed care management information system, an automated information system designed and
maintained to integrate information across the enterprise. The MCMIS includes, at a minimum, the
following functions:

° Enrollee Services
° Provider Services
o Claims and Encounter Processing

Prior Authorization, Referral and Utilization Management
Care Management

Financial Processing

Quality Assurance

Critical Incident Reporting

Management and Administrative Reporting

Encounter Data Reporting to the State

Medicaid--the joint federal/State program of medical assistance established by Title XIX of the Social
Security Act, 42 U.S.C. § 1396 et seq., which in New Jersey is administered by DMAHS in DHS pursuant
to N.J.S.A. 30:4D-1 et seq.

Medicaid Beneficiary--an individual eligible for Medicaid who has applied for and been granted
Medicaid benefits by DMAHS, generally through a CWA or Social Security District Office.

Medicaid Eligible--an individual eligible to receive services under the New Jersey Medicaid program.

Medicaid Expansion--ACA created an eligibility group effective January 1, 2014 for individuals between
the ages of 19 - 64 with income up to and including 133% FPL. (NJ FamilyCare ABP)

Medicaid Fraud Division (MFD)--a Division of the Office of the State Comptroller created by statute to
preserve the integrity of the Medicaid program by conducting and coordinating Fraud, Waste, and Abuse
control activities for all State agencies responsible for services funded by Medicaid.

Medical Communication--any communication made by a health care provider with a patient of the health
care provider (or, where applicable, an authorized person) with respect to:

A. The patient’s health status, medical care, or treatment options;
B. Any utilization review requirements that may affect treatment options for the patient; or
C. Any financial incentives that may affect the treatment of the patient.

The term “medical communication” does not include a communication by a health care provider with a
patient of the health care provider (or, where applicable, an authorized person) if the communication
involves a knowing or willful misrepresentation by such provider.
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Medical Director--the licensed physician, in the State of New Jersey, i.e. Medical Doctor (MD) or Doctor
of Osteopathy (DO), designated by the Contractor to exercise general supervision over the provision of
health service benefits by the Contractor.

Medical Group--a partnership, association, corporation, or other group which is chiefly composed of
health professionals licensed to practice medicine or osteopathy, and other licensed health professionals
who are necessary for the provision of health services for whom the group is responsible.

Medical Records--the complete, comprehensive records, accessible at the site of the enrollee’s provider,
that document all physical, behavioral, dental and MLTSS services received by the enrollee, including
inpatient, ambulatory, ancillary, and emergency care, prepared in accordance with all applicable DHS
rules and regulations, and signed by the rendering provider.

Medical Screening--an examination 1) provided on hospital property, and provided for that patient for
whom it is requested or required, and 2) performed within the capabilities of the hospital’s emergency
room (ER) (including ancillary services routinely available to its ER), and 3) the purpose of which is to
determine if the patient has an emergency medical condition, and 4) performed by a physician (M.D. or
D.0O.) and/or by a nurse practitioner, or physician assistant as permitted by State statutes and regulations
and hospital bylaws.

Medically Determinable Impairment--an impairment that results from anatomical, physiological, or
psychological abnormalities which can be shown by medically acceptable clinical and laboratory
diagnostic techniques. A physical or mental impairment must be established by medical evidences
consisting of signs, symptoms, and laboratory findings -- not only the individual’s statement of symptoms.

Medically Frail--Individuals with disabling mental disorders (including children with serious emotional
disturbances and adults with serious mental illness), individuals with chronic substance use disorders,
individuals with serious and complex medical conditions, individuals with a physical, intellectual or
developmental disability that significantly impairs their ability to perform one (1) or more activities of
daily living or individuals with a disability determination based on Social Security criteria or in States
that apply more restrictive criteria than the Supplemental Security Income program, that meet State Plan
criteria.

Medically Necessary Services--services or supplies necessary to prevent, evaluate, diagnose, correct,
prevent the worsening of, alleviate, ameliorate, or cure a physical or mental illness or condition; to
maintain health; to prevent the onset of an illness, condition, or disability; to prevent or treat a condition
that endangers life or causes suffering or pain or results in illness or infirmity; to prevent the deterioration
of a condition; to promote the development or maintenance of maximal functioning capacity in performing
daily activities, taking into account both the functional capacity of the individual and those functional
capacities that are appropriate for individuals of the same age; to prevent or treat a condition that threatens
to cause or aggravate a handicap or cause physical deformity or malfunction, and there is no other equally
effective, more conservative or substantially less costly course of treatment available or suitable for the
enrollee. The services provided, as well as the type of provider and setting, must be reflective of the level
of services that can be safely provided, must be consistent with the diagnosis of the condition and
appropriate to the specific medical needs of the enrollee and not solely for the convenience of the enrollee
or provider of service and in accordance with standards of good medical practice and generally recognized
by the medical scientific community as effective. Course of treatment may include mere observation or,
where appropriate, no treatment at all. Experimental services or services generally regarded by the
medical profession as unacceptable treatment are not medically necessary for purposes of this contract.
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Medically necessary services provided must be based on peer-reviewed publications, expert pediatric,
psychiatric, and medical opinion, and medical/pediatric community acceptance.

In the case of pediatric enrollees, this definition shall apply with the additional criteria that the services,
including those found to be needed by a child as a result of a comprehensive screening visit or an inter-
periodic encounter whether or not they are ordinarily covered services for all other Medicaid enrollees,
are appropriate for the age and health status of the individual and that the service will aid the overall
physical and mental growth and development of the individual and the service will assist in achieving or
maintaining functional capacity.

Medically Needy (MN) Person or Family--a person or family receiving services under the Medically
Needy Program.

Medicare--the program authorized by Title XVIII of the Social Security 