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1. Sealed submitted ITB/RFP responses must be received by 5:00 PM CT (central time) on the date shown on the OHCA Solicitation Request, “Closing Date” to be considered.

2. Sealed ITB/RFP responses and any ITB/RFP amendments shall be submitted in accordance with the instructions contained in the RFP.
3. ITB/RFP responses received after the “Closing Date” date and time shall be deemed non-responsive and shall NOT be considered for any resultant award.

4. The following forms must be properly executed by an authorized person and signed in ink.  These forms were included as separate files in the e-mail announcing the ITB/RFP. The last two forms may also be found on the Department of Central Services – Central Purchasing website at http://www.ok.gov/DCS/ under Central Purchasing followed by CP Forms. Forms may also be obtained by contacting the Contract Coordinator:
a. Oklahoma Health Care Authority Solicitation Request

b. Certification for Competitive Bid/or Contract (Non-Collusion Certification) {DCS-Form-CP-004};

c. Professional Services Contract Certification {DCS-Form-CP-021};
5. Submitted ITB/RFP responses are rendered as a legal offer and any ITB/RFP response, when accepted by the OHCA, shall constitute a firm contract.

6. Submitted ITB/RFP responses shall be in strict conformity with the instructions to Bidders and shall be submitted in the required format and on the approved forms. if applicable.  All ITB/RFP responses shall be typewritten.  Any corrections to an ITB/RFP response shall be in ink and initialed by the individual with authority to make corrections.

7. ITB/RFP responses written in either ink or pencil shall NOT be accepted and shall be rejected as non-responsive.

8. Bidder guarantees unit prices to be correct.

9. Firm prices shall be F.O.B. Destination.  The Bidder shall prepay all packaging, handling, shipping and delivery charges, unless otherwise specified.

10. Purchases by the State of Oklahoma are not subject to any sales tax or Federal excise tax.  Tax exemption certificates shall be furnished upon request.

11. In accordance with Title 74, Section 85.40 ALL travel expenses to be incurred by the Bidder/Contractor that are part of a service contract shall be included in the total ITB/RFP response amount.

12. All submitted ITB/RFP responses shall be subject to Central Purchasing Act, Central Purchasing Rules, and other Statutory Regulations as applicable, any General and Special Conditions, ITB/RFP specifications, and all other terms and conditions listed or attached all of which are made part of the ITB/RFP.

13. No oral statement of any person shall modify or otherwise affect the terms, conditions, or specifications stated in the ITB/RFP and/or the resultant contract.  All modifications to the ITB/RFP and/or the resultant contract shall be made in writing by the OHCA.
14. The State reserves the right to reject any ITB/RFP response that does not comply with the requirements and specification of the ITB/RFP.  An ITB/RFP response may be rejected when the Bidder imposes terms or conditions that would modify requirements of the ITB/RFP or limit the Bidder's liability to the State.

15. Clarification pertaining to the contents of this ITB/RFP shall be directed in writing to the Competitive Process Management Team at the e-mail address shown on this OHCA Solicitation Request.

16. Contracts resulting from this ITB/RFP may be awarded on an ALL OR NONE basis, by individual item or grouped items, whichever is deemed to be in the best interest of the OHCA and the State of Oklahoma.  Contract awards will be made to the lowest and best Bidder unless the ITB/RFP specifies the best value criteria are being used.  Contract award decisions are further subject to any additional terms and conditions contained in this ITB/RFP.

17. Contractor shall be required to deliver merchandise as detailed in the ITB/RFP. The OHCA Contracts Manager shall approve any deviations or product/service changes in writing.  Substitutions/changes made without the OHCA Contracts Manager’s approval may be grounds for punitive remedies.

18. Audit and Records Clause.  (a) As used in this clause, "records" includes books, documents, accounting procedures and practices, and other data, regardless of type and regardless of whether such items are in written form, in the form of computer data, or in any other form.  In accepting any contract with the Sate, the successful bidder agrees any pertinent State or Federal agency will have the right to examine and audit all records Relevant to execution of the resultant contract.  (b) The successful bidder is required to retain all records relative to this contract for the duration of the contract term and for a period of six years following completion and/or termination of the contract term. If an audit, litigation, or other action involving such records is started before the end of the six year period, the records are required to be maintained until informed in writing by the auditing, reviewing or investigating agency that the audit, review or investigation is complete.
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1 Administrative Overview

This section describes the purpose and intent of the Oklahoma (OK) Medicaid Management Information System (MMIS) Reprocurement Request for Proposal (RFP). 

1.1 Background

The Oklahoma Health Care Authority (OHCA) is the agency responsible for the administration of State of Oklahoma's Medicaid program.  OHCA serves approximately 825,000 members and has over 29,500 actively enrolled service providers
.  Many of the current member population, over 535,000 individuals, receive their services through a Primary Care Provider (PCP) managed care delivery mechanism
.

OHCA utilizes the services of a Fiscal Agent (FA), currently HP Enterprise Services {formerly known as EDS (Electronic Data Systems}, to operate and maintain the State's Centers for Medicare & Medicaid Services (CMS) certified MMIS.  This reprocurement is in accordance with the policy of CMS that requires the periodic reprocurement of services performed by the FA in the operation of the MMIS. The reprocurement will support the State's annual $3.9 billion Medicaid program (FY 2009)
.

OHCA believes its current MMIS is comparable to other State’s MMISs.  For this reprocurement, no evidence exists that any vendor’s MMIS has significant advantages that justify the increased risks and costs of a full system replacement.  The MMIS implemented in 2003 has incurred numerous enhancements since its initial operation, so the desire is to keep the current MMIS and build upon the progress already made.
1.1.1 Issuing Authority


OHCA is issuing this RFP.  Respondents should direct questions regarding the RFP process to the OHCA contact listed on the OHCA Solicitation Request Form.  OHCA is located in the Lincoln Plaza at:

Oklahoma Health Care Authority

4545 North Lincoln Blvd. Suite 124

Oklahoma City, OK 73105-3413
(405) 522-7300 (telephone)

1.1.2 Reprocurement Objectives

The reprocurement objectives below provide an overview of the purpose, goals, and scope  of this RFP.  Each objective to be achieved through this reprocurement has been associated to the applicable Oklahoma guiding principle in Table 1: Guiding Principles and Objectives of the Oklahoma MMIS. 

1.1.2.1 Reprocurement Purpose

The purpose of this RFP is to solicit proposals from qualified vendors for:

1. Takeover of the current FA and system operations of the existing MMIS.

2. System enhancements as defined in section 4 Scope of Work – Functional Requirements prior to assuming the FA operational responsibilities on January 1, 2012.

3. Design, Develop and Implementation (DDI) of a Program Integrity (PI) system, separate of the proposed MMIS takeover.
The PI Replacement System contract may be awarded to the FA Contractor or a separate PI Contractor.

1.1.2.2 Reprocurement Goals

The goal of this reprocurement is for OHCA to competitively acquire the services of a qualified FA to fulfill the requirements contained within this RFP.  Key objectives to be supported by the MMIS and FA or any other successful bidders for the PI system are to:

1. Meet or exceed all system requirements in 42 CFR 433, Subpart C and Part 11 of the State Medicaid Manual.

2. Meet all Federal certification requirements.

3. Meet or exceed all functional requirements detailed in this RFP.

4. Meet the Takeover Objectives.

5. Meet the DDI Phase Enhancement Objectives.

6. Meet or exceed all functional requirements of the PI System.  

1.1.2.3 Reprocurement Scope

In addition to the objectives referenced above, the proposal must include a scope of work for all system enhancements, which may be accepted in whole or in part at the option of OHCA.  Three of the system enhancements are federal mandates and must be completed by the deadline defined by the applicable authoritative body.  The federally mandated enhancements include: 

1. X12 5010 and NCPDP D.0. 

2. ICD-10.
3. American Recovery and Reinvestment Act (ARRA)/Health Information Exchange. (HIE)/Electronic Health Records (EHR) (ARRA/HIE/EHR).
OHCA recognizes that a single MMIS bidder may not have all the capabilities necessary to provide all of the services detailed in this RFP.  For that reason, OHCA understands MMIS bidders may need to cooperate with other vendors, who may even be utilized as subcontractors in order to submit a proposal that meets all of OHCA’s requirements.  This in no way condones or authorizes collusion among bidders or bidding entities. Cooperation is also encouraged among bidders submitting bids for the PI subsystems including: 

1. Case management.
2. Data analytics.
3. Medical review {including Surveillance, Utilization, and Review (SUR)}.

Included in the requirements of this RFP are those requirements associated with the DDI of PI System.  The PI System will be used to greatly enhance the medical review, data analytics, SUR and case management functionality by providing OHCA with the ability to access large volumes of data to produce customized reports and more effective medical and utilization information.

The PI System will be acquired through this reprocurement as an additional contract under the terms of this RFP.  The PI Replacement System may be awarded to either the FA or a separate contractor. The development and implementation of these two systems (the MMIS and the PI System) will be considered by OHCA to be one project as the functionality of each system is integral to the other.  

The selected MMIS Contractor must agree to customize and adapt the development of the MMIS to ensure that it works effectively and efficiently with the PI Replacement System.  The selected FA will be responsible for the takeover and continued operations of the current PI system until such time that the PI Replacement System is ready for operations.
1.1.2.4 Guiding Principles and Objectives

Table 1: Guiding Principles and Objectives of the Oklahoma MMIS details the objectives to be achieved by this reprocurement effort.  It also associates the applicable Oklahoma Guiding Principle with each objective.

Table 1: Guiding Principles and Objectives of the Oklahoma MMIS

	Oklahoma Guiding Principles
	Objectives

	Enhance and introduce up-to-date management information and communication systems through the MMIS Reprocurement project.
	Integrated Call Center – Provide enhanced call routing capabilities and the integration and availability of call center data to provide operational efficiency and flexibility across all OHCA call centers.

	
	Document Management - Integrate COLD imaging system with the MMIS for improved access to information and operational efficiency.

	Enhance and introduce up-to-date management information and communication systems through the MMIS Reprocurement project.
	Letter Generation – Implement a flexible and configurable system component to improve operational efficiency and enhance member and provider communication.

	
	Medical Care Management (Atlantes) – Enhance the Atlantes Case Management system and further integrate with the MMIS to allow a broader spectrum of OHCA staff to utilize the system more effectively.

	Promote reusable components and modularity.


	Claims Processing - Implement and integrate Business Rules Engine into the MMIS for enhanced claims processing.  

	Promote efficient and effective data sharing to meet stakeholder needs.


	Secure Provider Portal - Allow providers real-time online access to view and change their account information, saving OHCA significant staff time in data entry and phone inquiries.

	
	General System Functionality – Enhance data warehouse capabilities (Data Cubes) to analyze and report data.  Also includes the creation of dashboards for management decision making and access to data by the public.

	
	Drug Rebate – Automate the process and provide online access for invoices and payments to suppliers.

	
	Drug Utilization Review – Enhance reference data file.

	
	Asset Verification – Allow electronic data exchange with financial institutions for asset verification of dual eligibles.

	Provide a member-centric focus.


	Online Enrollment – Implement an online enrollment and eligibility system that integrates with the MMIS and provides enhanced accessibility, eligibility, and benefit determination for members.

	Identify, qualify, and manage a cost-effective, efficient, and flexible SoonerCare program.
	Oklahoma Health Information Organization – Promote a comprehensive approach to accelerating the exchange of health information by involving providers and consumers, establishing State agency trust, developing sustainable funding sources, providing capable business services and operations, developing technical capabilities, and consulting with State officials.

	
	Online Enrollment - Implement an online enrollment and eligibility system to integrate with the MMIS to provide flexibility in response to SoonerCare program and policy changes.

	Adopt data and industry standards.
	X12 5010 & NCPDP D.0 and ICD-10 - The system enhancements to comply with these federally mandated data formats will be included in the MMIS Reprocurement project.

	Support integration of clinical and administrative data.


	Medical Artificial Intelligence (MEDai) Health Management - Allow providers access to information about the illness burden of the SoonerCare members they treat.  This information is critical to providers at the point of care to improve health outcomes for SoonerCare members.

	Promote secure data exchange.


	HIE – Provide the capability to exchange health information between State entities, Medicaid providers, and private health care providers.

	
	Secure Member Portal – Provide members the ability to manage their demographic information and view their health information.

	
	Electronic Provider Referral – Provide online access to information for providers to refer members to a specialist.

	Sustain and maximize available funds.
	PI – Integrate new technologies with fraud detection and case tracking systems to improve the effectiveness and efficiency of fraud and abuse investigations.

	Sustain and maximize available funds.
	Medical Policy Review - Review of reimbursement rates and methodologies to ensure provider payments are consistent, appropriate, and promote quality of care.

	Simplify the claim process, through collaboration with providers.
	Claims Resolution – Implement automated workflow for MMIS claims resolution.

	
	Claims Processing – Implement Rules Engine into the MMIS to provide efficiency and flexibility in the processing of claims.

	Break down artificial boundaries between systems, geography, and funding.
	Insure Oklahoma (IO) and Insure Tulsa – Expand the IO premium assistance program to provide insurance coverage for the uninsured.

	Seek to greatly improve the status of health care across the State
	IO – Expand the IO premium assistance program to provide insurance coverage for the uninsured.

	
	SoonerCare - Expand the SoonerCare program for 19 and 20 year olds.

	Ensure accuracy and correctness of payments


	PI – Implement a comprehensive PI system consisting of a Fraud and Abuse Component, a Medical SURS (Surveillance and Utilization Review Subsystem) Component, Case Tracking System, and Data Management for the OHCA PI & Accountability Unit.

	
	IO - Provide electronic management system for financial transactions to and from multiple sources, such as premium receipts, invoices, accounts receivable, accounts payable, State and Federal, donations, and commissions.

	
	Claim Check – Enhance edit and audit functions for MMIS claims processing.

	
	Finance – Enhance the management of payments, adjustments, and reporting.

	Improve the effectiveness and efficiency of the delivery of medical services.
	Emergency Room (ER) Diversion Grant - Develop a program to access a full array of primary and preventative health care services for Oklahoma County SoonerCare members to reduce overuse of hospital emergency room use.

	Maximize revenue by containing costs, eliminating duplication, and using all sources of funds.
	Explore opportunities that exist to better serve Oklahoma’s Dual Eligible population and to capitalize on the expertise of other States, as well as utilize other resources, such as the Center for Health Care Strategies that may assist OHCA to develop a care coordination plan for Oklahoma’s Dual Eligibles.  

	Provide continuous improvement/utilization review by evaluating service outcomes, program costs, and provider participation to maximize and effectively manage resources.
	Medical Policy Review - Review and make recommendations and/or implement changes in payment methodologies and reimbursements to ensure a fair and adequate compensation to providers.

	Attract and maintain a strong network of service providers by continuously evaluating and implementing programs that strengthen the reimbursement process.
	Self-Directed Services - Improve access to long-term support services, and provide better choice and control for OHCA’s aging population.

	Develop a health care partnership with policy makers, members, providers, and stakeholders from the community to provide maximum health care benefits to qualified individuals through innovative and cost effective programs.
	Provide insight to various stakeholders including, but not limited to: local community leaders, etc., that allows them to see both the small- and large-scale pictures of the existing health care infrastructure within their communities to help community leaders make informed decisions about future planning. 

	Provide patient education and care management services, develop provider collaboration focused on holistic health management and evidence-based guidelines, and one-on-one practice facilitation for some primary care providers for targeted members with chronic conditions who have been identified by predictive modeling to have a high risk of incurring significant medical cost.  
	Reduce program costs and improve health outcomes for SoonerCare members.


1.1.3 Project Phases

All contracts awarded under this RFP will have three phases.  Figure 1: Project Roadmap by Project Phase offers a graphical representation of the contract timeline, where each phase falls within that timeline, and the projects to be addressed during each phase.  

All three phases are briefly described in Table 2: Project Phases and Descriptions, and a detailed description of each phase and its associated tasks are also outlined below.  

From this point forward , unless specifically stated, wherever the RFP refers to a contract award, the reference includes the understanding that two separate contracts could be awarded: one for the MMIS takeover, another to implement a new PI system.  Unless otherwise specified, all aspects of this RFP apply to the bidders of the PI system as they do for the bidders of the MMIS.

Figure 1: Project Roadmap by Project Phase
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Table 2: Project Phases and Descriptions

	Project Phase
	Description

	Phase I 
	Hardware/software refresh plus DDI of federally mandated projects and designated enhancements 

	Phase II 
	Continuing operations:
a. Includes DDI of remaining federally mandated projects and system enhancements, plus any other system modifications requested through the change order (CO) process

b. Includes any system modifications requested through the CO process

	Phase III
	Continuing operations during the one-year optional extension


1.1.3.1 Phase I 

The RFP may also refer to this phase as the Takeover DDI period. This period begins the day the new contract is awarded and ends the day that the current FA’s contract terminates, which is on December 31, 2011.  This phase encompasses the migration of the MMIS to the new hardware infrastructure in the FA’s data center and the physical takeover of the existing MMIS and FA operations.  Phase I also includes DDI of the federally mandated projects, OHCA’s priority projects, and enhancements specified in section 4 Scope of Work – Functional Requirements.  The tasks associated with the Takeover DDI period include:

1. Takeover Tasks:

1.1. Transition of MMIS to a new data center (if awarded to a Contractor other than the Incumbent FA). 

1.2. Implementation of the required infrastructure for the Hardware/Software refresh.

1.3. Implementation of other system infrastructure, network and telephone communications, and related equipment and configuration.

1.4. Takeover of the existing FA operations.

2. DDI Tasks:

2.1. System Design. 

2.2. System Development/Unit Testing.

2.3. Data Conversion.

2.4. User Acceptance Testing (UAT).

2.5. System Implementation.

1.1.3.2 Phase II 

This phase includes FA responsibilities for continuing operations.  In addition to the continuing operations responsibilities, part (a) of Phase II includes the remaining DDI effort for projects listed in Figure 1: Project Roadmap by Project Phase.  Parts (a) and (b) in Phase II include all of the continuing operations tasks described below.  The tasks associated with this phase include: 

1. Continuing Operations Tasks:

1.1. Operations – run the day-to-day operations of the application systems and the hardware/software platform on which the application systems reside.
1.2. Maintenance – monitor and correct software defects in the application systems.

1.3. Modifications – make changes to the application systems based on user requests.  These tasks are similar to those required for DDI of the Roadmap projects, with the distinction being that Roadmap projects are a defined list of changes with a significant level of effort and are included in the fixed-price cost of this contract.  Modifications completed that are not listed as one of the Roadmap Projects will be based on time and materials.

1.4. Services – provide services to Medicaid members and providers, such as enrollment, eligibility, and claims processing. 

2. DDI Tasks:

2.1. System Design 

2.2. System Development/Unit Testing

2.3. Data Conversion

2.4. User Acceptance Testing

2.5. System Implementation

1.1.3.3 Phase III 

This phase includes FA responsibilities for continuing operations during any awarded extension years.  This phase of the project occurs if OHCA extends the contract for the option year.  The tasks associated with this phase include:

1. Continuing Operations Tasks: 

1.1. Maintenance – monitor and correct software defects in the application systems.

1.2. Modifications – make changes to the application systems based on user requests.  These tasks are similar to those required for DDI but are not yet defined.  These types of modifications, which are not listed as part of the DDI projects, will be based on time and materials.

1.3. Operations – run the day-to-day operations of the application systems and the hardware/software platform on which the application systems reside.

1.4. Services – provide services to Medicaid members and providers, such as enrollment, eligibility, and claims processing. 

1.1.4 System Enhancements

This RFP includes requirements in addition to the takeover of the current MMIS system. These additional requirements are detailed in Section 4 Scope of Work – Functional Requirements and designated as (Enhancements).  The enhancements will provide both new and improved functionality over the existing MMIS. 

As noted in Figure 1, some of the enhancement and OHCA priority projects will not be completed (or in some cases even initiated) during the 14-month DDI Takeover period.  However, they are still part of this reprocurement vehicle and are services to be implemented into the MMIS under the terms of this RFP.  

Phase I - All enhancement projects listed under Phase I are mandatory and required to be completed no later than December 31, 2011, including the PI enhancement for a new PI System.  

Phase II - OHCA may elect not to implement one or more of the enhancement projects listed under Phase II, or OHCA may consider alternative approaches to acquire the functionality and services described in section 4 Scope of Work – Functional Requirements, for one or more of these projects.  Regardless of the approach, the FA must customize and adapt the MMIS as necessary to ensure every selected enhancement works effectively and efficiently with the MMIS.

1.1.5 RFP Organization

The remainder of this RFP is organized as follows:

Section 2 – Presents an overview of the Oklahoma Medicaid program and a description of the current FA operations, system architecture, and system functionality.
Section 3 – Contains the requirements for data processing, general operations, functionality, project administration and project controls, and project organization and staffing.  It also presents OHCA responsibilities and FA requirements for the DDI and the Operation Phases.
Section 4 – Presents the format and content requirements for the FA’s Technical and Cost Proposals.
Section 5 – Presents an overview of the requirements for submission of Technical and Cost Proposals.
Section 6 – Provides an overview of the evaluation of proposals.
Section 7 – Addresses general contract provisions.
Section 8 – Contract and performance requirements and liquidated damages.
Sections 9 through 29 (Appendices A through N) -  Includes the contents of the MMIS Procurement Library, the Proposal Pricing Schedules to be completed for the cost proposals, a glossary of terms and acronyms, a checklist and information for completing proposals, various Oklahoma statistics, an organizational chart, architectural environment graphics, and other information relevant to this reprocurement.
1.2 Reprocurement Process

The following subsections provide information on the process to be followed for various reprocurement events.  All time references throughout this RFP are based on Central Time (CT).

1.2.1 Project Term

The Project will commence at contract execution and extend through December 31, 2016.  The project term includes the Takeover DDI period beginning on the contract award date and ending on December 31, 2011, plus the five-year base term commencing on January 1, 2012, and ending on December 31, 2016.  In addition to the five-year base term, OHCA may award a one-year option period for continuing operations.  The one-year option begins January 1, 2017, and continues through December 31, 2017.  The entire contract is contingent upon the funding of the Medicaid program.

Table 3: Project Schedule

	Project PEriod
	Start Date
	End Date

	DDI Takeover Period
	Contract Award
	December 31, 2011

	Base Period – Operations + enhancements
	January 1, 2012
	December 31, 2016

	Extension Period - Operations
	January 1, 2017
	December 31, 2017


While the project schedule above is based on a calendar year, OHCA’s budget office operates on the State Fiscal Year (SFY), beginning July 1 and ending on June 30.  As such, the contract for this project and issuance of purchase orders will coincide with the SFY according to the schedule listed in Table 4: Contract Schedule below.
Table 4: Contract Schedule

	DESCRIPTION
	START DATE
	END DATE

	Initial Contract Award
	Award Date
	June 30, 2011

	DDI & Continuing Operations
	July 1, 2011
	June 30, 2012

	Continuing Operations + enhancements
	July 1, 2012
	June 30, 2013

	Continuing Operations + enhancements
	July 1, 2013
	June 30, 2014

	Continuing Operations + enhancements
	July 1, 2014
	June 30, 2015

	Continuing Operations
	July 1, 2015
	June 30, 2016

	Continuing Operations & Option Year
	July 1, 2016
	June 30, 2017

	Option Year 
	July 1, 2017
	December 31, 2017


1.2.2 Reprocurement Schedule

Table 5: Reprocurement Schedule illustrates the anticipated schedule for this reprocurement.  The dates are subject to change as determined necessary by OHCA. 
Table 5: Reprocurement Schedule

	DESCRIPTION
	SCHEDULE

	OHCA Release of RFP
	June 4, 2010

	Opening of Procurement Library
	June 4, 2010

	Closing Date and Time for Receipt of Questions
	June 25, 2010 5:00 P.M.

	OHCA Response to Written Questions
	July 7, 2010

	Issuance of Addenda, If Any
	July 7, 2010

	Closing Date and Time for Receipt of Proposals
	August 6, 2010 5:00 P.M.

	Notification of Intent to Award Contract – Submission to CMS
	September 24, 2010

	Anticipated Contract Start Date 
	November 24, 2010

	Operations Start Date
	January 1, 2012


1.2.3 Inquiries Point of Contact

OHCA is the sole point of contact from the date of release of this RFP until the selection of the successful bidder.  All questions and requests for clarification should be submitted by email to the OHCA contact information listed on the OHCA Solicitation Request Form.  
1.2.4 Legal Basis

OHCA will conduct the reprocurement process for this RFP in accordance with the Federal regulations contained in 42 CFR 434.10, 45 CFR 95.613, 45 CFR Part 74, Subpart P, The State Medicaid Manual, Part 11 - MMIS, and 74 Okla. Stat., Section 85.1 et seq.

1.2.5 Intent to Bid

Potential Bidders may submit to OHCA, an Intent to Bid at the following email address: CompetitiveProcessManagementTeam@okhca.org.  The Intent to Bid should include:
1. Bidder’s name.

2. Name and title of a contact person.

3. Address, telephone number, and email address of the contact person.
NOTICE: An Intent to Bid creates no obligation and is not a prerequisite for making a proposal.  However, submission of a signed Non-Disclosure Agreement is necessary to ensure access to the procurement library and MMIS documentation.

1.2.6 RFP Issuance and Amendments

OHCA reserves the right to amend the RFP at any time prior to the proposal due date by issuing written addenda.  All written addenda to the RFP will become part of the contract. A formal RFP amendment will be used to provide answers to the bidders’ questions submitted to OHCA.  OHCA will post all amendments to the OHCA website.  It is the bidder’s responsibility to monitor the website for the posting of any amendments.

1.2.7 Questions and Answers

Any explanation desired by a prospective bidder regarding the meaning or interpretation of any RFP provision must be submitted by email only to OHCA at the following address: CompetitiveProcessManagementTeam@okhca.org.

Documents sent via email are limited to no larger than 10 megabytes in size.  Emails are to include in the subject line “MMIS Reprocurement Questions” and the Solicitation Number.  Requests for materials and information not in the procurement library should be submitted in writing via email to the following address: CompetitiveProcessManagementTeam@okhca.org.  A return email will be sent by OHCA to confirm receipt.

Following the closing date for receipt of questions, a comprehensive set of written responses to all questions will be posted on the OHCA website.  To the extent practical, questions will remain as written.  However, OHCA may consolidate and paraphrase questions received.  It is OHCA's intention to complete all final responses to bidder questions within 10 business days of the deadline for receipt of final written questions.  Therefore, OHCA urges bidders to submit questions that they have regarding this RFP as early as possible.  Bidders should clearly understand that the only official answer or position of OHCA will be the one stated in writing.

1.2.8 Procurement Library

A procurement library has been established at the following location:

Oklahoma Health Care Authority

4545 North Lincoln Boulevard, Suite 124

Oklahoma City, OK  73105-3413
The procurement library contains a number of resource materials which bidders may find useful in preparing their proposals.  A detailed list of its contents and location is included in Appendix B: Procurement Library Table of Contents.  In order to gain access to the procurement library and MMIS system documentation, bidders must also submit a signed Non-Disclosure Agreement which can be found at the following link: OHCA Procurement Portal.

Some of the procurement library resource material will be available on the OHCA Procurement portal at the following link: OHCA Procurement Portal.  Other resource material will only be available on-site at OHCA.  To review this information, bidders must schedule an on-site visit.

The Competitive Process Management Team (CPMT) will serve as the contact point for scheduling visits to review material only available on-site.  They may be reached utilizing the following contact information:
Competitive Process Management Team
Oklahoma Health Care Authority

4545 North Lincoln Boulevard Suite 124



Oklahoma City, OK  73105-3413
Telephone:  (405) 522-7431

Fax: (405) 530-3284

Email: CompetitiveProcessManagementTeam@okhca.org
The MMIS procurement library has been developed for use by prospective bidders and OHCA staff during the MMIS reprocurement process.  Where possible, electronic versions of the information will be made available (see subsection 1.2.8.3 Access to System Documentation).  These materials, documentation, and other written information will be available for review in the procurement library according to the schedule listed in Table 5: Reprocurement Schedule.  OHCA reserves the right to add additional materials to the procurement library at any time until five business days prior to the proposal due date. 

1.2.8.1 Access to the Procurement Library and MMIS Project Workbook

The procurement library documentation which is not proprietary can be accessed from the OHCA Procurement portal site 24 hours a day, 7 days a week.  The following link provides access to the procurement portal: OHCA Procurement Portal. 

In order to access MMIS documentation contained in the MMIS Project Workbook, bidders must schedule an appointment at least twenty-four (24) hours in advance.  The MMIS Project Workbook documentation can only be accessed on-site at OHCA at the addressed listed in subsection 1.2.8 Procurement Library from 8:30 a.m. to 11:30 a.m. and from 1:00 p.m. to 4:00 p.m. CT , Monday through Friday, with the exception of official State of Oklahoma holidays.  No prospective bidder will be allowed to schedule more than two consecutive half-day sessions at a time.  A small workspace is available in the law library for accessing the MMIS Project Workbook documentation. 

1.2.8.2 Accuracy of Documents

While a reasonable attempt was made to gather the most accurate information available for the procurement library at the time this RFP was released, OHCA makes no assurances or guarantees that all information and data presented is accurate or complete.

All statistical information contained in the procurement library represents the best information available at the time of the RFP preparation. 

Requirements specified in this RFP shall take precedence over any documentation in the procurement library if a conflict exists.

1.2.8.3 Access to System Documentation

Prospective bidders who meet the requirements described above in subsection 1.2.8.1 will have access to the Project Workbook which contains material regarding the current MMIS.

Prospective bidders requiring copies of these materials must pay the costs for reproduction and delivery of this material in accordance with OHCA’s published Open Records Policy. Bidders should contact OHCA via the email address designated in subsection 1.2.8 Procurement Library to request this material.

1.2.9 Submission of Proposals

Sealed proposals shall be mailed and delivered no later than 5:00 P.M., on August 6, 2010.  For detailed mailing and delivery instructions, please refer to section 5.1 General Proposal Requirements.

1.2.10 Proposal Withdrawal

Prior to the proposal due date, a bidder can withdraw a submitted proposal by submitting a written request for its withdrawal, signed by the bidder's authorized agent, to the designated OHCA contact identified in RFP subsection 1.1.1 Issuing Authority.

1.2.11 Acceptance of Proposals

Each bidder may submit only one proposal for each RFP component (one MMIS FA proposal and one PI proposal).  OHCA will not allow alternate proposals; submission of them will cause OHCA to reject all proposals by the bidder.  OHCA will accept all proposals submitted according to the requirements and deadlines specified in this RFP.  After the receipt of proposals, OHCA reserves the right to make an award, without negotiation, based upon the terms, conditions, and premises of this RFP and the proposal of the selected bidder.  Withdrawal by a bidder after award may be considered a breach of contract. 

All proposals must be responsive to all requirements in the RFP to be considered for contract award.  After the opening of proposals, OHCA may ask any bidder for written clarification of their proposal.  If OHCA requests a clarification, the bidder must submit the clarification within the designated time frame. The clarification will be considered to be part of the bidder's proposal.

OHCA reserves the right to waive irregularities in proposals, providing such action is in the best interest of the State.  In the event that OHCA may waive irregularities, such waiver shall in no way modify the RFP requirements or excuse the bidder from full compliance with RFP specifications or other contract requirements if the bidder is awarded the contract.  OHCA also reserves the right to reject any or all proposals received or to withdraw this RFP if it is deemed to be in the best interest of the State.

1.3 Reprocurement Guidelines

The rules in the following subsections have been established to facilitate successful completion of the MMIS reprocurement.

1.3.1 Restrictions on Communications with State Personnel

From the date of release of this RFP until award resulting from this RFP, all communication between bidders and personnel employed by or contracted to the State of Oklahoma regarding this reprocurement is restricted to the contact identified in RFP subsection 1.1.1.  The only exceptions to this provision are for contacts with designated State personnel scheduling appointments for the Procurement Library, oral presentations, key personnel interviews, and system demonstrations, in which discussion is limited to information about the appointments.  

During the same time period, no bidder shall approach employees of OHCA or OHCA contractors concerning an offer of employment with the bidder without prior written permission from OHCA.  Violation of these conditions may be considered sufficient cause by OHCA to reject a bidder's proposal irrespective of any other condition.

Any contract arising from this reprocurement may be terminated by OHCA if it is determined that gratuities or kickbacks of any kind were either offered to or received by any State personnel, as defined above, from the bidder or its representatives.

1.3.2 Communications

Prospective bidders assume sole responsibility for ensuring that OHCA actually receives (on a timely and complete basis) written questions, requests for copies of the RFP, and other inquiries via email only.  Proposals must be delivered to the OHCA’s office.  This delivery may be via the United States Postal Service(USPS), a commercial delivery service and/or in person by the prospective bidder.
1.3.3 Agreement to Accept and Abide by this RFP and the RFP Process

By the act of submitting a proposal in response to this RFP, each bidder (including their parent organization and proposed subcontractors, agents, and employees) agrees and consents, without reservation, substitution, or limitation, to each of the following:

1. Accept as lawful and binding and abide by the proposal submission requirements and rules and the reprocurement procedures, processes, and specifications identified in this RFP, including any RFP addenda and all appendices to this RFP.

2. Accept the contractual language found in this RFP if awarded a contract as the result of this RFP.

1.3.4 Cost of Preparing Proposals

All costs incurred by the bidders for proposal preparation and participation in this competitive reprocurement will be the sole responsibility of the bidders.  OHCA will not reimburse any bidder for any such costs.

1.3.5 Disposition of Proposals

All material submitted by bidders becomes the irrevocable and sole property of the State of Oklahoma.  

1.3.6 Open Records and Privacy Act

The bidder, by submitting a proposal, agrees that the Privacy Act of 1974, Public Law 93 579, Oklahoma Open Records Act 51 Okla. Stat. §§ 24A. 1-29 and the Regulations and General Instructions issued pursuant thereto, are applicable to this contract and to all subcontracts hereunder.

Bidders may request certain portions and/or components of their proposal to be designated as proprietary, subject to OHCA approval in accordance with the Oklahoma Central Purchasing Act, 74 Okla. Stat. §85.1.
2 Description of the Oklahoma Medicaid Program

This section provides an overview of Oklahoma’s Medicaid program and insight into the current MMIS architecture.  In Oklahoma, Medicaid is known as SoonerCare.  As with other State Medicaid programs, SoonerCare consists of more than the traditional Title XIX program.  It includes a variety of other State and locally funded programs that provide health care assistance to a number of its citizens.  An overview of the various programs is provided below.

2.1 Organizational Structure 

In Oklahoma, OHCA has the responsibility of administering the State's Medicaid program.  Created in 1993 by legislative authorization, the Designated Single State Medicaid Agency was transferred from the Oklahoma Department of Human Services (OKDHS) to OHCA, effective January 1, 1995.  The agency's mission "…is to purchase State and federally funded health care in the most efficient and comprehensive manner possible and to study and recommend strategies for optimizing the accessibility and quality of health care.” The agency must balance this fiscal responsibility with two, equally important goals: 

1. Ensuring that State-purchased health care meets acceptable standards of care.

2. Ensuring that citizens of Oklahoma who rely on State-purchased health care are served in a progressive and positive system. 

OHCA is governed by the Health Care Authority Board.  Mr. Michael Fogarty is the current Chief Executive Officer (CEO) of OHCA.  The OHCA consists of the hierarchical structure illustrated in Figure 2: OHCA's Organizational Chart.

Figure 2: OHCA's Organizational Chart
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Although the primary responsibility for management of the Oklahoma Medicaid program and the operation of the MMIS lies within OHCA, several divisions within other State agencies interface with the MMIS and interact with OHCA on an operational basis.  Appendix C: Entities Currently Interfacing with OHCA identifies the entities currently interfacing with the MMIS and the nature of each interface including whether the interface is considered an input and/or output, and if the entity is involved in actual processing of MMIS data with operational responsibility.
2.2 Medicaid Eligibility

In accordance with 63 Okla. Stat. §5009, OHCA contracts with OKDHS, for certain populations to determine if an individual qualifies for SoonerCare. This means that some applications for SoonerCare enrollment are processed and approved or denied by OKDHS. Applications and renewals are reviewed by each county OKDHS office for financial and/or medical qualifications. After an individual meets the qualifications and completes the enrollment process, their records are sent to OHCA to coordinate medical benefits and make payments for services. Each State sets an income limit within federal guidelines for Medicaid qualifying groups and determines what income counts toward that limit. Part of financial qualification for SoonerCare is based upon family size and relation of monthly income to the Federal poverty level (FPL) guidelines.
 Medicaid eligibility for other populations is managed through OHCA’s new Online Enrollment system described in subsection 2.8.18 Online Enrollment (Eligibility System). 
2.3 Members of SoonerCare

To be eligible for Federal funds, States are required to provide Medicaid coverage for certain individuals who receive Federally assisted income-maintenance payments (cash assistance), as well as for related groups not receiving cash payments.  Overall, nearly half of the SoonerCare enrollees do not receive any type of cash assistance.  The main qualifying groups of SoonerCare members include children and parents, Aged, Blind and Disabled (ABD), and dual eligibles (who are people enrolled in both Medicare and Medicaid).  

In SFY2009, more than over 825,138 unduplicated members were enrolled in either SoonerCare or Insure Oklahoma (IO).  SoonerCare provided quality health care services to 809,251 members.  Overall, SoonerCare enrollees increased by 3.5 percent and the number served increased 4.9 percent from SFY2008 (July 2007 through June 2008) to SFY2009 (July 2008 through June 2009).  SoonerCare covers approximately 60 percent of the births in Oklahoma. {Calendar year 2008, there were 32,601 SoonerCare births compared with 53,733 total Statewide, according to the Oklahoma State Department of Health (OSDH) preliminary 2008 data.}
Approximately 1 in 5 Oklahomans are enrolled in SoonerCare.  On average, 636,726 members were enrolled each month of SFY2009.  Figure 3: Age of SoonerCare Enrollees shows the distribution of members by age.

Figure 3: Age of SoonerCare Enrollees
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2.4 SoonerCare Expenditures

SoonerCare is the largest source of Federal financial assistance in Oklahoma, accounting for approximately 45 percent of all Federal funds flowing into Oklahoma. Federal Medicaid dollars received for SFY2009 totaled nearly $2.5 billion.  Expenditures for SoonerCare totaled nearly $4 billion in SFY2009.  

More than five of every ten SoonerCare dollars were paid for services rendered to the ABD population.  This group includes dual eligibles, people with chronic medical conditions and residents of long-term care facilities.  Figure 4: SoonerCare Enrollees and Expenditures by Aid Category Percentages and Age illustrate the distribution of enrollees and expenditures by enrollee.

Figure 4: SoonerCare Enrollees and Expenditures by Aid Category Percentages and Age
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2.5 SoonerCare Programs

2.5.1 SoonerCare Choice

SoonerCare Choice is a patient-centered medical home program in which each member has a medical home that provides basic health care services.  Members enrolled in SoonerCare Choice can change their primary care providers (PCP), as they deem necessary.  SoonerCare Choice PCPs are paid a monthly case management/care coordination fee.  Visit-based services remain compensable on a fee-for-service basis.  

2.5.2 SoonerCare Traditional

SoonerCare Traditional is a comprehensive medical benefit plan that purchases benefits for members not qualified for SoonerCare Choice.  Members access services from contracted providers, and OHCA pays the providers on a fee-for-service basis.  SoonerCare Traditional provides coverage for members who are institutionalized, in State or Tribal custody, covered under a health maintenance organization (HMO) or enrolled under one of the Home and Community-Based Services (HCBS) waivers. 
2.5.3 SoonerCare Supplemental
SoonerCare Supplemental is a benefit plan for dual eligibles enrolled in both Medicare and Medicaid.  SoonerCare Supplemental pays the Medicare co-insurance and deductible and provides medical benefits that supplement the services covered by Medicare. 

2.5.4 Opportunities for Living Life
The Opportunities for Living Life (OLL) program offers additional benefits to certain members who are enrolled in SoonerCare Traditional or SoonerCare Supplemental plans. These benefits could include long-term care (LTC) facility services, in-home personal care services and/or HCBS. The home and community-based benefit provides medical and other supportive services as an alternative to a member entering a nursing home.
2.5.5 SoonerPlan

SoonerPlan is a benefit plan covering limited services related to family planning. SoonerPlan provides family planning services and contraceptive products to women and men age 19 and older who do not choose or typically qualify for full SoonerCare benefits.

2.5.6 Soon-to-be-Sooners 

Soon-to-be-Sooners is a limited benefit plan providing pregnancy-related medical services to women who do not qualify for benefits due to their immigration status; however, their child will be both a United States and Oklahoma citizen at the time of their birth. The services provided to the mother terminate at the time of delivery.
2.5.7 IO – Employer Sponsored Insurance (ESI)

ESI is a benefit plan providing premium assistance to qualified workers and spouses employed by an Oklahoma small business that has 99 or fewer workers. With ESI, the cost of health insurance premiums is shared by the employer, the employee and OHCA.

2.5.8 IO – Individual Plan (IP)

IP is a health insurance option for qualified Oklahomans. This benefit plan offers some basic health services to uninsured adults 19-64 years of age whose household is no more than 200 percent of FPL, and who are not receiving Medicaid or Medicare. The IP is available to people who meet the definition in one of the following groups: 1) Working adults who do not qualify for ESI and work for an Oklahoma business with 99 or fewer employees, 2) Temporarily unemployed adults who qualify to receive unemployment benefits, 3) Working adults with disability who work for any size employer and have a ticket to work, or 4) Self employed.

2.5.9 Children’s Health Insurance Program (CHIP) 

Implemented in 1997, CHIP, or Title XXI, is designed to help States cover additional uninsured low-income children. CHIP offers enrollment for children age 18 and younger, with income below 185 percent of FPL who are not eligible under criteria in effect prior to November 1997 or another Federal insurance program. As a Federal incentive, Oklahoma receives a higher rate of Federal matching dollars for members qualified under CHIP. During SFY2009 a monthly average of 64,622 children age 18 and younger were enrolled under CHIP. A majority of the children who qualify under CHIP receive the SoonerCare Choice benefit package.

2.5.10 Oklahoma Cares 

Implemented in January 2005, OHCA’s breast and cervical cancer treatment program, Oklahoma Cares, provides SoonerCare health care benefits to women under age 65 found to need further diagnostics or treatment for either breast or cervical screenings with abnormal findings, precancerous conditions or cancer. Oklahoma Cares members are covered under either the SoonerCare Choice or SoonerCare Traditional benefit package until they no longer require treatment or do not qualify financially.

2.5.11 HCBS Waivers 

The HCBS waivers afford States the flexibility to develop and implement creative alternatives to placing members in a nursing facility or intermediate care facility for the mentally retarded (ICF/MR).  The OKDHS is responsible for and administers the five following HCBS waivers:

1. ADvantage Waiver: Serves the “frail elderly” (age 65 years and older) and adults over age 21 with physical disabilities that qualify for placement in a nursing facility.  Nearly 27,000 members receive services through this waiver program.

2. Community Waiver: Serves 2,950 members with mental retardation (MR) and “related conditions” who would otherwise qualify for placement in an ICF/MR.  This waiver covers children and adults, with the minimum age being 3 years old.

3. Homeward Bound Waiver: Designed to serve the needs of individuals with MR or “related conditions” who are also members of the Plaintiff Class in Homeward Bound et al. v. The Hissom Memorial Center, et al. who would otherwise qualify for placement in an ICF/MR.  This waiver covers approximately 765 individuals.

4. In-Home Supports Waiver for Adults: Designed to assist OHCA in providing adults (ages 18 and older) with MR access to waiver services. This waiver serves almost 1,600 adults who would otherwise qualify for placement in an ICF/MR.

5. In-Home Supports Waiver for Children: Designed to provide waiver services to children ages 3 through 17 years with MR.  During SFY2009, this waiver served more than 650 children who qualified for placement in an ICF/MR.
2.5.12 Medicare “Buy-In” Program – SoonerCare Supplemental 

For hospital insurance expenses, SoonerCare Supplemental pays the co-insurance and deductible fees for hospital services and skilled nursing services for people qualified for Medicare and Medicaid (dual eligibles). The deductible and co-insurance fees are also paid for supplementary medical insurance expenses that are primarily physician services.
2.5.13 Program for All-Inclusive Care for the Elderly (PACE)

Implemented in August 2008, the goal of the PACE program is to manage care through an interdisciplinary approach with participation by the PACE team, and both the member and member’s family or other caregivers. As a home and community-based program, members live in the community but attend the PACE center one or two times per week for primary care services, to meet with their case manager and to engage in social activities with other PACE members.

2.6 SoonerCare Services

OHCA is dedicated to ensuring that SoonerCare members reach their optimal health status and receive the best service in the most effective manner. To accomplish this, OHCA staff provide various services specifically designed to focus on the individual member and his or her health needs including but not limited to:

1. Newsletters.
2. Targeted outreach.
3. Out-of-State care coordination.
4. Healthy program information.
5. Toll-free telephone contact options.

Title XIX of the Social Security Act requires certain basic services be offered to the categorically needy population to receive federal matching funds. States may also receive federal funding if they elect to provide other optional services. Within broad federal guidelines, States determine the amount and duration of services offered under their Medicaid programs. As with other States, Oklahoma places appropriate limits on a Medicaid service based on such criteria as medical necessity or utilization control. 

States are also permitted to require certain members to share some of the costs of Medicaid by imposing deductibles, co-payments, or similar cost-sharing charges. A co-payment is a charge which must be paid by the member to the service provider when the service is covered by SoonerCare. OHCA requires a co-payment of some SoonerCare members for certain medical services, but a SoonerCare provider may not deny allowable care or services to members based on their inability to pay the co-payment.
SoonerCare benefits cover a wide range of services including:

1. Behavioral Health Services.

2. Child Health Services {Early Periodic Screening, Diagnosis, and Treatment (EPSDT)}.

3. Dental Services.

4. Physician Services.

5. Hospital Services.

6. Nursing Home Services.

7. Pharmacy Services.

8. School-Based Services.

9. Family Planning Services.

10. Non-Emergency Transportation Services.

2.7 SoonerCare and Providers

2.7.1 Physicians and Other Practitioners

In January 2009, Oklahoma transitioned from paying a prearranged monthly fee (capitation payment) for primary and preventive care for members enrolled in SoonerCare Choice, to a medical home model with a payment structure that includes three components: 
1. A care coordination fee.

2. A visit-based fee-for-service payment.

3. Payments for excellence (SoonerExcel).
The care coordination fee is based on the number of members in the SoonerCare Choice primary care provider/ case manager’s (PCP/CM) panel. The PCP/CM’s may include physicians, nurse practitioners, physician’s assistants, and medical group practices.  The visit–based component is paid under the fee-for-service schedule. SoonerExcel is the performance-based reimbursement component that recognizes achievement of excellence in improving quality and providing effective care.  A pool of funds is made available to qualifying providers who meet or exceed various quality-of-care targets within an area of clinical focus selected by OHCA. 
Care by physician specialists and other individual practitioners, such as physical therapists are paid on a fee-for-service basis.  Most specialty services require a referral from a PCP.
For members not enrolled in SoonerCare Choice, visit-based payments are made directly to the providers once an allowable service has been provided and billed.  Providers participating in SoonerCare must accept the Medicaid reimbursement level as payment in full.  During SFY2009, OHCA continued to pay physician rates equal to 100 percent of Medicare rates, which are considered national benchmark rates. All relative value unit (RVU) based procedure codes have been valued at 100 percent of Medicare rates since August 2005.
2.7.2 Nursing Homes

Nursing homes play an essential role in Oklahoma’s health care system, caring for approximately 20,000 elderly and people with disabilities who are temporarily or permanently unable to care for themselves but who do not require the level of care furnished in an acute care hospital.  They provide a variety of services to residents, including nursing and personal care; physical, occupational, respiratory and speech therapy; and medical social services.  On average, 70 percent of nursing home residents in Oklahoma have their care paid for through the SoonerCare program.
2.7.3 Hospitals

The SoonerCare hospital reimbursement system is based on Medicare’s reimbursement model of Diagnostic Related Groups (DRGs). A DRG payment methodology, which pays on a per discharge basis, encourages hospitals to operate more efficiently and matches payments to use of resources. For cases that are particularly costly, an additional outlier payment is made to help protect the hospital from financial losses for unusually expensive cases. For inpatient stays in freestanding rehabilitation and behavioral health facilities, as well as LTC sub-acute children’s facilities, OHCA pays a per-day rate.

2.7.4 Pharmacies

SoonerCare reimbursed pharmacies for almost 5 million prescriptions during the SFY.  Members who use the pharmacy benefit get an average of two and a half prescriptions per month.  SoonerCare has one of the highest generic utilization rates of any pharmacy benefit plan in the nation with an average of more than 76 percent of all prescriptions dispensed as a generic drug.
2.7.5 Other SoonerCare Providers

In general, OHCA continues to strive to increase provider participation by streamlining processes and keeping our contracted providers as informed as possible.  Payment rates are constantly being evaluated within the constraints of available State and federal funds.  Ongoing provider outreach and training is being performed on a daily basis.  OHCA also provides a SoonerCare Secure Site as a “one stop shop” for providers to submit claims, check member enrollment and qualification for services, and receive specific information related to their provider type.  Pertinent information such as manuals, forms, policy cites and program information can be found by providers in the applicable areas of the OHCA portal.
2.8 Current System Architecture

The current OHCA MMIS is the interChange Enhancement (iCE) developed by HP Enterprise Services.  This CMS-certified system is based on a relational data model.  Users can access data using online inquiry through web based Graphical User Interface (GUI) windows, ad hoc database access, and desktop access to reports through a document management system.  OHCA’s iCE is a web based system. MMIS data can be accessed online and real-time using GUI screens, drop-down menus, and navigation tools. A project currently underway is to replace the original PowerBuilder GUI with a web based user interface on a .NET platform. The project is scheduled to be completed by September 2010. The applications that support Employer Management and Insurance Company Management (IO) will remain in the PowerBuilder GUI until completion of the IO Enhancement.
Oracle is the database management system and BusinessObjects is the primary user interface with the data warehouse that resides on Oracle as well. SPSS® (Statistical Package for Social Sciences) is used by the PI users for pattern detection. Data Marts are maintained for MARS, SURS, and MEDai (Medical Artificial Intelligence) for predictive modeling. A bidirectional interface exists with Atlantes, the Commercial off the Shelf (COTS) product used for case management.

2.8.1 Database and Data Access

The data is stored in Oracle 10 Relational Database Management System.  Data can be accessed using standard Structured Query Language (SQL) with the appropriate level of security.  OHCA strictly controls the ability to update data through the user ID and its associated security profile.  OHCA captures all modifications at the database level in audit trail tables.  The Computer Output-to-Laser-Disk (COLD) platform is the document management system that stores the reports on Windows 2003 Servers for archival and retrieval.  The COLD system allows the users to review a report on screen without printing or print only the needed section or pages.  The COLD system implemented at OHCA is capable of distributing documents or faxes from COLD storage and also provides embedded search capabilities and security features to limit document access by type.

2.8.2 Processing Platform

OHCA’s iCE is built on Sun-server-based client/server platform and capable of concurrent processing and load balancing.  The iCE system uses Symmetric Multiprocessors (SMPs), which enable multiple processes to execute simultaneously and individual processes to be spread across multiple processing units.

OHCA’s network server technical baseline standards are as follows:

1. Platform: Windows XP Service Pack 3 and Windows 2003 servers. 

2. Printing access via Windows 2003 print services and network print shares.

A migration from Windows XP to Windows 7 and Windows 2003 Server to Windows 2008 R2 is tentatively planned to take place within the next 18 months.

2.8.3 Table-Driven Design

OHCA’s iCE system has table-driven design and can make modifications to system functions by changing data in tables.  Database triggers are automatically generated from the data model to capture all additions, deletions, and modifications to data.  These database updates are captured in audit trail tables available to users through the GUI or reports.  The existing OHCA’s iCE system uses modular architecture design.  The overall design of the system divides components for distributed processing or presentation.

2.8.4 Claims Engine

The heart of the system is the claims engine, which is the process that adjudicates claims.  The claims engine accepts a claim as an Extensible Markup Language (XML) document from a variety of clients.  The adjudication results are returned to the client also as an XML document.  OHCA’s iCE system has a network of multiple claims engines with each node capable of processing a claim for any member and can handle any claims volume.  In the event of failure to any claims engine node, claims can be rerouted to a different node to avoid any claims process interruption.  

2.8.5 Data Maintenance

OHCA maintains online all claims history going back to 1997.  Data is not currently archived.

2.8.6 Hardware Infrastructure

The Oklahoma production system is hosted on two Sun Microsystems E6500 servers running the Solaris operating system.  The Relational Database Management System (RDBMS) for OHCA’s iCE system is Oracle 10.  A Sun E250 with 2 Central Processing Units (CPUs), 1Gigabyte (GB) of Random Access Memory (RAM), and 18GB of mirrored disk hosts the Oklahoma Medicaid Web site.  A Sun Ultra 10 B128CP workstation 333 Megahertz (MHz) UltraSparc-II, 128 MB of RAM, and 18GB of mirrored disk hosts the internal firewall server.  A CISCO PIX firewall server hosts the external firewall server.  A Sun E450 server with 4 CPUs, 2GB of RAM, and 400 GB of mirrored disk hosts the user acceptance test and model office environments and the development environment.  A New Technology (NT) file server, imaging server, and a COLD server complete the server equipment required for Oklahoma.  The automated voice response system (AVRS), COLD system, local area network (LAN) servers, Internet servers, firewalls, image server, and printers are all networked into the base architecture.  Appendix E: As Is Hardware and Software Specifications contains the hardware and software specifications for OHCA’s iCE system.

2.8.7 MMIS Architecture and Overview of Claims Engine

The system is logically divided into two primary components:

1. The Operational component responsible for maintaining and reporting on data within the Operational database that includes online and batch application services for Claims (Claims Engine), Providers, Eligibility, Members, and other MMIS applications.

2. The Claims Engine which is responsible for receiving interactive transactions from clients, adjudicating them, and returning the appropriate response.

The history and back end reporting component are responsible for analyzing, reporting, and supporting the management of the activities occurring in the operational systems.  The external interfaces describe a variety of data sources, which influence processing within the system.  The external data submission entities are organizations that supply/receive information to/from the MMIS.  Currently PS/2 is the primary source of member eligibility information. It is being replaced with the Online Enrollment application to allow members to enroll or change their enrollment from any State agency throughout the State.  Appendix H: MMIS Architecture  contains a context diagram of the MMIS Architecture and complete list of all external entities along with the information exchanged with the MMIS.  

2.8.8 Data Center Operations

2.8.8.1 Disaster Recovery

OHCA has established disaster prevention procedures for on-site processing, such as daily incremental backups of changed server data and periodic full backups of each server. Standard backup procedures require keeping copies of software with the backup files at a secure off-site disaster recovery location. 

The primary off-site location selected by the Incumbent FA is one of the nine regional SunGard data centers. This center is equipped with uninterruptible power supply (UPS) systems, which allow operations staff to perform controlled shutdowns of equipment. The Incumbent FA’s data center also is equipped with dry-pipe sprinkler systems. In the event of a software failure, the Incumbent FA can restore libraries within hours and verify the integrity of each file before allowing user inquiry and update.

Effective system control measures prevent errors or unauthorized modifications to programs and information and recognize improper actions. The current OHCA MMIS maintains audit and control records of all database updates, and the security model is capable to prevent unauthorized use and detects unauthorized attempts.

2.8.8.2 Data Security

OHCA has a security plan to which the Contractor(s) adheres throughout the life of the contract.  Annually, OHCA tests backup and recovery plans, simulates disasters and lower-level failures, and trains staff on security procedures.  OHCA’s approach to security administration includes system access controls, user access, and system support access.  Active Directory security software controls data access within OHCA at user level and outside OHCA at the agency level.  The Incumbent FA’s network security management team issues user IDs to all OHCA and Contractor(s) staff that need access to the to the MMIS applications at the FA’s location.  The IDs restrict access to the network itself, to individual MMIS environments, and to the specific applications within each environment for which the user has authorization. 

The OHCA system has application-level security through secure ID and password down to the window, table, and field levels. (Field value security is under development).  In addition to application-level security, OHCA has network security, system security, and firewall-level security in place to prevent outside attacks.  This includes procedures and standards that apply to the maintenance and administration of data processing security for the MMIS.

OHCA has audit and control requirements in place which includes preventive controls, detective controls, corrective controls, and audit trails. Preventive controls are based on the control functions present within the system and include workstation and application security (e.g. check logs and reports for processing checks and inventory reports).  OHCA uses the inherent controls in the MMIS to detect errors and report unauthorized transactions that have occurred in the MMIS.  The MMIS identifies and reports the source of any successful and unsuccessful attempts to update the system tables. This feature reports any user attempt to access unauthorized applications or perform unauthorized functions, subsequent reports alert supervisors and managers to the attempt.  In addition, OHCA’s system has system audit trails in place and audit information is viewable online and easily accessible within the application. These audit trails are supported by the listings, transaction reports, update reports, transaction logs, and error logs that the MMIS produces.  Audit trails contain the unique logon ID, workstation ID, and date and time of the change, and identify the changed data. Audit parameters set on the Oracle database can be modified as OHCA’s audit trail requirements change.

2.8.8.3 Data Consistency

The OHCA iCE system maintains consistency of data by following these standards:

1. All headers and footers are built upon a consistent layout.

2. Current date and time are consistently displayed in an mm/dd/yyyy format throughout the system.

3. All reference dates are displayed consistently throughout the system unless otherwise approved by OHCA for specific reports and window display.

4. All data labels and definitions are displayed consistently throughout the system and clearly defined in user manuals and data element dictionaries.

5. All windows display the user name and current object identifier as appropriate.

6. All MMIS-generated error codes and messages are clear and sufficiently descriptive to provide enough information, in English text, for problem correction.

7. Generated messages are available in both mixed font and mixed case formats.

8. All reports have the ability to display data in upper and lower case.

9. Production reports display the generating program identifier name and/or number consistently from report to report.

10. All dates in the database are stored in such a way that the century can be determined from the date.

2.8.8.4 Electronic Data Interchange (EDI)

The EDI system allows providers to submit transactions using standardized communication protocols and data structures.  The external entities communicate to the MMIS Engine through the EDI system, which contains the communications hardware that directs traffic to a Remote Access Server (RAS), Web Server or directly to the MMIS SUN servers.  The SUN server runs daemons that read from sockets for specific ports connected to the Value Added Network Services (VANS) or receives files sent via File Transfer Process (FTP).  The daemons handle interactive transactions and call a translator to convert the standardized structure to Extensible Markup Language (XML).  They then call application services passing XML to the MMIS engine.  The services include Claim, Eligibility, Provider, or Member applications.  Batch programs handle the batch input files and call a translator to convert the standardized structure to XML.  The batch programs send the translated XML to application directories to wait for further processing by the application services.  The OHCA system will accept electronically submitted claims via CD, magnetic tape, directly from a personal computer through a modem, or through the Internet.  The Web Server, VANs (WebMD, NDC, etc.), OHCA (PS/2), and the AVR Server are outside source entities.  The Procurement Library contains diagrams of the EDI network and the EDI data processing.

2.8.8.5 Recognition Research Incorporated (RRI) and COLD

The FormWorks software interfaces with other enterprise imaging, such as, workflow, and COLD system.  RRI will generate images of claims that are accessible to the Windows 2003 server housing the COLD system. The COLD system that Oklahoma is using is the IBM OnDemand system, which provides the capability to index objects (reports, images, etc) so they can be searched as well as viewed via a PC application (OnDemand client or web browser).  Indexing information is generated and accessed through the internet to specify fields that are searchable for the image(s) stored in the COLD system.  The indexing information is added to a database on the SUN server.  Images are viewable by selecting the specified searchable fields (e.g. a date field, Provider Number, Member Number).

2.8.8.6 System Files

All authorized State or federal agencies can access/examine all MMIS tables, files, programs, and data at the Contractor’s facility.  In addition to the regularly scheduled files and extracts, the Contractor(s) is required to provide a copy of any other file, along with documentation of its format, within five working days of a written request from OHCA at no cost to OHCA.  Prior versions of files and tables will be maintained for at least 90 days.

2.8.8.7 Software and Hardware Compatibility

The current iCE system is compatible with OHCA’s technical baseline and conforms to State hardware, software, and telecommunications configurations and standards.  The Procurement Library contains a list of State-approved standards.
2.8.9 Security Management

OHCA has implemented multi-level security processes.  The user must first be validated and identified in the database.  Second, the system must verify identity of the user to allow him/her to enter the MMIS online application.  The user profiles automatically restrict access to functional online areas in the system. 

The OHCA system has security at three levels — network, system, and application.  The system uses Active Directory role-based security to create and maintain unique user IDs at the application level and associate each ID to one or more security profiles.  The passwords expire on a staggered schedule.  The passwords restrict users’ capabilities to manipulate the data and tables.  Audit trails will be generated to show who made changes and when those changes were made.  Software configuration management tools control the access and promotion of software modules and incorporate several layers of authorization to restrict any unauthorized users access.

2.8.10 HIPAA Privacy and Security requirements.

All system components are fully compliant with HIPAA requirements in effect as of the date of release for this RFP.  Bidders are responsible for describing how their proposed solution meets and will maintain HIPAA requirements for Transactions and Code Sets, Privacy, and Security.  Other future requirements of HIPAA such as National Identifiers may impact system and policy operations for OHCA.  Depending on the nature of the requirement, these regulations may also be considered within the FA’s scope of work.

2.8.11 Internet

OHCA maintains a secure and functional web site for providers, members, OHCA, and other agency staff as well as a public web site.  The FA will maintain and update all OHCA websites using Microsoft's Visual Studio Enterprise software.  Changes will be validated in a separate test environment before deploying them on the production site.

2.8.12 Decision Support System/Data Warehouse (DSS/DW)

OHCA’s DSS/DW is built on a design that uses open, nonproprietary components.  The DSS/DW function provides for access to the Oklahoma MMIS data and various external data sources such as immunizations and vital records.  The data is stored in an Oracle 10 RDBMS and is accessed through the BusinessObjects application.  Within BusinessObjects, universes will be created by functional area.  Data elements are given "English" names and logically grouped for easy location and selection.  The users will simply use established GUI like features such as drag and drop to quickly develop queries. 

The DSS/DW system infrastructure is comprised of a Sun Microsystems E6500 server running an Oracle relational database.  OHCA data access and reporting are enabled through the integration of the following software tools: 

1. The EIS tool, HP ENTERPRISE SERVICES Navigator, functions as the report library by giving references to predefined reports.

2. The Business Intelligence tool, BusinessObjects, provides access to all data, including the management and administrative reporting data.  Users have the ability to access predefined reports or create new reports. 

3. The data modeling tool, Erwin, models the database and generates the initial database structures.

4. The statistical analysis tool, SPSS®, provides a full suite of statistical analysis tools, including both enumerative and analytical statistical models.

5. The geographic analysis tool, MapInfo®, translates data into detailed maps by zip code or county code.

The data is structured in both de-normalized form and summarized tables to build a fully functional online analytical processing data warehouse, and detailed normalized operational and historical data to allow ad-hoc and routine queries by the BusinessObjects users. 

The following hardware equipment supports the OHCA DSS/DW: 

1. Sun Microsystems E6500 server.

2. Windows 2003 server for batch query processing.

3. Personal computer (PC) workstations for development and software integration.

DSS currently utilizes a COTS product for dashboard reporting for the Behavioral Health Collaborative.  It is expected that the dashboard services and features will be utilized by other OHCA programs.  The system architecture includes NT hardware for a public web server, a CPU-based site license for mental health providers viewing Web Intelligence content of DSS data, twenty (20) Web Intelligence creator licenses, and fifteen (15) Xcelsius licenses to create content, ad-hoc DSS queries, dashboards, etc.  Content includes static (pushed) and real-time interactive data.

2.8.13 Call Center Hardware and Software Infrastructure

The customer service call center is implemented on an Avaya S8500 Communication Server with IP Agent that is integrated with an Avaya Private Branch Exchange (PBX) equipped with Automated Call Distribution (ACD).  The system supports IP and TDM stations, digital trunks, Internet and media gateways, and local and remote call center operations at multiple locations.  The call center infrastructure is integrated with an Avaya Audix for voice mail and an Avaya Call Management System which is used for call management, Call Tracking, and reporting.

The ACD functions allow call unit representatives to log onto the ACD when they are available to receive calls, notifying the system where calls may be routed.  To route the calls to the appropriate representative, the PBX switch allows the ACD call queue to filter calls based on call unit criteria and route to the respective call unit. Not to specific reps, but the rep longest in queue without a call.
OHCA uses Intervoice IQTalk to manage computer telephony integration (CTI).  This application routes ACD calls along with data pertaining to the call (searched against IDs in the MMIS) to the appropriate workstation and enables that data to be available for integration with the MMIS Call Tracking application.  Intervoice IQTalk also has AVR and Text to Speech (TTS) capabilities which enables callers to access data through the voice response system using voice commands in addition to touch-tone telephones.
2.8.14 Correspondence/Letters/Notices

Correspondence, letters and notices are provided online in updateable templates with unique identifiers specific to the correspondence type (letter, notice, and questionnaire).  Currently, OHCA has the ability to add free text for all sub-systems.  

2.8.15 COLD Imaging

Scanned paper claims, attachments, and correspondence with electronic facsimiles of claims and records delivered electronically are stored in OHCA’s COLD system.  The imaging database is integrated into COLD, making the paper reports immediately available to authorized users on their computer desktops.  Kodak scanners are also integrated with COLD.  Images can be annotated and linked into case files.  The imaging function is available to authorized users through a virtual private network (VPN).  OHCA uses the Sun Enterprise Servers, an HP Optical Disk Juke Box with write-once, read-many (WORM) optical disks, and Oracle 10 RDBMS for the imaging database.
2.8.16 Atlantes Case Management

OHCA uses a COTS product, Atlantes v3.1, to manage the member case management system.  This system accepts data from disparate sources as well as data from the global clinical case record (GCCR) and the MMIS member, claims, financial, and provider subsystems.  This system integrates both clinical and nonclinical data.  Interfaces were built from external agencies such as the OSDH, HIS (Indian Health Services), and Oklahoma public schools.  The integration engine technology enables users to transfer data seamlessly to and from Atlantes from any external data source when converted into standard flat file or XML format.

Atlantes is built on open standards-based client/server architecture.  The user-defined, dropdown menus allow authorized, nontechnical users to configure and maintain the system.

2.8.17 Medical Artificial Intelligence (MEDai)

OHCA uses MEDai as a third-party predictive modeling tool.  This subsystem unloads the files necessary for the software to build databases that the web page uses to fulfill the various requests that a user can put in via the various screens available.  The web page has five main areas:

1. Risk Navigator Performance. 

2. Risk Navigator Clinical.
3. Risk Navigator Provider.
4. Risk Navigator Financial.

5. Risk Navigator Guidelines.
2.8.18 Online Enrollment (Eligibility System)

OHCA’s new eligibility system, Online Enrollment, is designed in conformance with HIPAA data standards, privacy requirements, and the MITA (Medicaid Information Technology Architecture) defined open architecture for Medicaid information.  This system provides potential members the option to complete the application for SoonerCare services completely online.  Data entry for the Online Enrollment application may come from the following locations:

1. Populated from another computer system.

2. Manual entry of data.
OHCA collaborates with partner agencies OSDH and OKDHS and developed data exchange process and system interfaces.  The eligibility determination process will be transitioned to OHCA.  OSDH is also working with OHCA in developing a process to use the Electronic Verification of Vital Events (EVVE) database through the National Association for Public Health Information Systems (NAPHSIS) to verify citizenship.  Online Enrollment sends transactions to other web services (through various government agencies) to collect data or to verify information.  These data exchanging agencies include the Social Security Administration (SSA), Oklahoma Employment Security Commission (OESC), and Systematic Alien Verification for Entitlements (SAVE) under the Department of Homeland Security (DHS) and EVVE under NAPHSIS.
The Online Enrollment system uses Initiate, a COTS application, to perform address validation and deduplication.
2.8.19 Electronic Data Interchange (EDI) Claims Capture

OHCA’s Electronic Data Interchange (EDI) and claim capture system will accept electronic and paper claims and transactions in CMS-mandated formats.  OHCA is still capable of accepting electronically submitted claims via CD, magnetic tape, directly from a personal computer through a modem, or through the Internet.  The FA electronically scans and images all paper claims and claim-related documents.  The Internet solution for OHCA provides information access for OHCA staff, providers, members, and other authorized users.  The FA facilitates the access and exchange of information with a secure Web site that is capable of exchanging a variety of information between multiple users.

All claims and transactions received will be uniquely identified, monitored, and tracked from receipt to final disposition.  Data accuracy will be verified and audit trails maintained for claims and other transactions.  The GUI windows allow for quick and easy inquiry access to claims, adjustments, and financial transactions from data entry through adjudication.  Online, real-time adjudication of single claims submitted through the Web will give providers immediate feedback on the status of their claims.

2.8.20 ClaimCheck

ClaimCheck is a clinically oriented, automated program that will identify the appropriate set of procedures eligible for provider reimbursement (based on the clinical logic of the ClaimCheck database).  OHCA has implemented ClaimCheck version 8.5.39 in the production environment.  ClaimCheck is integrated to iCE using an interface program.  During the claim adjudication process, the iCE claim engine uses two structures to send/receive claim and procedure level information to ClaimCheck.  Claim level data (one occurrence per claim audited) and Procedure (detail or service line) level data may occur up to 100 times on input and125 times on output.

2.9 Network Configuration

The physical network infrastructure for HP Enterprise Services and OHCA that supports the MMIS consists of four primary components.  The OHCA network houses all of the OHCA users and associated server equipment.  The HP Enterprise Services internet connection is the primary entry point for Providers, other State agencies, and the provider representatives.  The HP Enterprise Services account network houses servers that support the Interchange application.  The LAN hardware, bulletin board, voice response unit, and account PCs are located in this component as well.  HP Enterprise Services has multiple support centers around the country that manage the network.  The network diagram can be found in the Procurement Library.

3 Scope of Work – General requirements

The Scope of Work (SOW) for the Oklahoma MMIS Reprocurement Project consists of tasks organized into three major phases as described in detail in subsection 1.1.3 Project Phases.  All bidders awarded a contract must provide a management plan to identify timelines and sufficient resources, including qualified staff to accomplish all of the tasks contained in this SOW.

Throughout this entire section, whenever the text refers to the FA, it is meant to imply both the FA and PI contractor, should they be different.  As such, unless specifically stated otherwise, all activities, responsibilities, deliverables, and requirements that each subsection references, pertain to both the FA and PI contractor.

Similarly, unless specifically stated otherwise within the applicable subsection, whenever a subsection references the MMIS, the requirements pertain to both the MMIS and PI Replacement System.  The performance, functionality, and all other expectations of the MMIS also apply to the PI Replacement System.

3.1 Takeover 

The takeover phase is synonymous with Phase 1 of this reprocurement project as illustrated in Figure 1: Project Roadmap by Project Phase.  It begins on the day of contract award and ends on the day that the current FA’s contract terminates, December 31, 2011.  The hardware/software refresh activities in Phase I of the Oklahoma MMIS Reprocurement project apply to the selected FA only and would not apply to a successful bidder of the PI Replacement System, should that Contractor be different than the FA.  However, during the Takeover period, both the FA and PI contractor are responsible for all DDI activities for the MMIS enhancements and PI Replacement System respectively, including:

1. System design. 

2. System development and testing.

3. Data conversion.

4. User acceptance testing and implementation.

5. Operations. 

OHCA expects that the PI Replacement System be implemented and ready for operations the day after the takeover period ends on December 31, 2011.  However, as a contingency plan in the event the PI Replacement System is not operational on January 1, 2012, the FA must have the ability to continue operations with the current MMIS PI functionality until the day that the new PI system becomes operational.

Additional takeover activities that only apply to the FA and not the PI Contractor include:

1. Planning.
2. System, verification, and validation testing.
3. Operational readiness.
4. FA begins full MMIS takeover operations, including all reporting functions.

5. Takeover of existing COs.

3.1.1 Takeover Methodology

As part of the MMIS takeover, the transition of the MMIS operations will be critical to the success of the entire reprocurement project.  To minimize risks, maximize efficiencies, and help guide development, all winning Contractors must utilize a proven methodology for business analysis, and system development, testing, and implementation.  The takeover period must be detailed in the bidder’s work plan to include at a minimum: resources, schedule, requirements for support from the existing MMIS FA, and new required interfaces.

3.1.1.1 Takeover Methodology Deliverables

The following describes the methodologies for the deliverables required as part of the takeover: 

1. FA Comprehension of Project – A description of the methods by which the FA plans to accomplish all of the work beginning with an overall plan that demonstrates an understanding of the nature and desired results of the project.

2. Methodology – A detailed description of the basic concept and proposed methodology for accomplishing the necessary tasks are outlined in subsections 3.1.1.2 Takeover Activities and Deliverables and 3.1.2 Operational Readiness.

3. Strategy – The overall takeover process strategy, demonstrating the manner in which all work elements will be combined into the production of the desired results.

3.1.1.2 Takeover Activities and Deliverables
Below is a detailed description for each task that comprises the deliverables for the MMIS takeover activities.

3.1.1.2.1 Planning

The following subsections comprise the necessary deliverables and tasks for the planning portion of the takeover phase.

3.1.1.2.1.1 Risk Management

The FA must conduct risk management activities associated with operations and present a risk management and mitigation plan, including a strategy for identifying, assessing, and mitigating risk.  The plan should address the structure for reporting risks, identify who is involved in planning risk mitigation strategies, and specify when the risk strategy will be implemented.  All bidders awarded a contract under this RFP must provide the following risk management deliverables:

1. Risk management and mitigation plan, which is due no later than February 2011.

2. Informal presentation to OHCA staff, which should describe the FA’s plan, the procedures that will be used to gather the information needed to prepare the plan.

3.1.1.2.1.2 Takeover Plan

The FA must include a proposed implementation plan that must address OHCA’s desire to reduce risk during takeover of the MMIS and all applicable systems.  Upon completion of pre-implementation activities, OHCA will authorize final dates for the implementation of the MMIS, based on dates in the approved implementation schedule.  

The FA must implement the MMIS without interruption or delays in member eligibility verification, provider enrollment, and claims payment.  Implementation of the MMIS operations shall not disrupt State and Federal reporting activities.

The FA must successfully plan for and perform the takeover of the MMIS. The FA will transition the current MMIS to its own hardware, installing all software and the telecommunications networks required to operate the system according to the specifications outlined in the current system documentation and the Contract.  The FA will also transfer or develop any software necessary to perform its operational responsibilities (e.g., data entry, claims control, electronic claims submission software).  For the purpose of the takeover and implementation task, the MMIS shall be defined as components and includes licensed software and systems. The takeover plan must be detailed in the bidder’s work plan, to include at a minimum: resources, schedule, requirements for support from the existing MMIS FA, and new required interfaces.
OHCA must approve the content and format of all deliverables at the outset of the implementation phase.  OHCA must approve each and every implementation phase activity before it occurs.  OHCA reserves the right to reject any deliverable that is not in the proper format or does not appear to completely address the function of the deliverable requirement.

The FA must provide the following takeover plan deliverables:

1. Takeover plan, which is due no later than January 2011.

2. Informal presentation to OHCA staff, which should describe the FA’s plan, the procedures used by the FA to gather the information needed to prepare the takeover plan.

3. A separate PI contractor would not have takeover responsibilities for any of the current MMIS functionality, including the current MMIS PI subsystem.  Therefore, the PI contractor is only responsible for takeover plan activities and deliverables as they relate to the DDI of a PI Replacement System.

3.1.1.2.1.3 Contingency Plan

The FA must prepare a contingency plan for all business process functions and systems operations functions of the FA operations.  If any part of the MMIS or other FA operations does not perform according to specifications, the FA must execute the appropriate section of its contingency plan.

The FA must provide the following contingency plan deliverables:

1. Contingency plan, which is due no later than May 2011.
2. Informal presentation to OHCA staff, which should describe the FA’s plan, the procedures used by the FA to gather the information needed to prepare the plan and a cost/benefit discussion.

It is the expectation of OHCA that the PI Replacement System be implemented and ready for operation the day after the takeover period ends on December 31, 2011.  However, as a contingency plan in the event the PI Replacement System is not operational on January 1, 2012, the FA, if different than the PI contractor, must have the ability to continue operations with the current MMIS PI functionality until the day that the PI contractor begins operations of the PI Replacement System.

3.1.1.2.1.4 Requirements Analysis/System Design Plan 

The FA must conduct a thorough requirements analysis to prepare for the takeover of the MMIS. This analysis must address the entire MMIS and not be limited to only core functions. This analysis must include an in-depth assessment and thorough understanding of the MMIS applications and operational environment of the existing systems.  This assessment must fully address the As Is state of the MMIS functions.  Additionally, the FA must address all requirements statements contained in section 4 Scope of Work – Functional Requirements of this RFP.  The FA must also produce requirements analysis documentation, in formats approved by OHCA.  After the requirements analysis is complete, the FA must establish and maintain the system design/enhancement activity using an approved project management methodology.

The FA must provide the following requirements analysis and system design plan deliverables:

1. Requirements analysis including analysis of current MMIS operations, which is due no later than February 2011.

2. Conduct Joint Application Design (JAD) sessions to ensure that the requirements definition and analysis supports OHCA’s business processes.

3. System design plan utilizing a Work Breakdown Structure (WBS) for all MMIS functions.

4. System design plan utilizing a WBS for system enhancements that will be incorporated into the MMIS.

5. Presentation of requirements analysis to OHCA staff.

6. Presentation of system design plan to OHCA staff.

A separate PI contractor has the same requirements analysis and system design plan deliverables listed above.  Those deliverables will apply to a PI Replacement System, not the MMIS.

3.1.1.2.1.5 Takeover Staffing Plan

The FA’s takeover plan must include a staffing plan that contains an initial list of key personnel, the number of staff assigned to the project, and a description of the project organization, including workflow and procedures required by the Contract.

The general staff responsibilities, requirements, minimum qualifications, number of key staff required, and expected start date for the key personnel are included in subsection 5.2.6 Staff Qualifications and Experience - Technical Proposal Section F.

The FA must procure a building site within a 10-mile radius of the Oklahoma State Capitol building and prepare adequate space to accommodate the new FA’s staff.  This site shall include office space to accommodate both OHCA and Independent Verification and Validation (IV&V) Contractor staff, if required, and sufficient free parking.  Provision of this site may be a phased process to accommodate a staffing build-up in accordance with the takeover plan of action, if appropriate.

The FA must provide sufficient staff, both on-site and elsewhere, to accomplish all tasks identified in the takeover plan.  The FA shall provide experienced, qualified professionals to ensure the success of this project.  OHCA has prior approval of key personnel, including anyone who reports to the takeover project manager position, which is described in further detail in subsection 7.5.4 Key Personnel.  Where appropriate, the same person may be able to fill a position in different contract phases.  For example, OHCA expects many of the takeover phase personnel to move into the operations phase.

The FA must provide the following takeover staffing plan deliverables:

1. Takeover staffing plan, which is due no later than December 2010.

2. Informal presentation to OHCA staff, which should describe the FA’s plan, the procedures used by the FA to gather the information needed to prepare the takeover staffing plan.

3.1.1.2.1.6 Communication Plan

The FA must create a communication plan during the takeover phase that ensures timely and appropriate generation, collection, and dissemination of the takeover information.  The communication plan shall be updated throughout the takeover to reflect current information.  OHCA realizes the critical nature of effective project communication to provide the links for people (project staff, sponsors, and all other internal and external stakeholders), information, and ideas that are essential for project success.  The communication plan ensures that the correct individuals receive required information in a timely manner.  To ensure that everyone is prepared to send and receive communication in the most effective manner, a plan for managing project communication is required.  The communication plan shall define the information and communication needs of the stakeholders, including who needs access to project information, what information is needed, when it will be needed, and how the information will be provided to them.  This plan also includes the communication protocols and procedures for reporting on takeover issues, work activities, tasks, and deliverables.

The FA shall utilize the following information for communication planning:  project organization; project stakeholder responsibilities and relationships; familiarity with OHCA’s programs and policies; identification of individuals who will be involved in the communication process and their locations; external information needs, including the media, governmental agencies, and other interested parties; availability of communication technology; and constraints and assumptions, relating to communication methods or media.  The plan must include an online repository of all communication materials, and presentations.  The FA shall ensure that version control, indexing, and storage/retrieval of all communication is securely controlled.

The FA must update the communication plan throughout the takeover activities, and continue updating until the new FA has completed the takeover of MMIS operations.  The communication plan shall include the following:

1. Collection structure.

2. Distribution structure, for authorized users.

3. Description of information to be disseminated.

4. Templates to be utilized.

5. A method for updating the communication plan.

6. Schedules listing when information will be produced.

The FA must provide the following communication plan deliverables:

1. Communication plan, which is due no later than January 2011.

2. Informal presentation to OHCA staff, which should describe the FA’s plan, the procedures used by the FA to gather the information needed to prepare the communication plan.

3.1.1.2.1.7 Takeover Schedule

The FA must prepare, in conjunction with the Incumbent FA, OHCA project director, and the appropriate staff within OHCA, a detailed takeover project schedule depicting all specific tasks to be completed, with deadlines, for the takeover.  Upon receipt of the notification, the FA will begin formal takeover planning.  During this period, the FA will plan and prepare to assume all responsibilities of the MMIS FA.  If necessary, the FA shall plan to phase in operations on a schedule that will minimize risk.  Takeover activities will end when the new FA successfully assumes all FA responsibilities and takes over complete operation of the MMIS.

The FA must plan and schedule all takeover endeavors utilizing the methodologies, and following the specifications for activities, tasks, requirements, and deliverables that are outlined in subsection 3.1 Takeover.  The FA must create, and submit for OHCA approval, a schedule for all takeover activities and assumption of all FA processes.

OHCA and the FA will work together during initial contract start-up to establish a schedule for installing the MMIS in the FA’s facility, if the awarded FA is not the Incumbent FA.  This schedule will be used by the FA in developing the detailed project work plan for the takeover.  During the start of this task, the FA will work with OHCA to define project management and reporting standards, establish communication protocols, and provide orientation on the FA’s approach to the takeover.  The FA will also define hardware and software requirements that must be installed for a successful takeover, including, but not limited to, networking infrastructure, PCs, servers, operating systems, PC software, and other applications.

Takeover schedule deliverables:

1. Draft takeover project schedule, included with proposal response to this contract.

2. Completed takeover project schedule, which is due no later than January 2011.
3. Informal presentation to OHCA.

A separate PI contactor would not have takeover responsibilities for any of the current MMIS functionality, including the current MMIS PI functionality.  Therefore, the PI contractor is only responsible for takeover schedule activities and deliverables as they relate to the DDI of the PI Replacement System.

3.1.1.2.1.8 Takeover Work Plan

In this takeover planning task, the FA will submit a formal takeover work plan that must adhere to required and standard WBS. The project work plan will be used by OHCA as a tool to monitor the progress of all tasks.  The FA must clearly define each task, including subtasks and specify a completion task for each activity.  Any changes from current operating procedures must be clearly identified and reflected in other sections of the document.  The FA must also clearly describe the hardware and software configurations and telecommunications network required for the appropriate sections of the project work plan.

Takeover work plan deliverables:

1. Takeover work plan, which is due no later than March 2011.

2. Informal presentation to OHCA.

3. Configuration management plan, which is due no later than December 2010, and must include the FA strategies for the following functions:

3.1. Version management.

3.2. Build management.

3.3. Release management.

3.4. Change management.

A separate PI contractor would not have takeover responsibilities for any of the current MMIS functionality, including the current MMIS PI subsystem functionality.  Therefore, the PI contractor is only responsible for takeover work plan activities and deliverables as they relate to the DDI of the PI Replacement System.

3.1.1.2.1.9 Hardware and Software Configuration Plan

The FA must provide a hardware and software configuration plan that describes the hardware infrastructure and the implementation process required to perform the Hardware/Software refresh for the MMIS takeover.  This plan will be included in the takeover work plan described in subsection 3.1.1.2.1.8 Takeover Work Plan. The hardware and software configuration plan requires the FA to complete Schedules A and B in Appendix N: Proposed Software and Hardware Inventory.  These schedules will also be used in the technical evaluation process for the MMIS Takeover with Enhancements.

A separate PI contractor would not have takeover responsibilities and therefore is not required to submit the hardware and software configuration plan or Schedules A and B in Appendix N: Proposed Software and Hardware Inventory.
3.1.1.2.2 System/Verification/Validation Testing

3.1.1.2.2.1 System Testing

The FA must create, and deliver to OHCA, comprehensive and thorough takeover testing plans before technical design of enhancements is complete.  The system testing plans must incorporate unit testing, structured testing, initial User Acceptance Testing (UAT) and plans for operational readiness testing, which occur prior to the operations readiness testing period, final UAT, parallel testing and volume or load testing.  OHCA will review all test results, with a special focus on structured data tests, UATs, parallel tests, and retests of failed items.  OHCA will not approve the MMIS for implementation until all tests pass to the satisfaction of OHCA.  The FA must revise and retest as often as necessary to meet OHCA requirements.

The FA must provide all documentation for the software being tested before acceptance testing will begin.  OHCA will have five working days to review each deliverable outlined within the takeover schedule and to either notify the FA of acceptance or to provide the FA a detailed list of deficiencies that must be remedied.  In the event that OHCA notifies the FA of deficiencies, the FA must correct the deficiencies within five working days, unless OHCA consents in writing to a different timetable.

Upon notification by the FA that the MMIS has been fully implemented and is ready for final system acceptance testing, OHCA will have 30 days to evaluate and test the systems to confirm that they perform without any defects and perform pursuant to the specifications set forth in this RFP.  The FA must participate in the acceptance testing of the system by providing technical staff at OHCA’s location to assist in demonstrating all functions of the system.  OHCA must sign off on each application to ensure that the use meets all functional and technical requirements.  In the event that one or more applications supplied by the FA  are not accepted, the FA  must correct the deficiencies or provide, at its own expense, software that may be required to meet the acceptance criteria within 10 calendar days or a mutually agreed upon period.

The FA will be required to demonstrate completeness of the takeover of the baseline system during the parallel testing task.  Completeness will be measured by the completion and submission of takeover activities, assessments and deliverables listed in subsection 3.1.1.2.2.2 System Verification and Validation and section 4 Scope of Work – Functional Requirements.  Also, the outputs produced by the takeover FA will be consistent with the outputs produced by the current MMIS.  Additional outputs may also be required when enhancements are implemented.

FA system testing deliverables:

1. Develop unit testing plans and schedule.

2. Develop structured testing plans and schedule.

3. Develop UAT plans and schedule.

4. Presentation of unit test results to OHCA.

5. Presentation of structured test results to OHCA.

6. Presentation of UAT results to OHCA.

3.1.1.2.2.2 System Verification and Validation

IV&V is a set of verification and validation activities performed to analyze system test results by an entity that is not under the control of the FA. OHCA has selected an IV&V services Contractor that is technically, managerially, and financially independent of the FA and who will check that the software provided by the FA meets the OHCA’s requirements (validation) and check that the system is well engineered (verification).  During the active phase of IV&V, the IV&V Contractor will work in conjunction with OHCA in performing its evaluation activities.

The selected IV&V Contractor will be required to perform the following series of verification and validation tasks.  The FA will be required to provide access to systems, data, personnel, and documentation as appropriate to support these activities.

1. Project Management – The IV&V Contractor will evaluate project progress, resources, budget, schedules, work flow, and reporting.  The IV&V Contractor will provide oversight management of the Project Management Plan (PMP) created by the FA to ensure the plan is being followed and evaluate the effectiveness of the plan to keep the project on schedule, and review the FA’s associated reporting.

2. Quality Management – The IV&V Contractor will be responsible for the methodologies and tools to support quality control that will be used on the project which include: process and oversight for issues management, change control management, risk management, document management for the project plan and project schedule; a comprehensive deliverable development process; development and execution of the communications plan; and adherence to Project Management Body of Knowledge (PMBOK) standards. 

3. Requirements Management – The IV&V Contractor will evaluate and make recommendations on the project’s process and procedures for managing requirements.

4. Operating Environment – The IV&V Contractor will evaluate and make recommendations on new and existing system hardware configurations to determine if their performance is adequate to meet current and future system requirements.

5. Development Environment – The IV&V Contractor will evaluate and make recommendations on new and existing development hardware configurations to determine if their performance is adequate to meet the needs of system development. 

6. Training – The IV&V Contractor will review training and make recommendations on the training provided to system users.  This activity will include verifying sufficient knowledge transfer for maintenance and operation of the system.

7. System and Acceptance Testing – The IV&V Contractor will evaluate the plans, requirements, environment, tools, and procedures used to test the system and ensure that it works according to specifications, is efficient, and satisfies all system and system interface requirements.

8. Data Management – The IV&V Contractor will evaluate any needed plans, procedures, and software for data conversion and evaluate proposed database re-design activity to determine if it meets existing and proposed system requirements.

9. Operations Oversight – The IV&V Contractor will evaluate change request and defect tracking processes, evaluate user satisfaction with the system to determine areas for improvement, evaluate the impact of the system on program goals and performance standards, evaluate operational plans and processes, and evaluate implementation of the process activities including backup, disaster recovery and day-to-day operations to verify that processes are being followed.

3.1.1.2.2.3 FA Responsibilities for IV&V

The FA responsibilities listed below are the minimum required under this contract.  OHCA and the FA may agree to assign additional responsibilities that may be incorporated into this contract through an amendment.

1. Provide the IV&V Contractor access to the FA’s PMP, including recommendations for:  adequate staff; staff skills, positions and abilities; equipment resources; training and facilities.

2. Provide the IV&V Contractor access to project software development documents.  Facilitate IV&V Contractor review and monitoring of development processes to ensure they are being documented, carried out, and analyzed for improvement.

3. Facilitate IV&V Contractor review of project deliverables for accuracy, completeness, and adherence to contractual and functional requirements.

4. Facilitate IV&V Contractor review of the system documentation (e.g., requirements, training, and test plans) for accuracy and completeness.

5. Facilitate IV&V Contractor analysis of applications, network, hardware, and software operating platform performance characteristics relative to expected/anticipated/contractually guaranteed results and industry standards/expectations.

6. Facilitate IV&V Contractor assessment of software testing.

7. Facilitate IV&V Contractor assessment of user and system training.

8. Facilitate IV&V Contractor review of system hardware and software configuration.

9. Facilitate IV&V Contractor review and assessment of any other FA development or operational area identified in the IV&V plan approved by OHCA.

3.1.1.2.2.4 FA Deliverables for IV&V

1. Project work plans. 

2. Unit test plans and schedule.

3. Structured test plans and schedule.

4. UAT plans and schedule.

5. Test results daily, as tests are performed. 

3.1.1.2.3 Takeover Completeness
Takeover will be considered complete when the FA has fulfilled the requirement to successfully run all systems and components of the MMIS on OHCA owned hardware and software, and executed parallel testing with successful results.  The FA must have installed the most recent versions of the MMIS, including, but not limited to, all batch and online programs, telecommunications, data entry software, and test files and replacements for licensed software and systems as described throughout this contract.  If any issues develop, the FA must coordinate with OHCA to resolve problems encountered during the installation of the MMIS onto OHCA’s hardware.

The FA must provide the following operational readiness deliverables:

1. Operational readiness work plan.
2. Weekly reports, or as required by OHCA, as to the progress of tasks within the operational readiness work plan, all of which must be available online in the documentation repository.

3. Completed takeover, which is due no later than December 31, 2011.

4. Updated MMIS hardware and software specifications as detailed in Appendix E: As Is Hardware and Software Specifications.

5. Formal presentation to OHCA staff outlining the completed takeover schedule and work plan.

Subsection 3.1.1.2.3 Takeover Completeness is not applicable to the PI Replacement System contractor.

3.1.1.2.4 Assumption of MMIS Takeover Operations
The FA shall perform specific implementation functions during the takeover, as detailed in the following subsections.  The FA must implement a fully operational MMIS on January 1, 2012, or a date to be approved by OHCA.  The FA will receive and be responsible for processing claims received after December 31, 2011, or a date to be approved by OHCA.

Fully operational is defined as processing correctly all claim types, including all claims adjustments and mass adjustments, and other financial transactions; maintaining all system files; providing access to all supporting components, including all existing subsystems; producing all required reports; meeting all system requirements; and performing all other FA  responsibilities specified in this contract.  If OHCA determines the system will not be operational on January 1, 2012, then implementation readiness assessments will be made until such time as OHCA determines that either a) the system is fully operational or b) that the FA shall be deemed in default.

Subsection 3.1.1.2.4 Assumption of MMIS Takeover Operations is not applicable to the PI Replacement System contractor.

3.1.1.2.4.1 FA Responsibilities

1. Conduct orientation and training for OHCA personnel on FA organization, functional responsibilities, and operational procedures.

2. Implement operational plan.

3. Allow for the complete resolution of all outstanding issues, (e.g., edits and adjudication of claims) by the Incumbent FA to be transferred.

4. Conduct weekly status meetings with the MMIS project manager and other OHCA staff and post meeting minutes online in the documentation repository, if appropriate.

5. Determine status of MMIS according to takeover plan, and identify and report to OHCA any implementation features that are behind schedule according to the takeover plan. 

6. Prepare and submit to OHCA for review, Corrective Action Plans (CAP) for deficiencies within three business days of identification.

7. Implement OHCA approved CAPs within agreed-upon time frames.

8. Make arrangements for the acceptance of all enrollment related records (e.g., benefit category change, address update, premium payment) from the current FA for completion of processing after takeover.

9. Include in the plan that the Incumbent FA will stop accepting new enrollment or eligibility additions, deletions, or updates during the final five working days prior to the transfer date.

3.1.1.2.4.2 FA  Deliverables for Assumption of MMIS Takeover Operations
1. Provide a final operational readiness assessment to assure the ability of the FA to operate the MMIS according to the requirements specified in the contract.

2. Conduct training for OHCA staff.

3. Perform file reconciliation with the records of the Incumbent FA to verify accurateness of all transfer of data after lock-down of related functional area activities, {e.g., eligibility, enrollment, claims, premiums, TPL (third party liability)}.
4. Provide results of file reconciliation to OHCA staff.

5. Transfer all data and files to the FA.

6. Identify and report any implementation issues to OHCA, document and place information online in the documentation repository.

7. Within five working days of the date of transfer from the Incumbent FA to the new FA, the OHCA, the new FA, and outside stakeholders will specify the data exchange requirements with external resources for continuous processing and make arrangements for the acceptance of all receipts (e.g., claim-related and pending claims) from the Incumbent FA for completion of processing after takeover.

8. Provide issue resolution documentation of outstanding issues.

3.1.1.2.4.3 State Responsibilities 

1. Approve assessment from FA that system is operations-ready.

2. Oversee final transfer of all data, including, but not limited to, eligibility and claims data.

3. Provide staff time to attend training sessions conducted by the FA for OHCA personnel.

4. Coordinate the termination or assumption of leases of MMIS hardware and software.

5. Ensure that business associates terminate communications with Incumbent FA, and recommence with new FA (e.g., print vendors, data exchange contacts). 

6. Work with Incumbent FA on remaining takeover/turnover tasks.

7. Work with FA to establish CAPs if implementation or reprocurement activities fall behind schedule or fail.

3.1.1.2.5 Takeover Existing Change Orders
The FA and OHCA will establish a process to address all open COs during the DDI phase.  The FA shall determine the takeover system's capability to meet the required functionality of the open COs.  OHCA and the FA will establish a configuration control process to determine which of these requirements can be implemented when the system becomes operational on January 1, 2012 without increasing the scope of the project to the extent of jeopardizing a successful and timely implementation.  Modification staff will implement any remaining open COs during the operations phase if they are still determined by OHCA to be necessary, unless OHCA decides to utilize hourly staff proposed by the FA.

Subsection 3.1.1.2.5 Takeover Existing Change Orders is not applicable to the PI Replacement System contractor.

3.1.2 Operational Readiness

As part of the MMIS Reprocurement Project, an operational readiness test plan is required for the takeover of the FA operations.  The operational readiness test is designed to ensure that the FA and OHCA staff are ready to process all inputs, correctly generate outputs, meet all reporting requirements, utilize a properly functioning data communications network, and have a demonstrated back-up capacity.  The FA also must assess the operational readiness of OHCA staff that performs all business functions and operations.  Operational readiness testing must include demonstrations, load testing and results, staff readiness testing, and communications testing.

Operational readiness testing will include all operational functions, as well as a volume test of several days of production capacity claim record volumes to demonstrate the MMIS and the FA’s staff is prepared for full production.  Operational readiness testing may include a pilot test of actual claims processing in a full operational environment starting with the submission of EDI transactions into the translator through the payment process, including, but not limited to, document imaging, check request, issuance, and check/remittance advice mailing process (both electronically and on paper).

Testing of all other operational functions will include, but not be limited to, enrollment and eligibility processes, such as notices, member demographic changes and capitation processing.  The addition, deletion and updating of enrollment records testing will include, but not be limited to, a member change of address, and the addition of a new member.  Also, a volume test of several days of production capacity eligibility files will be processed and will include all eligibility interface file formats.

An additional component of the operational readiness test is the demonstration and verification of data security and fire/disaster prevention and recovery procedures.  The disaster recovery processing portion of the operational readiness test will be limited to a recovery during a daily and a weekly process cycle.  The length of the test will be the amount of time that is necessary to recover from the disaster and provide proof that the recovery has been successfully completed.

The FA shall perform specific implementation and operations functions to ensure operational readiness.  In preparation for operations, the FA will perform final file conversions (if needed for enhancements), recruit and train operations staff, and conduct any necessary training to providers and OHCA staff and their designees.  OHCA will review and approve the operational readiness test and systems and user documentation.  The detailed requirements for operational readiness should include, but not be limited to, those listed below.

Subsection 3.1.2 Operational Readiness is not applicable to the PI Replacement System contractor.
3.1.2.1 FA Requirements

1. Submit weekly written status reports on the progress of tasks against the takeover work plan.

2. Conduct weekly status meetings with OHCA’s MMIS project manager and other OHCA staff.

3. Inform OHCA MMIS project manager of delays or setbacks to the critical path or project timeline by close of business on the day that any such issue or problem is identified.

4. Revise the takeover project work plan, as necessary and approved by OHCA, to provide current information regarding activities and dates.

5. Review progress and compliance with takeover project plan.

6. Submit an updated staffing plan for all phases of the takeover.

7. Submit all staff for approval to OHCA.

8. Revise the report distribution schedule to reflect updated OHCA decisions on format, media, and distribution.

9. Conduct a formal readiness walkthrough with OHCA, to prove that all functional areas are ready.

10. Establish all test plans to be approved by OHCA.

11. Develop procedures and supporting documentation for testing.

12. Establish test schedules with OHCA staff.

13. Provide appropriate FA staff for data examination and resolution during the testing.

14. Identify and resolve problems and discrepancies with OHCA or OHCA business partners.

15. Perform tests of the modified system or enhancement with input from current operations.

16. Compare the results with runs from the modified system to identical runs on the current system, if available, and provide OHCA with detailed information resulting from the comparison.

17. Analyze and record test results.

18. Identify, generate, and provide test data as needed and in formats specified by OHCA.

19. Perform tests of reports from prior-cycle data to compare to existing reports for data integrity of the modified or enhanced system.

20. Resolve any discrepancies in the MMIS (e.g., source code, documentation) identified as a result of testing.  If defect is not corrected before system goes into production, monitor until resolved.

21. Conduct comprehensive system testing for all functional areas to ensure that the MMIS is processing correctly, prior to implementation of new FA operations.  Testing will be conducted utilizing applicable input files as specified by OHCA.

22. Prepare a final operational readiness assessment document, including results of all testing and an assessment of the final operational readiness of FA staff to operate the MMIS.  The report will also certify that the MMIS, its subsystems, functions, processes, operational procedures, staffing, telecommunications, and all other associated support is in place and ready for operation.

23. Revise systems and user documentation as required to fully describe system operations and any modifications or enhancements.

24. Conduct orientation and training for OHCA personnel on FA organization, functional responsibilities, and operational procedures.

25. Establish an operational plan.

26. Implement operational plan.

27. Make arrangements for the acceptance of all claim-related receipts and pending claims from the Incumbent FA for completion of processing after takeover.

28. Work with Incumbent FA to stop acceptance of any new claims, either electronic or hard copies, during the final five working days prior to the FA takeover date.

29. Allow for the complete resolution of all edits and adjudication of claims by the current FA.

30. Identify and report any implementation issues to OHCA.

31. Process, from claims receipt to final disposition through the payment request process, in a fully operational environment, a representative sample of actual or test claim records, as designated by OHCA, as an operational readiness test.

32. Identify necessary modifications to manual and automated operating procedures.  Revise operating procedures as required.

33. Make arrangements for the acceptance of all enrollment related records (e.g., benefit category change, address update, premium payment) from the Incumbent FA for completion of processing after takeover.

34. Work with Incumbent FA to stop acceptance of any new enrollment or eligibility additions, deletions or updates during the final five working days prior to the transfer date.

35. Perform a member reconciliation process with Incumbent FA’s records to verify the accuracy of enrollment and eligibility data after lock-down of enrollment and eligibility related activity.

36. Process, from receipt of eligibility update records to final disposition through the enrollment process, in a fully operational environment, a representative sample of actual or test enrollment records, as designated by OHCA, as an operational readiness test.

3.1.2.2 FA Deliverables

FA Deliverables for operational readiness:

1. Revised operating procedures.

2. Training plan.

3. Work plan.

4. Status reports.

5. Report distribution schedule.

6. Test plans and schedules.

7. Operational readiness test plans and schedules.

8. Updated staffing plan for operations.

9. Parallel testing results.

10. Initial operational readiness assessment and presentation to OHCA.

11. Final operational readiness assessment and presentation to OHCA.

12. Assumption of operations responsibilities.

13. Initial assessment of implementation success and presentation to OHCA.

14. Assessment of implementation success and presentation to OHCA.

3.1.2.3 Contractor Cooperation
OHCA recognizes that the awarded Contractor of an MMIS or PI system may not have all the capabilities necessary to provide all of the services detailed in this RFP. For that reason, OHCA understands MMIS and PI system bidders may need to cooperate with other vendors who may even be utilized as subcontractors to submit a proposal that meets all of OHCA’s requirements. This in no way condones or authorizes collusion among bidders or bidding entities. 
3.1.2.4 Location of FA Operations

OHCA will not provide any office space or facilities to the FA.  The FA must identify the location where it will perform each MMIS related and FA service functions.  OHCA requires that the FA maintain a facility within a 10-mile radius of the Oklahoma State Capitol complex throughout the term of the contract.

The following functions and staff must be performed or located at the facility in the Oklahoma City area:

1. Contract administration and State liaison (key personnel).

2. Claim records receipt, prescreening, and converting claim records and other documents to electronic format or image.

3. Data entry {hard-copy and electronic media claims (EMC) transactions}, which may occur at the FA’s Oklahoma site or another location with OHCA approval.

4. Edit/audit claim records processing (suspense resolution).

5. System modifications (at a minimum, a systems manager and 100 programmer/analysts of which 50% must be located in the Oklahoma City facility).

6. Business operations (check requests to OHCA, financial services, accounts receivable handling, cash activity, check/RA mailing).

7. Production of newsletters, manuals, and bulletins within timeframes as specified by OHCA.

8. Storage of paper claim records and other required documents at the FA’s staff site and not a remote storage location.

9. Provider relations, providing initial provider training on MMIS use and continued on-going training for provider use of electronic claims capture, and re-enrollment of providers.

10. Customer service, fielding provider inquiry and providing response on claim status and working claims resolution.

11. Report printing on laser printers on paper size specified by OHCA.

The FA may perform other MMIS functions, including computer processing, outside of the Oklahoma City, Oklahoma area but within the continental U.S.  OHCA must approve the site of the Oklahoma office and all MMIS and PI system computer-processing sites

In subsection 3.1.2.4 Location of FA Operations the PI contractor is not responsible for items 2, 4, 9, and 10.

3.1.2.5 MMIS Equipment and Office Need

The FA must provide all equipment and software necessary for it to successfully takeover, design and develop, test, implement, operate, and maintain the MMIS.  The FA is responsible for site preparation for its Oklahoma project office.  The FA must supply all hardware and software to connect to the State of Oklahoma LAN and WAN (Statewide area network).

OHCA has a well-developed hardware and software environment infrastructure, described in subsection 2.9 Network Configuration. OHCA is not requesting that the FA supply workstations or printers to the user community.  The FA will be required to supply the necessary MMIS equipment and software and optional enhancement equipment and software, if selected, that will be required by the MMIS users beyond their standard configuration, which is outlined in the procurement library.

OHCA does require that the FA supply the following in the Oklahoma City area facility:

1. At least 1,000 contiguous square feet of standard office space with two separate enclosed offices within the space for exclusive use by OHCA staff.

2. Standard office equipment, including; two printers, one being high speed; office furniture, telephone service and equipment, use of a photocopier and facsimile machine within the near vicinity of OHCA’s space, and access to a meeting/conference room facility by appointment.

3. All required software and hardware to connect to OHCA’s LAN and WAN for concurrent access of 20 OHCA staff, using their State supplied workstations, to the FA’s MMIS test system during the DDI phase and to the dedicated MMIS integrated test facility during both DDI phase and the operations phase (a total of 30 OHCA staff shall be accommodated for purposes of testing during the DDI phase).

4. Five designated parking spaces must be provided for OHCA staff.

5. All telephones that are part of the FA’s phone system must be connected to the FA’s switchboard, with a separate Oklahoma pickup group, and will include voice mail.  The FA shall pay all telephone costs.

6. Workstations at the FA’s site must be configured as specified in the standard workstation configuration document located in Appendix B: Procurement Library Table of Contents.
7. Installation and maintenance of data lines for the FA’s PC network.

8. All equipment supplied for MMIS-related activities must be configured in the most optimal manner and in conformance with the documents stated in Appendix B: Procurement Library Table of Contents.  

9. The FA shall supply, at no additional cost to OHCA, any additional FA maintained equipment or software required to meet the stated MMIS performance requirements during the DDI or operations phase.

The PI contractor must provide all equipment and software necessary for it to successfully design, develop, test, implement, operate, and maintain the PI Replacement System.  The PI contractor must supply all hardware and software to connect to the State of Oklahoma LAN and WAN.

OHCA has a well-developed hardware and software environment infrastructure, described in subsection 2.9 Network Configuration. OHCA is not requesting that the PI contractor supply workstations or printers to the user community.  The PI contractor will be required to supply the necessary equipment and software that will be required by the PI system users.

OHCA does require that the PI contractor provide the following capabilities in the Oklahoma City area facility or at a location subject to OHCA approval:

1. All required software and hardware to connect to OHCA’s LAN and WAN for concurrent access of 10 OHCA staff, using their State supplied workstations, to the PI contractor’s PI test system during the DDI phase and to the dedicated PI integrated test facility during both DDI phase and the operations phase (a total of 10 OHCA staff shall be accommodated for purposes of testing during the DDI phase).

2. Workstations at the PI contractor’s site must be configured as specified in the standard workstation configuration document located in Appendix B: Procurement Library Table of Contents.
3. Installation and maintenance of data lines for the PI contractor’s PC network.

4. All equipment supplied for PI-related activities must be configured in the most optimal manner and in conformance with the Information Services Division (ISD) standards.  The ISD standards are available in Appendix B: Procurement Library Table of Contents.  

5. The PI contractor shall supply, at no additional cost to OHCA, any additional PI contractor maintained equipment or software required to meet the stated MMIS performance requirements during the DDI or operations phase.

3.1.2.6 Telecommunication Access and Support

The FA shall provide access to MMIS tables/files via telecommunications links.  All equipment and network hardware and software required to interface with State systems must meet ISD telecommunications and interface standards.  In addition, the FA must provide general telecommunications technical support through a help desk, for such issues as trouble shooting, device resets, and network problems.  The ISD standards are available in Appendix B: Procurement Library Table of Contents.

3.1.2.7 System and User Documentation

The FA must develop, prepare, print, maintain, produce, and distribute MMIS documentation, MMIS user manuals, and OHCA provider manuals.  OHCA will develop the policy and regulations section of OHCA’s provider manuals.  The FA is responsible for drafting provider specific billing instructions as well as general billing instructions that are used by all provider types for the provider manuals and the EVS (eligibility verification system).

MMIS user manuals and OHCA provider manuals will be prepared in draft form during the development/testing task and in final form during the acceptance testing task.  During the operations phase, updates to MMIS documentation, MMIS user manuals, and OHCA provider manuals must be developed by the FA.  Policy updates will remain the responsibility of OHCA.  The FA is responsible for preparing and printing all revisions, in final form, for all changes, corrections, or enhancements to the system and/or medical assistance program, prior to OHCA sign off on the system change.  The FA will be responsible for the production and distribution of all MMIS user manual and OHCA provider manual updates during the term of this contract.  Distribution of MMIS user manuals will be to designated OHCA staff.  Distribution of OHCA provider manuals will be to all providers enrolled in SoonerCare programs, State staff, and any agency, organization, and/or person specified by OHCA.  All manuals must be available in electronic format that is compatible with OHCA standards.
The FA is responsible for developing and providing to OHCA complete, accurate, and timely documentation of the MMIS.  One hard copy and one electronic copy of the MMIS documentation must be provided within 30 days following OHCA acceptance of the MMIS during implementation.  OHCA acceptance will not be given and the final system documentation cannot be delivered if portions of the MMIS are not functioning properly.  During the operations phase, updates to the one paper copy and an electronic copy, in a format that is compatible with OHCA standards, of the MMIS documentation must be provided within 20 days following OHCA acceptance of the change and prior to OHCA sign off on the completion of the system change.

MMIS user manuals will also be provided in electronic form as a part of an online help facility, which will provide complete and up-to-date information concerning access to all MMIS functions as well as system, navigation, printing, and reporting information.

The PI contractor will be held to the same timeframes and OHCA standards as listed above, and is likewise responsible for system and user documentation as it pertains to the PI Replacement System.  The PI contractor is not responsible for documentation related to OHCA provider manuals.

3.1.2.8 System Certification

The MMIS takeover and enhancements which are implemented as a result of this reprocurement must meet all Federal standards and possess all functional capabilities required by CMS for certification, as described in Part 11 of the State Medicaid Manual and in 42 CFR 433, Subpart C.  Costs incurred to obtain Federal certification are to be borne by the FA.  The FA must maintain certification throughout the term of this contract.

3.1.2.8.1 Federally Required Functions

The MMIS must perform all functions and possess all capabilities required by CMS at the time of certification.

3.1.2.8.2 Federally Required Data Elements 

The MMIS must include all data elements identified in Part 11 of the State Medicaid Manual, and those data elements required at the time of certification.

3.1.2.8.3 System Performance

The MMIS must meet all performance requirements and standards contained or referenced in this RFP.  They must also be capable of producing samples, reports, and other documentation that may be required for CMS review.

Performance requirements for some operations task responsibilities are identified throughout section 3 Scope of Work – General requirements, section 4 Scope of Work – Functional Requirements, and section 7 Contract Provisions, Terms, and Conditions.  Failure to meet performance expectations could result in corrective action being initiated under the provisions of subsection 8.2 Liquidated Damages – Failure to Meet Performance Requirements.

3.1.2.9 Electronic Mail/Courier Service

All FA staff must have secure electronic mail (email) that is compatible with OHCA’s encrypted email system with the capability of receiving encrypted email from OHCA staff and sending encrypted email to OHCA staff through the internet.  The secure email system must be capable of attaching and sending documents created using other software products, including OHCA's currently installed version of the Microsoft Office Suite (2003) and any subsequent upgrades adopted by OHCA.

For communications that cannot be sent via electronic mail and report delivery, the FA must provide courier service to and from the OHCA facility twice each business day.  One courier service run must be between 8:00am and 12:00pm CT and one between 1:00pm – 4:30pm CT.  The courier must make deliveries to each OHCA functional unit.
3.2 MMIS Maintenance and Operations

The maintenance and operations phase (Phase II) of the Oklahoma MMIS Reprocurement Project consists of four major tasks:  maintenance, modification, operations, and FA services.  The first three of these tasks are IT tasks; the fourth is for the provision of services to Medicaid members and providers.

1. Maintenance – Maintenance tasks are those necessary to monitor and correct software defects in the application systems.

2. Modification – Modification tasks are those necessary to make changes to the application systems based on user requests.  These tasks are not dissimilar to those required for the DDI of the identified enhancements.  The distinction is that the enhancements are a definite list of changes with a significant level of effort, which will be included in the fixed-price cost of this contract.

3. Operations – Operations tasks are those necessary to the day-to-day running of the applications systems and the hardware/software platform on which the applications systems reside.

4. FA Services – FA services tasks are those services provided to Medicaid members and providers, such as enrollment, eligibility, and claims processing.

In subsection 3.2 MMIS Maintenance and Operations, the PI contractor is only responsible for items one through three as they relate to the PI Replacement System.

3.2.1 MMIS Maintenance

The FA shall be responsible for maintaining the MMIS throughout the term of the contract.  This section of the SOW describes how future changes to the system will be categorized, the minimum staffing requirements, the milestones that must be met within task activities, and how OHCA and FA responsibilities are split.

3.2.1.1 Overview

The FA shall perform software maintenance for the component parts of the MMIS after its implementation, as directed by OHCA.  It is OHCA's expectation that all maintenance requirements shall be accomplished under the terms of the contract’s firm fixed price for machine time, person time, documentation support and any other related support.

Ongoing changes, corrections, or enhancements to the system will be characterized as either maintenance-related or as a modification effort, see subsection 3.2.2 MMIS Modification Task.  Maintenance will result from a determination by OHCA or by the FA that a deficiency exists within the operational MMIS, including deficiencies found after implementation of modifications incorporated into the operational MMIS, and that continued efficiency can be maintained or achieved through the proposed activity and other activities described below.  

The various types of maintenance support must include:

1. Activities necessary to provide for continuous effective and efficient operation of the system to keep it ready and fit to perform at the standard and condition for which it was approved.

2. Activities necessary to modify the system to meet the requirements detailed in this RFP.

3. Activities necessary to ensure that all data, files, and programs are current and errors are corrected.

4. Activities necessary to meet CMS certification requirements that exist at the time of contract award.

5. Activities related to file growth and partitioning.

6. File maintenance activities for updates to all files.

7. Scheduled ongoing tasks to ensure system tuning, performance, response time, database stability, and processing.

8. Changes to the job scripts or system parameters concerning the frequency, number, and media of reports.

9. Updates to software, operating systems, or other system components requiring version updates, manufacturer “patches,” and other routine manufactures’ updates to software.

10. Addition of new values and changes to existing system tables and conversion of prior records, as necessary.

3.2.1.2 System Maintenance Team Staffing Requirements

The FA shall provide staff to perform all systems maintenance responsibilities.  These individuals are separate and distinct from those defined in subsection 3.2.2.2 System Modification Team Staffing Requirements for modification support.  They may be located at the FA’s Oklahoma City site or off site at the FA’s discretion.  OHCA requires weekly reports, meeting OHCA standards, to be submitted.  Sample reports are available in the procurement library detailing the activities of the maintenance staff.

3.2.1.3 Maintenance Task Activities and Deliverables

All system maintenance activities that address system deficiencies must be completed within the following timeframes.  If a deficiency is discovered and the FA or contractor can correct the deficiency prior to a five working day deadline then it will be managed through the trouble ticket process. If the deficiency continues beyond five working days of discovery or receipt of a deficiency notification, the maintenance staff shall submit a CAP to OHCA for review indicating how the deficiency will be corrected.  The correction will apply to systemic, processing, and operational issues.  OHCA staff will review and approve or return the CAP to the FA for modification within five working days.  The CAP will include information that will define any system and/or operational problem, the problem solution, and the level of effort required to code, test, implement, address operational issues, and update documentation related to the deficiency.  Once approved by OHCA, the FA shall correct the deficiency within 10 business days unless the Contractor Services Director or OHCA’s CIO (Chief Information Officer) has granted an extension of the period of time necessary to cure the deficiency.

Weekly and monthly status meetings shall be held between OHCA and FA designated system maintenance staff at OHCA premises, unless OHCA elects to meet at the FA’s facility.  The weekly meeting will allow the FA to report progress against schedules and any necessary schedule revisions, and should allow for discussion of specific details where necessary.  When appropriate, the deliverables presented during the week may be discussed.  The monthly meetings shall be conducted so as to provide a synopsis of the highlights of the month's weekly meetings.  The FA shall document these weekly and monthly meetings, in written meeting minutes.

In addition, the FA will be required to maintain a summary log, updated weekly, of all work requests and will include all associated information.  The FA and OHCA will design this report together.  The report will be available online for access by both OHCA and FA staff.  The FA will maintain the report.

3.2.1.4 Maintenance Task State Responsibilities

Where maintenance activity has been determined:

1. Participate in weekly and monthly status meetings with the FA designated system maintenance staff to monitor current operations and to monitor progress on maintenance activities.

2. Prepare and submit to the FA notices of system deficiency, as appropriate.

3. Receive and review notices of maintenance support or proposed work requests from FA.

4. Review and approve CAPs.

5. If necessary, determine priority for FA completion of work requests and return approved requests with priority assigned.

6. Assist the FA in conducting a detailed requirements analysis on any major changes as required.

7. Review and approve the requirements specifications document.

8. Review and approve the general design and the detailed design for changes, when required.

9. Monitor FA work request activities.

10. Review and approve required test plans, including testing responsibilities.

11. Assist in development of the test plan and in defining test conditions.

12. Review and approve system test plan and test results.

13. Review weekly and monthly maintenance reports and summary log.

14. Review weekly and monthly status meeting notes.

15. Review and approve required test results.

16. Review and approve updates to system documentation.

17. Review and approve updates to user and provider manuals and operations procedures (if required).

3.2.1.5 Maintenance Task FA Responsibilities

FA responsibilities for maintenance activities are listed below:

1. Provide a maintenance team to correct system problems, and to support the resolution of discrepancies.  This shall include all maintenance activities necessary to ensure the continued efficiency of the MMIS.

2. Submit an operational trouble report to OHCA when operational problems occur, describing the nature of the problem, the expected impact on ongoing functions, a CAP, and expected time of problem resolution.

3. Submit CAPs regarding all deficiencies.

4. Perform all activities relative to the correction of deficiencies within the time-frames stated in subsection 3.2.1.3 Maintenance Task Activities and Deliverables.

5. Participate in weekly and monthly status meetings with the appropriate OHCA staff to monitor current operations and to monitor progress on maintenance activities.

6. Document weekly and monthly status meetings in writing, summarizing the key points covered, and provide a draft of the summary no later than 12:00 p.m. CT on the second work day after the meeting.

7. Provide consultation to OHCA in the development of maintenance requests.

8. Utilize and maintain the existing automated system for tracking and reporting of maintenance projects, and provide regular reports to OHCA.  The PI contractor may choose to propose a separate solution for fulfilling this responsibility.

9. Perform work assignments according to priorities set by OHCA.

10. Create and submit weekly and monthly reports.

11. Develop and maintain summary log.

12. Correct all errors and discrepancies found in the operational system at no additional charge for computer resources needed to maintain or correct the system.

13. Receive the notification of discrepancy on a work request from OHCA.

14. Inform OHCA when a system deficiency is identified, within 24 hours of discovery.

15. Enter the work request identifying the maintenance support into an automated tracking system.

16. Present OHCA with a CAP for approval within five business days of discovery, unless otherwise specified by OHCA.

17. Acknowledge an approved work request from OHCA.

18. Initiate corrective action within 24 hours of OHCA approved work request or CAP.

19. Submit test plan, including testing responsibilities, when required by OHCA.

20. Conduct systems test.

21. Submit test results to OHCA.

22. Prepare, submit, and distribute updates to MMIS documentation, user and provider manuals, other user documentation, and any other necessary documentation within 20 calendar days of the date the change goes into production, with the exception of report documentation.

23. Documentation associated with report changes or newly created reports shall be received prior to the first production run of that report.

24. Implement correction upon OHCA approval.

25. Verify the successful implementation of the correction, including monitoring accuracy of processing, and correction of any problems.

3.2.1.6 Deliverables for the Maintenance Task

The deliverables for the maintenance task are:

1. Project requests.

2. Deficiency reports.

3. CAPs.

4. Agreement on estimated priority, staffing, and schedule for each request.

5. OHCA approval of proposed requests.

6. OHCA approved requirements analysis document (major changes).

7. OHCA approved general system design document (major changes).

8. OHCA approved detailed system design document (major changes).

9. OHCA approved test plans and results.

10. OHCA approved updates to system documentation, user manuals, operating procedures, and provider manuals (if required).

3.2.2 MMIS Modification Task

The FA shall be responsible for modifying the Oklahoma MMIS and the PI contractor shall be responsible for modifying the PI Replacement System throughout the term of the contract.  This section of the SOW describes how future changes to the respective systems will be categorized, the minimum staffing requirements, the milestones that must be met within task activities, and how OHCA and FA responsibilities are split.  

OHCA requires weekly modification activity reports, meeting OHCA standards, to be submitted.  Sample reports are available in the procurement library.  All MMIS and PI functions must be updated and maintained by the FA and PI contractor according to Federal certification requirements; the CMS State Medicaid Manual; all Federal mandates; and all State requirements, statutes, and regulations.

3.2.2.1 Overview

The FA shall perform software modifications for all component parts of the MMIS after its implementation, as requested by OHCA.  Some major program initiatives may require a prior-approved Advance Planning Document (APD) when additional resources are required.  OHCA will be responsible for the production of all APDs.  It is OHCA's expectation that most modifications will be met under the terms of the contract's firmed fixed price for machine time, person time, documentation support and all other costs associated with modification activities.

Ongoing changes, corrections, or enhancements to the system will be characterized as either maintenance-related, see subsection 3.2.1.1 Overview, or as a modification effort as described below.  Software modifications may result when OHCA or the FA determines that an additional requirement needs to be met or that a modification to existing file structures or current processing is needed.  Examples of modification tasks include:

1. Implementation of capabilities not specified in this RFP or agreed to during design and development.

2. Implementation of edits and audits not defined in the operational system accepted by OHCA.

3. Activities necessary to meet new or revised CMS or other Federal or State of Oklahoma agency requirements.

4. Activities necessary to meet new or revised OHCA requirements.

5. Changes to established report, screen, or tape formats, such as sort sequence, new data elements, or report items.

6. Acceptance of a new input form.

7. System modification activities will be managed through a CO process.

3.2.2.2 System Modification Team Staffing Requirements

At a minimum, full-time support for MMIS system modifications must be provided on-site in Oklahoma by:

1. A systems manager.

2. 100 programmer/analysts, with a minimum of 50% of the staff at the Oklahoma facility.
The minimum qualifications for the systems manager and the systems analysts are specified in subsection 5.2.6 Staff Qualifications and Experience - Technical Proposal Section F.  The systems manager shall serve as the primary liaison between the modification team resources and OHCA staff for all system changes.

For detailed staffing requirements refer to subsection 7.10.5.3.1 Modification Activity – MMIS.

At a minimum, full-time support for the PI Replacement System modification must be provided on-site in Oklahoma by:

1. Systems manager.

2. Business Analyst.
3. Nine business analysts/programmer analysts or equivalent number of hours, with 20% of staff time on-site.
3.2.2.3 Modification Task Activities And Milestones

System modification activities will be required through a written change request completed by OHCA with the OHCA priority assigned.  The FA will log the receipt of the change request by assigning a unique identifier and returning the list to OHCA.  OHCA will maintain the list denoting the priority of all assigned COs which will be shared with the FA weekly. The FA will complete COs in the priority sequence on the CO list. The FA will follow the modification work tracking process as defined by OHCA.

Weekly and monthly status meetings shall be held between OHCA and FA designated system modifications staff at the OHCA premises, unless OHCA elects to meet at the FA’s facility.  The weekly meeting will allow the FA to report progress against schedules and any necessary schedule revisions, and should allow for discussion of specific details where necessary.  When appropriate, the deliverables presented during the week may be discussed.  The monthly meetings shall be conducted so as to provide a synopsis of the highlights of the month's weekly meetings.  The FA shall document these weekly and monthly meetings, in writing.

All completed work requests shall be retained for documentation and analytical purposes.  In addition, the FA will be required to maintain a summary log, updated weekly, of all work requests and will include all associated information.  The FA and OHCA will design this report together.  The report will be available online for access by both OHCA and FA staff.  The FA will maintain the report.  This report can be part of the tracking system discussed in subsection 3.2.1.5 Maintenance Task FA Responsibilities.

3.2.2.4 Modification Task State Responsibilities

Where a modification is required, OHCA responsibilities are listed below:

1. Participate in weekly and monthly status meetings with the FA designated system modifications staff to monitor current operations and to monitor progress on maintenance and modification activities.

2. Prepare and submit to the FA a written change request when a modification is required.

3. Receive and review notices of proposed work requests from FA.

4. Determine priority for FA completion of COs and return approved requests with priority assigned.

5. Assist the FA in conducting a detailed requirements analysis on any major changes as required.

6. Review and approve the requirements specifications document.

7. Review and approve the general design and the detailed design for changes, when required.

8. Monitor FA CO activities.

9. Review weekly and monthly modification reports and summary log.

10. Review weekly and monthly status meeting notes.

11. Review and approve required test plans, including testing responsibilities.

12. Assist in development of the test plan and in defining test conditions.

13. At OHCA’s option, perform user acceptance testing.

14. Review and approve required test results.

15. Review and approve updates to system documentation.

16. Review and approve updates to user and provider manuals and operations procedures (if required).

17. Approve implementation of modifications to the production environment.

18. Provide signoff that modification is approved.

3.2.2.5 Modification Task FA Responsibilities

The FA responsibilities for modification activities are listed below:

1. Provide a modification team to modify the MMIS, and to support the resolution of discrepancies.

2. Provide monthly modification staffing hour’s reports.

3. Document weekly and monthly status meetings in writing, summarizing the key points covered, and provide a draft of the summary no later than 12:00 p.m. CT on the second work day after the meeting.

4. Provide consultation to OHCA in the development of modification requests.

5. Utilize and maintain the existing automated system for tracking and reporting of maintenance projects, and provide regular reports to OHCA.  The PI contractor may choose to propose a separate solution for fulfilling this responsibility.

6. Perform work assignments according to priorities set by OHCA.  
7. Participate in weekly and monthly status meetings with the appropriate OHCA staff to monitor current operations and to monitor progress on modification activities.

8. Receive COs from OHCA.

9. Submit a work request for FA proposed changes.

10. Conduct detailed requirements analysis for major changes.

11. Submit requirements analysis and specifications to OHCA for approval.

12. Prepare an estimate of staff effort and schedule, including impact on other projects and priorities when requested by OHCA

13. For major changes, develop detailed design documentation, including inputs, outputs, flowcharts, file/database changes, program narrative and logic, program flowcharts, test plan, and user documentation, when required by OHCA.

14. Prepare and submit a test plan for approval, when required by OHCA.

15. Code programs/modifications.

16. Perform systems test.

17. At OHCA’s option, assist OHCA in the performance of acceptance testing.

18. Submit test results to OHCA.

19. Submit updates to systems documentation.

20. Implement modifications upon OHCA approval.

21. Verify the successful implementation of the modification, including monitoring accuracy of processing, and correction of any problems.

22. Prepare, submit, and distribute updates to MMIS documentation, user and provider manuals, other user documentation, and any other necessary documentation within twenty (20) calendar days of the date the change goes into production, with the exception of report documentation.  Documentation associated with report changes or newly created reports shall be received prior to the first production run of that report.
23. If the FA and OHCA agree that the change request cannot be accomplished with the available staff and hours (inclusive of the 168,000 annual hours available for modification support), the FA must respond with a detailed proposal when requested by OHCA, within 15 calendar days, containing:

23.1. A statement of the scope of the change request in relation to subsystems, functions, features, and capabilities to be changed.

23.2. A breakdown of the work effort by deliverable.

23.3. A breakdown of the work effort by hour within each job classification required.

23.4. A rate per hour for each job classification required with a total proposed amount.

23.5. An implementation schedule for the change request and, if appropriate, revised schedules for all other concurrently approved projects or change requests affected by the current change request.

23.6. A justification for the additional staff, rates, and schedules.

23.7. OHCA must approve the proposal and, if approved, prepare a contract modification, per subsection 7.4 Contract Modifications.

24. A CO is deemed successfully completed when:

24.1. It has been cancelled by OHCA designated staffing in writing.

24.2. The FA has received a sign off initially signed by an authorized OHCA representative(s) and co-signed by OHCA designated staff.

24.3. The modification has been successfully tested and approved by OHCA designated staff or has run successfully in production for 30 calendar days or through a complete production cycle.

24.4. All documentation has been drafted, approved by OHCA, and produced and distributed in final form.

3.2.2.6 Deliverables for Modification Task

The deliverables for the modification task are:

1. Submission of project requests.

2. Agreement upon estimated priority, staffing, and schedule for each request.

3. OHCA approval of proposed requests.

4. OHCA approved requirements analysis document (major changes).

5. OHCA approved general system design document (major changes)
6. OHCA approved detailed system design document (major changes).

7. OHCA approved test plans and results.

8. OHCA approved updates to system documentation, user manuals, operating procedures, and provider manuals (if required).

3.2.3 MMIS Operations

The FA will be responsible for the operation of the MMIS.  OHCA requires that the FA provide suitably qualified personnel resources, facilities, and supplies necessary to support the production and operation of the MMIS and also meet the requirements and performance standards described in this RFP.

3.2.3.1 Production Operations Support

Production operations support includes the managerial and technical services required to manage and operate the MMIS.  Specific requirements include scheduling and monitoring batch production runs, including actively participating in the scheduled production meetings, facilitating LAN and WAN connectivity for the MMIS, administering the database, and performance tuning.

The FA shall provide all services associated with production operations support including the following activities:

1. Batch cycle scheduling specifications, including job turn-around time monitoring and problem resolution.

2. Database administration.

3. Problem identification and resolution.

4. Software release and emergency implementation.

5. System resource forecasting.

6. Response time monitoring and problem resolution.

7. Software migration.

8. FA’s LAN support and administration.

9. MMIS security implementation and monitoring.

10. Daily, weekly, and monthly production status reporting. 

11. All other activities that are required to meet the requirements and the performance specifications of the contract. 

12. Database administration support including the following activities:

12.1. Data modeling and normalization.

12.2. Logical database design.

12.3. Physical database design.

12.4. Database creation and update.

12.5. Coordination and consultation with applications software and testing teams.

12.6. Database standards identification and compliance monitoring.

12.7. Database maintenance, reorganization, and recovery.

12.8. Data queries and corrections.

12.9. Database performance analysis and improvement.

12.10. Database resource utilization and capacity planning.

13. All other activities that are required to meet the requirements and the performance specifications of the contract.

3.2.3.2 System Availability

The FA must ensure that access to all MMIS applications are available for OHCA use on all State work days from 7:00 a.m. to 9:00 p.m., CT Monday through Friday, on Saturdays (except those following Thanksgiving, Christmas and New Years Day) between 8:00 a.m. to 12:00 p.m., CT, or, during overtime hours, as requested by OHCA.

3.2.3.2.1 System Response Time Definitions

The FA will only be responsible for that portion of the system and communication link for which the FA has responsibility and control.  For example, the FA will not be responsible for the response times while a transmission is traveling over the State's LAN.  The same logic will apply to transactions over the network controlled by the switch vendor, or individual providers, or their billing agents and services.

The following definitions apply to networked workstations:

1. Record Search Time -- The time elapsed after the search command is entered until the list of matching records begins to appear on the monitor.

2. Record Retrieval Time -- The time elapsed after the retrieve command is entered until the record data begin to appear on the monitor.

3. Screen Edit Time -- The time elapsed after the last field is filled on the screen with an enter command until all field entries are edited with the errors highlighted.

4. New Screen/Page Time -- The time elapsed from the time a new screen is requested until the data from that screen begins to appear on the monitor.

5. Print Initiation Time -- The elapsed time from the command to print a screen or report until it appears in the appropriate queue.

6. Eligibility Verification System Response Time -- The elapsed time from the establishment of a connection until an inquiry response begins to appear or be heard on the access device.  For inquiries through a switch vendor the elapsed time traveling through the switch vendor’s network will not be included.
7. Point of Sale (POS)/PRO-DUR Response Time -- The elapsed time from the receipt of the transaction by the FA from the switch vendor until the FA hands off a response to the switch vendor.
In subsection 3.2.3.2.1 System Response Time Definitions, items 6 and 7 do not apply to the PI Replacement System contractor.

3.2.3.2.2 System Response Time Requirements

The FA shall ensure that all MMIS components' response times meet the following minimum standards.  Times will be measured for adherence to the requirements at OHCA's discretion.  The contractor must provide a system to monitor and report on response times.  The response time requirements do not apply to the DSS/DW.

1. Record Search Time – The response time must be within four seconds for 95 percent of record searches.

2. Record Retrieval Time – The response time must be within four seconds for 95 percent of records retrieved.

3. Screen Edit Time – The response time must be within two seconds for 95 percent of the time.

4. New Screen/Page Time – The response time must be within two second for 95 percent of the time.

5. Print Initiation Time – The response time must be within two seconds for 95 percent of the time.

6. Eligibility Verification System Response Time – The response time must be within 10 seconds for 99 percent of the time.

7. POS/PRO-DUR Response Time – The response time must be within four seconds for 95 percent of the time.

The contractor must generate graphical reports, on a weekly basis, showing the current status of meeting all of the above requirements, including the six month trend and the State standard on the same graph.
In subsection 3.2.3.2.2 System Response Time Requirements, items 6 and 7 do not apply to the PI Replacement System contractor.
3.2.3.3 Standalone System Availability

The FA may propose a technology or standalone system not explicitly required, but accepted by OHCA as a viable solution.  All standalone computer systems not explicitly covered by the requirements in this RFP must be available 99% of the time during the period 7:00 a.m. until 9:00 p.m. CT Monday through Friday and Saturday from 8:00 a.m. until 12:00 p.m. CT.

3.2.3.4 Operational Trouble Reports 

Upon the FA’s discovery of any problem that may jeopardize the successful or timely completion of its obligations, the FA shall notify the OHCA Contracts Manager or OHCA’s CIO verbally.  The verbal notification shall be no later than the close of business of that day if the problem is discovered before 4:30 p.m. CT.  If the problem is discovered after 4:30 p.m. CT or on a non-business day, notification shall occur no later than 9:30 a.m. on the succeeding business day.  The FA shall follow the verbal notification with a written analysis within three State business days.  The written analysis shall be sent to the OHCA’s CIO or OHCA Contracts Manager and include a recommendation for expeditious resolution of the problem.

Where the operational problem results in delays in report distribution or problems in online access on Monday - Friday, the FA shall notify OHCA’s Contracts Manager or CIO, and OHCA help desk during business hours within 15 minutes of discovery of the problem in order for OHCA work activities to be rescheduled.

For the EVS and the POS/PRO-DUR system, for any unanticipated downtime longer than 15 minutes, the FA must notify the designated on-call OHCA staff immediately.

3.2.3.5 Change Order Process

As with project issues, proposed project COs will be reviewed, prioritized, assigned, and resolved.  CO resolution differs from issue resolution in that there is an impact on project resources, timeline, and/or budget, with a CO that will require approval.  Therefore, a justification for the CO must be documented, including development of a cost analysis.  Project changes that affect the business processes/system functionality or technical architecture and/or occur after the deliverable/product has been accepted will be researched to determine the impact on the project.  Frequently, these particular project issues will require a CO.  For additional details, refer to the next subsection.

3.2.3.5.1 Change Order Procedure

Following is a description of each step in the CO procedure:

1. Create & Log CO – The process is initiated by OHCA when an issue is deemed a CO.  OHCA will create the request and specify the nature of the change and the business justification for the change (the justification may be preliminary and a further evaluation will be performed as part of the process).  The FA will log the request once created by OHCA.

2. Assign Ownership – Each CO request is assigned an owner by OHCA who will be responsible for performing an evaluation of the impact of the change on the project’s budget.

3. Perform Impact Analysis – Each CO request is analyzed by the assigned owner to determine its potential impact within 15 days of its submission.  Costs, benefits, impact on quality, staffing and risk, and the associated timing of each are evaluated and an analysis is prepared for presentation to OHCA.

4. Obtain Approvals – The cost/benefit evaluation that is performed during the “Perform Impact Analysis” step in this process is presented to OHCA that will approve or reject requested change.

5. Update System Documentation – If the CO request is accepted and approved, the FA moves forward with implementing the change.  All necessary system documentation is updated accordingly.

3.2.3.5.2 Change Order Escalation 

If a CO is logged and properly documented and cannot be resolved within the normal channels or within the required timeframe, the issue escalation process will be initiated, as a CO request will be treated the same as any other unresolved project issue.  Please see the issue escalation process in subsection 3.2.3.6.2 Issue Escalation Process.

3.2.3.6 Issue Resolution Process

The following issue resolution process will be used during the project:

1. Any issue that comes up during the project that cannot be immediately resolved or requires a decision or action involving those outside the project team will be documented and maintained in the project issues log by the FA.  Anyone on the MMIS Reprocurement project team may submit a new issue to the issues log.  An issue can be a decision or question of any size, small or large, which concerns any part of the project.  Only the MMIS Reprocurement project manager (or designee) may close an issue, to confirm resolution of the issue before it is no longer tracked.

2. The issues log will allow management to review outstanding questions, decisions and pending actions, and provide guidance on those issues that are of the highest priority.  The issues log is also a tool used to communicate all project issues to senior management and executive sponsors.  If there is an impact on project resources, timeline, and/or budget, then the issue may also require a CO.

3. If an issue or a deficiency is identified, OHCA may allow the FA to propose a CAP to remedy the deficiency or failure.  A deficiency or failure occurs when the FA fails to correctly meet contractual requirements within the specified time frames, and includes production issues, testing requirements, performance measures, and enhancement defects.  If the FA fails to complete the mutually agreed upon CAP, then liquidated damages may be assessed.  

3.2.3.6.1 Issue Resolution Procedure

The steps for reporting and resolving a project issue are:

1. Submit Issue – All identified issues will be entered into the issues log.  An issue may be entered by anyone on the MMIS Reprocurement project team.  The default issue status will be “Submitted.”  Each issue will be assigned to a category, so that the category of issues can be tracked.  Examples of issue categories may include, but are not limited to:

1.1. Functional – Broken out by functional module.
1.2. Technical.
1.3. Communications.
1.4. Project Scope/Funding.
1.5. Policy/Legal.
1.6. Organizational.
2. Review and Prioritize Issue – The project director (or designee) will review a newly submitted issue and determine whether to accept/assign, reject, or defer the issue.  Assigned issues will be prioritized based on the impact the issues have, or will have, on the project’s progress, and the issues are assigned a target resolution date.  For certain categories of issues, such as “Policy/Legal” or “Project Scope/Funding,” those issues will be immediately escalated to the project director (or designee) to be resolved or further escalated, as these will not be resolved at the project team level.  Please refer to the issue escalation process in paragraph subsection 3.2.3.6.2 Issue Escalation Process.  Project management will closely monitor the issues log as certain unresolved issues could materially impede the progress of the project.

3. Assign Issue to an Owner – The project director (or designee) will assign an accepted issue to an owner who will be responsible for driving the issue to resolution.

4. Evaluate Resolution Options – The issue owner will determine and document viable resolution options, and then manage the evaluation of the options, taking into account the pros and cons of each option.  The issue owner will be responsible for collaborating with others where necessary to evaluate options and reach a resolution.

5. Resolve Issue – The issue owner will work to resolve the issue by the target resolution date.  The typical timeframes for resolving an issue are as follows:

5.1. High priority issue: three days.

5.2. Medium priority issue: seven days.

5.3. Low priority issue: 10 days.

5.4. If the issue is not resolved by the target date, then the project director (or designee) may choose to escalate the issue.  The owner of the issue will confer with project management to determine the appropriate management escalation action to take.  Please see the issue escalation process in subsection 3.2.3.6.2 Issue Escalation Process.

6. Close Issue - Once an issue has been resolved, it will be assigned a “Closed” status by the project director (or designee) in the issues log.

7. If an issue has not been resolved by its assigned target resolution date, then the issue can be automatically escalated.  The first level of issue escalation is to the project director (or designee).  Types of issues that will be escalated may include, but are not limited to:

7.1. Issues that are past their target resolution date and have urgency to being resolved.

7.2. Issues that have a significant impact on the project or organization.

7.3. Issues that will have a significant impact on project scope.

7.4. Issues that may result in additional cost to OHCA.

7.5. Issues that may cause the project schedule to slip or for a deliverable to be critically late.

3.2.3.6.2 Issue Escalation Process

1. The project director (or designee) may be able to resolve the issue at that level, and address the issue with the support of the original issue owner to reach resolution.  If the project director (or designee) is not able to resolve an issue within five days, or if it is an issue that cannot be resolved at the project director level, the issue will escalate to the steering committee.  The issue will be presented to the steering committee at its next regular meeting for consideration and resolution.

2. If the item has not been resolved by the following regular steering committee meeting, or if it is an issue that cannot be resolved at the steering committee level, then the issue will be escalated to the executive sponsors or Chief Financial Officer (CFO) for final resolution.  These executives will consider the issue, and make assignments as needed, to expeditiously resolve the issue.

3. If the urgency of the issue is such that it cannot wait for resolution until the next regular steering committee or executive sponsors meeting, the project director (or designee) may call a special meeting or arrange a teleconference for consideration of the issue.

3.2.3.7 Staff Adjustment Process

Where staffing is priced at an hourly rate, OHCA reserves the right to increase, decrease, or totally eliminate the unit after providing the FA with a 30-day notice.

3.2.3.8 Facility Costs

The FA shall be responsible for all costs related to securing and maintaining the operational facility, including, but not limited to, hardware and software maintenance, lease holder improvements, utilities, telephone, office equipment, supplies, janitorial services, storage, transportation, the shredding of confidential documents, and insurance.

3.2.3.9 FA Mailing

The MMIS stores and generates "zip + 4" codes for use on all mailings.  The system also prints postal service bar codes for addresses on all FA mailings.  The FA shall provide a USPS approved software package to streamline mailings and reduce postage costs.  The package must include the following features:

1. Corrects misspelling in city and street names.

2. Standardizes address elements to USPS specifications (such as NE, AVE, Lane, and so on).

3. Verifies/corrects/adds zip + 4 code and carrier route code.

4. Removes embedded spaces and rearranges street address, City, State, and zip information into the standard USPS format.

5. Generates Postal Service Form 3553 (CASS), or current USPS requirement, which must accompany every mailing submitted at an automation-based rate and verifies that the mailing meets USPS requirements.

6. Report records that the product could not code to allow for manual address correction.

7. Prints a bar code on any address (label, notice, letter, alert, or warrant) to be used for mailing.

3.2.3.10 Data Center Operations

Production operations support includes the managerial and technical services required to manage and operate the MMIS.  Specific requirements include scheduling and monitoring batch production runs, including actively participating in the scheduled production meetings, facilitating LAN and WAN connectivity for the MMIS, administering the database, system administration, and performance tuning.

3.2.3.10.1 State Responsibilities
None.
3.2.3.10.2 FA Requirements

The FA shall provide all services associated with production operations support including the following activities:

1. Batch cycle scheduling specifications, including job turn-around time monitoring and problem resolution.

2. Database administration.

3. Problem identification and resolution.

4. Software release and emergency implementation.

5. System resource forecasting.

6. Response time monitoring and problem resolution.

7. Software migration.

8. FA’s LAN support and administration.

9. MMIS security implementation and monitoring.

10. Daily, weekly, and monthly production status reporting.

11. All other activities that are required to meet the requirements and the performance specifications of the contract. 

12. The FA shall provide database center operations administration support including the following activities:

12.1. Data modeling and normalization.

12.2. Logical database design.

12.3. Physical database design.

12.4. Database creation and update.

12.5. Coordination and consultation with applications software and testing teams.

12.6. Database standards identification and compliance monitoring.

12.7. Database maintenance, reorganization, and recovery.

12.8. Data queries and corrections.

12.9. Database performance analysis and improvement.

12.10. Database resource utilization and capacity planning.

13. All other activities that are required to meet the requirements and the performance specifications of the contract.

3.2.3.10.3  Performance Requirements

The MMIS must, at a minimum, be available for OHCA use on all State work days from 7:00 a.m. to 9:00 p.m., CT, on Saturdays (except those following Thanksgiving, Christmas and New Years Day) between 8:00 a.m. to 12:00 p.m., CT or, during overtime hours, as requested by OHCA.

3.2.4 FA Services

The FA shall provide services during the MMIS maintenance and operations phase, as listed below.  The FA will receive, and be responsible for processing, claims received after December 31, 2011, or a date to be approved by OHCA.  

The FA services also include, but are not limited to, drug rebate, financial operations, quality assurance, fraud and abuse oversight, generating notices and processing for grievances and appeals.

3.3 DDI Methodology for MMIS Enhancements and PI Replacement System

The FA will be responsible for all DDI activities for the MMIS Reprocurement Project including:

1. System design. 

2. System development/testing.

3. Data conversion.

4. UAT and implementation.

5. Operations. 

The FA shall set the schedule of key dates and dates for submittal of major deliverables for OHCA review during the DDI phase in the work plan.  All deliverables dates and key dates are contingent upon OHCA approval.  

Each activity in the DDI phase is described in terms of:

1. State responsibilities.

2. FA responsibilities.

3. Deliverables.

3.3.1 Professional Staffing Requirements

The FA must prepare the staffing plan that must contain an initial list of key personnel and number of staff the FA has assigned to the DDI activities including workflow and procedures required by the contract.  The number of key staff required, general requirements and responsibilities, minimum qualifications, and expected start date for key personnel are included in subsection 5.2.6 Staff Qualifications and Experience - Technical Proposal Section F.

In addition to the resources identified throughout the RFP, OHCA reserves the right to request temporary staff at any time during the life of the contract.  Should OHCA request temporary staff, OHCA will submit a letter of authorization with the specific qualifications for the resource required.

3.3.2 Development Methodology

The following deliverables are required as part of the development methodology: 

1. FA Comprehension of Project – A description of the methods by which the FA plans to accomplish all of the work beginning with an overall plan that demonstrates an understanding of the nature and desired results of the project.

2. Methodology – A detailed description of the basic concept and proposed methodology for accomplishing the necessary tasks outlined in subsection 3.3 DDI Methodology for MMIS Enhancements and PI Replacement System.  
3. Strategy – The overall process strategy, demonstrating the manner in which all work elements will be combined into the production of the desired results.

3.3.2.1 General State Responsibilities

A number of activities reoccur in every task during the DDI phase.  The standard OHCA responsibilities for every task within the DDI phase are:

1. Review and approve the proposed format and content of all task deliverables.

2. Review FA deliverables, determine the approval status of the deliverable, and provide written comments to the FA within 12 business days.

3. Conduct weekly status meetings with the FA to review progress against the work plan.

4. Review and approve all communications of all status meetings within three business days of receipt.

5. Review weekly written status reports and bi-weekly work plan and task schedule updates.

6. Monitor FA progress to task deliverables.

7. Analyze, authorize, and add to the contract, any changes to the scope of work as described in this RFP.

3.3.2.2 General FA Requirements

The responsibilities of the FA are identified for each of the five tasks.  In addition, the FA has overall responsibility for the timely and successful completion of each of the tasks.  The FA is responsible for clearly specifying and requesting information/data from OHCA in such a manner as not to delay any part of the schedule.

A number of activities reoccur in every task.  The standard FA responsibilities and activities for every task within the DDI phase are:

1. Prepare an outline and obtain approval from OHCA for the contents and format for each deliverable before beginning work on the deliverable.

2. Obtain written approval from OHCA on the final deliverables for each task.

3. Revise deliverables, if required, using OHCA review findings to meet content and format requirements.

4. Report progress against the work plan for each task by weekly written status reports and provide a biweekly updated work plan/task schedule.

5. Attend weekly status meetings with OHCA’s MMIS project manager.

6. Provide transcripts (minutes) of the all status meetings within three business days of the meeting.

7. Deliver written status reports and updated work plans/schedules one business day that is 24 hours, before the status meeting.

8. Identify scope of work issues.  Seek OHCA approval before commencing work outside the scope of this RFP.

9. The FA’s proposed approach to assuming this overall responsibility and the specific responsibilities of each of the tasks will be considered by OHCA.  The approach to coordinating the responsibilities of OHCA with those of the FA to ensure overall project success must be addressed by the FA in their proposal.

3.3.2.3 General Deliverables

All deliverables for the DDI phase must meet OHCA approved format and content requirements.

Deliverables for the DDI phase are:

1. Detailed work plan.

2. Requirements specification document.

3. General system design.

4. Detailed system design.

5. System test plan.

6. System test results.

7. MMIS user manuals.

8. MMIS operating procedures.

9. Provider manuals.

10. Disaster recovery plan.

11. Revised detailed system design.

12. Conversion plan.

13. Conversion test results.

14. Preliminary converted files.

15. Acceptance test resolutions document.

16. Updated MMIS user manuals.

17. Updated provider manuals.

18. MMIS documentation.

19. MMIS implementation plan.

20. State training plan.

21. Provider training plan.

22. Results of final file conversion.

Each FA deliverable must be delivered in 10 hardcopies and an electronic media and format compatible with OHCA standards.  OHCA will review and provide formal approval for all deliverables.  The FA must include at least 12 business days, per deliverable, in the project work plan for OHCA staff to complete a review of each deliverable and to document their findings.  Based on the review findings, OHCA may grant approval, reject portions of or the complete document, request FA revisions be made, or may state the inability to respond to the deliverable until a future specified date.  An additional five business days shall be required by OHCA for subsequent reviews whenever revisions are requested or a deliverable is disapproved.

In subsection 3.3.2.3 General Deliverables, items 9, 17, and 21 do not apply to the PI Replacement System Contractor.
3.3.2.4 Approval of Deliverables

The dates for completion of the deliverables must be identified in the proposal and reflect key dates specified by the Contractor(s).  At a minimum, approval must be obtained for the following deliverables:

1. Design task.

2. Development task.

3. Conversion task.

4. Acceptance test task.
In addition, OHCA must approve the following activities:
1. FA’s start of full MMIS operations, including all prerequisite training and reporting functions.

2. Certification completion, based on receipt of CMS’s written approval of the certification review, if required.

Deliverables and key dates will be included as part of the contract.  The detailed work plan, prepared as part of the design task, will be used for performance standards, payment timing, and implementation checkpoints.  Payment for major activities shall be contingent upon successful achievement of deliverables.  Because failure to meet any deliverable completion date is a signal to OHCA that a key date has not or will not be met.  OHCA will monitor each deliverable completion date to ensure that the operations start date will be met.

3.3.2.5 Design Activity

The existing MMIS must be modified and enhanced to support all requirements in this RFP.

3.3.2.5.1 Design Activity State Responsibilities

3.3.2.5.1.1 Requirements Definition
OHCA responsibilities for requirements definition activities are:

1. Provide all available relevant documentation on current MMIS operations.

2. Clarify, at the FA’s request, OHCA and division policy, regulations, and procedures.

3. Determine or develop policy, where necessary.

4. Make staff available to participate in the definition of general and detailed system and operational requirements.

5. Determine the frequency, intent, format, media, and numbers of copies for all reports.

6. Meet with FA staff, as necessary, to finalize requirements.

3.3.2.5.1.2 General Design

OHCA responsibilities for general design activities are:

1. Review and approve (or request modification of) function descriptions and flowcharts.

2. Review and approve (or request modification of) identified inputs and outputs.

3. Review and approve (or request modification of) preliminary screen and report layouts and descriptions.

4. Attend walkthrough of the General System Design (GSD) to ensure understanding and to facilitate the approval process.

3.3.2.5.1.3 Detailed Design

OHCA responsibilities for detail design activities are:

1. Review and approve (or request modification of) screens, reports, edit criteria, and record contents.

2. Review policies and develop additional fee schedules and reimbursement or other criteria, as needed.

3. Provide copies of all current files, as requested, to support conversion activities.

4. Attend walkthrough of the Detailed System Design (DSD) to ensure understanding and to facilitate the approval process.

3.3.2.5.2 Design Activity FA Responsibilities

General FA responsibilities for the design activity include:

1. Gain an understanding of the Oklahoma SoonerCare program environment.

2. Present the proposed system design documentation to orient OHCA staff to the proposed system enhancements.

3. Validate and refine the system requirements specified in this RFP through JAD sessions and/or interviews.

4. Refine and finalize the work plan required as part of the bidder’s technical proposal.

5. Develop the general and detail designs of the enhancements.
6. Create a detailed work plan containing a Requirements Specification Document (RSD), a GSD, and a DSD.

3.3.2.5.3 Design Activity Deliverable Requirements

There are four deliverables defined for the design activity:  

1. Detailed work plan.

2. RSD.

3. GSD.

4. DSD.

Minimum requirements for each document are presented below.

3.3.2.5.3.1 Detailed Work Plan

A detailed work plan is required early in the design activity.  The purpose of the work plan is to reaffirm FA delivery dates presented in the FA ’s proposal, to detail work activities, and to facilitate OHCA's monitoring of FA progress based on deliverables and key dates as specified in the work plan.  The work plan must be updated on a bi-weekly basis.  At a minimum, the detailed work plan must include:

1. Key dates, and dates for submittal of deliverables.

2. Structure, using a breakdown of task, sub-task, and activity work steps within each of the major DDI phase activities:  

2.1. System design. 

2.2. System development/testing.

2.3. Data conversion.

2.4. UAT and implementation.

2.5. Operations. 

3. Description at the sub-task level which includes:

3.1. Description of the sub-task.

3.2. Proposed location for tasks to be performed. 

3.3. Definition of a work product.

3.4. Personnel resources applied by name and level of effort, in hours.

3.5. OHCA resource requirements (staff and other).

3.6. Duration of task.

3.7. Dependencies.

3.8. Assumptions.

3.9. All required deliverables.

3.10. Contingency and recovery procedures at the activity level.

3.11. Gantt chart.

3.12. PERT (Program Evaluation and Review Technique) or dependency chart.

3.13. Resource (personnel and other) matrix by sub-task, summarized by total hours by person, per month.

3.3.2.5.3.2 Requirements Specification Document (RSD)

The RSD will take proposal requirements, validate them, and identify how and where the requirements are met in the MMIS design.  At a minimum, the RSD must include:

1. A detailed description of the hardware and software configuration.
2. Crosswalk or map of each functional requirement included in the MMIS requirements checklist shown in:

2.1. Appendix I-1A: Bidder’s Proposal Submission Requirements Checklist – MMIS Takeover with Enhancements. 

2.2. Appendix I-1B: Bidder’s Proposal Submission Requirements Checklist – PI Replacement System .
3. An overview of the system architecture and how components are integrated to meet RFP requirements.

4. An identification of all internal and external interfaces.

5. An identification of linkages across subsystems.

3.3.2.5.3.3 General System Design (GSD)

At a minimum, the GSD must be available in hardcopy and in an electronic media and format compatible with OHCA standards, and must include:
1. A systems standards manual, listing all standards, practices and conventions, such as, language, special software, identification of all test and production libraries, and qualitative aspects of data modeling and design.

2. An identification of system files and processing architecture.

3. A general narrative of the entire system and the flow of data through the system.

4. A general narrative of each subsystem, describing subsystems, features, and processes.

5. A flow diagram of each subsystem, identifying all major inputs, processes, and outputs of the subsystem.

6. Lists of all inputs and outputs, by subsystem.

7. A listing and brief description of each file.

8. Preliminary screen and report layouts.

9. A logical data model.

10. Preliminary screen and report narrative descriptions.

11. A network configuration with a graphic layout of network lines showing alternative line configurations.

12. A preliminary training plan and description of training materials. 

13. A preliminary layout for user manuals.

14. A preliminary layout for the data element dictionary.

3.3.2.5.3.4 Detailed System Design (DSD)

At a minimum, the DSD must be available in hardcopy and in an electronic media and format compatible with OHCA standards, and must include:

1. Detailed subsystem narratives describing each function, process, and feature.

2. Final network configuration with graphic layout of all network lines, switches, and all hardware/software detail.

3. A high-level data model and a detailed and physically specific data model.

4. Entity relation diagrams.

5. Hierarchy charts.

6. Meta data and implementation process for populating the database.

7. High and medium level batch flowcharts to the job, procedure, and program level.

8. Detailed program logic descriptions and edit logic, including, at a minimum, the sources of all input data, each process, all editing criteria, all decision points and associated criteria, interactions with other programs, and all outputs.

9. Final layouts for all inputs to include, at a minimum, input names and numbers; data element names, numbers, and sources for each input field; and examples of each input.

10. Final layouts for all outputs to include, at a minimum, output names and numbers; data element names, numbers, and sources for each output field; and examples of each output.

11. Final layouts for all files to include, at a minimum, file names and numbers; data element names, numbers, number of occurrences, length and type; record names, numbers, and length; and file maintenance data such as number of records, file space.

12. A detailed comprehensive data element dictionary, including, at a minimum, data element names, numbers, and definitions; valid values with definitions; sources for all identified data elements; and lists from the Data Element Dictionary (DED) in multiple sort formats.

3.3.2.6 Development/Testing Activity

The objectives of the development/testing activity are to:

1. Conduct system development and perform unit, subsystem, and system integration testing to ensure the functionality identified in the requirements function as defined.

2. Demonstrate through integrated testing that all changes function as defined and that implementation of the project will not adversely impact other subsystems.

3.3.2.6.1 Development/Testing Activity State Responsibilities

OHCA responsibilities for the development/testing activities are to:

1. Coordinate communications links with OHCA and the FA.

2. Coordinate communications and act as liaison between the new FA and the Incumbent FA, if necessary.

3. Advise the new FA of any changes being made to the current MMIS between the contract start date and the first day of the operations task.

4. Review and approve online systems capabilities.

5. Review and approve the ITF (Integrated Test Facility) Procedures.

6. Attend deliverable walkthrough to enhance understanding and facilitate the approval process.

7. Provide input on OHCA policies for provider manuals.

3.3.2.6.2 Development/Testing Activity FA Responsibilities

FA Responsibilities for the development/testing activities are to:

1. Establish all necessary telecommunications links with all specified State offices.

2. Establish the electronic data processing environment necessary to operate the MMIS.

3. Install, develop, modify, enhance, and test the MMIS software.

4. Maintain a change control process to document discrepancies and their resolution and to manage changes to programs and libraries.

5. Coordinate with the Incumbent FA on questions and problems relating to implementation and testing.

6. Prepare a system test plan, and secure OHCA approval prior to beginning the integrated systems test.  Note:  The initial version of the system test plan may be delivered as early as the delivery of the GSD; however, it is not required to be delivered at that time.

7. Perform unit, subsystem, integrated and parallel system tests (where applicable) to ensure that software programs function correctly, and conduct a capacity analysis of the traffic the system can handle and still meet performance requirements.

8. Prepare the system test results deliverable and provide a walk-through of the subsystem, integrated and parallel system test results for OHCA staff.

9. Develop operating procedures and provide a walk-through for OHCA staff.

10. Prepare user manuals for all subsystems and provide a walk-through for OHCA staff.

11. Prepare/update provider manuals (where applicable) for all provider types and deliver to OHCA for approval.

12. Provide procedures for updates to the user manuals and distribution of manual amendments to all manual holders.

13. Prepare provider bulletins for OHCA approval announcing upcoming changes in the MMIS.

14. Develop a disaster recovery plan and provide a walk-through for OHCA staff.

15. Follow procedures for operating of the ITF.

3.3.2.6.3 Development/Testing Activity Deliverables

There are eight (8) deliverables defined for the Development/Testing Activity:

1. System test plan.

2. System test results.

3. MMIS user manuals.
4. MMIS operating procedures.
5. Provider manuals.
6. Disaster recovery plan.
7. ITF procedures.
8. Revised detailed system design.
Minimum requirements for each document are presented in the following sections.

3.3.2.6.3.1 System Test Plan

Minimum requirements are:

1. A system test plan and schedule for each system module and subsystem, as well as for the integrated system and automated parallel testing; integrated system testing must include testing all MMIS features including those which involve more than one subsystem.  Automated parallel testing must be conducted to show the same processing exists after the implementation of the new system functionality, as did before.

2. A description of test situations and expected test results.

3. An organization plan showing FA personnel responsible for testing.

4. A discussion of management of the testing effort, including strategies for dealing with delays in the testing effort, back-up plan, back-up personnel, and related issues.

5. Procedures for tracking and correcting deficiencies discovered during testing.

6. A plan for updating documentation based on test results.

7. Procedures for notifying OHCA of problems discovered in testing, testing progress, adherence to the test schedule, and so forth.

8. A plan for organizing test results for OHCA review.

3.3.2.6.3.2 System Test Results

Minimum requirements include:

1. All test results, including screen prints, test reports, and test inputs, must be cross-referenced to the expected test results in the system test plan.

2. Corrective actions taken and retest documentation must be maintained for all problems identified in the initial tests and all retests.

3. System performance benchmarks resultant from the capacity analysis must be documented.

4. Integrated system test results must be maintained that show that the system can perform all integrated functions and can process all claim types from input through reporting; specific claim records must be tracked by control number through the system.

5. Automated parallel testing must be conducted to show the same processing exists after the implementation of the new system functionality, as did before, including an explanation for any discrepancies in the results.

6. A summary must be maintained of the status of testing, including numbers of problems identified by type of problem, numbers of problems corrected, any significant outstanding issues, the effect of any findings on the implementation schedule, and any other relevant findings.

3.3.2.6.3.3 MMIS User Manuals

The FA must prepare user manuals for each subsystem.  User manuals will be prepared during the development/testing activity and updated during the acceptance testing activity.  During operations, updates to user manuals must be prepared in final form on all changes, corrections, or enhancements to the system prior to OHCA sign off of the system change.  The FA will be responsible for the production and distribution of all user manual updates in a timely manner.  The following are minimum requirements for MMIS user manuals.

1. The manuals must be available online via the MMIS and must facilitate updating.  OHCA requires one paper copy using 8-1/2" x 11" paper in three-ring binder form, pages numbered within each section, and a revision date on each page.  Revisions must be clearly identified in bold print.

2. User manuals must be created and maintained in Word 2003 or higher (consistent with the current OHCA standard) and must be provided on request to OHCA on CD.

3. User manuals must be written and organized so that users not trained in data processing can learn from reading the documentation how to access the online screens, read subsystem reports, and perform all other user functions.

4. User manuals must be written in a procedural, step-by-step format.

5. Instructions for sequential functions must follow the flow of actual activity (i.e., balancing instructions and inter-relationship of reports).

6. User manuals must contain a table of contents and an index.

7. Descriptions of error messages for all fields incurring edits must be presented and the necessary steps to correct such errors must be provided.

8. Definitions of codes used in various sections of a user manual must be consistent.

9. Mnemonics used in user instructions must be identified and must be consistent with windows, screens, reports, and the data element dictionary.

10. Abbreviations must be consistent throughout the documentation.

11. Field names for the same fields on different records must be consistent throughout the documentation.

12. Each user manual must contain "tables" of all valid values for all data fields (e.g., provider types, claim types), including codes and an English description, presented on panels, screens, and reports.

13. Each user manual will contain illustrations of panels and screens used in that subsystem, with all data elements on the screens identified by number.

14. Each user manual will contain a section describing all reports generated within the subsystem, which includes the following:

14.1. A narrative description of each report.

14.2. The purpose of the report.

14.3. Definition of all fields in reports, including detailed explanations of calculations used to create all data and explanations of all subtotals and totals.

14.4. Definition of all user-defined, report-specific code descriptions; and a copy of representative pages of each report.

15. Instructions for requesting reports or other outputs must be presented with examples of input documents and/or screens.

16. All functions and supporting material for file maintenance (e.g., coding values for fields) must be presented together and the files presented as independent sections of the manual.

17. Instructions for file maintenance must include both descriptions of code values and data element numbers for reference to the data element dictionary.

18. Instructions for making online updates will clearly depict which data and files are being changed.

19. User manuals will be used as the basis for user training, unless otherwise specified by OHCA.

3.3.2.6.3.4 MMIS Operating Procedures

MMIS operating procedures define the relationships and responsibilities of FA and OHCA personnel for MMIS operations.  Minimum requirements are:

1. Procedures must be written in a step-by-step format.

2. Operating procedures must be created and maintained in Word 2003 or higher (consistent with OHCA standard) and must be provided on request to OHCA on CD.

3. Instructions for sequential functions must follow the flow of actual activity.

4. Operating procedures must contain a table of contents and be indexed.

5. Include all procedures for MMIS operations including mailroom, cycle balancing, production control, file updates, and so forth.

6. Descriptions of error messages for all fields incurring edits must be presented.

7. Definitions of codes used in various sections of a manual must be consistent.

8. Mnemonics used in operating procedures must be identified and must be consistent with panels, screens, reports, and the data element dictionary.

9. Abbreviations must be consistent throughout the documentation.

10. Instructions for making online updates will clearly depict which data and files are being changed.

11. Operating procedures must contain any internal reports used for balancing, or other internal reports, that are not MMIS outputs.  All fields in reports must be defined, including detailed explanations of calculations used to create all data.

3.3.2.6.3.5 Provider Manuals

Provider manuals are used to enable the provider community to submit claim records in the proper format for adjudication.  Each manual must be specific to individual provider type(s) or groups of related provider types.  The minimum requirements are to:

1. Contain an introduction, policy section developed by OHCA, billing instructions, billing examples, and rate methodologies.

2. Must be created and maintained in Word 2003 or higher (consistent with OHCA standard) and must be provided on request to OHCA on CD.

3. Provide general program information and highlight differences in programs and in processes among programs.

4. Contain a table of contents and be indexed.

5. Describe provider enrollment and recertification procedures, general participation requirements, and termination procedures.

6. Describe general medical record content and record retention procedures and audit procedures and responsibilities.

7. Identify third-party resource identification and recovery procedures.

8. Identify methods of verifying member eligibility, describe identification cards, describe all relevant member information supplied to the provider, describe each eligibility verification access method available and how to utilize it, and describe why this information is relevant to providing services.

9. Identify covered services and service limitations.

10. Identify reimbursement procedures, including copayment requirements.

11. Identify any special forms needed and describe how to complete them and submit them {e.g., prior authorization (PA), sterilization consent.}
12. Provide detailed billing instructions and filing requirements, for all billing methods, including EMC.

13. Describe the process to do adjustments and make refunds.

14. Describe utilization review and control procedures.

15. Describe how to do provider inquiries.

16. Complete all of the above requirements for any enhancement if the respective enhancement is exercised by OHCA.

Subsection 3.3.2.6.3.5 Provider Manuals is not applicable to the PI Replacement System contractor.

3.3.2.6.3.6 Disaster Recovery Plan 

The system must be protected against hardware, software, and human error.  The system must include appropriate checkpoint/restart capabilities, file backup and storage capabilities, hardware and software backup, telecommunications reliability, and disaster recovery.  The disaster recovery plan shall be available for review by State or Federal officials on request.  The FA must prepare a disaster recovery plan that addresses:

1. Checkpoint/restart capabilities.

2. Retention and storage of back-up files and software.

3. Hardware backup for the main processor.

4. Hardware backup for data entry equipment.

5. Network backup for telecommunications.

6. The continued processing of MMIS transactions (claim records, eligibility verification, provider file, updates to the MMIS, and so forth), assuming the loss of the FA’s primary processing site; this will include interim access support for OHCA’s online component of the MMIS.

7. Back-up procedures and support to accommodate the loss of online communication between the FA’s processing site and OHCA facility(s) in Oklahoma; these procedures will not only provide for the batch entry of data and provide the FA with access to information necessary to adjudicate claim records, but will also provide OHCA with access to the information and processing capabilities necessary to perform its functions.

8. A detailed file back-up plan and procedures, including the off-site storage of crucial transaction and master files; the plan and procedures will include a detailed schedule for backing up critical files and their rotation to an off-site storage facility; the off-site storage facility will also provide for comparable security of the data stored there, including fire, sabotage, and environmental considerations.

9. The maintenance of current system documentation and source program libraries at an off-site location.

10. Each aspect of the disaster recovery plan must be detailed as to both FA and OHCA responsibilities and must satisfy all requirements for Federal certification.  The plan shall be maintained and updated by the FA throughout the term of the contract.

3.3.2.6.3.7 Integrated Test Facility 

The ITF shall meet the following minimal requirements:

1. A complete, functioning copy of the MMIS software that was accepted by OHCA.

2. A separate system region dedicated specifically to this facility (a logical partition may be utilized).

3. Separate job script libraries developed to generate data sets with unique ITF data set names.

4. Uniquely named ITF data stores for all MMIS data stores.

5. Uniquely named ITF libraries for executable modules, source programs, catalogues, procedures, and parameters.

3.3.2.6.3.8 Integrated Test Facility Procedures

The ITF Procedures must meet the following minimal requirements:

1. Specific procedures for backing up, restoring, and refreshing all permanent data stores in the ITF.

2. Utilization procedures describing the steps necessary for authorized staff to utilize the facility to include verification procedures describing how to utilize the ITF output to verify the results of the test of the exercised code.

3. Migration procedures describing the steps needed to move or copy software from system test libraries to the ITF.

4. Migration procedures describing the steps needed to move or copy software from the ITF to production.

3.3.2.6.3.9 Revised Detailed System Design

The FA must revise the DSD to reflect changes identified during the testing process.  It must provide updated pages to OHCA for review and approval.

3.3.2.6.4 Development/Testing Activity Deliverables

OHCA must approve the following deliverables for the development/testing activity:

1. System test plan.

2. System test results.

3. MMIS user manuals.

4. MMIS operating procedures.

5. Provider manuals.

6. Disaster recovery plan.

7. ITF.

8. ITF procedures.

9. Revised detailed system design.

3.3.2.7 Conversion Activity

The conversion activity will consist of the planning, development, testing, and coordination of all data and file conversions required to support the operation of the new system functionality.  The conversion activity will include the identification of all data elements required to support MMIS processes and those which need to be converted.  It will also include the identification of the source of the data (manual file, automated file, and/or primary data collection), how to secure the data, and the development of data conversion requirements.  The data conversion requirements shall include changes to current provider types, categories of service, diagnosis codes, procedure codes, and so forth.  The conversion activity will also include development of conversion software and/or manual procedures, testing of conversion programs and procedures, and preliminary conversion of all files.  The conversion activity will demonstrate, through comprehensive testing of conversion processes, that all data required to support MMIS processing will be available and accurate.  The conversion activity will be performed concurrently with the development/testing activity.

This activity will result in a conversion plan, conversion test results, and preliminary converted files.

3.3.2.7.1 Conversion Activity State Responsibilities

State responsibilities are to:

1. Assist in identifying other sources of data.

2. Review and approve the conversion test results.

3. Clarify, at the FA’s request, data element definitions, record layouts, and file descriptions.

4. Provide staff time for walkthrough of deliverables.

3.3.2.7.2 Conversion Activity FA Responsibilities 

FA responsibilities are to:

1. Identify data requirements and source(s) of data for all MMIS and other standalone systems files necessary to meet all functional specifications in this RFP.

2. Receive files from OHCA.

3. Obtain data from other sources when approved by OHCA.

4. Prepare a conversion plan, and provide a walk-through for OHCA staff.

5. Test conversion programs and procedures, and provide a walk-through of conversion test results for OHCA staff.

6. Perform preliminary file conversions.

3.3.2.7.3 Conversion Activity Deliverables

The deliverables for the conversion activity are the conversion plan, conversion test results, and preliminary converted files.

3.3.2.7.3.1 Conversion Plan

The minimum requirements are:

1. A detailed plan for conversion of all files, user validation of converted data, and final conversion of files; the plan should include a detailed conversion schedule and the personnel assigned to the conversion of each file.

2. A description of all files to be converted and whether it will be a manual or an automated conversion, or a combination of both.

3. Data element mappings, including values, of the old system data elements to the new system data elements, and new data elements to old data elements to ensure all data elements are addressed.

4. A discussion of the management of the conversion effort, including strategies for dealing with delays, back-up plan, back-up personnel, process verification, and so forth.

5. Procedures for tracking and correcting conversion problems when encountered.

6. Procedures for notifying OHCA of conversion problems encountered.

7. Identification of default values, where necessary.

3.3.2.7.3.2 Conversion Test Results

The minimum requirements are:

1. Interim reporting on each file conversion test within 24 hours of each scheduled file conversion test; this interim report will include the following for each file conversion:

1.1. All test results.

1.2. Any problems encountered and the impact on the rest of the conversion schedule.

1.3. Before and after versions of each converted file, including default values, formatted for review by non-technical personnel (in certain cases, OHCA may require only a portion of the file to be formatted for review).

2. A summary of the status of the conversion, including numbers of problems identified by type of problem, numbers of problems corrected, any significant outstanding issues, the effect of any findings on the implementation schedule, and any other relevant findings.

3. Copies of all conversion programs and program listings used during the test.

3.3.2.7.3.3 Preliminary Converted Files

Minimum requirements are:

1. Interim reporting on each file conversion within 24 hours of each scheduled conversion, to include:

1.1. Any problems encountered and the impact on the rest of the conversion schedule. 

1.2. Before and after versions of each converted file, including default values, formatted for review by non-technical personnel (in certain cases, OHCA may require only a portion of the file be formatted for review).

2. Versions of manually and automated converted files available for review online, where appropriate.

3.3.2.7.4 Conversion Activity Deliverables

OHCA approval is required for the following deliverables for the conversion activities:

1. Conversion plan.

2. Conversion test results.

3. Preliminary converted files.

3.3.2.8 Acceptance Testing Activity

The acceptance testing activity is designed to demonstrate that the new system functionality as installed, meets OHCA specifications and performs all processes correctly.  All related MMIS subsystems and modules will be tested.  Components of the test will require that the FA demonstrate readiness to perform all FA MMIS functions and contractual requirements, including manual processes.  OHCA will identify the schedule for test cycles and delivery of output.

Acceptance testing will be conducted in a controlled and stable environment.  No modifications to the software or files in the acceptance test library will be made without written prior approval from OHCA.

OHCA will utilize two types of acceptance testing:

1. Structured data test:

1.1. The structured data test is designed to test the existence and proper functioning of edits and audits, the accuracy of claim records payment and file maintenance, and the format and content of all system outputs, including outputs from reporting functions such as MAR, utilization management, and EPSDT.  These tests may utilize all, or select parts of, the preliminary converted files.

2. Operational readiness test:

2.1. The operational readiness test is designed to ensure that the FA is ready to process all inputs, price claim records correctly, meet all reporting requirements, utilize a properly functioning data communications network, and have a demonstrated back-up capacity.  Operational readiness testing will include a volume test of several days of production capacity claim records volumes to demonstrate the MMIS and the FA’s staff are prepared for full production.  Operational readiness testing may include a pilot test of actual claims processing in a full operational environment through the check request process.

2.2. An additional component of the operational readiness test is the demonstration and verification of physical plant security, data security, and fire/disaster prevention and recovery procedures.  The disaster recovery processing portion of the operational readiness test will be limited to a recovery during a daily and a weekly process cycle.  The length of the test will be the amount of time that is necessary to recover from the disaster and provide proof that the recovery has been successfully completed.

3.3.2.8.1 Acceptance Testing Activity State Responsibilities

OHCA responsibilities are to:

1. Write the acceptance test plan.

2. Prepare the acceptance test criteria and procedures.

3. Assist the FA in preparing acceptance test data.

4. Prepare the acceptance test schedule.

5. Monitor FA support for acceptance testing.

6. Monitor FA compliance with the test schedule.

7. Validate results.

8. Provide schedules for test cycles and delivery of output.

9. Inform the FA of any problems and or discrepancies.

10. Use the FA’s change control process to document discrepancies or problems.

11. Monitor FA response and resolution of discrepancies or problems.

12. Direct retest after correction of any problems.

13. Document results.

14. Approve FA’s operational readiness report.

3.3.2.8.2 Acceptance Testing Activity FA Responsibilities

FA responsibilities are to:

1. Provide a thoroughly tested version of the operational system that meets all OHCA requirements and is separate and distinct from its own development and test system.

2. Make the acceptance test system available from 7:00 a.m. to 9:00 p.m. daily, CT, during the test period.

3. Provide training to the acceptance testing team, including preparation of input data, using MMIS panels, understanding MMIS processes, and reviewing MMIS outputs.

4. Ensure that all modifications to the MMIS software or files are thoroughly unit and system tested prior to implementation of the acceptance test.

5. Prepare the system for acceptance testing.

6. Follow OHCA's acceptance test schedule.

7. Execute acceptance test cycles according to the schedule provided by OHCA.

8. Perform acceptance test activities as defined for regular operations activity processing.

9. Assist OHCA in implementation of the acceptance test with respect to generation of test transactions, data, and files, as well as analysis of reasons for unanticipated processing results.

10. Provide data entry staff and other data processing staff, other than technical or supervisory-level staff, necessary to perform acceptance test activities.

11. Provide senior systems analysts and other technical staff necessary to coordinate acceptance test activities and assist OHCA in the analysis of test results.

12. Provide responses to discrepancy notices within the timeframes outlined in this RFP.

13. Maintain the acceptance test software and files as directed and approved by OHCA.

14. Correct, at no cost to OHCA, any problems resulting from incorrect computer program code, incorrect file conversion, incorrect or inadequate documentation, or from any other failure to meet specifications or performance standards.

15. Process, from receipt to final disposition through the check request process, in a fully operational environment, a representative sample of actual or test claim records, as designated by OHCA, as an operational readiness test; the sample will not exceed a week's volume.

16. Prepare the acceptance test resolutions document, including a description of all problems identified and the corrective steps taken.

17. Prepare and deliver the updated version of all MMIS user manuals.

18. Prepare and deliver the updated version of all MMIS provider manuals.

In subsection 3.3.2.8.2 Acceptance Testing Activity FA Responsibilities, the PI Replacement System contractor is not responsible for item 18.

3.3.2.8.3 Acceptance Testing Activity Deliverables

There are four deliverables required for the acceptance testing activity:

1. Acceptance test resolutions document minimum requirements are:

1.1. A summary of the testing process, including number of problems identified and corrected, by type.

1.2. Description of problems identified and corrective steps taken.

1.3. Description of problems outstanding at the end of acceptance testing, the plan for resolution, and the impact on operations.

2. Updated MMIS user manuals:

2.1. The FA must update the user manuals to reflect changes identified during the acceptance test process.  The FA must provide updated pages to OHCA for review and approval.

3. Updated MMIS provider manuals:

3.1. The FA must update the provider billing manuals to reflect changes identified during the acceptance test process.  The FA must provide updated pages to OHCA for review and approval.

4. Operational readiness report:

4.1. The FA will submit a report that certifies that the MMIS, its subsystems, functions, processes, operational procedures, staffing, telecommunications, and all other associated support is in place and ready for operation.

In subsection 3.3.2.8.3 Acceptance Testing Activity Deliverables, the PI Replacement System contractor is not responsible for number three.

3.3.2.8.4 Acceptance Testing Activity Deliverables

OHCA must approve the following deliverables for the acceptance testing activity:

1. Acceptance test resolutions document. 

2. MMIS user manuals.

3. MMIS provider manuals.

4. FA’s operational readiness report.

3.3.2.9 Implementation Activity

During the Implementation Activity, the FA shall convert existing data and implement the new system functionality.  

3.3.2.9.1 Implementation Activity State Responsibilities

OHCA responsibilities are to:

1. Coordinate and monitor final conversion activities.

2. Arrange for transfer of all required files to the FA.

3. Arrange for transfer of archive files and records.

4. Review and approve the FA’s notification process and content to inform providers of the new MMIS contract, new billing procedures, and the date from which all claim records are to be submitted to the new FA.

5. Direct the MMIS certification process and act as the contact with CMS during the certification process.

6. Prepare the MMIS certification letters to CMS.

7. Approve FA produced MMIS certification documentation.

8. Approve final file conversion.

9. Validate the contents of all edit/audit criteria files and edit disposition files.

10. Provide staff time for initial training of OHCA management, technical, administrative, and clerical personnel.

11. Provide policy specialists for FA provider training sessions to address policy-related questions.

12. Provide staff time for documentation walk-through.

3.3.2.9.2 Implementation Activity FA Responsibilities

FA responsibilities are to:

1. Accept all current files from OHCA and the Incumbent FA.  FA files may be magnetic tape, CD, or paper.

2. Accept and arrange for storage and backup of archive files transferred on computer-readable media.  The storage of archive files shall be maintained in an offsite vault that is water- and fire-resistant, as specified in the FA’s proposal.  The files shall be maintained using archival-quality media that are retrievable by the FA.

3. Conduct final MMIS file conversion.

4. Balance files to OHCA's and Incumbent FA’s control totals.

5. Correct any problems identified during final file conversion.

6. Plan and conduct initial training to OHCA management, administrative, technical, and clerical personnel.  MMIS training must enable State users to prepare inputs, use online panels, interpret reports, and fully understand all MMIS processes.

7. Plan and conduct FA provider training sessions on new billing procedures, policies, and MMIS processing with assistance from OHCA policy specialists.

8. Print and distribute all Oklahoma-unique claim forms.

9. Conduct provider re-enrollment or certification, as directed by OHCA.

10. Accept claim records for processing by providers and OHCA.

11. Begin processing all claim types.

12. Prepare MMIS documentation.

13. Prepare an implementation plan, and provide a walk-through for OHCA staff.

14. Provide MMIS certification support to include:

14.1. Prepare all reports and data necessary for the preliminary letter submission to CMS as outlined in the State Medicaid Manual, Part 11241.

14.2. Prepare certification folders that include all State Medicaid Manual, Parts 11242 and 11243, required documentation, reports, and crosswalks.

14.3. Provide personnel to brief appropriate OHCA staff on certification procedures, system operations, and other information necessary for OHCA staff to make appropriate presentations at the time of certification.

14.4. Provide a walk-through of the Oklahoma facility and operations, if required by the CMS certification team.

14.5. Provide MMIS expertise to answer questions or provide insight during the certification process.

3.3.2.9.3 Implementation Activity Deliverables

There are five deliverables for the implementation activity including:

1. MMIS Documentation – The FA is responsible for providing to OHCA, complete and timely documentation of the MMIS.  The MMIS documentation must be provided within 30 days following OHCA acceptance of the MMIS.  Following the Implementation Activity, the FA must prepare updates to the MMIS documentation to incorporate all changes, corrections, or enhancements to the MMIS.  Updates to the MMIS documentation must be delivered to OHCA prior to OHCA sign off of the change, unless otherwise agreed to by OHCA.  One hard copy and one electronic copy of the final version of the MMIS documentation must be provided to OHCA.  The FA will be responsible for supplying any copies of the MMIS documentation required by CMS.

1.1. The MMIS documentation must:

1.1.1. Be available and updated on electronic media (CD, tape, cartridge) and must be maintainable after turnover.

1.1.2. Have all narrative created and maintained in Word 2003 or higher (compatible with OHCA standard) and be provided to OHCA on request on CD.
1.1.3. Be organized in a format which facilitates updating and revisions must be clearly identified.

1.1.4. Include system and subsystem narratives that are understandable by non-technical personnel.

1.1.5. Contain an overview of the system, including:

1.1.5.1. A narrative of the entire system.

1.1.5.2. A description and flowcharts showing the flow of major processes in the system.

1.1.5.3. Multiple sets of hierarchical, multi-level charts that give a high, medium, and detail view of the system, for both online and batch processes.

1.1.5.4. A description of the operating environment.

1.1.5.5. The nomenclature used in the overview should correspond to nomenclature used in subsystem documentation (all subsystems must be referenced, and documentation must be consistent from the overview to the specific subsystems and between subsystems).

1.1.6. Contain the following documentation for each subsystem:

1.1.6.1. Subsystem name and numeric identification.

1.1.6.2. Subsystem narrative, including each function and feature of the subsystem.

1.1.6.3. Subsystem flowcharts, identifying each program, input, output, and file.

1.1.6.4. Job streams within subsystems identifying programs, input and output, controls, job stream flow, job scripts, operating procedures, and error and recovery procedures.

1.1.7. Online tables and entries.

1.1.8. Identification and listing of all FA internal control reports.

1.1.9. For all forms, panels, tapes, and other inputs:  input definitions, including names, descriptions, sources, examples, and content definition.

1.1.10. For all panels, reports, tapes, and other outputs:  output definitions, including names, numbers, sources, destinations, examples, and content definition; tape/cartridge specifications, file descriptions, and record layouts must be included for all data stored on tape or cartridge.

1.1.11. Listings of edits and audits applied to each input item, including detailed edit logic, claim and provider types affected, edit disposition, suspense and override data, and corresponding error messages.

1.1.12. Program documentation to include, at a minimum:

1.1.12.1. Program narratives, including process specifications for each, the purpose of each, and the relationships between the programs and modules.

1.1.12.2. A list of input and output files and reports, including retention.

1.1.12.3. File layouts.

1.1.12.4. File names and dispositions.

1.1.12.5. Specifics of all updates and manipulations.

1.1.12.6. Program source listing.

1.1.12.7. Comments in the internal identification division of the listing, identifying changes to the program by date, author, and reason.

1.1.12.8. Comments in the internal procedure division of the listing, identifying each subroutine and each major entrance, exit, and function of the subroutine.

1.2. Detailed program logic descriptions and edit logic (or decision tables), including, at a minimum, the sources of all input data, each process, all editing criteria, all decision points and associated criteria, interactions and destination links with other programs, and all outputs.

1.3. Detailed pricing logic for all claim records processed by the system.

1.4. Physical file definitions.

1.5. For all files, including intermediate and work files:  file descriptions and record layouts, with reference to file names and numbers; data element names, numbers, number of occurrences, length, and type; record names, numbers, and lengths; and file maintenance data, such as number of records, file space, and any other data necessary to manage the data or utilize the documentation.

1.6. Lists, by identifying name, of all files, inputs, and outputs with cross-references to the programs in which they are used.

1.7. Contain a data element dictionary which will include, for each data element:

1.7.1. A unique data element number.

1.7.2. A standard data element name.

1.7.3. A narrative description of the data element.

1.7.4. A list of data names used to describe the data element.

1.7.5. A table of values for each data element.

1.7.6. The source of each data element.

1.7.7. A cross-reference to the corresponding part 11 of the State Medicaid manual.

1.7.8. A list of programs using the data element, describing the use of input, internal, or output.

1.7.9. A list of files containing the data element.

1.7.10. Operations run documentation with schedules and dependencies.

1.7.11. Support for State and Federal monitoring activities.

2. MMIS Implementation Plan - The MMIS implementation plan identifies all the activities that must be accomplished for a successful implementation, including dates.  Minimum requirements are:
2.1. Identify plans and schedules for designing, ordering, and distributing all required MMIS forms.

2.2. Document resolution of inventory issues (e.g., suspense, claim records on hand, provider enrollments) and associated dates.

2.3. Document plans for installation of lines and workstations at OHCA.

2.4. Identify procedures and dates for provider enrollment and/or recertification.

2.5. Identify the process to accommodate provider updates, member data changes, reference changes, and prior authorizations, after final conversion but before implementation.

3. State Training Plan - The State training plan identifies all the activities leading up to, and including, the training of OHCA user staff, at all levels, in the proper use of the new system functionality.  Minimum requirements are:

3.1. Description of training materials.

3.2. Description of training facilities (e.g., use of panels).

3.3. Training schedule.

3.4. Plans for remedial training.

3.5. Methodology to ensure continued training during the operations activity for new staff or staff changing positions (e.g., use of videotapes).

4. Provider Training Plan - The provider training plan identifies all the activities leading up to, and including, the training of all provider types in proper billing procedures, and understanding of remittance advice (RAs).  Minimum requirements are:

4.1. Description of training materials.

4.2. Training schedule for all provider types across the State and selected out-of-State providers.

4.3. Providing experienced training staff throughout the contract period,

4.4. Locations for training.

4.5. Plans for remedial and ongoing training during operations.

5. Results of Final File Conversion - Minimum requirements are:

5.1. Interim reporting on each file conversion within 24 hours of each scheduled conversion to include:

5.1.1. Any problems encountered and the impact on the remaining conversion schedule.

5.1.2. Before-and-after versions of each converted file formatted for review by non-technical personnel, including default values (in certain cases, OHCA may require only a portion of the file be formatted for review).

5.1.3. Versions of manually and automated converted files available for review online, where appropriate.

3.3.2.9.4 Implementation Activity Deliverables

OHCA approval is required for the following deliverables for the implementation activity:

1. Final file conversions.

2. MMIS documentation.

3. Implementation plan.

4. FA’s notice that the MMIS is fully operational for all claim types.

5. MMIS certification approval from CMS.

3.3.2.9.5 Existing Change Orders

The projected open COs are listed in Appendix F: Open Change Order Listing.  Full descriptions are contained in the procurement library.  All requirements as well as all OHCA and FA responsibilities and procedures that apply to the modification staff activities during the modification activity will apply to these activities during the MMIS Reprocurement Project .  The costs to perform these activities shall be included in the operations firmed fixed base price of the contract.

3.3.2.9.5.1 FA Responsibilities:

1. The FA must address new requirements that become known between the release of this document and the operations start date.  The FA must be prepared to supply staff during the implementation activity to address these potential new requirements.  During the system development, the FA shall determine the takeover system's capability to meet the required functionality of any new requirement.  Any functionality that is not met by the takeover system shall be considered an enhancement to the takeover system.  OHCA and the FA will establish a configuration control process to determine which of these requirements can be implemented when the system becomes operational on January 1, 2012 without increasing the scope of the project to the extent of jeopardizing a successful, timely implementation.  Modification staff during operations will implement any remaining new projects if they are still determined by OHCA to be necessary, unless OHCA decides to utilize hourly staff proposed by the FA.

2. The FA staff responsible for developing the functionality to meet these new requirements in the takeover system during the MMIS Reprocurement Project will be paid separately by OHCA under the terms of an all-inclusive hourly rate.  The all-inclusive rate for these staff shall be priced on the pricing sheet in Appendix K: Pricing Schedules – MMIS Reprocurement.
3. All requirements, as well as all OHCA and FA responsibilities and procedures that apply to the modification staff activities during the modification activity will apply to these activities during the MMIS Reprocurement Project.

4. Prepare a detailed work plan defining each activity and completion date for each.

5. Incorporate all OHCA tasks and activities.  

6. FA responsibilities for requirements definition activities are as follows.

6.1. Become familiar with Oklahoma SoonerCare and other medical program policies, services, and administration, as well as MMIS requirements, through interviews with OHCA staff and reviews of documentation.

6.2. Validate the requirements in this RFP and the open CO’s.

6.3. Conduct JAD sessions and follow-up interviews with OHCA staff to finalize requirements and ensure that responses to all RFP requirements and open CO’s are acceptable to OHCA.  This may entail changes to windows, screens, panels, or report layouts or system functionality.

6.4. Define the MMIS by identifying functions within and across subsystems, subsystem integration, internal and external interfaces, system files, and processing architecture.

6.5. Prepare the RSD deliverable.

7. FA responsibilities for general design activities include the following.

7.1. Develop preliminary panel and report detail layouts, subsystem narratives, subsystem flowcharts, and identify all inputs and outputs to reflect OHCA requirements.  In developing panel, report, or other layouts the FA must perform prototyping to enable OHCA staff to review and approve designs prior to their becoming final.

7.2. Prepare the GSD deliverable.  OHCA prefers and will accept "staggered" delivery of the GSD as long as the whole document is complete by the date identified in the approved work plan.  The responsibility includes research of CMS GSD and reporting requirements to advise OHCA on any format or content specifications defined by CMS.

7.3. Conduct walk-through and demonstrations during development of the GSD to enhance OHCA understanding and to facilitate the approval process.  Ongoing presentation of panel and report layouts and obtaining OHCA approval during GSD development will facilitate overall OHCA approval.  Walk-through or demonstrations must not result in any additional cost to OHCA, including travel costs.

8. FA responsibilities for detail design activities include the following.

8.1. Develop and revise panel and report detail layouts, edit criteria, and file and record contents to reflect OHCA requirements.  In developing panel, record, or other layouts the FA must perform prototyping to enable OHCA staff to review and approve designs prior to their becoming final.

8.2. Prepare the DSD deliverable.  OHCA prefers and will accept "staggered" delivery of the DSD as long as the whole document is complete by the date identified in the approved work plan.

8.3. Conduct walk-through and demonstrations during development of the DSD to enhance OHCA understanding and to facilitate the approval process.  Ongoing presentation of panel and report layouts and obtaining OHCA approval during DSD development will facilitate overall OHCA approval.  Walk-through or demonstrations must not result in any additional cost to OHCA, including travel costs.

3.4 MMIS FA Turnover

Prior to the conclusion of the contract, the FA shall provide, at no extra charge, assistance in turning over the enhanced MMIS to OHCA or its agent.

3.4.1 Turnover Activity State Responsibilities

State responsibilities are to:

1. Review and approve a turnover plan to facilitate transfer of the MMIS to OHCA or its designated agent.

2. Review and approve a statement of staffing and hardware resources that would be required to take over operation of the MMIS.

3. Request Turnover services be initiated by the FA.

4. Make OHCA staff or designated OHCA contracted staff available to be trained in the operation of the MMIS.

5. Coordinate the transfer of MMIS software and files.

6. Coordinate the termination or assumption of leases of MMIS hardware and software.

7. Review and approve a turnover results report that documents completion of each step of the turnover plan.

8. Obtain post-turnover support from the FA at no extra charge for 90 days following contract termination, if required.

3.4.2 Turnover Activity FA Requirements

The FA will be responsible for turnover activities described in the following subsections.

3.4.2.1 Develop a MMIS Turnover Plan

Before the start of the last year of the base contract period, the FA shall provide, at no additional cost, a turnover plan to OHCA.  The plan shall include:

1. Proposed approach to turnover.

2. Activities for turnover.

3. Schedule for turnover.

4. Production program and documentation update procedures during turnover.

3.4.2.2 Develop a MMIS Requirements Statement

Prior to the start of the last year of the base contract period, the FA shall furnish to OHCA, at no extra charge, a statement of the resources which would be required by OHCA or another FA to take over operations of the MMIS, containing the information listed below.

1. The Statement must include an estimate of the number, type, and salary of personnel required to operate the equipment and perform the other functions of the MMIS.  The statement shall be separated by type of activity of the personnel, including, the following categories:

1.1. Data processing staff.

1.2. Computer operators.

1.3. Systems analysts.

1.4. Systems programmers.

1.5. Programmer analysts.

1.6. Data entry operators.

1.7. Administrative staff.

1.8. Clerks.

1.9. Managers.

1.10. Medical personnel (nurses, MDs, pharmacists, and so forth).

2. The Statement shall include all facilities and any other resources required to operate the MMIS, including: 

2.1. Data processing equipment.

2.2. System and special software.

2.3. Other equipment.

2.4. Telecommunications networks.

2.5. Office space.

2.6. Other resources.

3. The statement of resource requirements shall be based on the FA’s experience in the operation of the MMIS and shall include actual FA resources devoted to the operation of the system.

3.4.2.3 Provide Turnover Service

As requested by OHCA, but approximately six months prior to the end of the base contract period or any extension thereof, the FA must transfer all source program code listings to OHCA.

As requested, but approximately six months prior to the end of the base contract period or any extension thereof, the FA must transfer to OHCA or its agent, as needed, all source program code listing and a copy of the enhanced MMIS, including:

1. All necessary data and reference files on electronic media.

2. All production computer programs on electronic media.

3. Job scripts on electronic media.

4. Data entry software.

5. All other documentation, including user, provider, and operation manuals needed to operate and maintain the system on PC compatible CD, using OHCA approved software.

6. Procedures for updating computer programs, job scripts, and other documentation.

7. All archived job script output to include, at a minimum, job control statements executed, condition codes, system messages, start and stop dates and times, CPU time used, clock time used, and final file dispositions for each job step on electronic media, in a format specified by OHCA.

8. All operations logs, process summaries, and balancing documents completed during the contract, in a medium and format specified by OHCA at takeover.

9. All job scheduling software and reports used by operations.

10. Hardware configuration diagram showing the relationship between all data processing and communication equipment necessary to operate the MMIS, including local area networks, EMC support networks, control units, remote job entry devices, storage devices, printers, control units, and data entry devices.

11. All system macros (such as shell scripting, skeletal job scripts) used for job scheduling, data entry or system modification functions.

12. As requested, but approximately five months prior to the end of the contract or any extension thereof, the FA must begin training the staff of OHCA or its designated agent in the operation of the MMIS.  Such training must be completed at least two months prior to the end of the contract or any extension thereof.  Such training shall include:

12.1. Claims processing data entry.

12.2. Computer operations, including cycle monitoring procedures.

12.3. Controls and balancing procedures.

12.4. Exception claims processing.

12.5. Other manual procedures.

13. As requested, but approximately four months prior to the end of the contract or any extension thereof, the FA must provide updates to replacements for all data and reference files, computer programs, job scripts, and all other documentation as will be required by OHCA or its agent to run acceptance tests.

14. At the option of OHCA, the FA shall arrange for the removal of MMIS hardware and software or the transfer to OHCA of leases of equipment, and software.

15. At a turnover date to be determined by OHCA, the FA shall provide to OHCA or its agent all updated computer programs, data and reference files, job scripts, and all other documentation and records as will be required by OHCA or its agent to operate the Oklahoma MMIS.

16. Following turnover of operations, the FA must provide OHCA with a turnover results report, which will document completion and results of each step of the turnover plan.

3.4.2.4 Update MMIS Turnover

At least six months prior to the end of the base contract and at least six months prior to the end of any contract extension; the FA shall provide an updated MMIS turnover plan and MMIS requirements statement.

3.4.2.5 Provide Post-Turnover Services

To provide post-turnover support, the FA shall provide, at no charge to OHCA, the services of an on-site systems analyst who has worked on the MMIS at least one year.  This individual shall be required to be on site for the 90 days following contract termination.  The individual proposed by the FA must be approved by OHCA.  OHCA will provide working space and will assign work to be done on a full-time basis to support post-takeover activity.

The FA shall also be responsible for, and must correct at no cost, any malfunctions which existed in the system prior to takeover or which were caused by lack of support at turnover, as may be determined by OHCA.

3.4.3 Deliverables for the Turnover Activity

OHCA approval is required for the following deliverables for the turnover activity:

1. Turnover plan.

2. MMIS requirements statement.

3. Turnover services.

4. Turnover training.

5. Completion of turnover.

3.5 Project Management and Approach

The project plan must be developed in a standardized project plan format (such as Microsoft Project) and must include the step-by-step actions that will be carried out to fulfill the entire SOW.

The project plan will facilitate tracking of project phases and the key stages, activities and activity required to execute the requirements of this RFP.  The project plan will incorporate all periods of the project, and activity levels should be identified at a quarterly level (every three months).

If the nature of an activity or function hinders specific delineation of methods and procedures (e.g., an activity is dependent upon a future action or multiple approaches many be used), explain the probable methods, approaches, or procedures that will be used to accomplish the activity or function.  Also, describe, in this instance, how the proposing firm will propose the ultimate strategies and detailed plans to OHCA for full consideration and approval before proceeding to the carry out the activity.

3.5.1 Project Plan Content

The bidder must include:

1. A preliminary proposed project plan in electronic form using a standardized project plan schedule format (e.g., Microsoft Project).  The overall plan must demonstrate that the bidder understands OHCA’s timeline for all contract phases.

2. An overall timeline to support the periods identified in the RFP.  Activities, tasks, deliverables, and dependencies and resources for delivering the proposed solution should be included.  If, for any reason, the project plan does not address each of the requirements, the bidder must fully explain each omission.

3. Activity levels for the overall project plan schedule should be presented at a quarterly level.
4 Scope of Work – Functional Requirements

This section provides the bidder with the functional requirements as they currently exist in the MMIS (e.g., the As Is), plus the functional requirements that the FA will need to develop and implement for the enhancements identified in Figure 1: Project Roadmap by Project Phase.  Requirements related to the enhancements reside under subsections with the term “Enhancements” in parenthesis at the end of the subsections title (e.g., 4.1.7 Online Enrollment (Enhancement)).
The intent of the As Is requirements identified in this section is to identify functionality that exists in the current MMIS.  It’s possible however, that some functional requirements were inadvertently omitted from this section.  Any omission of a functional requirement does not preclude the FA from providing such functionality.  The FA is responsible for providing all functionality within the MMIS whether or not identified throughout this section.   

To better align with the MITA Business Architecture, this section is divided into 10 high-level subsections.  The first seven (7) subsections (4.1 Member Management – 4.7 Business Relationship Management) align with the MITA 2.0 business areas. The following two (2) subsections represent business areas specific to OHCA defined during the recent MITA SS-A, and the last subsection represents a categorization for requirements that are more general in nature and considered somewhat universal to the entire MMIS.

Bidders should note that in some of the requirements throughout this section, specific resources are identified.  These resources are not optional and must be provided as part of the overall solution.  In addition to these resources, all of the resources listed in Appendix M: Operational Resource Requirements are likewise required to be provided as part of the overall solution.  At a minimum, these resources must be available day one of operations (i.e., go-live) and throughout the entire life of the contract thereafter.  

4.1 Member Management

The Member Management business area is a collection of business processes involved in communications between the Medicaid agency and the prospective or enrolled member and actions that the agency takes on behalf of the member.  These processes share a common set of member-related data.  The goal for this business area is to improve health care outcomes and raise the level of consumer satisfaction. 

4.1.1 Manage Member Information

The primary purpose of the Manage Member Information business process is to accept and maintain an accurate, current, and historical source of eligibility and demographic information on individuals eligible for medical assistance in Oklahoma, and to support analysis of the data contained within the Recipient Data Maintenance subsystem.  Recipient Data Maintenance is the terminology embedded in the current MMIS.  To coincide with the MMIS terminology, the following subsections will reference this business function as the Recipient Data Maintenance function.

The maintenance of member information is required to support claim processing in batch and online mode, reporting functions, and eligibility verification.  Maintenance of member related data is also described in other functional sections such as TPL, Long Term Care (LTC), Managed Care, EPSDT, MAR, SUR and PA.  The current source of eligibility data for the MMIS is a daily file extract from State eligibility systems.  The State’s eligibility systems maintain eligibility data for all medical assistance programs and require online real-time updates along with limited batch process.

4.1.1.1 Inputs

The Recipient Data Maintenance function accepts the following inputs:

1. Member data from the State's eligibility systems.

2. Managed Care enrollment information from the State's enrollment agent.

3. PCP selections/assignments from health plans.

4. BENDEX data.

5. Online updates of member data.

6. Medicare Modernization Act (MMA) file.

7. External data files such as Child Support, TPL, Office of Juvenile Affairs (OJA), and Oklahoma Department of Mental Health and Substance Abuse Services (ODMHSAS). 
4.1.1.2 Processing

The Recipient Data Maintenance function has the following processing capabilities:

1. Accept online update transactions of member data for all members from the State eligibility systems, the State's enrollment agent, and State users.

2. Include a web-enabled application for collection of member PCP selections/assignments via the internet and automatically update the member database with the specific PCP selection/assignment.

3. Include an online audit trail of all updates to member data for a retention period of one year.

4. Include an off line audit trail of all updates to member data for a retention period of five years.

5. Edit member update transactions received from the State's eligibility systems for completeness and consistency, according to edit criteria established by the State.

6. Identify and report update transactions failing edits.

7. Contain online screens for the correction of error in member update transactions.

8. Process corrected member update transactions.

9. Identify potential duplicate member records.

10. Maintain all current and historical member identification numbers (case number), and provides an automated linkage to all claims for the member, regardless of the member identification number used to process the claim.

11. Provide a process for de-linkage of a claim(s) associated to a member when it is discovered that a member’s eligibility has been collapsed erroneously into another member or has been erroneously split out from the member.

12. Process BENDEX data updating all Medicare information for members.

13. Maintain all historical member information, including history of demographics, such as member address.

14. Provide access to all current and historical member data, with inquiry capability by member ID number, name or partial name, social security number, case number and the ability to use other factors such as sex and date of birth and/or county to limit the search by name and partial name.  Provide partial name search is provided through use of a proven mnemonic/phonetic algorithm.

15. Maintain online access to all member data required to support claims processing, prior authorization processing, long-term care processing, managed care, lifetime maximum benefits according to program, eligibility determination, and all other processing that utilizes member eligibility data.

16. Maintain flexibility in coding and program structures by use of parameter and table oriented design techniques, for data such as, medical eligibility coverage groups and program identifiers, to support changes to claims processing and reporting requirements.

17. Maintain online access to all member profiles containing member health status information, member characteristics, service utilization information and other information as defined by OHCA.  The service utilization information includes but is not limited to:

17.1.  Once in a lifetime procedures.

17.2. Service frequency on limited services.

17.3. Nursing home therapeutic and hospital leave days.

17.4. Last hospital leave date.

17.5. Last compensable hospital stay.

17.6. Inpatient hospital days allowed and used.

17.7. Flag for exhausted TPL.

17.8. Flag for lock-in for surveillance and utilization review.

17.9. Last EPSDT exam and date.

17.10. Last dental exam date.

17.11. Last bite wing x-ray date, and 

17.12. Last prophylaxis date.

18. Provide for geographical mapping through latitude and longitude pinpoint of members through address.

19. Provide the capability to delete, change, add and update Medicare records via online or batch processing.

20. Maintains access to data through user friendly systems navigation technology and a graphical user interface that allows users to move freely throughout the system using pull-down menus and point-and-click navigation without having to enter identifying data multiple times.

21. Edit all data for presence, format, and consistency with other data in the update transaction and on all member processing and data related tables.

22. Maintain password control, in varying levels of security, of staff making changes to member data.

23. Provide online, updateable letter templates for member letters with the ability to add free form text specific to a member data issue or specific member.

24. Provide the capability to add health benefit program.

25. Provide the capability to integrate matching criteria identified and approved by the State such as COTS.

26. Provide for notes tracking by member.

27. Provide the capability to standardize and validate addresses using a COTS product identified and approved by the State.

28. Provide the ability to track all letters sent to specific member.  

29. Provide the flexibility to add a member.

30. Provide online, updateable letter templates for member letters with the ability to add free form text specific to a member.

31. Generate Explanation of Benefits (EOBs) no less frequently than every forty-five (45) days and within two (2) business days after the most current payment processing cycle.

32. Maintain nursing home and Intermediate Care Facilities for the Mentally Retarded (ICF/MR) Level of Care (LOC) begin and end dates.

33. Maintain current and historical LTC data to support reporting.

34. Maintain member related data from claims submitted (e.g., date of death)
4.1.1.3 Outputs

The Recipient Data Maintenance function provides the following outputs and supports the following information needs:

1. Make all data available for retrieval through the DSS/DW function.

2. Make all reports available in data format for export and import purposes and through multiple media.

3. Make the following types of reports available:

3.1. Reports to meet all Federal requirements identified by the State. 

3.2. All reports identified by State reporting requirements.

4. Provide online inquiry screens for:

4.1. Member demographic data.

4.2. Member mnemonic/phonetic/algorithm search.

4.3. Member spenddown or cost sharing (premiums, co pays).

4.4. Member profile, characteristics, and service utilization.

4.5. Member current and historical eligibility data, including member eligibility group and program codes.

4.6. Member Managed Care information.

4.7. Member current living arrangement.

4.8. Member restriction data.

5. Generate audit trail reports showing before and after image of changed data, the ID of the person making the change, and the change date.  

6. Utilize all data and processes and provide support to other subsystems within MMIS.
4.1.1.4 Interfaces

The Recipient Data Maintenance function accommodates an external interface with the:

1. State's eligibility systems.

2. State's enrollment agent.

3. Internet.

4. State Wide Area Network (WAN) for access by counties.

5. Veterans Health Administration (VHA) (Nurse Line Inquiry).

6. External agencies.
4.1.1.5 State Responsibilities

State responsibilities are to:

1. Determine which individuals are eligible to receive medical assistance benefits.

2. Determine benefit limitations and applicable timeframes.

3. Maintain member eligibility information on the States eligibility systems.

4. Perform all Buy-In activities.

5. Update changes to TPL, patient liability, and medical coverage groups and provide it to the FA in an agreed-upon format and media, on an agreed-upon periodic basis.

6. Define the desired content, format, frequency, and media for reports.

7. Approve online windows.

8. Perform the correction of errors and discrepancies resulting from the member update process.

9. Define the desired content, format, frequency, and media for reports.
4.1.1.6 FA Responsibilities

FA responsibilities are to:

1. Access the State's eligibility systems for online receipt of member eligibility data.

2. Maintain the member data set(s).

3. Generate a file of financial transactions for Buy-In and provide it to the State in an agreed-upon format and media, on an agreed-upon periodic basis.

4. Utilize the SSA Bendex data and MMA to update member Medicare information.

5. Ensure that all existing and new requirements of the State Medicaid Manual and State and Federal policy are met by the Recipient Data Access function.

6. Generate and distribute all Medicaid identification cards, including replacements.

7. Allow online updates for member data changes.

8. Provide current member eligibility, TPL, and other required information to the EVS and claims processing.

9. Research and resolve member file discrepancies, seeking State assistance when necessary.

10. Assist the State in performing error correction or discrepancies resulting from the member update process.

11. Provide online inquiry access windows for all member data.

12. Maintain appropriate controls and audit trails to ensure that the member eligibility data inquired for and received is used for eligibility verification and each claims processing cycle.

13. Provide training to State staff in the use of the Recipient Data Maintenance functions, initially and on an ongoing basis.

14. Maintain up-to-date complete system and user documentation.

15. Provide all member reports according to State specification.

16. Support all member data access functions, files, and data elements necessary to meet the requirements of this RFP.
4.1.1.7 FA Performance Responsibilities

Performance expectations are that:

1. Member data must be received from the States eligibility systems in real-time update mode and be available for use in the claims processing, POS/ Pro-DUR, eligibility determination and/or EVS.
4.1.2 Member Identification Cards

The purpose of the Member Identification Card function is to produce new and replacement identification cards for Oklahoma's population based on member information provided in the Recipient Data Maintenance function.

4.1.2.1 Inputs

The Member Identification Card function accepts the following inputs:

1. The most current member data available.

2. Requests for issue of card replacements from the State's enrollment agent or the State.

4.1.2.2 Processing

The Member Identification Card function has the following processing capabilities:

1. Maintain all current and historical member identification card and member identification card issue information for all members.

2. Identify newly enrolled eligible members that need a member identification card issued and generates and process card requests.

3. Accept and processes requests for plastic, magnetic striped, member identification card replacements, including replacement reason.

4. Produce and distribute plastic, magnetic striped, member identification cards that meet or exceed all specifications of current member identification ID cards with the exception of the color of the card.  The card conforms to the American National Standards Institute (ANSI) Uniform Health Card ID Card Standards.  

5. Provide the following information on the front of the card:

5.1. The member's information as identified by the State.

5.2. Other information identified by the State.
6. Provide the following information on the back of the card should contain the following:

6.1. Card issue date on the back of the card.

6.2. Magnetic stripe encoded with the State-specified information.

6.3. Other information as identified by the State.
7. Make the color of the member identification card conducive to photocopying the card and producing a readable copy.
8. Provide online access to all member identification card and member identification card issue data.
9. Provide and maintain flexibility in coding structures by use of parameter and table oriented design techniques to enable rapid processing modifications to support Oklahoma Health Care Program changes.
10. Maintain access to data through user friendly systems navigation technology and a graphical user interface that allows users to move freely throughout the system using pull-down menus and point-and-click navigation without having to enter identifying data multiple times.
11. Maintain an online audit trail of all updates to member identification card data.
12. Edit all data for presence, format, and consistency with other data in the update transaction and on all member identification card processing and data related tables.
13. Maintain password control, in varying levels of security, of staff making changes to member ID card data.
14. Provide the ability to issue different card types based on health benefit program.
15. Provide the ability to alter issued reason once the card has been issued.
4.1.2.3 Outputs

The Member Identification Card function provides the following outputs and supports the following information needs:

1. Make all data available for retrieval through the DSS/DW function.

2. Make all reports available in data format for export and import purposes and through multiple media.

3. Make all reports meet Federal reporting requirements.

4. Provide all reports identified by the State.

5. Provide online screens for the Member Identification Card function to support the processing of member ID cards.

6. Generate audit trail reports showing before and after image of changed data, the ID of the person making the change, and the change date.
4.1.2.4 Interface 

The Member Identification Card function accommodates an external interface with:

1. State's enrollment agents.
4.1.2.5 State Responsibilities

State responsibilities are to:

1. Determine categories of members who are to receive the identification cards.

2. Define the desired content, format, frequency, and media for reports.

3. Determine format and content of identification cards.

4. Determine procedures regarding issuance and replacement.
4.1.2.6 FA Responsibilities

FA Responsibilities are to:

1. Maintain member eligibility data necessary to produce the identification cards.

2. Process requests for new and replacement identification cards.

3. Provide all member ID card reports according to State specifications.

4. Provide training to State staff in the use of the member identification card system, initially and on an ongoing basis.

5. Maintain up-to-date complete system and user documentation.

6. Produce and distribute identification cards.

7. Track the distribution of identification cards.

4.1.2.7 FA Performance Responsibilities

The performance expectations are:

1. Produce and distribute replacement identification cards within twenty-four (24) hours of request.

2. Produce report on card distribution on a daily basis.
4.1.3 Eligibility Verification System (EVS)

EVS provides an efficient and effective method for its provider and member community and other MMIS users to verify members' eligibility, TPL information, managed care provider information, spenddown data and any other eligibility restriction data.  In addition, this function is allows providers, members and other stakeholders to inquire and request information on PA status and to request claims histories and remittance advices.

4.1.3.1 Inputs

The EVS function accepts the following inputs:

1. The most current member data available.

2. The most current provider data available.

3. Web-enabled access for inquiries from providers, members and other stakeholders and authorized State personnel.

4. Inquiries from providers, members, other stakeholders, and authorized State personnel via personal computers (PCs) and POS devices.

5. Telephone inquiries from providers and authorized State personnel.
4.1.3.2 Processing

The EVS function has the following processing capabilities:

1. Maintain a toll-free, dial-up access and AVR, for enrolled medical providers, located within the State and out of State, through the use of their touch-tone or rotary dial telephones, through the public switched telephone network, to the EVS.

2. Maintain a dial-up access and AVR, for enrolled medical providers through use of PCs and their "switch vendors" to the EVS.

3. Maintain access to the EVS for the enrolled provider community.  The provider community will access these FA maintained systems through the use of their own or leased equipment and services provided by "switch vendors" The FA must allow and maintain the switch vendors' access to these systems.

4. Maintain a dial-up access, for enrolled medical providers through use of point-of sale devices through the public switched telephone network, to the EVS.

5. Maintain a secured, password protected, internet access for enrolled medical providers through use of their PCs or other internet devices and their authorized internet service provider to the EVS.

6. Maintain an interactive EVS session through the use of an articulated automated voice response system.

7. Maintain an interactive EVS session through the use of a web-enabled EVS that accepts and sends HIPAA compliant EDI formats and meets OHCA security, confidentiality and privacy requirements and HIPAA and other Federal security, confidentiality and privacy requirements.

8. Maintain a member eligibility session that minimally communicates the following:

8.1. Provide the appropriate safeguards, including:

8.1.1. Limit access to eligibility information to authorized medical providers and authorized State personnel only.

8.1.2. Protect the confidentiality of all member information.

8.2. Maintain an audit trail of all inquiries and verification responses made, the information conveyed, and to whom the information was conveyed.

8.3. Allow inquiry by:

8.3.1. Member identification number. 

8.3.2. Case number.

8.3.3. Full name and date of birth. 

8.3.4. Partial name and date of birth.

8.3.5. Social Security Number (SSN) and date of birth.

8.4. Validate that an active member identification card is presented based on the card issue date.

8.5. Provide access to eligibility verification to inquire by dates of service.

8.6. Limit display of future eligibility as determined by the State.  

9. Provide online access for inquiry to all audit trail data regarding eligibility verification inquiries.

10. Provide the capability for providers to request the status of prior authorizations required, for a date or date range or by procedure code, for a member, through dial-up access, their PC, and "switch vendor" software and network, and through the internet to a web enabled application and for the EVS to respond with the prior authorization information.

11. Provide the capability for providers to request remittance advice and claims histories through dial-up access, their PC, and "switch vendor" software and network and through the internet via a web-enabled application and for the EVS to respond with the remittance advice and/or claims history.

12. Charge the provider for paper copies according to State allowed amounts per page for all remittance advice and claim history requests.

13. Provide and maintains flexibility in coding and program structures by use of parameter and table-oriented design techniques to enable rapid processing modifications to support OHCA program changes.

14. Edit all data for presence, format, and consistency with other data in all eligibility verification processing.

15. Maintain password control, in varying levels of security, of staff accessing the eligibility verification data.

16. Provide the ability to verify eligibility for dependants when applicant is not eligible.
4.1.3.3 Outputs

The EVS function provides the following outputs and supports the following information needs:

1. Make all data available for retrieval through the DSS/DW function.

2. Make all reports available in data format for export and import purposes and through multiple media.

3. Make the following types of reports available according to State specific criteria:

3.1. Reports to meet all Federal reporting requirements.

3.2. All reports identified by State.

4. Provide the primary output of the EVS function is the member eligibility data provided to providers for confirming member eligibility for State Medical Assistance Program services.  This function also provides responses concerning prior authorizations, claims histories and remittance advises.

5. Provide the online screens for the EVS function to support the access to inquiry histories and responses by:

5.1. Inquirer ID.

5.2. Type of inquiry. 

5.3. Date of inquiry. 

5.4. Date of service related to the inquiry.

5.5. Or a combination thereof.

6. Generate audit trail reports showing changed data, the ID of the person making the change, and the change date.

7. Provide the capability to automatically fax eligibility response including eligibility verification number to the inquiring party as defined by the State.

8. Provide the capability for State staff to audit previous inquiries as defined by the State.
4.1.3.4 Interfaces

The EVS function accommodates an external Interface with:

1. Provider and other stakeholder telephone access.

2. Provider "switch vendor's” telecommunication lines and systems.

3. The Internet.

4. HIPAA-compliant transactions or other files determined by the State.
4.1.3.5 State Responsibilities

State responsibilities are to:

1. Define the desired content, format, frequency, and media for reports.

2. Review and approve all EVS related documentation furnished to stakeholders.

3. Review reports and monitor EVS activities to ensure compliance with RFP provisions.
4.1.3.6 FA Responsibilities

FA responsibilities are to:

1. Maintain an EVS for Oklahoma stakeholders to verify member eligibility and other pertinent data defined by the State.  Identify compatible computer configurations, and, if appropriate, point of sale devices for use with the EVS.

2. Use current data and provide it as a response to electronic verification inquirers.

3. Provide appropriate staff levels to support this function.

4. Provide access to the EVS in a variety of methods, including direct and dial-up lines from switch vendors, personal computer, the Internet, and telephone.

5. Supply, install, and operate the necessary software and communication lines required for stakeholders to access the EVS utilizing their own equipment such as personal computers, telephones, and telephone lines.

6. Provide the necessary training to stakeholders as needed, in how to use the EVS.

7. Provide training to State staff in the use of the EVS, initially and on an ongoing basis.

8. Develop, produce, and distribute EVS user manual sections and other documentation to stakeholders and State staff.

9. Produce all EVS related reports according to State specifications.

10. Provide a contingency resource, including use of FA staff, for situations when the EVS is down.

11. Maintain up-to-date complete system and user documentation.

12. Provide for logging all inquiries from stakeholders.

13. Make recommendations on any area in which the FA thinks improvements can be made.

14. Approve FA services beyond the scope of the MMIS RFP scope of work as it relates to EVS functions.

15. Maintain invoicing mechanism for contractor charging providers for paper copy remittance advises and claim history requests.
4.1.3.7 FA Performance Responsibilities

FA performance expectations are as follows:

1. Provide sufficient access lines so that Oklahoma stakeholders do not encounter busy conditions at least ninety-nine percent (99 percent) of the time.

2. Provide a back-up system to assure that EVS and the associated network downtime are limited to a maximum of thirty (30) continuous minutes.

3. Provide eligibility verification availability 20 hours per day from 5:00 a.m. to 1:00 a.m. Central Standard Time (CST), 7 days a week, with 4 hours per day from 1:00 a.m. to 5:00 a.m. (CST) as agreed-upon downtime for updates and preventative maintenance.

4. Receive prior approval from OHCA of any services beyond the scope of the MMIS contract scope of work as it relates to EVS functions.
4.1.4 Managed Care

The Managed Care function is designed to assure member access to necessary medical care, while at the same time controlling medical assistance program costs.  Under such models, OHCA has developed a network of Primary Care Providers (PCPs) who are contracted to provide medical services to SoonerCare members.  

The objectives of Oklahoma's managed care program are:

1. Increased member access to healthcare.

2. Increased use of case management and preventive services.

3. Optimal patient outcomes.

4.1.4.1 Inputs

The Managed Care Processing function accepts the following inputs:

1. Primary Care Provider (PCP) contract documents.

2. Provider eligibility data from the Provider Data Maintenance function.

3. Electronic file of updates for member Managed Care Plan choices from the enrollment agent.

4. Claim data from the financial function for claims paid for incentive payments also known as “kick payments.”

5. Member managed care enrollment data from the Recipient Data Maintenance function.

6. Encounter data in the form of "shadow claims" from Non-Emergency Transportation (NET) Provider.

7. Claim data from the financial function for claims paid for capitation payment to PCPs, Health Access Networks (HANs), and NET Providers.

8. Claim data from the Financial function for claims paid as fee-for-service for members in Managed Care having services outside those covered by the specific Managed Care Plan(s) in which they are enrolled.

9. Reference data from the Reference Data Maintenance function.

10. Primary Care Provider (PCP) selections from Electronic Newborn (eNB-1) forms.

11. PCP selections from Online Enrollment.

12. PCP selections from IO.

4.1.4.2 Processing

The Managed Care Processing function has the following processing capabilities:

1. Maintain online access to all member, provider, encounter (shadow claims), claims and reference data related to Managed Care.

2. Provide and maintains flexibility in coding structures by use of parameter and table-oriented design techniques to enable rapid processing modifications to support Oklahoma Health Care Program changes.

3. Maintain Managed Care related member data in the Recipient Data Maintenance function including members’ geographic location based on longitude and latitude.

4. Accept and process online member enrollment/disenrollment to Managed Care models on a day-specific basis.

5. Provide the ability to associate managed care members with the Managed Care Program in which they are enrolled.

6. Provide the ability to lock-in and lock-out members to Managed Care Providers.

7. Provide for automatic assignment of members to Managed Care Programs based on State-specified criteria.

8. Provide the ability to update Managed Care assignments/choices online.

9. Accept and process retroactive enrollment and disenrollment of members to all Managed Care models.

10. Capture, store, and retrieve date-specific, member-specific Managed Care enrollment history.

11. Incorporate the Managed Care Enrollment Agent/Broker system and related system processes in the MMIS and the operations of the MMIS.  The Managed Care Enrollment Agent/Broker, not the FA, performs the actual enrollment process.

12. Accept manual and auto-enrollments of members to Managed Care Plans, produce notices, track notices, track contact with members, assign Managed Care Plan enrollment by member choice, and assign Managed Care Plan enrollment by default.  If client had a previous PCP, a family member is currently enrolled with a PCP who meets eligibility criteria, indicating who made the choice.

13. Maintain Managed Care related provider data in the Provider Data Maintenance function for managed care providers including:

13.1. Individual providers affiliated with a Managed Care Program.

13.2. Geographic location of primary care providers based on longitude and latitude.

13.3. Original and current number of "slots" (how many members can be enrolled) available in the Managed Care Program.

13.4. Provider profile information.

14. Support multiple Managed Care models including but not limited to:

14.1. PCP.

14.2. Health Maintenance Organizations (HMO).

14.3. Health Access Networks (HANs)

15. Provide for multiple payment methods to support Managed Care including:

15.1. Capitated payment for a group of covered services within a plan and fee-for service payment for covered services outside any plan the member is enrolled with.  

15.2. Payment of management fees to an assigned managing provider and fee-for service payments for services.

15.3. Payment of Health Access network fees on a per member per month basis for all members assigned to providers in the HAN.

16. Provide for a cross reference of individual providers identifying those that are, PCPs, a member of a Preferred Provider Organization (PPO), those in a Managed Care Organization (MCO) network, and members of other Managed Care Models, as well as the Managed Care Plan to its individual member providers, with effective and end dates.  A single Managed Care Plan is able to identify an unlimited number of individuals who are associated with the Managed Care Plan.

17. Accept and processes member health risk assessment data and determine risk factors.

18. Maintain Managed Care provider-related data including capitation rates for specific groups of members for each managed care provider.

19. Calculate and generate prospective and retrospective capitated payments to participating Managed Care providers whose pricing is based on a capitation payment model.

20. Calculate and generates payment for PCP and NET.

21. Provide the ability to pay capitated payments at provider specific rates based on member demographics as defined by the State for Aged, Blind, Disabled (ABD) and Temporary Assistance for Needy Families (TANF) in our NET program.

22. Provide the ability to pay capitated payments at provider specific rates based on Medical Home Self Assessment.

23. Provide the ability to apply edits/audits that prevent claims from being paid when Managed Care Program members receive plan covered services from sources other than the capitated plans in which they are enrolled.

24. Provide the ability to apply edits/audits that prevent claims from being paid when they have not received a referral or authorization as may be required by the Managed Care Plan or PCP with whom they are enrolled.

25. Provide the ability to identify, edit, and correctly adjudicate fee-for-service claims for services not covered by a specific Managed Care Program.

26. Provide the ability to receive, process (edit and price), and report on encounter data in the form of shadow claims for Managed Care member enrolled in NET.

27. Provide the ability to perform basic edits on these shadow claims to ensure integrity and allow for the pricing of these shadow claims for NET.

28. Provide methodology to track the utilization rates for program enrollees and to compare such utilization rates to comparable groups of non-managed care members and across different managed care plans, to assure sufficient savings are achieved.

29. Identify, bill, receive, and reconcile, by member, insurance premium payments, including the ability to buy-in to employer or State operated insurance plans (e.g., Children’s Health Insurance Program (CHIP)) and allow for member copay based on a sliding scale of ability to pay.

30. Capture and process encounter data for use in utilization/quality assurance reporting (Healthcare Effectiveness Data and Information Set (HEDIS)) and capitation rate setting purposes.

31. Support "stop loss" provisions.

32. Provide the ability to calculate and issue risk control payments including supplemental payments made for delivery of a child.  Supplemental payment for delivery of a child is based on the provider performing the delivery, the procedure, and the diagnosis on the encounter data shadow claim.

33. Capture, store, and retrieve, managed care provider-related data for all Managed Care Models.

34. Generate transactions to the State Eligibility System with the maximum amount of "slots" available for a Managed Care Plan and generates error transactions when the Managed Care Plan of choice has reached capacity.

35. Generate transactions to State Eligibility System with Managed Care enrollment information for each member enrolled in Managed Care.  This includes the member's Plan and PCP information.

36. Generate electronic roster updates daily and monthly paper and electronic summary rosters for all PCPs and NET.

37. Generate electronic encounter data remittance advices for NET.

38. Provide for web-enabled communication for delivery capitation and encounter RAs to Managed Care Providers.  The web-enabled Managed Care Roster and Remittance Advice delivery system sends HIPAA-compliant EDI formats and meets draft OHCA security, confidentiality and privacy requirements and HIPAA and other Federal security, confidentiality and privacy requirements.  

39. Maintain an audit trail of all data distributed through the internet.

40. Allow for the payment of capitated rates on a daily pro-rated basis based on the day the member is enrolled.

41. Provide for monthly capitated payments

42. Perform automated adjustments and recoupments of capitated payments.

43. Provide the capability for "risk adjustment" payment methodologies using State criteria.  Establish "Risk Pools" to allow for payment holdbacks and/or incentive payments.

44. Allows for the merging of the Medicaid and Medicare payment stream.

45. Deducts fee-for-service equivalent rate for MCOs and one month capitation rate for PCPs from payment for all member self-referred family planning services or EPSDT services.

46. Automatically and on-demand, produce notices/letters to members about their eligibility, enrollment/disenrollment, unavailability of chosen plan, and any changes relevant to Managed Care Providers.

47. Maintain online information on notices/letters sent to each member and/or case including which notice/letter was sent and what date it was mailed.

48. Maintain notices/letters templates online and allows for online changes.

49. Produce online request notices/letters to be sent.

50. Calculate member months per PCP.

51. Provides for rules-based auto assign and member choice enrollment, operating with multiple layers of Managed Care Models, (e.g., plans for Pharmacy, Transportation, Hospitals, and Behavioral Health.).

52. Provide a batch method to disenroll an entire patient panel from a PCP and if required moves that patient panel to another PCP when a PCP no longer contracts with OHCA.

53. Automatically disenroll and re-enroll members from/to a PCP or MCO based on demographic changes received from the State's Eligibility System.  Disenroll and re-enrollment dates are specified by type of demographic change.

54. Provide the ability for the Managed Care interface for viewing, uploading and downloading, on a daily and monthly basis, member rosters via a secured, password-protected web site.  The web-enabled Managed Care interface accepts and sends HIPAA-compliant EDI formats and meets draft OHCA security, confidentiality and privacy requirements and HIPAA and other federal security, confidentiality, and privacy requirements.  

55. Process daily the rosters that Managed Care providers have uploaded to the web site with completed PCP information by updating member PCP selections/assignments.

56. Maintain an online audit trail of all updates to Managed Care data.

57. Edit all data for presence, format, and consistency with other data in the update transaction and on all Managed Care processing and data-related tables.

58. Maintain password control in varying levels of security, of staff making changes to Managed Care data.

4.1.4.3 Outputs

The Managed Care function provides the following outputs and supports the following information needs:

1. Make all data available for retrieval through the DSS/DW function.

2. Make all reports available in data format for export and import purposes and through multiple media.

3. Generate audit trail reports.

4. Make the following types of reports are available:

4.1. All Federal and State required reports including those needed to support the 1115(a) waiver.

4.2. Managed Care enrollees by source of their enrollment.

4.3. Identification of members who are eligible but not enrolled in Managed Care.

4.4. A detailed list of all PCP and Managed Care providers.

4.5. Open Prior Authorizations for members newly enrolled to Managed Care by health plan and PMP.

4.6. Managed Care enrollment statistics.

4.7. Encounter data remittance advices provided to managed care providers.

4.8. Managed Care rosters for all providers that contain related member data in the Recipient Data Maintenance function.

4.9. Notices/letters to members.

4.10. Online listings of Managed Care PCPs located within the State-specified radius of a member.

5. Provide the online screens so that the Managed Care functions can assure member access to necessary medical care, while at the same time controlling medical assistance program costs.  

4.1.4.4 Interfaces

The Managed Care function accommodates an external interface with:

1. The Internet and the State :Local Area Network (LAN) for Managed Care providers, to send rosters with member TPL data and encounter data remittance advices, and accept encounter data for this function.

2. The State Eligibility System.

4.1.4.5 State Responsibilities

State responsibilities are to:

1. Perform all manual enrollments, disenrollment, and changes to member history.

2. Determine capitation and rate settings.

3. Maintain members that are lock-in or out of Managed Care.

4.1.4.6 FA Responsibilities

FA requirements are to:

1. Provide monthly rosters.

2. Provide monthly capitation files.

3. Mail notices and letters to members.

4. Produce all reports.

5. Systematically disenrolls members due to changes from the State’s Eligibility System.

6. Other requirements as specified by the State.

4.1.4.7 FA Performance Responsibilities

None.

4.1.5 Manage Member Grievance and Appeal

The Manage Member Grievance and Appeal business process handles applicant or member (or their advocate’s) appeals of adverse decisions or communications of a grievance.  If a member files a grievance, it must be filed in writing.  Upon receipt, OHCA will work with the member to attempt resolution before turning the grievance over to the legal department for processing of the appeal.

4.1.5.1 Inputs

The Manage Member Grievances and Appeals function accepts the following inputs:

1. Grievance requests will be accepted from the member submitting a paper form that is mailed in.  The issues that are allowed to be filed as a grievance will be defined by OHCA.

4.1.5.2 Processing

The Manage Member Grievances and Appeals function has the following processing capabilities:

1. Upon receipt of grievance, be able to accept and store the following in the system:

1.1. Person-level flag indicating grievance and its stage in the grievance process.

1.2. Submission, hearing, and outcome dates.

1.3. Status of continued benefits, if any, and effective dates.

1.4. Comments.

1.5. Reviewer.

2. Create and maintain separate grievance data for multiple persons on the same case.

3. Create and maintain grievance actions for multiple applications/claims/etc., for a person including archived data.

4. Display grievance data and accept updates to same.
4.1.5.3 Outputs

The Manage Member Grievances and Appeals function provides the following outputs and supports the following information needs:

1. Make all data available for retrieval through the DSS/DW function.

2. Make all data available for retrieval through MMIS software and is available to other subsystems as needed.

3. Make all reports available in data format for export and import purposes and through multiple media.

4. The following types of reports are available according to State specific criteria:

4.1. Reports to meet all Federal and State reporting requirements.

5. Provide online screens for the MMIS grievance process to support the processing of a formal grievance.

6. Generate audit trail reports showing the dates, steps, and outcomes of the grievance process.
4.1.5.4 Interfaces

The Manage Member Grievances and Appeals function accommodates the following interfaces:

1. With OHCA Legal Department.

2. Must interface with internal and external enrollment agents.
4.1.5.5 State Responsibilities

State responsibilities are to:

1. Determine categories for issues that are available for the grievance process.

2. Define the desired content, format, frequency, and media for reports.

3. Determine format and content of the grievance process.

4. Determine procedures regarding the grievance process.

5. Resolve grievance

4.1.5.6 FA Responsibilities

FA responsibilities are to:

1. Maintain required data necessary to facilitate a formal grievance including historic and current eligibility determination, member, claims, letters, and other information.

2. Process requests for grievances.

3. Provide all grievance reports according to State specification.

4. Provide training to State staff in the use of the systems process for the grievance activity.

5. Maintain up-to–date, complete system and user documentation.

6. Produce and distribute notification of grievances filed and decisions.

7. Track the data that is used in the grievance process.

4.1.5.7 FA Performance Responsibilities

FA performance responsibilities are:

1. Produce report of grievances on a monthly basis.

4.1.6 Online Enrollment

The online enrollment process encompasses a web-based online application and eligibility determination system, development of the detailed policies and procedures governing such a process, purchase, and installation of the equipment necessary to make internet access available to those without personal computers, and technical support resources including but not limited to a help-desk system.  The online enrollment process quickly determines if the members meet eligibility criteria and provide an alternative to the paper application process.  The online enrollment process creates a single-point-of-entry eligibility intake that results in the applicant’s eligibility determination for SoonerCare and other medical programs and informs the applicant of other State services as well. 

4.1.6.1 Inputs

The Online Enrollment function accepts the following inputs:

1. Application data from the web application in languages as specified by the State.

2. Application and verification data and documents in a format as specified by the State from State agencies, community partners, providers, and stakeholders.

3. Data and other information from various State and Federal agencies, such as citizenship, wage and income, BENDEX data, and other information as specified by the State.

4. Documents scanned using OCR technology.

4.1.6.2 Processing

The Online Enrollment function has the following processing capabilities:

1. Perform all processes, unless otherwise stated, in real time.

2. Create personal identification number (PIN) for applicants.

3. Allow applicants to create, manage, and re-set user ID and password.

4. Enable entry of application data into the MMIS eligibility subsystem from a variety of formats defined by the State including but not limited to paper and electronic.

5. Send data to the client matching/master person index for matching and enumeration.

6. Search eligibility system for previous eligibility applications to pre-populate or create new application.

7. Use a rules engine to determine eligibility real time, based on the data submitted and the results are communicated back to the eligibility system, applicant, user, and/or agency.
8. Enables rules engine to determine additional documentation required, if applicant benefits are then approved, denied, terminated, or renewed based on the decision of the rules engine and applicant if eligible is enrolled in the appropriate health program requested.

9. Support update of eligibility data from data exchange transactions, regular processes, applicant requests and other methods.

10. Process updates to the MMIS eligibility data by the timeframes as stated in this RFP or as otherwise directed by the State.

11. Using stored eligibility system data and/or documentation to create a workflow task for review.

12. Store all items received in a compatible document/data management system (COLD).  Make all items viewable outside COLD for a period of time as specified by the State.
13. Store all information and make it accessible in the DSS/DW.

14. Generate other letters as defined by the State.
15. Includes an online audit trail of all updates to applicant data.
16. Identify and report update transactions failing edits.
17. Contain online screens for the correction of errors.

18. Identify potential duplicate records.

19. Maintain all current and historical application data (both person and case level), and provides an automated online linkage to prior applications for the member. 

20. Maintain all historical applicant information, including history of demographics, such as applicant address.

21. Provide access to all current and historical applicant data, with inquiry capability by member ID number, name or partial name, Social Security number, case number and the ability to use other factors such as sex and date of birth and/or county to limit the search by name and partial name.  Provide partial name search through use of a proven mnemonic/phonetic algorithm.

22. Maintain flexibility in coding and program structures by use of parameter and table-oriented design techniques.
23. Maintain online access to all applicant profiles, including but not limited to:

23.1. Demographics.

23.2. Pregnancy.

23.3. Employment.

23.4. Financial.

23.5. TPL.

23.6. Expenses.

23.7. Absent parent information.

23.8. Citizenship and alien age.

23.9. Current and previous eligibility.

23.10. Documentation due.

23.11. Data exchange inquiries and responses.

24. Provide the capability to delete, change, add and update records via online or batch processing.

25. Maintain access to data through user-friendly systems navigation technology and a graphical user interface that allows users to move freely throughout the system using pull-down menus and point-and-click navigation without having to enter identifying data multiple times.

26. Edit all data for presence, format, and consistency with other data in the update transaction and on all member processing and data-related tables.

27. Maintain password control, in varying levels of security, of staff making changes to applicant data.
28. Provide online, updateable letter templates for applicant letters with the ability to add free form text specific to an applicant data issue or specific household member.

29. Provide the capability to add health benefit program.

30. Provide the capability to integrate matching criteria identified and approved by the State, such as a COTS matching product identified and approved by the State.

31. Provide for notes tracking by applicant and note category.

32. Provide the capability to standardize and validate addresses using a COTS product identified and approved by the State.

33. Provide the ability to track all letters sent to specific applicant.  

34. Provide the flexibility to add an applicant.

35. Provide online, updateable letter templates for applicant letters with the ability to add free form text specific to a household member.

4.1.6.3 Outputs

The Online Enrollment function provides the following outputs and supports the following information needs:

1. Display the eligibility determination result to the user or agency partner in the languages specified by the State.
2. Send the result of the eligibility determination to the member subsystem and other subsystems within the MMIS as described by the State.
3. Send the result of the eligibility determination to the letter generator in the languages specified by the State.

4. Exchange eligibility data is exchanged with other State and Federal agencies.

5. Store current and historical data in the eligibility system and make it accessible electronically and retrievable in real-time.
5.1. Applicant demographic data.

5.2. Applicant mnemonic/phonetic/algorithm search.

5.3. Applicant current and historical eligibility data, including member eligibility group and program codes.

5.4. Applicant current relationship to other applicants.

6. Provide a variety of State and Federal reports and others as defined by the State.

7. View scanned applications and documents on demand.

8. Generate other letters as defined by the State.
9. Make all data available for retrieval through the DSS/DW function.

10. Make all reports are available in data format for export and import purposes and through multiple media.

11. Make the following types of reports are available:

11.1. Reports to meet all Federal requirements identified by the State. 

11.2. All reports identified by State reporting requirements.

12. Generate audit trail reports showing before and after image of changed data, the ID of the person making the change, and the change date.  

13. Identify and report update transactions failing edits.
4.1.6.4 Interfaces

The Online Enrollment System accommodates an external interface with:

1. All MMIS subsystems.

2. Other State and Federal agencies, applicants, community partners, and other stakeholders for exchange of application and eligibility data.

3. A portal for applicants to view and update their eligibility information.

4. DSS/DW.

5. Matching/Master Person Index application.

6. Rules engine and workflow.

7. A portal for specified providers to update and view eligibility information.

8. Address Standardization application.

4.1.6.5 State Responsibilities

State responsibilities are to:

1. Provide updates to policy and information to the FA regarding policy changes.

2. Maintain business rules for the rules engine.

3. Provide and maintain language for the web portals help documentation

4. Maintain a usable data connection for contracted State agencies and other entities to the FA.

5. Obtain and maintain Department of Homeland Security accounts and other data exchange information

6. Review and accordingly update the electronic version of the documentation

7. Determine which individuals are eligible to receive medical assistance benefits.
8. Determine benefit limitations and applicable timeframes.
9. Maintain member eligibility information on the States eligibility systems.
10. Define the desired content, format, frequency, and media for reports.
11. Approve online windows.
12. Perform the correction of errors and discrepancies resulting from the member update process.

4.1.6.6 FA Responsibilities

FA responsibilities are to:

1. Provide access to a portal for business users to update the business rules for the rules engine.

2. Scan verifications and other received documents into the system.

3. Scan paper applications using Optical Character Recognition software to facilitate data entry.

4. Make address changes to the web pages as directed by the State.

5. Communicate resource availability.

6. Update and make additions to the FA maintained portion of the rules engine and workflow.

7. Maintain a usable data connection to contracted State agencies, contracted vendors and other stakeholders as identified by the State.

8. Provide user-readable data connection outage messages.

9. Maintain data exchange processes with contracted Federal and State agencies, contracted vendors and other stakeholders as identified by the State. Examples include but are not limited to the Social Security Administration, Department of Homeland Security, Office of Child Support Services, and Oklahoma Employment Security Commission.
10. Submit transactions from State's eligibility systems for online update of member eligibility data.

11. Maintain the MMIS Applicant data.

12. Allow online and batch updates for application data changes.

13. Research and resolve applicant file discrepancies, seeking State assistance when necessary.

14. Assist the State in performing error correction or discrepancies resulting from the applicant update processes.

15. Provide online inquiry access windows for all applicant data.

16. Maintain appropriate controls and audit trails of applicant eligibility. 

17. Provide training to State staff in the use of the Eligibility Determination System, initially and on an ongoing basis, as requested by the State.
18. Maintain up-to-date complete system and user documentation.

19. Provide all applicant reports according to State specification.

20. Support all Applicant Data Access functions, files, and data elements necessary to meet the requirements of this RFP.
4.1.6.7 FA Performance Responsibilities

FA performance responsibilities are to:

1. Provide continual access to SoonerCare enrollment via an online enrollment process.

2. Provide online applicant with a response of eligibility decision in real time.

3. Process paper applications and complete document scanning within a timeframe specified by the State.
4. Ensure site availability for the secure and public sites.

5. Address and communicate unscheduled outages as soon as they occur and communicate causes as determined.

6. Work with OHCA in scheduling planned outages.
4.1.7 Online Enrollment (Enhancement)

The online enrollment process encompasses a web-based online application and eligibility determination system, development of the detailed policies and procedures governing such a process, purchase, and installation of the equipment necessary to make internet access available to those without personal computers, and technical support resources including but not limited to a help-desk system.  The online enrollment process quickly determines in real time whether the applicant(s) meet eligibility criteria and provides an alternative to the paper application process.  The online enrollment process creates a single-point-of-entry eligibility intake that results in the applicant’s eligibility determination for SoonerCare and other medical programs, and also informs the applicant of other State services.

4.1.7.1 Inputs

The Online Enrollment enhancement function must accept the following inputs:

1. Gender value of Undetermined for children under a specified age.

2. Electronic paternity affidavit as part of the eNB1 process.

3. Mother’s declaration of paternity as part of the eNB1 process.

4. Verification or update of address and telephone information of mother as part of eNB1 process.

5. Batch file of applications and/or verifications and/or diagnoses from an agency or community partner.

6. Uploaded documents from home or other internet locations.

7. Diagnosis data on the web application for certain conditions affecting eligibility (BCC, etc.).

8. Driver license number or data captured from bar code on driver's license.

9. Ability to enter data on iCE panels, for such purposes as updating application data, and have such updates processed by the rules engine.

10. Application data from kiosks.
4.1.7.2 Processing

The Online Enrollment enhancement function must have the following processing capabilities:

1. Accommodate nonstandard values (such as gender of Undetermined and others as specified by OHCA).

2. Pass updates of address, telephone, and other information from eNB1 and other eligibility processes to the Online Enrollment system.

3. Automate the Systematic Alien Verification of Eligibility (SAVE) process between OHCA, the FA, and the Department of Homeland Security.

4. Process a member’s electronic request to change PCP as specified by the State.

5. Provide the ability to clear (re-set) a single web page of the enrollment application.

6. Provide a read-only view of web application (while someone else is editing).

7. Provide a mobile format of web application (on cell, PDA or other mobile devices).

8. Provide enterprise service bus to handle messages from the MMIS and other agencies.

9. Process batch file of applications and/or verifications and/or diagnoses from an agency or community partner.

10. Provide the ability to process only generalized demographic data to screen for potential medical program eligibility.

11. Provide the ability to make a call to the rules engine after data elements specified by the State have been entered by the applicant.

12. Utilize MITA standardized formats.

13. Forward application data electronically to another agency/program on applicant’s behalf.

14. Integrate the IO member application into the Online Enrollment system.

15. Provide the ability to process medical eligibility applications for other State and Federal programs, including but not limited to TANF, Aid to the Aged, Blind, and Disabled, and IO. 

16. Provide an automated Asset Verification System will be required for determination of some eligibility populations.

17. Create and maintain a data exchange system with other State or Federal agencies for information on members in State custody, tribal enrollments, and/or on other State assistance programs as determined by the State.

18. Provide the ability to restrict data viewable based on certain flags or indicators as determined by the State, such as domestic violence or child in custody.

19. Support real-time data exchange with the Social Security Administration (SOLQI – State Online Query) for EVS-217 and SVES (SSN verification and enumeration) and BENDEX and SDX and others as determined by the State.
4.1.7.3 Outputs

The Online Enrollment enhancement function must provide the following outputs and support the following information needs:

1. Add program referrals add to summary sheet for eNB1.

2. Email notices to members and applicants.

3. Produce reports as indicated by the State.

4. Create and securely transmit renewal-is-due files to agencies and other partners, to include all eligible household members, on an application that the agency submitted, where the eligibility period is ending in 45 days.

5. Providing results of screening for potential medical program eligibility.

6. Provide capability to print hard copy of application data for use in applying at another agency/program.

7. Provide a printable version of the application, supporting documents, comments, etc., with dates received, for grievance and other purposes.

8. Enable EVS to notify provider if the member’s eligibility is about to expire if requestor is the member’s PCP.

9. Forward application data electronically to another agency/program on applicant’s behalf.
4.1.7.4 Interfaces

The Online Enrollment enhancement function must accommodate the following interfaces:  

1. Data update through iCE panels, PowerBuilder windows, etc.

2. Integration of AVS (Asset Verification System) – within the eligibility determination system.

3. Data exchange expansion – the Work number and others.

4. TANF, Food Stamps, WIC, OTC, etc. (for Express Lane Eligibility and verification).
4.1.7.5 State Responsibilities

State responsibilities are to:

1. Provide updates to policy and information to the FA regarding policy changes.

2. Maintain business rules for the rules engine.

3. Determine which individuals are eligible to receive medical assistance benefits.

4. Determine benefit limitations and applicable timeframes.

5. Maintain member eligibility information on the States eligibility systems.

6. Provide and maintain language for the web portals help documentation.
7. Maintain a usable data connection to the FA for contracted State agencies and other entities.

8. Obtain and maintain Department of Homeland Security accounts and other data exchange information.
9. Review and accordingly update the electronic version of the documentation.
10. Define the desired content, format, frequency, and media for reports.

11. Approve online windows.

12. Perform the correction of errors and discrepancies resulting from the member update process.

4.1.7.6 FA Responsibilities

FA responsibilities are to:

1. Provide access to a portal for business users to update the business rules for the rules engine.

2. Scan verifications and other received documents into the system.
3. Scan paper applications using Optical Character Recognition software to facilitate data entry.
4. Address changes to the web pages as directed by the State.

5. Communicate resource availability.
6. Update and make additions to the FA-maintained portion of the rules engine and workflow.
7. Maintain a usable data connection to contracted State agencies, contracted vendors, and other stakeholders as identified by the State.

8. Maintain data exchange processes with contracted Federal and State agencies, contracted vendors and other stakeholders as identified by the State.  Examples include, but are not limited to, the Social Security Administration, Department of Homeland Security, Office of Child Support Services, and Oklahoma Employment Security Commission.
9. Provide user-readable data connection outage messages.
10. Submit transactions from State's eligibility systems for online update of member eligibility data.

11. Maintain the MMIS Applicant data set(s).

12. Allow online and batch updates for application data changes.

13. Research and resolve applicant file discrepancies, seeking State assistance when necessary.

14. Assist the State in performing error correction or discrepancies resulting from the applicant update processes.

15. Provide online inquiry access windows for all applicant data.

16. Maintain appropriate controls and audit trails of applicant eligibility. 

17. Provide training to State staff in the use of the Eligibility Determination System, initially and on an ongoing basis, as requested by the State.
18. Maintain up-to-date complete system and user documentation.

19. Provide all applicant reports according to State specification.

20. Support all Applicant Data Access functions, files, and data elements necessary to meet the requirements of this RFP.
4.1.7.7 FA Performance Responsibilities

FA performance responsibilities are to:
1. Provide continual access to SoonerCare enrollment via an online enrollment process.

2. Provide online applicant with a response of eligibility decision in real time.

3. Process paper applications and complete document scanning within a timeframe specified by the State.
4. Ensure site availability for the secure and public sites.
5. Address and communicate unscheduled outages as soon as they occur and communicate causes as determined.

6. Work with OHCA in scheduling planned outages.
4.1.8 Insure Oklahoma - CHIPRA

IO is a program designed to bridge the gap in health care coverage for low-income working adults.  It is a response in part to the Children's Health Insurance Program Reauthorization Act of 2009 (CHIPRA).
4.1.8.1 Inputs

The IO function must accept the following inputs:

1. Electronic invoices from the employer.
2. IO Employer Portal to allow employers and insurance agents to fill out an online application for IO and maintain a current employer’s or insurance agent’s account information online.
3. Secure electronic mail between employers and IO staff, and all other electronic communications as specified by the State. 

4. Online Enrollment Member Portal to allow potential IO members and other members as determined by the State to apply and manage their account information (including benefits, etc.) online. 
5. Insurance invoice uploaded via the Secure Employer portal.  Employer Change Form entered via to the Secure Employer portal.

6. Employer staff listing uploaded or entered via to the Secure Employer portal.

7. Electronic Funds Transfer (EFT) form uploaded or entered via the Secure Employer portal.

8. Employer Attestation-Employee Citizenship form entered via upload to the Secure Employer portal. 
9. Agent of Record Form uploaded or entered via the Secure Employer portal.

10. Employer Contract uploaded or entered via the Secure Employer portal.
4.1.8.2 Processing

The IO function must have the following processing capabilities:

1. Accept and process all claims received for the IO program.

2. Process all enrollee terminations from the IO program.

4.1.8.3 Outputs

The IO function must provide the following outputs and supports the following information needs:

1. Produce monthly report of funds released after eligibility is terminated in order to set up the A/R against the enrollee and begin collection procedures on all funds.
2. Produce monthly purge listing on electronic media containing the check information from all checks purged during the preceding month.
3. Provide a weekly check register on electronic media from all payments made during the preceding week.
4. Produce a monthly reconciliation report in writing to OHCA’s Contract Officer. The report shall be defined and approved by OHCA.
5. Furnish OHCA with an organizational chart demonstrating the positions being utilized in the IO program.
4.1.8.4 Interfaces

The IO function must accommodate the following interfaces:

1. IO Helpline call center.
2. IO website.
4.1.8.5 State Responsibilities

1. Comply with all terms and conditions of O.A.C. 317, Chapter 45, Subchapter 9 and 11, in operating the IO program, as applicable.
2. Complete collection efforts for enrollee outstanding balances from the date of the last collection letter sent by FA.
3. Deposit funds into the IO primary account on a weekly basis consisting of the FA’s IO Payments.
4. Monitor and reconcile all FA expenditures through audit results and reports described throughout subsection 4.1.8.6.
5. Approve all supervisor level and manager level positions for the IO program as they become available.
4.1.8.6 FA Responsibilities

FA responsibilities are to:

1. Comply with all terms and conditions of O.A.C. 317, Chapter 45, Subchapter 9 and 11, in operating the IO program, as applicable.
2. Provide all services necessary to ensure that the requirements stated in O.A.C. 317:45, Subchapters 9 and 11 (IO Subscribers), are adhered to by those individuals desiring to participate in the IO/IP program.
3. Ensure that individuals applying for the IO program are compliant with all eligibility requirements stated in O.A.C. 317:45, Subchapters 9 and 11.
4. Monitor and control the Subscriber waiting list when directed by OHCA.
5. Ensure that individuals have the option to enroll using the new Web-based application or a paper application process.
6. Process all completed individual applications within 30 calendar days of receipt.  It is understood by the Parties that the Department of Human Services shall certify individual Subscriber eligibility. HP shall send letters of denial to individuals which include information regarding the appeal process.
7. Mail new subscribers a letter and application informing them that they may apply for the IO program.
8. Issue all letters of approval and denial, as determined by OHCA, to the subscriber.  The specific process shall be addressed in a procedures manual.
9. Research and resolve all subscriber inquiries according to the training and procedures manuals furnished by OHCA in an effort to eliminate the need for appeal.
10. Process all terminations complying with O.A.C. 317:45-9-7 and O.A.C. 317:45-11-27 under the IO program or at the direction of OHCA.
11. Ensure that enrollees in the IP do not currently work for an employer who is offering them eligibility in a Qualified Health Plan.
12. Verify that each employer meets the eligibility requirements for the IO program as defined in the policy rules established by OHCA for all approved subscribers who work for multiple employers.
13. Provide complete access to OHCA of all databases, mail logs, server fax logs, and call logs pertaining to IO operations upon request.  OHCA agrees to keep any FA employee information confidential.
14. Process all premium billings, collections and adjustments related to the IO/IP program including, but not limited to, the following:
14.1. Provide services necessary to process subscriber subsidy payments provided by the IO program accurately and timely. 
14.2. Ensure that subsidy payments shall only be applied to those subscribers that are participants of the program.  The specific process shall be addressed in a procedures manual approved by OHCA.
14.3. Create the IP premium invoice in Spanish or English as dictated by the enrollee’s application.
14.4. Post the IP premium and reinstate eligibility and update the managed care roster, if the premium is received prior to the monthly managed care roster payments or final termination date, but only at the direction of OHCA.
14.5. Refund to the enrollee, via check, any premiums received after the final termination date.
14.6. Research enrollee account after the final termination date to identify any outstanding balances for the enrollee or their spouse.  If a file indicates an outstanding balance, HP shall apply the premium to the outstanding balance.
14.7. Set up an Accounts Receivable (A/R) for any enrollee outstanding balances. 
15. Produce monthly report of funds released after eligibility is terminated in order to set up the A/R against the enrollee and begin collection procedures on all funds.
16. Provide all services necessary to ensure that the requirements regarding out-of-pocket (OOP) medical expenses are processed according to the procedures manual.  The process for ensuring said requirements shall be documented in a procedures manual approved by OHCA.
17. Mail warrants for OOP expenses by issue date of the warrant, unless otherwise directed by OHCA.
18. Establish systems, standards and procedures that provide reasonable assurance that the funds are safeguarded and used only for the purposes defined in this subsection 4.1.8.
19. Establish one bank account solely for the purposes of the IO program.
20. Provide on-line read-only access into the IO bank account for the verification of spending and account management.
21. Establish a primary bank account with a commercial banking institution chartered in Oklahoma for the IO program that offers all of the following services and features:
21.1. A master account into which OHCA’s payments will be deposited.
21.2. A zero-balance disbursement account(s) into which only those funds that are needed to cover the next day’s cleared checks representing Premium Assistance and Insurance Partnership payments to employers are deposited.
21.3. Automated account reconciliation processing.
21.4. Automated check verification processing.
21.5. Automated pre-notification of the dollar amounts of checks presented for cashing to the Federal Reserve Bank.
21.6. Automated clearing house services.
21.7. Reporting services including:
21.7.1. The ability to generate standard reports.
21.7.2. The ability to customize reports as needed.
22. Transfer all reconciled monies due to OHCA from the IO bank account in the event the FA files for bankruptcy, goes out of business, or otherwise is unable to fulfill the FA responsibilities.
23. Provide final monthly IO bank reconciliation reports to OHCA that include:
23.1. Cash account reconciliation.
23.2. Bank statement.
23.3. Ledger of daily bank activity, reflecting categories from the daily bank report.
23.4. Outstanding checks reflecting check number, date, payee and amount.
24. Perform the following functions regarding account payment from the IO bank account:
24.1. After each payment from OHCA into the primary master account:
24.1.1. Withdraw from the account only the amount necessary to cover the checks clearing that day.
24.1.2. Pay employers the correct premium assistance payments according to a time schedule mutually agreed upon by the FA and OHCA.
24.1.3. Produce reports that demonstrate that the funds disbursed were to the appropriate entity for the correct amount.
25. Require the bank, at no cost to OHCA, to provide direct on-line read-only access to the IO accounts from OHCA’s central office location.
26. Perform the following reconciliation functions:
26.1. Develop an internal control work plan, subject to OHCA’s approval, describing in detail the processes and procedures to approve expenditures and reconcile payments made by OHCA and disbursed by the FA.
27. Provide an electronic listing to OHCA of payment data including but not limited to the amounts withdrawn: by individual, by employer, by premium assistance amount, and highlight and explain all discrepancies, if any.
28. Ensure that all payments from the IO bank account are made in accordance with generally accepted accounting procedures.
29. Submit a monthly IO bank account reconciliation report to OHCA’s Contract Officer.
30. Recoup premium assistance overpayments through the following process:
30.1. Determine the amount of premium assistance overpayment.  Methods for determining whether an overpayment has occurred include, but are not limited to:
30.1.1. Examining the employer corrected remittance advice.
30.1.2. Notification by OHCA of a retroactive termination.
30.2. Report to OHCA monthly, for each employee and employer, and the total for all employers, the dates(s) of the overpayment, the total amount to be recouped and the monthly amount actually recouped against that total.
30.3. Adjust future amounts owed to the employer by the amount of any overpayment.
31. Process underpayments to employers after being notified of an error on the part of OHCA.
32. Perform at a minimum, the following duties related to fraud detection in the IO program:
32.1. Establish policies and procedures that help minimize the risk of program fraud, waste and abuse, and provide OHCA with copies of these policies and procedures.
32.2. Cooperate fully in gathering, documenting, and providing to OHCA, or its designee, all pertinent data related to all cases of suspected fraud or abuse by OHCA staff, FA staff, employer, or subscriber.
32.3. Assist fully with OHCA, or its designee, in the prosecution of suspected fraud or abuse.
32.4. Maintain the confidentiality of any information related to possible fraud pending an investigation by OHCA.
33. Establish a lockbox for handling premium collections.  The lockbox shall be a repetitive transfer line, which is an internal control system to ensure accurate fund transfer.  The repetitive transfer line shall guarantee that funds can only be transferred from the bank to the State Treasury Office (STO) bank account.  
34. Issue an email notification to OHCA upon each successful transfer of funds.
35. Create and mail warrants from the STO to enrollees who have exceeded the OOP threshold amounts, and to qualified providers for claims submissions for the IP and employers.
36. Provide customer service through the IO Helpline for all questions from subscribers or potential enrollees concerning the program.
37. Provide a toll free number, local number, and a fax number to support the IO program.
38. Provide assistance utilizing the IO Helpline customer service representatives (CSRs) for all inbound and outbound calls that directly relate to the IO program.
39. Utilize call tracking to monitor all customer service call resolutions.
40. Adhere to the helpline inquiry process for the IO/IP program or potential IO subscribers, as addressed in the procedures manual approved by OHCA.
41. Answer all IO helpline calls during the call center hours, do not provide voice mail capabilities, and have a supervisor available at all times during the call center hours to answer calls requesting a supervisor.  A supervisor may be a team leader, manager, supervisor, or FA staff member otherwise directed by OHCA.
42. Monitor, update, and maintain IO website.
43. Provide 862 gigabytes of additional storage to the MMIS primary disk storage solution to house all additional subscriber, employer, and carrier data, as well as the claims processing storage needed to support Phase II of the IO program.
44. Provide ongoing modification and maintenance support under the Oklahoma Title XIX base contract for the IO program.
45. Ensure that the out-of-pocket reimbursements are in compliance with the procedures manual set forth by OHCA regarding OOP medical and pharmacy expenses that qualify for reimbursement in the IO program.
46. Provide OHCA with an organizational chart demonstrating the positions being utilized in the IO program.
47. Transfer all Tier 2 ESI and IP subscriber calls to OHCA Member Services.
48. Transfer all Tier 2 IP related provider issues to OHCA Provider Services.
49. Transfer all Tier 2 provider calls related to contracting issues and online enrollment to Provider Enrollment.
50. Produce and mail ID cards for the IO program.
51. Invoice OHCA separately for all IO services, including programmer support, as directed by OHCA.
4.1.8.7 FA Performance Responsibilities

FA responsibilities are to:

1. Process all subscriber change forms within five business days of receipt.
2. Process subscriber inquiries and inform the subscriber of their appeal rights pursuant to O.A.C. 317:45-11-28 within ten calendar days of the inquiry.
3. Enter subscriber IP paper applications into the system within 15 calendar days of receipt even if taxes or income verification information is not provided.
4. Record all IO related documents received into the document database and distribute to the appropriate processing unit within two business days of receipt.
5. Produce and mail an IP premium invoice to the enrollee on the 15th of each month and, if necessary a reminder invoice will be mailed on 5th of each month.
6. Identify and post the IP premium payments accurately within 2 business days of receipt using the appropriate IO windows.  This process extends the enrollee’s eligibility for an additional month.  Enrollees can pay premiums in advance if they wish.  The pre-payments are shown as a credit balance.
7. Terminate IP enrollee eligibility on the 17th of each month if an enrollee fails to pay the IP premium amount by the due date.
8. Process IP refunds and apply to the applicable funding sources within 10 business days of receipt.  Refunds include premiums paid in error, retroactive notification of employer termination, or any other identified reason.
9. Issue any outstanding credit for any IP premiums received after the final termination date by check to the payee within 30 days of being identified.
10. Send two collection letters, 30 days apart, to the enrollee once an A/R established for an outstanding balance.
11. Process all enrollee refunds within 30 business days of receipt from its premium collections account.
12. Process all IP IO program adjustments within 15 business days of identification and apply the adjustment to the applicable funding source.
13. Process for payment, all claims of OOP expenses within 30 business days of receipt.
14. Establish a weekly payment cycle for OOP reimbursements.  
15. Purge all uncashed checks within 90 calendar days after the issue date, provided that:
15.1. Prior to purging uncashed checks, the FA makes three separate attempts to ensure that the payees are paid the appropriate amounts, and determine why the checks were not cashed, at the direction of OHCA.
15.2. An accounting record is maintained of all checks purged, the dates purged, the names of the payees, and the check amounts.
16. Submit a monthly purge listing to OHCA on electronic media within ten calendar days from the close of the month containing the check information from all checks purged during the preceding month, and report on the duties as stated in requirement 4.1.8.7.15.2.
17. Submit a weekly check register on electronic media to OHCA within 48 hours of completion of the weekly cycle containing the check or EFT information from all payments during the preceding week.
18. Reconcile the bank account weekly and transfer the net balance funds to designated OHCA account.  Fund transfer will consist of payments received less the following items:
18.1. All bank charges, including NSF charges.
18.2. Returned checks.
18.3. Refunds.
19. Require the bank, at no cost to OHCA, to provide OHCA with a copy of the FA’s signature authorization to the IO bank accounts and any changes thereto within five business days of signing.

20. Require the bank, at no cost to OHCA, to provide OHCA with copies of the bank statements and reconciliations of the transactions on a monthly basis.

21. Provide copies of both the standard and customized reports to OHCA within three business days of their receipt, or arrange to have the copies sent directly to OHCA.

22. Update and submit to OHCA yearly, an internal control work plan describing in detail the processes and procedures to approve expenditures and reconcile payments made by OHCA and disbursed by the FA.

23. Perform a monthly reconciliation analysis of all deposits to and expenditures from the bank accounts.

24. Report verbally to OHCA the discovery of any potential fraud, abuse, or discrepancies found on the part of OHCA’s staff, FA staff, employers or subscribers by the next business day of its discovery.

25. Make the IO helpline available from 8:00 a.m. to 5:00 p.m. central daylight savings time, Monday through Friday, excluding OHCA holidays, and in accordance with the timeframes stated in the Satellite Call Center Agreement.

26. Handle written correspondence received from subscribers concerning the IO program within ten business days of receipt.

27. Provide real-time application processing through the IO website for subscribers.
28. Perform a quality review by supervisory staff of all OOP reimbursements monthly, and submit the results to OHCA by the 5th day of the following month. Supervisory staff may include team leads, supervisors and/or managers, as approved by OHCA.
29. Verify that the IO subscribers are not also eligible for Medicaid and report any potential eligibles to OHCA.
30. Verify that any employer of an eligible spouse meets the eligibility requirements for the IO program as defined in the policy rules established by OHCA.

31. Verify that eligible alien subscribers have a valid alien number and that they have been in the U.S. for five years or longer by validating the alien number and the U.S. entry date.

32. Identify enrollees who do not appear on the OESC report and ensure that enrollees in the IP meet all income eligibility requirements by reviewing appropriate documentation.
33. Verify all approved ESI subscribers work for the ESI employer based on OESC database.

34. Review all subscriber/spouse income documentation to ensure application income matches reported income.
35. Process all enrollee terminations complying with O.A.C. 317:45-7-7 or O.A.C. 317:45-11-27 under the IO program or at the direction of OHCA.
36. Provide OHCA with an organizational chart each month demonstrating the positions being utilized in the IO program.
4.1.9 Insure Oklahoma - CHIPRA (Enhancement)

The IO enhancement will provide greater system flexibility and automation.  It provides members access a web-based application process and real-time validation of program required data enhancing the member’s experience.  

4.1.9.1 Inputs

The IO enhancement function must accept the following inputs:

1. Electronic invoices from the employer.
2. IO Employer Portal to allow employers and insurance agents to fill out an online application for IO and maintain a current employer’s or insurance agent’s account information online.
3. Secure electronic mail between employers and IO staff, and all other electronic communications as specified by the State. 

4. Online Enrollment Member Portal to allow potential IO members and other members as determined by the State to apply and manage their account information (including benefits, etc.) online. 
5. Insurance invoice uploaded via the Secure Employer portal.  Employer Change Form entered via to the Secure Employer portal.

6. Employer staff listing uploaded or entered via to the Secure Employer portal.

7. Electronic Funds Transfer (EFT) form uploaded or entered via the Secure Employer portal.

8. Employer Attestation-Employee Citizenship form entered via uploads to the Secure Employer portal. 
9. Agent of Record Form uploaded or entered via the Secure Employer portal.

10. Employer Contract uploaded or entered via the Secure Employer portal.
4.1.9.2 Processing

The IO enhancement function must have the following processing capabilities:

1. Provide real-time validation of SSN, citizenship, and name match during application process

2. Validate income and unemployment benefits with State-specified agencies for entire household.

3. Provide the ability to load standard premium rates that can later be changed if necessary, which can then be copied to the employer, and to load group plans with appropriate multiplier.

4. Provide additional fields on rate screen to store all benefit, and other information on the invoice including, but not limited to:

4.1. Dental premium.

4.2. Vision premium.

5. Calculate invoice premium totals systematically.

6. Renew employer automatically when appropriate.

7. Approve employer retroactively based on criteria specified by the State.

8. Provide ability to capture a min/max subsidy value by household member and program.

9. Process electronic invoices submitted by employer systematically.

10. Provide the ability throughout the user interface to easily access detail information on the employer and member(s) including, but not limited to:

10.1. Scanned images.

10.2. Call tracking.

10.3. Eligibility information.

10.4. Rates.

10.5. Agent information.

11. Provide the ability to suppress and reissue all letters on request.

12. Provide the ability to set annual limits for Individual Plan (IP) member services by total dollar amount and classes of services (e.g., prescriptions, inpatient, outpatient, etc.).

13. Apply out-of-pocket reimbursement based on calendar year not date of application.

14. Provide the ability to set a time limit to submit past claims without requiring coding changes.

15. Automate processes to OKDHS when changes required (e.g., automatically send PS2 transaction when change in eligibility occurs).

16. Allow IP payments from single source to be applied across multiple members.

16.1. Apply payments for applicable time frame (e.g., months, quarters, total amount draw down, etc.).

17. Allow IP payments by EFT, telephone, or online via single or recurring transaction.

18. Provide the ability for members to utilize kiosks to swipe their driver license to capture basic demographic information that will pre-populate the online enrollment application to begin the enrollment process.

19. Provide the ability for members to utilize kiosks to make premium payments via bank/credit card.

20. Implement future web portal enhancements as specified by the State.

21. Migrate entire Premium Assistance subsystem from PowerBuilder to .Net architecture.

22. Utilize workflow processing throughout the Premium Assistance process.

22.1. Track outgoing correspondence through each stage of the process.

23. Provide the ability to request and track member or employer audits through the MMIS.

24. Provide an AVRS for invoice tracking, subsidy payments and employee eligibility

25. Provide ability for confirmation of letter mailing/receipt (could use stamping or barcodes) through USPS. 

26. Allow current employers to view and update their information online.  Updates are applied real-time or pass through a review process depending on the information the employer changes.  If the change requires documentation update, generate a cover sheet in real time with the same application number but a different list of document(s). 
27. Allow potential insurance agents to fill out an online application and check the status of their current application.  Provide a cover sheet unique to that insurance agent for that particular application.  On the cover sheet, list all the documents the insurance agent must return to IO.

28. Allow current insurance agents to view and update their information online.  Updates are applied real-time or pass through a review process depending on the information the insurance agent changes.  If the change requires documentation update, generate a cover sheet in real time with the same application number but a different list of document(s).
29. Allow employers and insurance agents to upload documents to their accounts. 

30. Enable users of the IO portals to determine if an employer or insurance agent application passes high-level scan and pass it to the IO workflow. 
31. Enable current contracted employer or insurance agent to designate clerks to carry out specified functions.

32. Maintain employer secure site.

33. Maintain an online audit trail of all updates to employer data.

34. Provide ability approve and cover dependants when applicant is not eligible.

35. Accept and process additions and changes to the Employer data set through the web portal.
36. Provide the ability to inquire eligibility on the secure employer portal.

37. Utilize State’s selected COTS solutions for client matching and address standardization.

38. Bring in-house all remaining functionality housed at OKDHS, such as case number assignment and generation of PS2 (i.e., member eligibility file) transactions.
4.1.9.3 Outputs

The IO enhancement function must provide the following outputs and supports the following information needs:

1. PS2 transactions.
4.1.9.4 Interfaces

The IO enhancement function must accommodate the following interfaces:

1. Secure Employer Portal.
4.1.9.5 State Responsibilities

None.

4.1.9.6 FA Responsibilities

FA responsibilities are to:

1. Maintain secure employer portal.

4.1.9.7 FA Performance Responsibilities

FA responsibilities are to:

1. FA and OHCA will agree upon performance measures.

4.1.10 Secure Member Portal (Enhancement)

The secure member portal is to provide member access to their health care data to assist members in managing the health care needs.  The portal will provide members access to their personal health care record.  The health care record will contain member data related to medical services, approval of prior authorizations, and other related medical services.  

The portal will help members identify their PCP and other medical providers assisting in their treatment.  Additionally, the portal will provide educational information related to preventative care and treatment.  

4.1.10.1 Inputs

The Secure Member Portal enhancement function must accept the following inputs:

1. Receive data and other information from various State and Federal agencies.

2. Accept inquiries from members.
4.1.10.2 Processing

The Secure Member Portal enhancement function must have the following processing capabilities:

1. Allow members to log in via password and manage their demographic information, eligibility updates, etc.

2. Provide the ability to send email reminders to the member regarding eligibility or various health issues.

3. Allow members to view medical history such as Personal Health Records (PHRs) and information from HIEs.

4. Allow secure communication such as messaging and/or online chat, VoIP for member services, billing, online payments, EOBs, Prior Authorizations etc.

5. Provide the ability to send surveys based on criteria as defined by the State and interface with other survey tools utilized among stakeholders.

6. Provide the member with the ability to locate and select/change a provider (i.e., PCP, pharmacy, dentist, or vision) based on the following:

6.1. Member’s demographics.

6.2. Health program.

6.3. Geographic area. 

6.4. Other criteria as defined by the State.

7. Include (like private industry) actual health information, such as: 

7.1. Last doctor visit.

7.2. Prescriptions due.

7.3. Mammogram due.

7.4. Related child's EPSDT screens due.

7.5. How to change their address.

7.6. Select a provider.

7.7. Reenroll.

7.8. Obtain ID cards.

7.9. FAQs.

7.10. Newsletters.

7.11. Health management information, etc.  

8. Provide the ability to view all updates via an audit trail. 

9. Allow members to upload health data from devices such as glucometers and blood pressure cuffs.

10. Enable secure messaging between the member and their PCP.

11. Provide reports as determined by the State and/or Federal requirements.

12. Allow members to opt in or opt out of participating in HIE.

13. Provide the ability for members to view other payer sources associated with their personal record.

14. Provide the ability for members to view the following prior authorization information:

14.1. Status.

14.2. History.

14.3. Provider.

14.4. Number of units used. 

14.5. Others as defined by the State.

15. Provide access to member specific detailed benefit package information.

16. Provide members with the ability to type in key word questions and get automated answers based on the subject of their question.

17. Perform all processes in real time unless otherwise stated.
4.1.10.3 Outputs

The Secure Member Portal enhancement function must provide the following outputs:

1. Member inquiry results.

2. Eligibility data received from other data sources.

3. State and Federal reports as defined by the State.

4. Generate letters, correspondence, or other documents as defined by the State.
4.1.10.4 Interfaces

The Secure Member Portal enhancement function must accommodate an external interface with:

1. MMIS subsystems.

2. Application and eligibility information with other State or Federal agencies.

3. Rules engine and workflow.
4.1.10.5 State Responsibilities

State responsibilities are to:

1. Provide updates to policy and information impacting the secure member portal.

2. Obtain and maintain Department of Homeland Security accounts and data exchange information.
4.1.10.6 FA Responsibilities

FA responsibilities are to:

1. Provide access to the portal for members.

2. Maintain a usable data connection to State agencies, contracted vendors and other stakeholders as identified by the State.

3. Provide user reader data connection outage messages.
4.1.10.7 FA Performance Responsibilities

FA performance responsibilities are to:

1. Provide 24-hour, 7-day-a-week (24/7) access.

2. Provide online access to users.

3. Ensure site availability for the secure and public sites.

4. Address and communicate unscheduled outage as soon as they occur and communicate causes and solutions to resolve issues.

5. Perform maintenance planned outages as agreed-upon with OHCA.
4.2 Provider Management

The provider management business area focuses on recruiting potential providers, supporting the needs of the population, maintaining information on the provider, and communicating with the provider community.  The goal of this business area is to maintain a robust provider network that meets the needs of both members and provider communities, and allows OHCA to monitor and reward provider performance and improve healthcare outcomes.

4.2.1 Provider Information Management

The Provider Data Maintenance function maintains comprehensive, current and historical information about providers eligible to participate in the SoonerCare program.  The establishment and maintenance of a single provider data repository with provider demographic, certification, rate, and summary financial information, supports accurate and timely claim records processing, enhanced management reporting, and utilization review reporting and surveillance activities.  The Provider Data Maintenance function also maintains functions to support provider training activities.

The MMIS is capable of meeting the requirements of the National Provider Identifier (NPI) standards of HIPAA.  This requires identifying providers using the NPI and/or utilizing standards consistent with NPI and HIPAA requirements.  This includes only one unique number for a provider, identifying all locations, provider types, specialties, authorization, certifications, and licensing for services, and other required data for that provider as a logical record.  

The Oklahoma MMIS Provider Data Maintenance function objectives are to:

1. Encourage the participation of qualified providers by making enrollment and re-enrollment an efficient and accurate process.

2. Ensure that providers are qualified to render specific services by screening applicants for State licensure and certification, and specialty and subspecialty certification.

3. Provide for the processing of provider contracts and changes in a timely and accurate manner.

4. Maintain control over all provider data.

5. Maintain all demographic and rate information to support claims.

6. Maintain an online provider directory.

7. Monitor certification of LTC facilities.

4.2.1.1 Inputs

The Provider Data Maintenance function accepts the following inputs:

1. Provider enrollment and re-enrollment contracts from the web portal.

2. Licensure information, including electronic input from other State agencies or licensing or accreditation agencies.

3. Provider name and NPI from the College of Pharmacy for any other practitioner that may prescribe drugs, but is not a provider contracted to provide service.

4. Clinical Laboratory Improvement Act (CLIA) updates for providers from Online Survey Certification and Reporting (OSCAR).  Electronic Funds Transfer (EFT) information for providers from the State Treasury Office (STO), Office of State Finance (OSF) and the Palmetto Provider Crosswalk file.

5. Network provider information from MCOs.

6. Provider information for Self Directed Services.

7. Updated provider information.

8. Ownership information and ownership cross-referencing.

9. Financial payment information from the Financial Accounting and Reporting function.

10. Provider directory from the web portal.

11. Non-OHCA contracted providers from Department of Mental Health.

4.2.1.1.1 Processing

The Provider Data Maintenance function has the following processing capabilities.

1. Maintain an online audit trail of all provider data.

2. Maintain online tracking of current and historical provider contracts from receipt to final disposition (approval/rejection) including tracking information such as date sent, date received, and status to indicate activity.

3. Accept and process:

3.1. Licensure information from State agencies and licensing or accreditation agencies.

3.2. EFT information from the STO.

3.3. Network information from MCOs.

3.4. CLIA.

3.5. CMS Sanction File.

4. Automatically terminate providers failing to re-enroll within 30 days after the contract expires.

5. Automatically generate and distribute a letter and contract renewal or addendum to providers 75 days before the contract expiration date and a follow-up letter 45 days before the contract expiration if no response for re-enrollment has been received.

6. Generate, distribute, receive, and process the State developed provider contract, for initial enrollment and ongoing re-enrollment via web portal.

7. Process online on-demand requests for generation and distribution of a provider contract.

8. Accept and process additions and changes to the provider data set through online, real-time data entry and web portal.

9. Edit all data for presence, format, and consistency with other data in all providers processing.

10. Edit to prevent duplicate provider enrollment during add or update transactions.

11. Identify and report any suspected duplicate provider numbers, National Provider Identifier (NPI), license or certification numbers, Social Security Numbers (SSNs), Federal Employer Identification Numbers (FEIN), Drug Enforcement Agency (DEA) numbers, or CLIA numbers and any other State-specified reference.

12. Accept, process, and maintain CLIA information for providers.

13. Cross-reference all provider numbers (including old and new numbers), which would identify the current active SSN or FEIN for that entity, and provide the capability to access all the previous history, including claims and authorizations, for any and all the provider numbers.

14. Maintain online access to a minimum of six years of historical provider information, including provider rates and effective dates, provider program and status codes, and summary payment data.

15. Maintain online access to the provider database with inquiry/update by:

15.1. Provider name.

15.2. Phonetically similar name.

15.3. Partial name characters.

15.4. Provider number.

15.5. Specialty.

15.6. Gender.

15.7. Languages spoken.

15.8. License number.

15.9. NPI.

15.10. Medicare number.

15.11. SSN.

15.12. FEIN.

15.13. CLIA number.

15.14. Town.

15.15. Zip code.

15.16. County.

15.17. Telephone number.

15.18. EFT status.

15.19. Other State-specified fields.

16. Maintain access to 15 years of archived provider history data.

17. Maintain, in the online provider data set:

17.1. Provider number.

17.2. An address, provider name, and a sort provider name, on the provider data set, each as a single field and any other criteria identified by the State.

17.3. Multiple practice locations for a single provider and associate all relevant data items with the location, such as address and CLIA certification.

17.4. Multiple current and historical addresses and telephone numbers for a provider, including:

17.4.1. Pay to.

17.4.2. 1099/W2 mailing address.

17.4.3. Mail to.

17.4.4. Service location(s).

17.5. 1099/W2 provider name for Internal Revenue Service (IRS).

17.6. LTC facility data, including:

17.6.1. The number of beds by licensed level of care.

17.6.2. Administrator name.

17.6.3. Department of Health certification.

17.6.4. Ownership information and owners.

17.6.5. Focus on Excellence.

17.6.6. Other State-specified criteria.

17.7. Effective and end dates for:

17.7.1. Provider membership.

17.7.2. Enrollment status.

17.7.3. Electronic Media Claims (EMCs) billing data.

17.7.4. Program.

17.7.5. EFT status.

17.7.6. Restriction and on-review data.

17.7.7. Certification(s).

17.7.8. Specialty(s).

17.7.9. Subspecialty(s).

17.7.10. State share.

17.7.11. Disproportionate share.

17.7.12. Indian indicator.

17.7.13. State agency.

17.7.14. Other user-specified provider status codes and indicators.

17.8. Provider program eligibility and enrollment status codes with associated effective and end dates.  The enrollment status codes includes but not be limited to:

17.8.1. Pending.

17.8.2. Active.

17.8.3. Term by Provider.

17.8.4. Decease terminated.

17.8.5. Term by OHCA.

17.8.6. Term by CMS.

17.8.7. Term by not enrolled.

17.8.8. License suspended or revoked.

17.8.9. License not renewed.

17.8.10. HMO provider not Medicaid eligible.

17.8.11. Change of Ownership (CHOW).

17.8.12. Recertification.

17.8.13. Retired. 

17.8.14. Return Mail.

17.9. Any applicable type codes, plan codes, location codes, practice type codes, affiliations (e.g., clinic group, health plan), HAN, and medical specialties and subspecialties which are used for the State's medical assistance programs, and which affect provider billing, claim pricing, or other processing activities including reporting.

17.10. The name, address, and telephone number of the entity through which a provider bills, if a billing service is used.

17.11. An indicator for providers that use automated submittal of claims, automated remittances, and/or electronic funds transfer in claims processing.

17.12. Summary-level payment data, which are automatically updated after each claims processing payment cycle by calendar week-to-date, month-to-date, year-to-date and State and Federal fiscal year-to-date totals.

17.13. Multiple provider types and specialties and subspecialties with effective and end dates for each provider and with the flexibility to change provider type and specialty and subspecialty.

18. Provide for identification of sufficient numbers of provider type and specialty and subspecialty codes to accommodate current and future needs of the State's medical assistance programs.

19. Accept online, real-time updates of review or restriction indicators and effective and end dates for a provider to assist OHCA in monitoring a provider's medical practice.

20. Accept provider numbers for provider practice affiliations such as group practices, clinics, and managed care organizations, and relate individual providers to the practice affiliation, as well as the practice affiliation to its individual member providers, with effective and end dates.  A single practice affiliation, provider data set is able to identify an unlimited number of individuals who are associated with the practice affiliation.

21. Maintain multiple, provider-specific reimbursement rates by program, including per diems, case mix, rates based on licensed levels of care, specific provider agreements, volume purchase contracts or other cost containment initiatives, with effective and end dates for a minimum of six years, with online, real-time inquiry and update capability.

22. Maintain provider-specific rate tables to accumulate facility-specific case mix, licensed level of care, or other rate data for online inquiry and update.

23. Provide the capability to identify Indian providers.

24. Maintain specific codes for restricting the services for which providers may bill to those for which they have the proper certifications (e.g., CLIA certification codes).

25. Maintain the flexibility to accommodate non-medical providers (e.g., non-medical case managers, school districts), and maintain the necessary data on such providers.

26. Perform mass updates to provider rate information at State direction based on both automated and manually entered updates.

27. Automatically link the NPI history when the provider becomes a contracted provider.

28. Maintain the capability to identify agency or department funding source based on provider type or specialty and subspecialty.

29. Calculate and maintain separate 1099/W2 and associated payment data by FEIN/SSN number for providers.

30. Periodically generate a full file of providers in State-approved format and media.

31. Provide for the online entry of informational messages to be included on the remittance advice(s) based on provider type, provider specialty, program enrollment, claim type, individual provider number, or pay cycle to assist with the overall training of providers.

32. Provide online, updateable letter templates for provider letters with the ability to add free form text specific to a provider.

33. Maintain password control in varying levels of security, of staff making changes to provider data.

34. Maintain provider’s PCP Tier rate.

35. Maintain provider’s PCP capacity and ensures that they are assigned up 95% of this capacity.

36. Maintain providers PCP Age Restriction and ensures members outside this range are not enrolled with them.

37. Maintain to whom a PCP’s capitation payment will be paid.

38. Maintain a PCP’s focus and ensure members meet these criteria prior to enrolling.

39. Allow for capitation for a specific provider to be overridden and paid a higher or lower rate.

40. Maintain the provider’s capitation history for six years online.

41. Maintain current and historical, date specific LTC data by provider (LTC facility) including:

41.1. Certified bed data including level of care, number of beds, and begin and end dates.

41.2. Reimbursement rate and begin and end dates by level of care.

41.3. Contract start and end date.

41.4. Administrator, co-administrator, and operator names.

42. Store three (3) different email addresses per provider, in the provider data file.
4.2.1.2 Outputs

The Provider Data Maintenance function provides the following outputs and supports the following information needs:

1. Make all data available for retrieval through the DSS/DW function.

2. Make all reports available in data format for export and import purposes and through multiple media as defined by the State.

3. Make the following types of reports and other State required reports are available:

3.1. Reports to meet all Federal and State reporting requirements.

3.2. Status of provider applications in process.

3.3. List of providers to be flagged due to inactivity.

3.4. Alphabetic and numeric provider listings that can be generated by selection parameters including but not limited to:

3.4.1. Program.

3.4.2. Provider type.

3.4.3. Specialty.

3.4.4. Subspecialty. 

3.4.5. City.

3.4.6. County.

3.4.7. Zip code.

3.4.8. Enrollment status.

3.5. PCPs by county.

3.6. Information required for institutional rate setting.

3.7. Reports giving an unduplicated count of provider additions, re-enrollments, active and inactive by enrollment status.

3.8. Provider cross-reference listings for:

3.8.1. SSN.

3.8.2. FEIN.

3.8.3. State tax ID.

3.8.4. CLIA.

3.8.5. Zip code.

3.8.6. City.

3.8.7. License numbers.

3.9. A listing of newly enrolled providers in need of training.

4. Provider 1099 statements, the IRS 1099 tape, the Oklahoma Tax Commission (OTC) tape, as necessary and associated payment reports.

5. W2 forms for personal care service providers, the SSA W2 tape, the OTC tape, the IRS as necessary, and associated payment reports.

6. Enrollment approval/denial or other correspondence letters.

7. All online provider screens display basic identifying provider information including name and number on each screen.  Online screens show:

7.1. Basic information about a provider displayed on a single screen (e.g., name, location, number, program, provider type, specialties, subspecialties, certification dates, effective and end dates.).

7.2. Information showing all rendering providers associated with a practice affiliation, such as a group, and all practice affiliations with whom a rendering provider is associated, for user defined time periods.

7.3. Information showing provider eligibility history.

7.4. Provider rate file data.

7.5. Additional provider information, such as provider addresses and summary calendar and fiscal year claims payment data.

7.6. For institutional providers, the number of beds in the facility and reimbursement rates based on level of care.

7.7. On-review data and other special data (e.g., lab certification data).

8. Mailing labels for newly enrolled providers.

9. Mailing labels upon request through online screen, provider type, provider specialty and subspecialty, and/or geographical location.

10. A full provider file, provided to the State on an agreed-upon periodic basis.

11. Group mailings and provider labels based on selection parameters including but not limited to:

11.1. Provider type.

11.2. Category of service.

11.3. Specialty.

11.4. Subspecialty.

11.5. City.

11.6. County.

11.7. Zip code.

11.8. Special program participation.

12. An indicator when a provider accepts an email communication.

4.2.1.3 Interfaces

The Provider Data Maintenance function accommodates an external interface with:

1. The State to provide the provider file.

2. Other State agencies or licensing or accreditation agencies.

3. STO for EFT information.

4. MCOs for network information.

5. OSCAR.

6. CMS Sanction File.

4.2.1.4 State Responsibilities

State responsibilities are to:

1. Develop policy governing provider participation in the OHCA program.

2. Develop format and contents of State provider agreements.

3. Perform all provider relations activities.

4. Develop quarterly provider newsletters.

5. Provide the FA with criteria for deactivating/purging providers' records.

6. Approve all provider-specific payment rate updates, including mass or paper updates.

7. Approve the FA’s training plan and training materials.

8. Define the desired content, format, frequency, and media for reports.

9. Approve or modify all provider issuances, including manuals, handbooks, bulletins, and notices developed by the FA.

10. Develop and distribute provider training packets that include program descriptions, billing instructions, and a description of appropriate medical services.

11. Inform providers about EFT options and work with the providers to finalize their EFT agreements and status.

12. Update the provider master file on an immediate online basis to reflect changes brought to the attention of the State by the FA, providers, or from within.

13. Approve FA -developed EMC billing software and instructions.

14. Enter State-approved, provider specific payment rate updates, including mass or paper updates, into the MMIS online.

15. Receive requests for enrollment and mail all enrollment packets to providers.

16. Notify the FA of the number, sequence, and sort selection of mailing labels to be produced.

17. Receive and screen provider enrollment forms, including reviewing returned packets for completeness and obtaining missing information, eligibility approval, and entering approved data into the provider file.

18. Maintain regular communication with the applicable State agencies to perform certification and licensure verification.  Verify certification in neighboring States for certifying out-of-State providers and handle all out-of-State provider activities.

19. Distribute, receive, and process provider contracts.

20. Verify required licenses and certifications.

21. Provide training for providers targeted for special training, who have been identified as having an abnormal number of claims denied or suspended.

22. Notify providers of acceptance as an Oklahoma Medicaid provider.

23. Develop, distribute, summarize, and evaluate provider training questionnaires from all training sessions.

24. Receive and appropriately process returned provider mail.

25. Sign off on enrollment and certification updates for all providers.

4.2.1.5 FA Responsibilities

FA responsibilities are to:

1. Operate and maintain the Provider Data Maintenance function.

2. Process mass rate update requests submitted by the State.

3. Identify providers due for re-enrollment based upon their contract and forward re-enrollment notices to them.

4. Provide initial training to providers on a group or individual basis about the Oklahoma Medical Assistance Program, the claims processing system, and proper billing and Prior Authorization procedures through State-approved methods, and the production and distribution of provider manuals and bulletins.

5. Provide training to providers for electronic claims capture as specific by OHCA.

6. Supply all providers with the most current provider manual materials via the web portal.  

7. Provide copies (in electronic and paper format) of provider manuals to OHCA and other departments as specified by the State, the number of copies to be determined by the State.

8. Inform providers about electronic billing and automated remittance and work with providers to finalize appropriate formats for the data transfer including testing of interface.

9. Develop and submit to the State for approval a provider training and recruitment plan annually at the beginning of the contract year and update the plan as necessary.

10. Conduct provider training, including, when necessary, personnel from OHCA and other departments.

11. Maintain and submit to the State records of all providers (by provider type) who participate in training sessions.

12. Provide training to State staff in the use of the provider processing system, initially and on an ongoing basis.

13. Provide all provider reports according to State specification.

14. Submit all provider reports to the State.

15. Make recommendations on any area in which the FA thinks improvements can be made.

16. Apply mass updates of the provider file when directed to do so by the State.

17. Maintain up-to-date complete system and user documentation.

18. Write with State approval and distribute provider satisfaction questionnaires to all providers on a yearly basis.

19. Key any paper contract into the electronic provider enrollment website.

20. Fax, scan and maintain provider contract information in COLD.
4.2.1.6 FA Performance Responsibilities

FA performance expectations are to:

1. Have trained provider representatives visit a new provider, (first time enrollee) within 10 days of application approval.

2. Test and report results of electronic billing and automated remittance advices within 10 business days of a provider's written notice of readiness to test.

3. Produce and mail 1099s and W-2s no later than January 31 of each year for the previous year.

4. Provide four months of temporary staffing to perform MMIS related functions each year to include, but not limited to, 1099/W-2 research and resolution activities.  OHCA may increase or decrease the number of months with 30 calendar day’s written notice to the FA.

4.2.2 Manage Provider Grievance and Appeal

The Provider Grievance and Appeal process allows our providers to appeal determinations from our Quality of Care Division, SUR recoupments and Contract Terminations.  The MMIS is not used to store or maintain data for the Provider Grievance and Appeal Process.

4.2.2.1 Inputs

The Grievance and Appeal process accepts the following inputs:

1. The Quality of Care fees and penalties.

2. SUR recoupments:

2.1. Audit findings.

3. Contract terminations:

3.1. Sanction provider lists.

4. Appeals committee.

5. Form LD-3 is received from the provider for quality of care appeals.

6. Form LD-2 is completed by the provider for all other types of grievances.

4.2.2.2 Processing

Processing is completed using a database outside of the MMIS and is maintained by OHCA Legal Staff.

1. Databases of LD-3 and LD-2 forms are maintained and updated. 

2. The MMIS is used in the appeals process to view claims and provider demographics.

3. Results from the determinations are made available on a secure site to allow our (Medical Advisory Committee) MAC to view all documentation prior to their meetings (if necessary).

4.2.2.3 Outputs

The Provider Grievance and Appeal process provides the following outputs:

1. Updates to the secure site.

2. Letters for Hearings.

3. Presentations by OHCA attorneys to the MAC.

4. Settlements.

4.2.2.4 Interfaces

The Provider Grievance and Appeal process accommodates an external interface with:

1. OHCA secure website.

4.2.2.5 State Responsibilities

The State’s responsibilities are to:

1. Maintain a database for all grievance and appeals received.

2. Monitor the status of the appeals.

3. Instruct provider on how to submit an appeal.

4. Provide information on appeals that are pending to the MAC.

5. Send letters to providers regarding the outcome of their grievance/appeal.
4.2.2.6 FA Responsibilities

1. Provide supporting claims data as requested by the State.

2. Provide supporting provider demographic data as requested by the State.

4.2.2.7 FA Performance Responsibilities

None.

4.2.3 ARRA/HIE/EHR (Enhancement)

The ARRA of 2009 has mandated incentive payments to certain eligible Medicaid providers to encourage the adoption and meaningful use of certified EHRs technology by 2014, resulting in changes to the Medicaid program and a need for changes to the MMIS.  Capturing, distributing, tracking, and monitoring the incentive payments is the first initiative to be completed within the requirements listed in the subsections within subsection 4.2.3.

A second phase of the overall HIE initiative is to provide the capability to exchange EHR data between private and public insurers, facilities, other State agencies, and clinicians, and to allow members access to their own EHR data.  This includes having the ability to accept EHR data into the system and provide EHR when necessary.
4.2.3.1 Inputs

The ARRA/HIE/EHR enhancement function must accept the following inputs:
1. MMIS subsystem data including, but not limited to, DW/SURS, claims, provider, and member.
2. Clinical data.

3. Lab results data.

4. Electronic attachments.

5. ePrescriptions.

6. ARRA incentive payment amounts.
4.2.3.2 Processing

The ARRA/HIE/EHR enhancement function must accommodate the following capabilities.

1. Provide the capability to track, issue, and report on provider incentive payments in the MMIS, including identification of designated providers in provider database, system calculation of payments, capability for voiding, auditing, tracking and reporting requirements, and changes to CMS 64, etc.  

2. Provide capabilities within MMIS and DSS/DW to collect, store, retrieve, and report on EHR data including clinical data, lab results data, x-rays, scans, etc.  

4.2.3.3 Outputs
The ARRA/HIE/EHR enhancement function must provide the following outputs:

1. Reports as defined by the State and Federal government for the reporting of gaps, issues, monitoring and tracking of incentive funds.
2. Provider incentive payments for EHRs.
3. EHR data to authorized requestor.
4.2.3.4 Interfaces

The ARRA/HIE/EHR enhancement function must accept an interface with the following:

1. NHIN.

2. Private Insurer EHR systems.

3. Other State agency EHR systems.

4. Facility EHR systems.

5. Clinician EHR systems.
4.2.3.5 State Responsibilities

State responsibilities are to:

1. Identify a vision, goals, and objectives for the State Health Information Exchange Cooperative Agreement Program (SHIECAP).
2. Assist State Medicaid providers in adoption and conversion to certified EHR/EMR.
3. Develop the policies and procedures necessary for accountability under ARRA.  
4. Approve processes developed by the FA for the tracking, issuing and reporting of provider incentive payments.

5. Coordinate provider incentive plan with regional extension centers.

6. Ensure providers demonstrate meaningful use of certified EHR technology.

7. Determine the clinical data elements that will constitute an HER.
4.2.3.6 FA Responsibilities

FA responsibilities are to:

1. Develop processes for implementation (tracking, issuing, and reporting) of the provider incentive payments in the MMIS, including identification of designated providers in provider database, system calculation of payments, capability for voiding, auditing, tracking and reporting requirements, and changes to CMS 64, etc.
2. Provide outreach, training, system support and monitoring services to providers.

3. Review EHR products available in the market and usefulness of data reported to OHCA.
4. Collaborate with other HIE/EHR and health information technology (HIT) efforts that have already been initiated throughout the State of Oklahoma, in addition to the SHIECAP – a Statewide consortium of State DHHS agencies and adoption of electronic data sharing initiatives in health care.

5. Develop and/or determine survey tools to be used.  Conduct, tabulate, and report on survey results.

6. Support State coordination for provider incentive plan with regional extension centers.

7. Analyze and recommend changes to Oklahoma's current e-Prescribe program and point-of-sale (POS) system to assist providers in using ePrescribing.
4.2.3.7 FA Performance Responsibilities

1. OHCA and the FA to agree upon performance responsibilities if applicable, and at a time specified by the State.
4.2.4 Provider Portal (Enhancement)

The secure provider portal acts as the provider’s window into the MMIS.  It is a web-based application utilizing ASP technology.  Access to the portal requires a username and password.  The provider can create both by logging into the portal with a provider number and personal identification number (PIN).  The PIN is created by provider enrollment when a provider applies and is enrolled as a Medicaid provider.  Once enrolled, the provider receives the PIN via postal mail.  After entering the portal, the provider can then create his/her own username and password, which are used to access the portal thereafter.

Access to the portal allows providers to view and submit claims, verify eligibility, request prior authorization (PA), and download notices and other communications.  However, it does not allow the provider to submit attachments or disenroll online.

This enhancement will improve overall efficiency and usefulness of the portal through several enhancements identified by the business users.  First and foremost is the migration of the portal from ASP technology to the industry standard .Net Framework.
4.2.4.1 Inputs

The Provider Portal enhancement must accept the following inputs:

1. TPL data.  Develop a tool that will allow providers to enter TPL information on clients.  This would have a print option so that it may be mailed in or sent in electronically as confirmation.

2. Void adjudicated claims that include the user name of the person requesting the adjustment.

3. Create electronic referrals.  Allow PCPs to submit electronic referrals to specialists. Once the referral is submitted it will be sent electronically to the specialist. Have a submit button so the request can be forwarded to a designated email or fax and be printed off and handed out as a correspondence.

4. Allow providers to view all claims history of client to determine if the member has already met visit limitations for the month.

5. Allow providers to view member eligibility and link in preventative medicine information and gaps in chronic condition care.

6. Allow providers meeting certain criteria specified by the State to access portals for the entry of applicant data to declare an intent to file a claim and request to hold an application date for the applicant.

4.2.4.2 Processing

The Provider Portal enhancement function must include the following real-time capabilities.

1. Make available member eligibility verification-related Internet functionality to providers through the secure web site.  These capabilities include:

1.1. Viewing of preventative medicine and gaps in chronic care.

2. Provide email functionality via the secure and public web sites so that those accessing the web site can forward email and receive email directly from the screens they are accessing to/from subject-appropriate State and FA staff.

3. Have a submit button to send any electronic request to a designated email address or fax number that can be printed off and handed out as a correspondence such as referrals to specialists and dental PA edit form .

4. Implement claims processing enhancements to include:

4.1. Providers to view all claims history and determine if the visit limit has been exceeded for a member.

4.2. Secure website voids (region 59) so that the user name of person who voided the claim is noted

5. Determine member ID and assign temporary program coverage as specified by the State, for members enrolled through secure provider portals
4.2.4.3 Outputs

The Provider Portal enhancement must provide the following outputs:

1. Make available all reports are made available in data format for export and import purposes and through multiple media as specified by the State.

2. Provide claims and adjustments data, including status, payment, and history.

3. Provide member data.

4. Provide TPL data.

5. Display member ID and return entered data to providers for members enrolled through secure provider portals.  All data should be printable.

4.2.4.4 Interfaces

The Provider Portal enhancement must interface with the following:

1. MMIS tables and data.

2. State-approved hyperlinks.

3. Members (i.e., No Wrong Door).

4. Providers.

5. Employers.

6. Insurance agents.

7. OHCA, other State staff, and contracted vendors.

8. Public users / stakeholders.

9. A .NET interface to replace the current ASP interface.
4.2.4.5 State Responsibilities

State responsibilities are to:

1. Communicate changes in OHCA policy and/or procedures.

2. Communicate changes from other systems that also affect the internet.

3. Communicate changes or additions to the State and/or Federal requirements.

4. Update and make additions to the State maintained portion of the rules engine.

5. Maintain a usable data connection to the FA for contracted State agencies and other contracted entities.

6. Obtain and maintain Department of Homeland Security accounts and data exchange information.

4.2.4.6 FA Responsibilities

FA responsibilities are to:

1. Address changes to the web pages in a timely manner as specified by the State.

2. Communicate resource availability.

3. Updates and additions to the FA maintained portion of the rules engine.

4. The FA maintains a usable data connection to the contracted State agencies and contracted vendors.

5. Provide user-readable data connection outage messages.
4.2.4.7 FA Performance Responsibilities

FA performance responsibilities are to:

1. Maintain site availability for the secure and public sites.

2. Address unscheduled outages as soon as they occur and communicate causes in a timely manner as specified by the State.

3. Work with OHCA in scheduling planned outages.
4.3 Operations Management

The Operations Management business area is the focal point of most State Medicaid enterprises today.  It includes operations that support the payment of providers, managed care organizations, other agencies, insurers, and Medicare premiums and support the receipt of payments from other insurers, providers, and member premiums.  This business area focuses on payments and receivables and “owns” all information associated with service payment and receivables. 

OHCA has started the process of evaluating a change in the Diagnostic Related Group (DRG) methodology.  Medicare Severity DRG (MS-DRG) is the current methodology being utilized and OHCA is considering a change to All Patient Refined DRG (APR-DRG) methodology.  Bidders should consider the potential of this change during the contract period and be prepared to respond to this change in DRG methodology and adjust workload priorities accordingly.  

4.3.1 Claims Adjudication 

The Edit/Audit Processing function ensures that claim records are processed in accordance with State policy.  This processing includes application of non-history-related edits and history-related audits to the claim.  Claims are screened against data in the MMIS such as member, provider, reference (e.g., procedure, drug, and diagnosis), pended and adjudicated claims, and all edit/audits.  Those claims that do not satisfy program or processing requirements are handled according to updatable table driven instructions.  Suspended claims are reviewed by State claims resolution staff using approved claims resolution guidelines.

The Claims Pricing function calculates the payment amount for each service according to the rules and limitations applicable to each claim type. This process takes into consideration factors such as the Medicaid allowed amount, TPL payments, Medicare payments, and any cost-sharing requirements.  Prices are maintained on the reference tables or provider-specific rate tables and are date-specific.

The MMIS processes and pays Medicare crossover claim records and adjustments.  It also accommodates cost-sharing in pricing for spend-down amounts, copayments, TPL payments, and State share.

The Enhanced Claims Editing function provides improved claims editing support to ensure that claims are processed efficiently using clinical logic.  It provides for editing to determine inappropriate billing, produce notifications for such billings and to provide instructions to providers for rebilling.

The Adjustment Processing function supports the adjustment of previously adjudicated claims due to patient spend-down, TPL recoveries, re-pricing, and so forth.  The function also supports tracking and reporting of adjusted claims and maintains a history and audit trail of all adjustments.  The purpose of the Claims Resolution function is to support the correction of suspended claims.  The function supports the sorting of suspended claims by location code and claims type, mass correction based on State-approved criteria and the tracking of all suspended claims to resolution.

4.3.1.1 Inputs

4.3.1.1.1 Edit/Audit Inputs
The Edit/Audit Processing function accepts the following inputs:

1. Claims that have been entered into the claims processing system from the EDI, claims capture, web and POS/PRO-DUR functions (paper and EMC).

2. Claims that are recycled after correction.

3. Claims recycled by edit by request.

4. Claims released to editing after a certain number of cycles based on defined edit criteria.

5. Provider, Member, and Reference (procedure, revenue center, drug, diagnosis, ambulatory patient codes, prior authorization, and service limitation, for example) data required to perform the edits and audits.

6. EVS responses to inquiries.

4.3.1.1.2 Claims Pricing Inputs

The Claims Pricing function accepts the following inputs:

3. Claims that have been passed from the edit/audit cycles for pricing.

4. Reference and Provider pricing information.
4.3.1.1.3 Adjustment Inputs
The Adjustment Processing function accepts the following inputs:

1. Adjudicated claims.

2. Claim specific adjustments including electronically submitted adjustments.

3. Non-claim specific adjustments including gross adjustments (online and system generated).

4. Online entered, claim-specific financial transactions, such as recoupments, mass adjustments, cash transactions.

5. Automated adjustments from accounts receivable.

6. Retroactive changes to patient spend down, TPL retroactive changes, and retroactive changes to medical coverage codes (groups) and pricing situations.

7. SURS case tracking automated adjustments from SURS worksheet.

8. POS reversals.

4.3.1.1.4 Claims Resolution Inputs

The Claims Resolution function accepts the following inputs:

1. Suspended claims.

2. Online entry of claim corrections to all fields as specified by the State.

3. Online forcing, denying, or overriding of certain edits.

4. Provider, member, and reference data related to the suspended claims.

5. Claims assignment.

4.3.1.2 Processing

4.3.1.2.1 Edit/Audit Processing
The Edit/Audit Processing function has the following processing capabilities:

1. Reformat key-entered and EDI claims into common processing formats for each claim type.

2. Edit all data for presence, format, and consistency with other data in the update transaction and on all edit/audit processing and data related tables.

3. Edit each claim, as far as possible given the information available on the submitted claim, during an edit or audit cycle, rather than ceasing the edit process when an edit failure is encountered.  Identify all error codes, as far as possible given the information available on the submitted claim, for claims that fail daily processing edits at initial processing, to minimize the need for multiple re-submissions of claims.

4. Identify the processing outcome of claims (suspend, deny, or pay and report) which fail edits, based on the edit disposition.

5. Provides for online resolution of suspended claims.

6. Identify potential third-party liability (including Medicare) and suspend, deny, or pay and report the claim if it is for a service covered or presumed to be covered by a third-party, based on procedure codes, revenue center/OP codes, diagnosis codes, drug codes, categories of service, the TPL carrier coverage matrix, or a combination of data from these sources.

7. Provide the capability to distinguish between a Medicare denial versus private insurance denials.

8. Edit to assure that TPL has been satisfied or that a TPL denial attachment is present if required.

9. Edit and suspends claims for prepayment review for potential TPL based on procedure code, diagnosis code, and other State-specified criteria.

10. Edit to assure that the services for which payment is requested, is covered by the appropriate State medical assistance program.

11. Edit to assure that all required attachments, per the reference function, are present.

12. Edit for cost-sharing requirements on applicable claims.

13. Edit for and suspend claims requiring provider or member prepayment review.

14. Maintain a function to process all claims against an edit/audit criteria table and an error disposition table (maintained in the Reference Data Maintenance function) to provide flexibility in edit and audit processing.

15. Edit to assure that reported diagnosis, procedure, revenue center, and denial codes are present on Medicare crossover claims and all other appropriate claim types.

16. Edit for member eligibility on date(s) of service.

17. Edit for valid member identification using date of birth and the first 3 characters of last name and the first 4 characters of first name.

18. Edit for special eligibility records indicating member participation in special programs where program service limitations or restrictions may vary.

19. Edit for member living arrangement.

20. Edit provider eligibility to perform category of service rendered on date of service.

21. Edit for provider participation as a member of the billing group.

22. Edit claims for members in nursing facilities against member authorization data, level of care, patient spend down, Medicare denial, reserve bed and leave days, and admit/discharge information.

23. Edit for PA requirements.

24. Edit prior-authorized claims and cut back billed units or dollars, as appropriate, to remaining allowed units or dollars, including claims and adjustments processed within the same cycle and will deny claim if units or dollars exceed amount authorized..

25. Edit for correct step therapy (Product Based Prior Authorization) for drugs.

26. Edit for overriding supply limits for drugs as specified by OHCA.

27. Maintain edit disposition to deny claims for services that require PA if no PA is identified or active.

28. Update the PA record to reflect the services paid on the claim, including units and amount paid, and the number of services still remaining to be used, maintains a cross reference of PA to claim.

29. Perform automated cross-checks and relationship edits on all claims.

30. Perform automated audit processing using history claims, suspended claims, and same cycle claims.

31. Edit for potential duplicate claims based on a cross-reference of group and rendering provider, multiple provider locations, and across provider and claim types.

32. Identify potential and/or exact duplicate claims in the system.

33. Perform automated edits using duplicate audit and suspect-duplicate criteria to validate against history, suspended claims and same cycle claims.

34. Refine duplicate checking criteria to achieve a cost effective balance between duplicate suspense rates and duplicate payments.

35. Maintain an audit trail of all error code occurrences per claim header and claim detail.

36. Provide for an unlimited number of edits per claim.

37. Identify and track all edits and audits posted to the claim from suspense through adjudication.

38. Provide, for each error code, a resolution code, an override, force or deny indicator, and the date that the error was resolved, forced, or denied.  Overrides, denials, and forced claims carry the clerk ID.

39. Accept overrides of claim edits and audits in accordance with State guidelines.

40. Identify the claim disposition (State, State unit, FA correction, denied) based on the edit status or force code with the highest severity.  The severity is readily modifiable on the Edit Disposition file.

41. Update claim history tables with paid and denied claims from the previous audit run.

42. Maintain suspended claims, accessible for online inquiry.

43. Maintain a record of services needed for audit processing where the audit criteria cover a period longer than six (6) years (such as once-in-a-lifetime procedures).

44. Edit for daily limits on dollars, units, and/or percentages.

45. Edit for emergency prior authorizations for seventy-two hour supply of a drug and do not count toward service limitations for prescriptions.

46. Edit claims with billed amounts that vary by a specified degree above or below allowable amounts.

47. Edit billing, performing, referring, and prescribing provider IDs and NPI for validity.

48. Edit for valid CLIA certification for laboratory procedures.

49. Edit claim for tooth numbers for procedures requiring tooth number, surface, or quadrant.

50. Edit for procedure to procedure at same date of service.

51. Edit for service limitations.

52. Identify the quadrant based on tooth number for editing.

53. Edit and suspends claims with procedure codes, including junk codes (generic code when no other codes apply), set to manually price unless there is a PA for the procedure code, for the member, with the servicing provider.  If there is a price on the prior authorization, that price is posted to the claim.

54. Edit for program eligibility and allows for flexible services to adults for procedures generally limited to those individuals less than 21 years of age.

55. Edit for timely filing according to State policy.

56. Cut back units on all claims when applying cutbacks as specified by the State, and retain original units billed and units paid (result of cutback).  Apply paid units to PAs.

57. Accommodate the Medicare/Medicaid crossover claims for services rendered in all settings (regular Medicaid, Waivers, and so on) so that where applicable, Medicare is the primary payer and Medicaid is payer of last resort.

58. Track inpatient days (paid and no-paid) to begin a length of stay by member category.

59. Provide editing that allows for authorizing services by location for multi-location providers.

60. Perform edits across claim types.

61. Edit for disproportionate share hospitals with consideration of no service limits on children under the age of six.

62. Edit for transportation based on a correct sequencing to identify pick-up and drop-off locations.

63. Provide the ability to edit any database field as specified by the State.

64. Provide the ability to edit on program hierarchy.

65. Provide the ability to bypass specific edits by provider number.

66. Ensure National Correct Coding Initiative (NCCI) compliance with all edits and audits per CMS requirements.

4.3.1.2.2 Claims Pricing Processing

The Claims Pricing function has the following processing capabilities:

1. Identify the price for claims and adjustments according to the date-specific pricing data and reimbursement methodologies contained in the Provider or Reference Data Maintenance functions based on date of service on the claim.

2. Edit billed charges for high and low variances.

3. Identify and calculate payment amounts according to the fee schedules, per diems, rates, DRGs and rules as established by the State.

4. Maintain access to pricing and reimbursement methodologies to appropriately price claims based on:

4.1. Fee schedules for physicians, dentists, other practitioners based on procedure and modifiers and outpatient services based on revenue code, procedure code, and diagnosis for certain services.

4.2. Per diems based on level of care for inpatient hospital services.

4.3. Per diems based on revenue code or diagnosis and age for certain services or DRGs for inpatient hospital services.

4.4. Fee schedules for laboratory outpatient and other diagnostic services.

4.5. For pharmacy claims according to the appropriate program control code in accordance to the State policy, including a dispensing fee and pricing actions including, but not limited to, Federal upper limit (FUL), State maximum allowable cost (SMAC), wholesale acquisition cost (WAC), estimated acquisition cost (EAC), average wholesale price (AWP), usual and customary charge, percentage of, lower of or lowest generic code number (GCN) sequence number price, and pricing of compound drugs in accordance with State policy.

4.6. Per diems based on level of care for LTC.

4.7. Base rate and mileage for transportation.

4.8. Medicaid or other medical assistance program allowed amount or Medicare cost sharing as determined by the State and updatable.

4.9. Per Diem and other outpatient pricing methodologies for outpatient clinics.

4.10. Manually price DRG split eligibility claims.

5. Identify and deny billings on claims for items included in rates for inpatient stays (e.g., outpatient diagnostic procedures within three days prior to inpatient stay).

6. Allow incentive payments (such as percentage on allowable).

7. Maintain the capability to identify and calculate payment amounts for EPSDT procedures when State policy allows them to be paid at a higher rate.

8. Deduct copayments for all claim specific services.

9. Maintain flexibility to accommodate future changes and expanded implementation of copayment without additional cost to the State.  Deducts either the provider reported or member database spend down amount, as specified by the State.

10. Utilize non-Title XIX charges first and apply the remainder to allowed charges based on first bill received for processing for the medically needy spend down.

11. Allow the spenddown amount to be assigned to specific providers for medically needy.

12. Deduct TPL amounts, as appropriate, when pricing claims.

13. Provide the capability to generate payment of copay and deductible for members with TPL (MCO).

14. Provide the capability to generate payment based on cost-share for members with TPL (e.g., CHAMPUS claims).

15. Price procedure codes allowing for multiple modifiers, which enable reimbursement by program at varying percentages of allowable amounts.

16. Price units for procedures based on the cutback units not by reducing the price for the billed units by a percentage.

17. Price encounters according to OHCA pricing policy.  For those encounters for Title XIX non-allowable services, price at a percentage of billed.

18. Maintain multiple date specific prices for each provider, procedure, and revenue code.

19. Provide the ability to price claims under different pricing methodologies and compare the differences, e.g., DRG, APRG, ambulatory surgical center (ASC), ambulatory patient classification (APC) and per diem.  

20. Provide ability to deduct State share from payments made to State providers.

4.3.1.2.3 Adjustment Processing

The Adjustment Processing function has the following processing capabilities:

5. Maintain flexibility in coding structures by use of parameter and table oriented design techniques, for data such as adjustment types, to support changes to claims processing and reporting requirements.

6. Maintain complete audit trails of adjustment processing activities on the claims history tables.

7. Update provider payment history and member claims history with all appropriate financial records and reflect adjustments in subsequent reporting, including claim-specific and non claim-specific recoveries.

8. Maintain a process to identify the claim to be adjusted, display it on a screen, and change the fields to be adjusted with minimal entry of new data.

9. Maintain the original claim and the results of all adjustment transactions in claims history; link all claims and subsequent adjustments by control number.

10. Reverse the amount and units previously paid/recovered and then process the adjustment so that the adjustment can be easily identified.

11. Provide the methodology to process the adjustment offset in the same payment cycle as the adjusting claim.
12. Provide the ability to adjust claim history only.

13. Re-edit, re-prices, and re-audits each adjustment, including checking for duplication against other regular and adjustment claims, in history and in process.

14. Provide the ability to indicate when re-edit, re-price, and re-audit should be bypassed.

15. Maintain primary and secondary adjustment reason codes which indicates who initiated the adjustment, the reason for the adjustment, and the disposition of the claim for use in reporting the adjustment.

16. Provide the methodology to allow online changes to the adjustment claim record to reflect corrections or changes to information during the claim correction (suspense resolution) process.

17. Maintain an online mass-adjustment function to re-price claims, within the same adjudication cycle, for retroactive pricing changes including capitation rate changes; spend down changes, member or provider eligibility changes, and other changes necessitating reprocessing of multiple claims.

18. Maintain an online mass-adjustment selection screen, limited to select users, to enter selection parameters based on claim data. Claims meeting the selection criteria and the projected financial result will be displayed for initiator review and the initiator will have the capability to select or de-select chosen claims, re-calculating the projected results, and release the selected claims for continued adjustment processing.  Selection parameter include but are not limited to: 

18.1. Dates of service.

18.2. Program.

18.3. Plan type.

18.4. Provider number(s).

18.5. Provider type.

18.6. Member number(s).

18.7. Claim record code(s).

18.8. Procedure codes.

18.9. Drug code(s) by quarter.

18.10. Member age.

18.11. Member gender.

18.12. Claim type(s).

18.13. Warrant number(s) and 

18.14. Claim status.  

19. Maintain an online mass-adjustment function to select and/or adjust claims.

20. Maintain a retroactive rate adjustment capability that will automatically identify all claims affected by the adjustment, create adjustment records for them, reprocess them, and maintain a link between the original and adjusted claim, on a schedule determined by the State.

21. Provide the ability to correct the tooth surface on dental claims and process as an adjustment.

22. Provide for system acceptance and processing of "unit dose credits" when prescription items which have been paid for by the State, are returned to the provider.

23. Maintain control to apply successive adjustments to the most current version of the claim.

24. Provide for input transactions to Drug Rebate, SUR, and TPL of all collected dollars.

25. Provide online, updateable letter templates for adjustments/credits with the ability to add free form text specific to an adjustment/credit.

26. Automatically generate letters and follow-up letters for receivables to providers, based on State criteria and timeframes.

27. Maintain all letters, identifying provider, dollar amount of adjustments, and date letter sent.

28. Provide the capability to capture and store the clerk ID of the individual who initially entered the adjustment and the clerk ID who worked the suspended adjustment.

29. Provide the capability to route suspended adjustments to the initiating user for resolution.

4.3.1.2.4 Claims Resolution Processing

The Claims Resolution function has the following processing capabilities:

1. Provide online, real-time claims resolution; edit override capabilities for all claim types, and online adjudication.

2. Maintain claim correction screens that display all claims data as entered and subsequently corrected.

3. Completely re-edits corrected claims.

4. Maintain inquiry and update capability to claim correction screens with access by data fields consistent with claims history inquiry screens.

5. Sort suspended claims to queues based on location code and claim type.

6. Provide the capability to forward suspended claims to other locations multiple times and receive suspended claims at each location.

7. Accept global changes to suspended claims based on State-defined criteria, and release claims to editing.

8. Provide the capability to link free form notes from review outcomes/directions to the imaged claim.

9. Maintain error codes and messages that clearly identify the reason(s) for the suspension and highlights the fields in error on claim correction screens; displays all failed edits on screens to facilitate claim correction.

10. Provide access to related provider data from the Provider Data Maintenance function through windowing, split screen, or other, as easily utilized, other design techniques.

11. Provide access to related member data from the Recipient Data Maintenance function through windowing, split screen, or other, as easily utilized, design techniques.

12. Provide automatic generation of exception sheets online, identifying all related information needed to work the claim, e.g. any duplicate claims in the system and the capability to generate paper exception sheets, on request.

13. Provide access to related reference data from the Reference Data Maintenance function through windowing, split screen, or other design technique.

14. Identify and provides access to potential duplicate claims and related claims data from the claims history and status tables through windowing, split screen, or other design technique.

15. Provide for the capture and maintenance of the medical reviewer ID, claims resolution worker ID, by date, by error/edit for each suspended claim in claims history.

16. Identify and provides access to the status of any related limitations for which the member has had services.

17. Assign a claim status of "suspended" to all claims to be corrected.

18. Assign a unique status to corrected claims.

19. Provide the capability of entering multiple error codes for a claim to appear on the Remittance Advice (RA).

20. Maintain all claims on the suspense file until corrected, automatically recycled, or automatically denied according to State specifications.

21. Provide the capability to identify operators who can perform a force, deny, or override on an error code based on individual operator IDs and authorization level.

22. Provide for special batches of claims to adjudicate to provide the claim resolution staff the ability to monitor the claims to ensure the claims process correctly.

23. Provide for the ability to force release of claims.

24. Provide the ability to recycle by individual selected edit(s) or the full suspense file.

25. Maintain an online audit trail of all updates to claims resolution data.

26. Edit all data for presence, format, and consistency with other data in the update transaction and on all claims resolution processing and data related tables.

27. Maintain password control in varying levels of security, of staff making changes to claims resolution data.

4.3.1.3 Outputs

4.3.1.3.1 Edit/Audit Outputs
The Edit/Audit function provides the following outputs and supports the following information needs:

1. Make all data is available for retrieval through the DSS/DW function.

2. Make the following types of reports available according to State specific criteria:

2.1. Reports to meet all Federal and State reporting requirements.

2.2. Inventory management analysis by program, claim type, processing location, and age.

2.3. Claims inventory, quality control statistics on data entry processing activity, and average age of claims.

2.4. Error code analysis by program, claim type, provider, and/or input media.

2.5. Edit/audit override analysis by program, claim type, edit/audit and clerk ID.

3. Use updated claim records in subsequent processing.

4. Provide online inquiry screens into edit/audit status of claims in process.

5. Generates audit trail reports showing before and after image of changed data, the ID of the person making the change, and the change date.

4.3.1.3.2 Claims Pricing Outputs

The Claims Pricing function provides the following outputs and supports the following information needs:

1. Provides the output of priced claims that are passed on for enhanced claims editing (Claim Check), payment processing, or suspended claims due to pricing edits.

2. Make all data except for suspended claims available for retrieval through the DSS/DW function.

3. Generate audit trail reports showing before and after image of changed data, the ID of the person making the change, and the change date.

4.3.1.3.3 Adjustments Outputs

The Adjustment Processing function provides the following outputs and supports the following information needs:

1. Make all data with the exception of suspended adjustments available for retrieval through the DSS/DW function.

2. Make the following types of reports available according to State specific criteria:

2.1. Reports to meet all Federal and State reporting requirements.

2.2. Counts and dollar amounts, positive and negative, totals of claims, adjustments, and other financial transactions, by member program, provider type, claim type, adjustment reason code, and originator.  

2.3. Standard accounting and balance and control reports.

2.4. Range of recoupment’s by amount and time period for providers.

2.5. Recouped dollars from provider showing credits and debits.

2.6. Report by reason code to show what was recovered/recouped/refunded by originator, by case and total net.

2.7. Single aging report of outstanding accounts receivables, with flags on those that have no activity within a State-specified period of time.

2.8. Retroactive rate adjustments requested and performed, including but not limited to:

2.8.1. Detailed adjustment data and 

2.8.2. Summary service counts.

2.8.3. Member counts

2.8.4. Dollar value by program and

2.8.5. Detailed category of service.

2.9. Information that segregates and identifies claim-specific and non-claim-specific adjustments by type of transaction (payout, recoupment, or refund) and provider type on a cycle and total month basis.

3. Provide letters for receivables and follow-up letters for non-receipt of receivables due.

4. Provide online screens for the Adjustment Processing function to support the processing of adjustments.

5. Generate audit trail reports showing before and after image of changed data, the ID of the person making the change, and the change date.

6. Support POS adjustments/reversals.

4.3.1.3.4 Claims Resolution Outputs

The Claims Resolution function provides the following outputs and supports the following information needs:

1. Provide all data with the exception of suspends and resubmits available for retrieval through the DSS/DW function.

2. Generate audit trail reports showing before and after image of changed data, the ID of the person making the change, and the change date.

3. Make the following types of reports are available:

3.1. Reports to meet all Federal and State reporting requirements.

3.2. Aging suspend report.

3.3. Volumes on resolution.

3.4. Statistical reports.

3.5. Updated claim records to be utilized to recycle through edit and audit processing.

4. Provide online screens to support the claims resolution process, as defined above, and to document claim resolutions once they have been accomplished.
4.3.1.4 Interfaces

1. The Edit/Audit Processing function has no external interfaces.

2. The Claims Pricing function has no external interfaces.

3. The Adjustment Processing Function has no external interfaces.

4. The Claims Resolution function has no external interfaces.
4.3.1.5 State Responsibilities

State responsibilities are to:

1. Approve edit and audit criteria.

2. Approve duplicate or suspect-duplicate audit criteria.

3. Approve criteria and procedures for adjudication of "special" claim (i.e., bypass edit/audit conditions).

4. Determine prepayment and medical review criteria.

5. Determine the disposition of edits and audits (suspend for special handling, claim correction form, deny, pay and report, message only.)

6. Manually and systematically review and resolve any claims that suspend for any of the edits and/or audits.

7. Define the desired content, format, frequency, and media for reports.

8. Provide, on an ongoing basis, written approval of all accepted pricing methodologies.

9. Perform online entry of manual pricing of certain claim records.

10. Determine the content of non-payment notification letters, remittance advices, and EOBs.

11. Establish policies and procedures for expanded Medical Review and perform the required reviews.

12. Determine adjustment parameters based on policy changes and edit/audit criteria.

13. Determine format and content of letters to providers regarding accounts receivable.

14. Perform the individual, mass, and gross adjustments.

15. Recover payments for claims denied by Peer Review Organizations.

16. Review and follow-up on reported questionable claim records from returned EOBs and RAs.

17. Review all inventory management and other operational claim records reports.

18. Specify error override and force policy and procedures.

19. Resolve manually and systematically suspended claims from edit and audit processing.

20. Monitor the use of override codes during the claims resolution process to identify potential abuse, based on State-defined guidelines.

21. Identify individuals who are authorized to perform a force or override on an error code based on individual clerk ID or authorization level.

22. Identify those individuals who performed a force or override on an error code.

23. Identify claims that are suspended for medical review, and refer those claims to the State medical consultants, as needed.

24. Override claim edits and audits in accordance with guidelines.

25. Make online resolutions to claim records referred by the FA, based on the decision logic identified by the State.
4.3.1.6 FA Responsibilities

FA responsibilities are to:

1. Propose edit and audit criteria.

2. Propose duplicate or suspect-duplicate audit criteria.

3. Propose criteria and procedures for adjudication of "special" claims (i.e., bypass edit/audit conditions).

4. Verify that services performed are consistent with services previously rendered to the member and that they comply with State policy and medical criteria.

5. Maintain up-to-date complete system and user documentation.

6. Manually and systematically review and resolve any claims that suspend for any of the edits and/or audits, as determined by the State.

7. Adjudicate suspended claim records after review by the FA or State staff.

8. Process "special" claims in accordance with State instructions, including but not limited to: 

8.1. Late billing.

8.2. Member retroactive eligibility.

8.3. Out-of-State emergency.

8.4. Payment under court order.

8.5. Result of an appeal/fair hearing.

8.6. Class action suit. 

8.7. Any other State-defined situation.

9. Provide training to State staff in the use of the claims edit/audit processing system, initially and on an ongoing basis.

10. Provide all edit/audit reports according to State specification.

11. Make recommendations on any area in which the FA thinks improvements can be made.

12. Support all Edit/Audit Processing functions, files, and data elements necessary to meet the requirements of this RFP.

13. Price all claim records in accordance with Oklahoma medical program policy, benefits, and limitations as defined by the State.

14. Process Medicare coinsurance and deductible charges from providers on hard-copy and electronic media.

15. Provide training to State staff in the use of the claims pricing system, initially and on an ongoing basis.

16. Maintain up-to-date complete system and user documentation.

17. Provide all claims pricing reports according to State specification.

18. Maintain a method to process for payment any specific claim(s), as directed by the State, on an exception basis and maintain an audit trail.

19. Operate and maintain the Enhanced Claims Editing function according to the policies prescribed by the State.

20. Provide training to State staff in the use of the Enhanced Claims Editing function, initially and on an ongoing basis.

21. Provide all Enhanced Claims Editing reports according to State specification.

22. Produce and deliver reports on Enhanced Claims Editing operations and activity as required by the State.

23. Maintain audit trails of all adjustments.

24. Update provider, member, and claims history files.

25. Maintain an online adjustment selection screen.

26. Perform adjustments to original and adjusted claim records and maintain records of the previous processing.

27. Provide training to State staff in the use of the adjustment processing system initially and on an ongoing basis.

28. Provide all adjustment reports according to State specification.

29. Track collected dollars.

30. Produce and deliver reports on adjustment activities including recoveries, recoupments, and refunds.

31. Screen returned EOBs for discrepancies and produce monthly reports, that identify:

31.1. The percentage of claims questioned.

31.2. The number of claim records questioned. 

31.3. The dollar amount of the claims questioned.

32. Provide online inquiry access to active and permanent claims history files and the status of suspended claims.

33. Maintain a claim control and inventory system approved by the State.

34. Provide the State with electronic or hard-copy original claims, adjustments, attachments, non-claim transaction documents, and all EDI billings for all transactions processed, as requested by the State.

35. Provide claims payment data to the State.

36. Update claim history and online financial files with the check number, date of payment, and amount paid after the claims payment cycle.

37. Maintain multiple recoupment methodologies.

38. Operate and maintain an online claims resolution function in the MMIS, including resolution of all data entry errors.

39. Refer claims to the State for resolution according to policy and procedures.

40. Provide training to State staff in the use of the claims resolution processing system, initially and on an ongoing basis.

41. Provide all claims resolution reports according to State specification.

42. Maintain claim resolution screens that display all claim records data entered and corrected.

43. For the limited number of claims edits for which the FA will be responsible for performing claims resolution:

43.1. Resolve manually and systematically suspended claims from edit and audit processing.

43.2. Identify individuals who are authorized to perform a force or override on an error code based on individual clerk ID or authorization level.

43.3. Override claim edits and audits in accordance with guidelines.

44. Process inpatient claims utilizing the most current version of the DRG grouper and provide the desktop grouper software for all users specified by OHCA.

4.3.1.7 FA Performance Responsibilities

FA performance expectations are to:

1. Perform at least three (3) edit/audit processing cycles per day.

2. Apply periodic updates to edit/audit criteria based on procedure and diagnosis code updates.

3. Produce and deliver reports on Enhanced Claims Editing operations online and in other media specified by the State on an agreed-upon schedule.

4. Process all provider-initiated adjustments must be processed to payment or denial on a schedule as specified by the State.

5. Process the adjustment offset in the same claims payment cycle when required.

6. Produce the required reports on a schedule specified by the State.

7. Adjudicate all claims for payment or denial within timeframe as specified by Federal Law.

8. Produce claims inventory reports after each processing cycle.

9. Perform all accounts receivable/payable activities within the claims processing cycle.

10. Report claims that suspend to the State staff for resolution in a timeframe as specified by the State.

11. Return hard-copy claims missing required data within 24 hours of receipt.

12. Return hard-copy claims missing required data captured at the point of data entry (by the keyer) within four days of receipt.
4.3.2 Prior Authorization

The PA Processing function is a mechanism to review, assess, and pre-approve or deny selected non-emergency medical services prior to payment.  It serves as a cost-containment and utilization review mechanism for OHCA, and enables the MMIS to approve payment for only those treatments and services that are medically necessary, appropriate, and cost-effective.  Additional objectives of the State, which are implemented through the PA Processing function, are to:

1. Enable the State to periodically revise the types of services for which PA is required.

2. Control the amount and length of time that the State pays for specified services.

3. Provide the capability to change at any time the scope of services authorized and to extend or limit the effective dates of authorization.
4. Identify the status of PAs, including in-process, approved, denied, and utilized.

4.3.2.1 Inputs

The PA Processing function accepts the following inputs:

1. Online and web based entry of prior authorization receipt, approval, denial, or amend information by OHCA staff and State specified external entities, to PA data sets which support all services requiring PA.

2. Batch update by OKDHS and Developmental Disabilities Services Division (DDSD) staff.

3. Batch update for initial personal care services.

4. Online update for changes to personal care services.

5. Batch files, from outside agents of the State, for PA.

6. Reported changes in member status; e.g., death, change in level of care, level of severity and eligibility for programs.

7. PA requests with supporting documentation.

8. Updates from claims processing which "count down" authorized services, units, dollars, and/or percentages and from adjustment processing to "add back" services, units, dollars and/or percentages.  

9. PA requests from providers.
4.3.2.2 Processing

The PA Processing function has the following processing capabilities:

1. Provide the capability to scan to image PA packages for each prior authorization.

2. Maintain a PA data set with the following minimum information:

2.1. A unique, system assigned PA number.

2.2. The ID of requesting and rendering (optional) provider number.  

2.3. The ID, name, and date of birth (DOB) for the member for who services are requested.  

2.4. Benefit package, program codes and descriptions, and program begin and end dates.

2.5. Method of transmittal.  

2.6. Multiple line-items for requested and approved authorized services by revenue code, procedure code(s), multiple modifiers or all modifiers, range of procedure and revenue codes, National Drug Codes (NDCs), ranges of NDCs, and procedure code groups, GCN sequence numbers, tooth numbers, quadrants, units of billed and authorized; dollar amount billed and authorized, percentages of billed and authorized and payment method.

2.7. Units, dollars, and/or percentages of service exhausted/remaining, including those recouped in claim adjustments.  

2.8. Beginning and ending dates during which the PA is valid.  

2.9. Diagnosis, fund code, place of service, dates of service, assignment code, and descriptions.

2.10. Indicator that the provider assigned the PA can be overridden.

2.11. Cross-reference to claims paid under the PA.

2.12. Referral for review "to" clerk ID and referral date.

2.13. IDs of authorizing and entering person.

2.14. Edits that are to be overridden for super PAs.

2.15. PA request date of receipt, date of entry, and date of decision.

2.16. Approval, denial, pend, or cancel reason code and description.

3. Provide the capability to pend PA requests for decisions.

4. Provide the capability to update the status when additional information is received on pended PAs.

5. Provide the capability to forward (refer) a PA request and all related images to staff referred to for review and update pended PAs with decisions.

6. Provide the capability to update or adjust approved PA lines for which claims have not been paid against.

7. Provide the capability to restrict the payment of claims unless all PA data elements match the corresponding claims data elements.

8. Provide the capability to generate an emergency PA to allow for the provision of a 72-hour supply of drugs that does not count against the limitation for drug claims.

9. Provide the capability to generate a super PA to override identified edits for drug claims.

10. Provide the capability to generate a limited PA to limit drug claims for a specific NDC or GCN sequence number.

11. Provide the capability to generate a PA for all parties involved (i.e., if the surgeon requests a PA, that authorization should automatically apply to the hospital, anesthesiologist for the same date of service, same diagnosis, and same place of service).

12. Provide an online updateable table for all status reason codes and descriptions.

13. Maintain a free-form text area on the PA record for notation of special considerations.

14. Provide a flag to allow the system to identify authorizations with special considerations and maintain adequate space to provide history as required by the State.

15. Accept online, real-time entry and update of PA requests.

16. Accept attachments and allow for the option of free text submittal.  The data includes information from hospital, DME, medical and related provider claim forms.

17. Maintain password control of inquiry, entry, update, or change to the PA data set.

18. Edit to prevent duplicate PA numbers from being entered into the system.

19. Edit PAs online including, but not limited to:

19.1. Valid provider ID and eligibility, enrolled and active status.

19.2. Valid member ID and eligibility, including benefit plan and level of care.

19.3. Valid revenue code.

19.4. Procedure.

19.5. Procedure code groups.

19.6. Modifier.

19.7. NDC.

19.8. GCN sequence number.

19.9. Valid member age for service.

19.10. Valid service for provider type.

19.11. Valid member program or plan for service.

19.12. Valid edit codes.  

19.13. Duplicate authorization check for previously authorized or previously adjudicated services, including the same services over the same timeframe by different providers if the PA was given to a single provider.

20. Identify errors on PAs as to the specific field in error and the particular edit that was failed and override capability on any edit.

21. Accept online, real-time corrections to prior PAs.

22. Maintain and updates PA records based on claims and claim adjustments processed, relative to the authorization, to indicate that the authorized service has been used or partially used up, including units and/or dollars if limited to medical authorized units and/or dollars, the ICN of the claim, the date of service, and the date the claim was paid.

23. Provide letter templates for all PA letters with the ability to add free form text specific to a provider or member.

24. Provide the ability to generate letters and/or electronic notices to members, county offices, agencies, and/or providers for PAs status and rationale. 

25. Maintain all notices sent and the date the notice was sent for three years.

26. Provide the capability to perform mass updates of PA records; e.g., when there is a change made and a procedure no longer requires PA.

27. Provide the capability to archive old PA records at State direction.

28. Provide a simple mechanism to change or extend existing authorizations.  Authorizations are searchable by such characteristics including, but not limited to, service type, name of provider, provider number, name of member, member number, PA number, category of service, and procedure.

29. Provide the capability to validate the need for PA based upon procedure code, revenue code, NDC, GCN sequence number and program.  If the PA is not required, the PA request is so noted.

30. Restrict the ability to overlay the procedure codes and/or reduce the units to less than those that were already utilized when claims have been paid against an existing PA.

31. Provide the ability to submit PA requests and receive confirmations and other related information via a secured, password-protected web site.  The web-enabled Prior Authorization system accepts and sends HIPAA-compliant EDI formats and meets draft OHCA security, confidentiality and privacy requirements and HIPAA and other Federal security, confidentiality, and privacy requirements.  

32. Provide and maintains flexibility in coding structures by use of parameter and table oriented design techniques to enable rapid processing modifications to support Oklahoma Health Care Program changes.

33. Maintain access to data through user-friendly systems navigation technology and a graphical user interface that allows users to move freely throughout the system using pull-down menus and point-and-click navigation without having to enter identifying data multiple times.

34. Provide for context-sensitive help on screens for easy, point-and-click access to valid values and code definitions by screen field.

35. Maintain an online audit trail of all updates to PA data.

36. Edit all data for presence, format, and consistency with other data in the update transaction and on all PA processing and data related tables.

37. Maintain password control, in varying levels of security, of staff making changes to PA data.

38. Provide the capability to set up criteria for Pharmacy Claims so that an approved PA number is automatically generated when applicable with State-specified parameters.

39. Provide the capability to assign PA layouts by assignment code.

40. Provide the capability to auto populate and print PA request forms for new PAs submitted by providers via web.
4.3.2.3 Outputs

The PA Processing function provides the following outputs and supports the following information needs:

1. Make all data available for retrieval through the DSS/DW function.

2. Make all reports available in data format for export and import purposes and through multiple media type as identified by the State.

3. Generate audit trail reports showing before and after image of changed data, the ID of the person making the change, and the change date.

4. Provide online access to the PA data set(s).

5. Maintain online inquiry to all information in the PA data set with access by but not limited to: 

5.1. Member ID.

5.2. Member name.

5.3. Provider ID.

5.4. Provider name.

5.5. Procedure code. 

5.6. Procedure description.

5.7. PA number.

5.8. Clerk ID. 

5.9. Combinations thereof.

6. Generate notices to providers, members, county offices, and/or agencies as directed by the State.

7. Generate reports as specified by the State.

8. Display the full procedure description on all reports.

9. Provide the ability to request reports by a user specified procedure code, revenue code, NDC, GCN sequence number, or range of codes, for a specific timeframe.

10. Provide the online screens to review, assess, and pre-approve or deny selected non-emergency medical services prior to payment.

11. Accept PA update transaction reports for batch submission.

12. Provide the ability to request reports based on PAs processed in the system.
4.3.2.4 Interfaces

The PA Processing function accommodates an external interface with:

1. Quality FA.

2. The pharmaceutical consultants.

3. DDSD/OKDHS.

4. The Internet.

5. The State WAN for access by counties and OKDHS Aging Services.

6. Any outside agents of the State for updating of PA data.
4.3.2.5 State Responsibilities

State responsibilities are to:

1. Receive and determine status of PA requests for all Oklahoma SoonerCare services that require PA.

2. Enter PA requests, decisions, and other PA related material, onto the PA function online.

3. Review and approve all PA error messages and notification letter content.

4. Approve the format of all PA request forms and related material.

5. Specify PA record purge criteria.

6. Define the desired content, format, frequency, and media for reports.

7. Resolve PA disputes and appeals.

8. Determine which services will require PA.  
4.3.2.6 FA Responsibilities

FA responsibilities are to:

1. Operate the PA function of the Oklahoma MMIS.

2. At the State's direction, enter data to the PA function through batch entry or online.

3. Purge old PA records according to State-specified criteria.

4. Maintain up-to-date complete system and user documentation.

5. Provide online inquiry and access to the PA data set.

6. Produce and send provider PA notices of approved, denied, or pended PA requests.

7. Produce and mail bilingual member PA denial notices.

8. Access the PA function during claims processing.

9. Produce all PA reports according to State specifications.

10. Provide training to State staff in the use of the PA processing system, initially and on an ongoing basis.

11. Support all PA functions, features, and data elements necessary to meet the requirements of this RFP.

12. Make recommendations on any area in which the FA thinks improvements can be made.
4.3.2.7 FA Performance Responsibilities

FA performance expectations are to:

1. Generate and distribute bilingual PA status notices to providers and members within twenty-four (24) hours of input or processing.
4.3.3 Third Party Liability (TPL)

The TPL processing function helps OHCA utilize the private health, Medicare, and other third-party resources of its medical assistance members, and ensures that Medicaid and the State are the payers of last resort.  This function works through a combination of cost avoidance (non-payment of billed amounts for which a third party may be liable) and post-payment recovery (post-payment collection of Medicaid and the State paid amounts for which a third party is liable).

Cost avoidance is the preferred method for processing claim records with TPL.  This method is implemented automatically by the MMIS through the application of edits and audits which check claim information against various data fields on member, TPL, provider, reference, or other MMIS tables/files.  Post-payment recovery is primarily a back-up process to cost avoidance, and is also used in certain situations where cost avoidance is impractical or unallowable.

The TPL information maintained by the MMIS will include member TPL resource data, insurance company data, tort-feasor, insurance agent, employer health insurance data, health plan coverage data, post payment recovery threshold information, and tracking data.  The TPL processing function will assure the presence of this information for use by other functional processing within the MMIS and will also use it to perform the functions described in this subsection for TPL Processing. 

Casualty is the portion of third-party recovery that allows OHCA to recover funds on claims paid for members that are involved in personal injuries, illnesses, or other incidents in which another party may be responsible for payment. These recoveries come from potentially liable third parties and are generally pursued through litigation or filing claims with casualty insurers.  Oklahoma has an estate recovery program as required by Federal law.  OHCA recovers the costs of long-term care and other medical services from SoonerCare members that are over 55 and permanently institutionalized. 
4.3.3.1 Inputs

The TPL function accepts the following inputs:

1. Data matches from other government programs, private insurance carriers and other State-specified sources.

2. Current and/or retroactive Medicare information.

3. Health coverage data including retroactive changes and State information from the State eligibility systems.

4. TPL-related data from claims, claim attachments, or claims history tables, including:

4.1. Diagnosis codes, procedure codes, or other indicators suggesting trauma or accident.

4.2. Indication that a TPL payment has been made for the claim including Medicare.

4.3. Indication that the member has TPL by the claim submission.

4.4. Indication that TPL is not available for the service claimed.

4.5. Subrogation indicators.

5. Member eligibility and TPL resource information from the State eligibility systems to be updated regularly.

6. TPL information identified while working adjustments for recoupments.

7. Updated information based on correspondence and telephone calls from members, carriers, and providers.

8. Parameters entered online to identify paid claims for tracking and potential recovery.

9. Parameter-driven requests for paid and/or denied claims histories for fulfillment of third-party liability requests.

10. The State systems for total TPL related deposit/receivable data.

11. Member, reference, and provider data.

12. TPL FA input file to include cost avoidance, Medicare, account receivable and CCN creation file.
4.3.3.2 Processing

The TPL processing function includes the following capabilities:

1. Provide for multiple, date-specific TPL resources (including Medicare) for each member.

2. Maintain all third-party resource information by member including:

2.1. Name, ID number, date of birth and SSN of eligible member.

2.2. Insurance carrier name and ID.

2.3. Policy number or Medicare health insurance code (HIC) number.

2.4. Group name and number.

2.5. CHAMPUS sponsor identification number, service branch, member relationship to policyholder.

2.6. Source code indicating source of suspect TPL information.

2.7. Primary carrier indicator identifying if this is the policy to be billed first.

2.8. Policy deductible and copay.

2.9. Insurance alternate mailing address.

2.10. Name and address of policyholder, relationship to eligible member, SSN of policyholder.

2.11. Employer name and address of policyholder.

2.12. Premium amount.

2.13. Type of policy, type of coverage, and inclusive dates of coverage.

2.14. Railroad number.

2.15. Date and source of TPL resource verification.

2.16. Unlimited free-form text notes/comments.

3. Maintain third-party carrier information that includes:

3.1. Carrier name and ID.

3.2. Contact person and telephone number.

3.3. Corporate correspondence address and telephone number.

3.4. Claims submission address(s) and telephone number.

3.5. Billing media.

3.6. Billing number.

3.7. Case responsibility code.

4. Maintain member estate information that includes:

4.1. An estate lien indicator.

4.2. Effective begin and end dates.

4.3. An estate recovery indicator.

5. Maintain the capability to display, inquire, update and audit member third party liability, estate data, and carrier data online.

6. Generate periodic carrier and member third party liability update transactions.

7. Edit data for presence, format, validity, and consistency with other data in the update transaction and in the TPL tables.

8. Identify all payment that was cost avoided due to established TPL, as defined by the State and Federal governments.

9. Maintain an automated tracking capability for post payment recovery actions which applies to health insurance, casualty insurance, estates and all other types of recoveries, and which can track individual or grouped claims from the initiation of recovery efforts to closure.

10. Provide for unique identification of recovery records.

11. Provide for online display, inquiry, add, and update of recovery case records with access by each or a combination of the following data elements:

11.1. Unique recovery case identification number. 

11.2. Case type.

11.3. Policy number.

11.4. Policyholder name.

11.5. Policyholder social security number.

11.6. Claim number.

11.7. Member name.

11.8. Member number.

11.9. Carrier name.

11.10. Carrier number.

11.11. Provider name.

11.12. Provider number.

11.13. Attorney name.

11.14. Accident number or,

11.15. The State’s System

12. Provide for attorney name, attention line, address and telephone number on recovery case records.

13. Provide the capability to bill carriers for "pay-and-chase" claims and automatically create a claim once totals have accumulated to the State defined updateable threshold amount.

14. Provide for online display of all "gross" receivables by carrier for TPL on the MMIS for which claims detail postings have not been completed and the total amount not posted.

15. Maintain a process to automatically identify previously paid claims for recovery when TPL resources are identified or verified retroactively, and automatically create claims to initiate recovery within an updatable time period specified by the State.

16. Maintain a process to generate invoices to carriers and attorneys using HIPAA criteria or other State-approved criteria that are consistent with industry standards and format and/or paper if required.

17. Provide the ability to avoid costs as specified by the State.

18. Implement processing procedures that identify and support recovery actions on Medicaid paid claims that become eligible for Medicare coverage as the result of a successful Medicare appeal process.

19. Provide for automated tracking of recoveries and posting of recoveries to individual claim histories.

20. Provide for claims adjusted to post TPL recovery amounts to be excluded from edit/audit processing (history-only adjustments).

21. Provide the ability to selectively direct claims for Medicare recoupment when Medicare coverage is discovered.  

22. Track individual and multiple claims for a member that reaches a State-defined updatable threshold. (e.g., $200 and or six (6) months) and automatically creates a questionnaire report with all claims data where a possible recovery should be initiated.  Provide for online review capability and automatically setup of the recovery case. 

23. Provide the ability to add or delete claims based on search criteria identified by the State that are included in any recovery case created for review.

24. Provide the ability to add and update the threshold amount and timeline online.

25. Accept free-form user notes on automated recovery and casualty tracking records.

26. Maintain all open recovery cases online.

27. Maintain closed recovery and casualty cases online.

28. Maintain and flag claims that are part of a TPL recovery/cost avoidance case.

29. Provide a flag on members for which a TPL recovery/cost avoidance case has been created and maintains the member data online, as specified by the State.

30. Automatically create questionnaires for accident/trauma based on State-defined criteria.  Provide for online review capability.

31. Provide the capability to automatically set up a case for recovery based on the online approval of an accident/trauma questionnaire.

32. Provide a process to perform TPL data matching to identify potential TPL resources.

33. Accept and maintain data on members for whom insurance premiums have been paid by the State, including:

33.1.  Insurance carrier.

33.2. Insurance carrier address.

33.3. Telephone number.

33.4. Name of the insured.

33.5. SSN of the insured.

33.6. Relationship to the insured.

33.7. Frequency of payment.

33.8. Last payment date.

33.9. Amount.

34. Provide a process to correctly pay deductible amounts/coinsurance amounts for those individuals for whom insurance premiums have been paid by the State, including Medicare and premium purchase group or individual health insurance beneficiaries.

35. Maintain a secure online maintainable TPL Cost Avoidance/Recovery Matrix.

36. Maintain a process to meet the requirements of the State Medicaid Manual regarding Medicaid payments for members under group health plans.

37. Provide for online updateable templates of letters and questionnaires to carriers, employers, members, providers, and attorneys when recoveries are initiated, when TPL resource data is needed, or when accident information is required.

38. Automatically generate correspondence according to State criteria.

39. Automatically generate claim facsimiles, which can be sent to carriers, attorneys, or other parties.

40. Provide the ability to retrieve paid claims from history to assist in recovery based on parameters defined by the State.

41. Provide the capability to create an electronic transaction to include the minimum of TPL, member, provider and claim information to be utilized by the vendor.

42. Provide the capability to process input files received from the TPL vendor to include carrier data, cost avoidance data, account receivable data and other input file that determined by State.

43. Provide the capability to accumulate multiple years of recovered TPL claims, calculate and apply the appropriate Federal Financial Participation (FFP) for repayment of the federal portion of recovered claims.

4.3.3.3 Outputs

The MMIS TPL function provides the following outputs and supports the following informational needs:

1. Make all data automatically available for retrieval through the DSS/DW function.

2. Make all reports available in data format for export and import purposes and through multiple media, as specified by the State.

3. Generate audit trail reports showing before and after image of changed data, the ID of the person making the change, and the change date.

4. Provide all reports determined necessary by Federal and State law and any other report deemed necessary.

5. Generate letters and questionnaires to carriers, employers, members, providers, and/or attorneys based on State-defined criteria when recoveries are initiated, when TPL resource data is needed, or when accident information is required.

6. Generate claim facsimiles that can be sent to carriers, attorneys, or other parties.

7. Provide online inquiry/update screens which at a minimum will accommodate the following using a minimal number of screens:

7.1. Member current and historical TPL data.

7.2. TPL matrix with security needs to be set at screen level.

7.3. TPL carrier data.

7.4. Recovery cases.

7.5. Threshold and criteria information.

7.6. TPL cost avoidance matrix.

7.7. Claims suspended/denied for TPL errors.

7.8. Estates waiver hardship information.

8. Provide verified TPL data as determined by the State for transactions based on changes from data matches, claims, and recoveries in an agreed-upon format and media, on a periodic basis.

9. Provide carrier update transactions in an agreed-upon format and media, on an agreed-upon periodic basis to the provider community.

10. Provide the capability to generate HIPAA-compliant transactions as well as paper claims when billing commercial and or government carriers and CHAMPUS specific claim forms when billing CHAMPUS.
4.3.3.4 Interfaces

The TPL function interfaces with and supports where necessary:

1. The State eligibility systems for providing a TPL carrier and member TPL update transactions.

2. Other entities for data matching.

3. Private insurers for data matching. The TPL vendor for various TPL functions as determined by the State.
4.3.3.5 State Responsibilities

State responsibilities are to:

1. Determine and direct implementation of Oklahoma medical assistance TPL policies.

2. Identify the appropriate thresholds and claim records or services requiring pay-and-chase or cost avoidance activities.

3. Collect TPL information during the initial member enrollment process.

4. Collect and maintain initial and ongoing third-party resource information from other available sources for all members.

5. Identify data matches and exchanges to be performed by the FA.

6. Provide TPL information as part of the eligibility response to MMIS requests for member-related data and provide retroactive TPL changes to the MMIS for members whose TPL information has changed.

7. Collect coverage information from members and health plans and maintain it in matrix form, by plan and service, for use by the FA in cost avoiding claim records.

8. Collect information on health plans and coverage’s offered by employers.

9. Perform follow up and verification of changes to member TPL status identified during claims processing.

10. Specify with CMS approval, the coverage types to be cost avoided and paid and recovered, and revise this specification when appropriate.

11. Define the desired content, format, frequency, and media for TPL reports.

12. Establish coverage type, dollar volumes, and time parameters applicable to thresholds at which accumulated claim records are to be recovered or declared unrecoverable.

13. Adjust thresholds and time parameters based on the size of claim inventory and the availability of State staff.

14. Verify TPL suspect information and follow up on discrepancies.

15. Perform all manual operational processes for pay-and-chase activities including estate recoveries and accident case.

16. Identify cases for recoveries, initiate recoveries, and following-up to closure.

17. Identify all users who are authorized to have access to TPL data for inquiry and/or update purposes.
4.3.3.6 FA Responsibilities

FA responsibilities are to:

1. Maintain the TPL processing function of the Oklahoma MMIS.

2. Provide State staff with online add, update, and inquiry access to TPL carrier information, employer health plan information, TPL case tracking information, and TPL accounts receivable.

3. Provide State staff with online add, update, and inquiry access to member resource information.

4. Provide training to State staff in the use of the third party liability processing system, initially and on an ongoing basis.

5. Maintain the TPL system documentation.

6. Provide all TPL reports according to State specification.

7. Deliver all reports created by the TPL function according to State specifications.

8. Generate and mail TPL verification letters and questionnaires.

9. If requested by the State generate and mail TPL retroactive bills including online and paper claim facsimiles, microform claim copies, and/or billing forms to invoice third parties for claim records requiring post payment recovery, and mail them out with an appropriate cover letter.

10. If requested by the State, generate and mail TPL pay-and-chase bills.

11. Implement a data exchange system with insurance carriers and governmental agencies, and perform the data exchange process as requested by the State.

12. Identify members who should be subject to the provisions of the Health Insurance Premium Payments program, using data match and cost-effectiveness criteria defined by the State.

13. Collect and provide to the State initial and ongoing third-party resource information from other available sources for all members.

14. Provide periodic full files of carrier, member, provider and claim data to the State.

15. Maintain up-to-date complete system and user documentation.

16. Make recommendations for improvements to TPL processing.

17. Support all TPL functions, files, and data elements necessary to meet the requirements of this RFP, CMS certification standards, and the State Medicaid Manual.
4.3.3.7 FA Performance Responsibilities

FA performance responsibilities are to:

1. Mail TPL verification letters within 24 hours of the day the letters are generated.

2. Mail TPL retroactive bills within 48 hours of the request by the State.

3. Generate and mail monthly TPL pay-and-chase bills within five (5) business days of the day the bills are generated, if requested by the State.

4. For casualty cases, generate and mail second and third requests no later than sixty (60) and ninety (90) days after first request if no response is received and notify the State if no response is received after 90 days.

5. Maintain and update the accounts receivable system.

6. Provide agreed-upon, periodic updates as directed by the State.

7. Update the TPL files with claim information in the same cycle as the payment cycle.

8. Generate letters, claim facsimiles, and/or third-party invoices within 24 hours of request.

4.3.4 Drug Rebate Processing

Federal law, regulations, and OHCA policy and rules provide for drug manufacturers, with whom CMS has a formal agreement and whose drug products are covered by Medicaid, to give financial rebates determined by the volume of the manufacturer's products dispensed by the program.  The MMIS provides automated support to carry out the federal mandates related to drug rebate processing, as well as OHCA mandates.  The State supplemental rebate program is stated in OHCA policy and rules, and is an extension of the PA program authorized by State law.

4.3.4.1 Inputs

The Drug Rebate processing function accepts the following inputs:

1. Data from CMS and OHCA (for any State rebate program) which identifies manufacturers with whom rebate agreements exist.

2. Data from CMS and OHCA that updates manufacturer information on participation status in the rebate program and the rebate amount and units of measure.

3. Supplemental rebate data as defined by OHCA which includes, but is not limited to the following:

3.1. Contract rates.

3.2. Product codes.

3.3. Date ranges.

4. Paid claims data including adjustments.

5. Disputes from drug manufacturers.

6. Interest rate information.

7. Preferred invoicing media requests from manufacturers.

8. Updates, including, postings of the detail on drug rebate deposit/receivables, reconciliation and dispute resolution information and adjustments to previous entries.

9. Reference data.

10. The State's financial system (CORE) gross drug-rebate-related deposit/receivable data.

4.3.4.2 Processing

The Drug Rebate processing function includes the following capabilities:

1. Maintain and update data on manufacturers with whom rebate agreements exist, including but not limited to:

1.1. Manufacturer ID numbers and labeler codes.

1.2. Indication of collection media.

1.3. Indication of invoicing media.

1.4. Contact name, mailing address, telephone numbers (voice and fax) and email address for manufacturers.

1.5. Manufacturer (labeler) enrollment dates and termination dates.

1.6. Labeler/manufacturer grouping (e.g., parent labeler).

2. Provide for validating units of measure from CMS file to MMIS drug file for consistency and reporting on exceptions.

3. Calculates and generate rebate adjustments based on retroactively corrected CMS and OHCA rebate data, by program.

4. Determine from paid claim data as determined by the State (including HCPCS codes and service units, and any other applicable) the amount of rebates due by NDC and UPC, and generates according to media requested, invoices that separately identify rebate amounts and interest amounts by labeler, program, and rebate quarter.

5. Maintain identification of the original drug rebate quarter for the claim throughout any adjustments made to the claim.  

6. Determine the rebate amounts and adjustments overdue, calculates interest, and generates new invoices separately identifying rebate amounts and interest by program labeler, and rebate quarter.

7. Generate invoice details and post payment details consistent with Reconciliation of State Invoice (ROSI) and Prior Quarter Adjustment Statement (PQAS).  

8. Generate invoice cover letters, collection letters and follow-up collection letters according to Federal and State criteria.  

9. Provide for the identification of disputed rebate amounts and units, where a drug manufacturer has disputed the units invoiced.

10. Provide for update of the payment details and adjustments to the MMIS consolidated accounting system.

11. Maintain drug rebate invoice and payment data indefinitely.

12. Provide for identification and exclusion of claims for drugs not eligible for the drug rebate program.

13. Provide for identification and exclusion of claims from providers dispensing drugs that are not eligible for the drug rebate program.

14. Maintain online access to quarterly manufacturer drug rebate invoice detail.

15. Provide online access to historical drug rebate invoices indefinitely, including supporting claims level detail with selection criteria by labeler, by quarter, by NDC, or any combination of criteria.

16. Provide navigation directly from the drug rebate invoice screens to:

16.1.  Paid claims history by selecting the ICN.

16.2. NDC data by selecting the NDC. 

16.3. Provider data by selecting the provider number and in other ways as specified by the State.

17. Provide for online posting of accounts receivables by labeler by NDC for each quarter, by rebates receivable and interest receivable.

18. Provide for unit conversion of units paid per claim to CMS units billed and CMS units billed to units paid per claim for drug rebate.

19. Maintain both the units paid (as used to calculate claims pricing within the Oklahoma MMIS) and the CMS units billed for drug rebate on claim history.  

20. Maintain an audit trail of invoices, payments, and adjustments, including source codes, adjustment codes, and dates.

21. Provide online access to accounts receivable data, invoice history, payment history, adjustment history, and the audit trail at the labeler/quarter/NDC level.

22. Provide capability to adjust accounts receivable balances for:

22.1. Interest only at labeler/quarter level.

22.2. Rebates and units at NDC level which would also update labeler/quarter balances.

23. Provide online screens for interest computation as well as to create and apply interest to balances owed.  

24. Provide screens for online maintenance of comprehensive dispute tracking.

25. Provide screens for logging and tracking all telephone conversations, letters, inquiries, and other correspondence and actions taken by manufacturers and OHCA, and others related to drug rebate processing.

26. Meet all CMS and State regulations in regard to drug rebate, including OHCA policies and procedures.

27. Provide and maintain flexibility in coding structures by use of parameter and table-oriented design techniques to enable rapid processing modifications to support Oklahoma health care program changes.

28. Maintain access to data through user friendly systems navigation technology and a graphical user interface that allows users to move freely throughout the system using pull-down menus and point-and-click navigation without having to enter identifying data multiple times.

29. Maintain an online audit trail of all updates to drug rebate data according to State-specified criteria.

30. Edit all data for presence, format, and consistency with other data in the update transaction and on all drug rebate processing and data-related tables.

31. Maintain password control, in varying levels of security, of staff making changes to drug rebate data.

32. Provide field on labeler information window for labeler/employee assignment such that all labelers will have drug rebate employees assigned to work the labelers’ accounts.

33. Provide field for Public Health Services (PHS) entity so that all PHS claims with drug items (pharmacy and HCPCS claims) can be automatically excluded from the drug rebate invoicing cycle.

34. Maintain claims detail window to include the following fields: 

34.1. NDC.

34.2. Claim Group. 

34.3. Claim Type. 

34.4. Original Quarter Paid. 

34.5. Invoice Cycle Quarter.

34.6. NPI.

34.7. Provider Number/Service Location.

34.8. Provider Name. 

34.9. PHS Entity.

34.10. Member ID. 

34.11. Alias Member ID.

34.12. First Date of Service.

34.13. To Date of Service. 

34.14. ICN. 

34.15. Prescription Number. 

34.16. Days Supply. 

34.17. HCPCS Procedure Code. 

34.18. HCPCS Units.

34.19. Paid Claims Units. 

34.20. CMS Units.

34.21. Allowed Charge. 

34.22. Medicaid Amount Reimbursed. 

34.23. Non-Medicaid Amount Reimbursed. 

34.24. Total Amount Reimbursed.

34.25. Sub-Totals for each Claim Group. 

34.26. Column Totals.

35. Provide ability to create multiple lines for the same labeler/quarter and then disposition each line to NDC detail  for posting rebate receipts to labeler/quarter level and then NDC level,.

36. Provide Write Off column in NDC/Qtr payment detail window, so that the rebate balance due for each NDC in the payment detail window agrees with the amount due in the Labeler/Qtr Invoice detail window.

37. Provide ability to post all NDC payment data in one window, having all NDCs listed for a Labeler/Qtr, and then have data entry fields for Amount Paid, Adjustment Code(s) and Dispute Code(s).

38. Provide a column for a running total of the amounts posted to NDCs on this labeler/quarter on this CCN.

39. Ensure that PPA Change window contains the following fields: 

39.1. No. of Scripts/Claims.

39.2. Medicaid Amt Reimbursed.

39.3. Non-Medicaid Amt Reimbursed.

39.4. Total Amt Reimbursed (Automatically computed field).

40. Provide NDC/Qtr line item in PPA Change window together with program type: Federal (F) or State Supplemental (S).  

41. Provide ability to search by all labelers with supplemental agreements, single labeler with supplemental agreements, NDCs and effective contract period dates in the Supplemental RAPU Maintenance window.

42. Provide postmark dates as well as Due Date field; automatically populate due date, and manually correct due date.

43. Provide column in NDC Invoice Inquiry window for write offs so that NDC rebate amount due in this window agrees with same NDC info in Labeler/Quarter Invoice detail inquiry window.

44. Provide ability to view historical invoicing and collection activity with buttons for Payments, Adjustments and Disputes, on a specific NDC, plus dispute information on this one NDC.

45. Provide ability to search by all NDCs, specific NDC (9 or 11 digit) or NDC + Qtr. from the Unit Conversion window.

46. Provide NDC column on search results.

4.3.4.3 Outputs

The Drug Rebate processing function provides the following outputs and supports the following information needs:

1. Make all data available for retrieval through the DSS/DW function.

2. Generate audit trail reports showing before and after image of changed data, the ID of the person making the change, and the change date.

3. Generate reports to meet all Federal and State reporting requirements as defined by the State.

4. Provide other reports and screens to be defined by OHCA.

5. Generate quarterly CMS tapes and other media files to CMS and OHCA.

6. Generate invoices and letters as identified by the State.

7. Generate batch interest reports and/or file of results and computations.

8. Generate Zero Payments Made report for labelers who have made no payments on quarters invoiced.  Include: Labeler, Quarter and Program Type (e.g., F or S).  

4.3.4.4 Interfaces

The Drug Rebate processing function accommodates external interfaces with:

1. CMS.

2. Drug manufacturers, through multiple media.

3. The State's financial system (CORE).

4. Other external agencies or sources as identified by the State.

4.3.4.5 State Responsibilities

State responsibilities are to: 

1. Interface with CMS on policy and procedural issues related to drug rebate processing.

2. Implement and staff a positive control for rebate receivables.

3. Provide drug rebate information for State programs identifying manufacturers with whom agreements exist and status in the State program, receive and process rebate payments from manufacturers.

4. Maintain and post drug rebate receipts to the consolidated accounts receivable system.

5. Define the desired content, format, frequency, and media for reports.

6. Review all drug rebate reports from the FA.

7. Staff, monitor, audit, and support the rebate collection and dispute resolution processes as needed.

8. Update manufacturer information from CMS quarterly tape and other forms of media files.

4.3.4.6 FA Responsibilities

FA responsibilities are to:

1. Update manufacturer information.

2. Create electronic and hard copy quarterly drug rebate invoices, cover letters, rebate reports, mailing labels, and accounts receivable statements.

3. Mail invoices (and cover letters) quarterly to manufacturers, for rebates and rebate adjustments.

4. Mail rebate reports, collection letters, and accounts receivable Statements.

5. Generate follow-up letters to manufacturers who have not responded to the invoice.

6. Maintain up-to-date complete system and user documentation.

7. Provide online capability to track:

7.1. Non-responding manufacturers and generate follow-up letters as appropriate.

7.2. Each manufacturer's disputes and correspondence and generate follow-up letters as appropriate.

8. Provide projected drug product utilization reports to assist in resolution of disputed rebate invoicing.

9. The FA must supply the State with the monthly amounts billed and recovered.

10. Produce quarterly CMS tapes/file, electronic files and other forms of media to OHCA.

11. Provide training to State staff in the use of the drug rebate system, initially and on an ongoing basis as defined by the State.

12. Provide all drug rebate reports according to State specification.

13. Request OHCA to issue refunds to manufacturers as the result of overpayments.

14. Support a State-approved dispute resolution process.

15. Receive process and update CMS quarterly tape/file.

4.3.4.7 FA Performance Responsibilities

FA performance expectations are to:

1. Comply with Federal and State timeliness requirements in all phases of processing including but not limited to correspondence.

2. Provide State defined periodic online and on-request reports related to the status of rebate accounts receivable.

4.3.5 Medicare Buy In

The monthly CMS Leads file is sent to OKDHS for processing and outreach to Medicare beneficiaries who may be eligible for State Medicare premium buy-in. State Medicare premium buy-in processing is done by OKDHS.  The MMIS system does not receive a separate interface from the OKDHS system to indicate which members’ Medicare premiums have been paid for by the State, only an eligibility transaction on the member to indicate approval for a program, which includes full or partial Medicare premium payment eligibility.  However, OHCA receives reports from OKDHS, which show this, and OHCA pays the premium invoices to CMS via the MMIS system.
4.3.5.1 Inputs

The Medicare Buy In processing function accepts the following inputs:

1. Reports from OKDHS.

2. Reports from SSA.

3. Reports from CMS.

4.3.5.2 Processing

None.

4.3.5.3 Outputs

The Medicare Buy In processing function provides the following outputs and supports the following information needs:

1. Premium invoices to CMS.

4.3.5.4 Interfaces

None.

4.3.5.5 State Responsibilities

State responsibilities are to:

1. Pay premium invoices to CMS.

2. Validate that OKDHS summaries of bought premiums appear reasonable.

4.3.5.6 FA Responsibilities

None.

4.3.5.7 FA Performance Responsibilities

None.

4.3.6 ePrescribing

To increase the quality and cost-effectiveness of health care delivery, OHCA partnered with Cerner Corp. and implemented an ePrescribing program.  Cerner’s ePrescribing solution provides two-way electronic communication between physicians and pharmacies.  Health care providers can use the system to write new prescriptions, authorize refills, make changes, cancel prescriptions, and see if patients have had the prescriptions filled.

4.3.6.1 Inputs

The ePrescribing function accepts the following inputs:

1. Electronic prescriptions from physicians’ offices.

2. Electronic prescriptions from hospitals.

3. Electronic prescriptions from other health care providers defined by the State.

4. PAs at point of care.

5. Electronic transmission and capture of electronic attachments such as, lab results, x-rays, and clinical data.

4.3.6.2 Processing

The ePrescribing function includes the following processing capabilities:

1. Accept electronic prescriptions using approved HIPAA format.

2. Transmit electronic prescriptions using approved HIPAA format.

3. Provide secure access to electronic files and information related to patient care.

4. Transmit and capture electronic attachments including lab results, x-rays, and clinical data.
4.3.6.3 Outputs

The ePrescribing function provides the following outputs and supports the following information needs:

1. Electronic prescriptions to pharmacies.

2. Transmission of electronic attachments including lab results, x-rays, and clinical data.
4.3.6.4 Interfaces

The ePrescribing function accommodates external interfaces with:

1. POS.

2. Claims data.

3. Provider data.

4. Reference data.

5. Member data.

4.3.6.5 State Responsibilities

State responsibilities are to:

1. Provide policy guidance to providers and FA on ePrescribing processes

2. Approve FA's training plan for the ePrescribing processes.
3. Monitor the training and implementation.
4.3.6.6 FA Responsibilities

FA responsibilities are to:

30. Provide outreach, training, system support, and monitoring services to providers.

31. Develop solutions to adopt ePrescribing business processes.

32. Provide training to providers on HIPAA transaction compliance option(s) as related to ePrescribing business processes.

33. Test submission software (if appropriate).

34. Perform or support acceptance testing (if appropriate) as determined by the State.

35. Analyze and recommend changes to Oklahoma's current ePrescribe program and POS system to assist providers in using ePrescribing.

4.3.6.7 FA Performance Responsibilities

FA performance responsibilities are to:

36. Deliver plan for ePrescribing compliance, including both FA compliance activities and approach to provide technical support.

37. Assess options for provider ePrescribing compliance along with description of obstacles and recommendations.

4.3.7 Electronic Data Interchange (EDI) Claims Capture

The Electronic Data Interchange (EDI) and Claim Capture function provides the overall support collecting, tracking, and reporting on claims data.  Support for capturing claims information via hard-copy, web-based, and electronic media is supported.
4.3.7.1 Inputs

The EDI and Claim Capture function accepts the following inputs:

1. Claim forms as mandated by CMS, in electronic formats (e.g., X12 and NCPDP) that are HIPAA compliant.

2. Claims including but are not limited to the following:

2.1. CMS 1500.

2.2. UB04.

2.3. NCPDP Pharmacy claim form.

2.4. American Dental Association (ADA) Dental claim form.

3. Crossover claims for coinsurance and deductibles, for Part A and Part B.

4. Claim adjustment documents, including corrected claim, remittance advice (RA), and other documents, and the explanation of benefits (EOB), claim, and RA from Medicare.

5. Web-based submittal of claims, adjustments, and all other documents as defined by the State and associated with this process.  

6. Attachments required for claims adjudication that are HIPAA compliant, including but not limited to the following:

6.1. TPL Explanation of Benefits.

6.2. ABCM-16 (Authorized Medical Exam).

6.3. ABCM-CC-DI-52 (room and board).

6.4. Sterilization, abortion, and hysterectomy consent forms.

6.5. Medical documentation to support the medical review process.

6.6. Medicare EOBs.

6.7. Any valid HIPAA transaction.

7. Electronic media input from various sources as defined by the State including but not limited to:

7.1. Magnetic tape.  

7.2. CD.

4.3.7.2 Processing

The EDI and Claim Capture function has the following processing capabilities:

1. Identify, upon receipt, each claim, adjustment, and financial transaction with a unique control number that includes date of receipt, batch number, and sequence of document within the batch.

2. Monitor and track all claims, adjustments, financial transactions, and HIPAA transactions from receipt to final disposition.

3. Maintain batch controls and batch audit trails for all claims and other transactions entered into the system.

4. Identify any activated claim batches that fail to balance to control counts.  

5. Edit to prevent duplicate entry of electronic media claims.

6. Accept claims and adjustments via hard copy or electronic media formats from providers, billing services, and Medicare carriers and intermediaries.  

7. Accept claims and adjustments via the internet from providers, billing services, and Medicare carriers and intermediaries.  This service is secured, password-protected, and meets all CMS and HIPAA guidelines for security, confidentiality, and privacy.  

8. Identify claims for services covered under each of the various OHCA programs.  

9. Provide the capacity for key re-verification of critical fields, data entry software editing, supervisor audit verification of keyed claims, or other methods determined acceptable by the State.  

10. Maintain extract tables which contain key elements of support tables to verify the validity of entered claim information and the accuracy of keying; extract tables will be updated with current information during the same cycle for which update transactions are applied to file records.

11. Identify, and allows access as determined by OHCA to online correction of claims suspended as a result of data entry errors.

12. Maintain an online audit trail of all updates to EDI and claim capture data identifying source of the change, before and after images, and change dates.

13. Edit all data for presence, format, and consistency with other data in the update transaction and on all EDI and claim capture processing and data-related tables.

14. Validate and authorize EDI transmittal contracts with various third-party entities at the direction of the State.

15. Maintain EDI help desk as defined by the State.

16. Provide mechanism to establish security authorization notification and access to approved EDI FAs.

17. Establish and maintain a testing environment procedure for new EDI vendors and transactions.

18. Compile and maintain HIPAA companion guides and other documentation as defined by the State.

19. Edit all batch and input transaction from data match processes to ensure consistency and validity of data.
4.3.7.3 Outputs

The EDI and Claim Capture function provides the following outputs and supports the following information needs:

1. Make available all reports in data format for export and import purposes and through multiple media as defined by the State including but not limited to: including paper, CD-ROM, electronic file, CD, and tape cartridge.

2. Make available the following types of reports according to State specific criteria:

2.1. Reports to meet all Federal and State reporting requirements.

2.2. Inventory management analysis by claim type, processing location, age, and status (e.g., ready to pay next cycle).

2.3. Input control listings.

2.4. Returned claim logs.

2.5. Exception reports of claims in suspense in a particular processing location for more than a user-specified number of days.

3. Provide online inquiry to claims, adjustments, HIPAA and financial transactions, from data entry through adjudication and posting to the claims history file, with access by multiple variables as determined by the State.

4. Provide easy retrieval of claim and attachment images by control number while looking at claims history.

5. Maintain an audit trail record with each claim record that shows each stage of processing, the date the claim was entered in each stage and any error codes posted to the claim at each step in processing.  

6. Provide claim entry screens including pertinent header and detail claim data and status.  

7. Retain data entry operator statistics, including volume, speed, and accuracy.

8. Maintain electronic submission statistics.

9. Generate audit trail reports showing before and after image of changed data, the ID of the person making the change, and the change date.
4.3.7.4 Interfaces

The EDI and Claim Capture function accommodates an external interface with:

38. Providers.

39. Billers.

40. Medicare carriers.

41. Intermediary electronic networks as applicable.

42. Telecommunication links.

43. The Internet.
4.3.7.5 State Responsibilities

State responsibilities are to:

1. Determine policies and procedures for EDI.  

2. Define the desired content, format, frequency, and media for reports.

3. Authorize claim forms to be used for each service.

4. Determine the requirements for claims attachments.

5. Determine elements for claim inquiry retrieval function.

6. Determine the format and content for the HIPAA companion guides.

7. Define the desired content, format, and frequency, for various HIPAA transactions.

8. Define the desired content, format, frequency, and requirements for authorized EDI vendors and contracts.

9. Determine appropriate timeframes for non-payment related EDI transactions.
4.3.7.6 FA Responsibilities

FA responsibilities are to:

1. Accept and process State-approved claim forms in EDI and hard-copy format.

2. Monitor and track claims.

3. Conform to all HIPAA required EDI formats.

4. Resolve data entry errors.

5. Maintain up-to-date complete system and user documentation.

6. Provide training to State staff in the use of the EDI and claims capture system, initially and on an ongoing basis.  

7. Provide all EDI and claim capture reports according to State specification.

8. Maintain online access to claims, adjustments, HIPAA, and financial transactions, as defined by the State from data entry through adjudication and posting, with access by multiple variables as determined by the State.

9. Maintain batch controls and audit trails.

10. Maintain extract files that contain key elements of support files to verify the validity of claim information and keying accuracy.

11. Validate and authorize EDI transmittal contracts with various third-party entities at the direction of the State.

12. Maintains EDI help desk as defined by the State.  

13. Provide mechanism to establish security authorization notification and access to approved EDI FAs.

14. Establish and maintain a testing environment procedure for new EDI vendors and transactions.  

15. Compile and maintain HIPAA companion guides and other documentation as defined by the State.
4.3.7.7 FA Performance Responsibilities

FA performance expectations are to:  

1. Meet all Federal and State prompt pay provisions and all other transactions to meet timeliness requirements as determined by the State.
4.3.8 Claims Editing – Claim Check

In addition to the edits and audits contained within the MMIS, OHCA utilizes a third-party software called Claim Check to leverage clinical expertise incorporate industry-wide clinical edits.  

To accommodate specific OHCA policy that differs from the default Claim Check content, some Claim Check edits have been modified by the FA from their original version.  Numerous modifications to the base Claim Check product have taken place since its integration into the current MMIS in 2002.  Detailed documentation of the business rules for some of the modifications is minimal and sometimes lacking, making it difficult for OHCA staff to identify which Claim Check default edits have been modified, and how they are impacting processing and payment.  Some of the edits and audits contained within the MMIS have similar gaps in documentation resulting in the same challenges to OHCA staff.
4.3.8.1 Inputs

The Claims Editing function (Claim Check) accepts the following inputs:

44. Claims and adjustments that have met the minimum edit and audit requirements for payment, including:

44.1. CMS 1500 claims.

Periodic updates to edits and audits, based on Current Procedural Terminology (CPT), Healthcare Common Procedure Coding System (HCPCS) and ICD-10 (or ICD-9 if ICD-10 is not implemented).

4.3.8.2 Processing

The Claims Editing function (Claim Check) has the following processing capabilities:

45. Provide an online, menu-driven process to maintains and modify the enhanced claim payment policies for editing claims.

46. Perform periodic updates to the claims payment policies to incorporate HCPCS, CPT-5, ICD-10 (or ICD-9 if 10 is not implemented) coding changes and reflect changes in auditing logic due to trends in billing practices.

47. Provide the ability to process with a minimum of five (5) modifiers and edits for modifier appropriateness, e.g., invalid modifier, invalid modifier procedure combination.

48. Performs edits and audits to determine inappropriate billings for the following services:

48.1. Surgery.

48.2. Medicine.

48.3. Radiology.

48.4. Outpatient.

48.5. Pathology.

48.6. Laboratory.

48.7. Transportation.

49. Provide the capability to handle clinical logic (such as incidentals, mutually exclusives, unbundling, assistant surgeon, co-surgeon, pre- and post-op services included in the procedure).  This logic includes modifier auditing and add and delete of modifiers according to clinical logic.  To process the claim properly, the system denies the erroneous procedure code and adds a claim detail line item(s) using the correct procedure code.

50. Produce non-payment notification letters weekly for inappropriate billings and includes information indicating the correct codes to be submitted along with an explanation of the rationale for denial.

51. Provide a duplicate claim check and validates that there is no duplicate claim for any suggested procedures across claim types and provider types.

52. Provide the ability to override enhanced claim edits.

53. Identify from claims history any paid or denied claims with which the current claim may conflict.

54. Provide the ability to process multiple units of service for a span of dates of service.

55. Provide the ability to customize the edit criteria online.

56. Provide an online capability to run claims online, real-time against trial edit changes.

57. Provide the ability to unbundle the procedure and add necessary claim lines with the correct procedure code to be submitted in the next processing cycle.  

58. Edit all data for presence, format, and consistency with other data in the update transaction and on all enhanced claim edit processing and data-related tables.

4.3.8.3 Outputs

The Claims Editing function (Claim Check) provides the following outputs and supports the following information needs:

1. Make available all data for retrieval through the DSS/DW function.

2. Make the following types of reports available:

2.1. Reports to meet all Federal and State reporting requirements.

2.2. Savings reports indicating savings generated from clinical products edits excluding denied claims that are to be re-billed.  

2.3. Auditing analysis reports profiling provider billing patterns and billing behavior.

2.4. Unduplicated potential cost savings realized as a result of the expanded edits and audits.

3. Provide online screens for the claims editing function to support the maintenance of enhanced claim edit data and processing.

4. Generate audit trail reports showing before and after image of changed data, the ID of the person making the change, and the change date.

4.3.8.4 Interfaces

1. The Claims Editing (Claim Check) function has no external interfaces

4.3.8.5 State Responsibilities

1. Approve the edit and audit criteria utilized by the Claims Editing process and ensure that the criteria is consistent with OHCA Medicaid policy.

2. Define the desired content, format, frequency, and media for reports.

3. Apply updates to the enhanced claims edit criteria, and disposition requirements.

4.3.8.6 FA Responsibilities

FA responsibilities are to:

1. Propose edit and audit criteria.

2. Propose duplicate or suspect-duplicate audit criteria.

3. Propose criteria and procedures for adjudication of "special" claims (i.e., bypass edit/audit conditions).

4. Verify that services performed are consistent with services previously rendered to the member and that they comply with State policy and medical criteria.

5. Manually and systematically review and resolve any claims that suspend for any of the edits and/or audits, as determined by the State.

6. Adjudicate suspended claim records after review by the FA or State staff.

7. Process "special" claims in accordance with State instructions, including, but not limited to: 

7.1. Late billing.

7.2. Member retro-eligibility.

7.3. Out-of-State emergency.

7.4. Payment under court order.

7.5. Result of an appeal/fair hearing.

7.6. Class action suit, and 

7.7. Any other State-defined situation.

8. Provide training to State staff in the use of the claims edit/audit processing system, initially and on an ongoing basis.

9. Provide all edit/audit reports according to State specification.

10. Support all Edit/Audit Processing functions, files, and data elements necessary to meet the requirements of this RFP.

11. Price all claim records in accordance with Oklahoma medical program policy, benefits, and limitations as defined by the State.

12. Process Medicare coinsurance and deductible charges from providers on hard-copy and electronic media.

13. Provide training to State staff in the use of the claims pricing system, initially and on an ongoing basis.

14. Provide all claims pricing reports according to State specification.

15. Maintain a method to process for payment any specific claim(s), as directed by the State, on an exception basis and maintain an audit trail.

16. Operate and maintain the Claims Edit function according to the policies prescribed by the State.

17. Provide training to State staff in the use of the Claims Edit processing system, initially and on an ongoing basis.

18. Provide all Claims Editing reports according to State specification.

19. Produce and deliver reports on Claims Editing operations and activity as required by the State.

20. Maintain audit trails of all adjustments.

21. Update provider, member, and claims history files.

22. Maintain an online adjustment selection screen.

23. Perform adjustments to original and adjusted claim records and maintain records of the previous processing.

24. Provide training to State staff in the use of the adjustment processing system, initially and on an ongoing basis.

25. Provide all adjustment reports according to State specification.

26. Track collected dollars.

27. Produce and deliver reports on adjustment activities including recoveries, recoupments, and refunds.

28. Screen returned EOBs for discrepancies and produce monthly reports, which identify:

28.1. The percentage of claims questioned.

28.2. The number of claim records questioned, and 

28.3. The dollar amount of the claims questioned.

29. Provide online inquiry access to active and permanent claims history files and the status of suspended claims.

30. Maintain a claim control and inventory system approved by the State.

31. Provide the State with electronic or hard-copy original claims, adjustments, attachments, non-claim transaction documents, and all EDI billings for all transactions processed, as requested by the State.

32. Provide claims payment data to the State.

33. Update claim history and online financial files with the check number, date of payment, and amount paid after the claims payment cycle.

34. Maintain multiple recoupment methodologies.

35. Operate and maintain an online claims resolution function in the MMIS, including resolution of all data entry errors.

36. Refer claims to the State for resolution according to policy and procedures.

37. Provide training to State staff in the use of the claims resolution processing system, initially and on an ongoing basis.

38. Maintain up-to-date complete system and user documentation.

39. Provide all claims resolution reports according to State specification.

40. Maintain claim resolution screens that display all claim records data entered and corrected.

41. For those limited edits number of claims edits that FA will be responsible for performing claims resolution, the FA responsibilities are to:

41.1. Resolve manually and systematically suspended claims from edit and audit processing.

41.2. Identify individuals who are authorized to perform a force or override on an error code based on individual clerk ID or authorization level.

41.3. Override claim edits and audits in accordance with guidelines.

42. Make recommendations on any area in which the FA thinks improvements can be made.

4.3.8.7 FA Performance Responsibilities

1. Produce and deliver reports on Claims Editing operations online and in other media specified by the State on an agreed-upon schedule.

2. Process all provider-initiated adjustments must be processed to payment or denial on a schedule as specified by the State.

3. Process the adjustment offset in the same claims payment cycle when required.

4. Produce the required reports on a schedule specified by the State.

5. Adjudicate all claims for payment or denial within timeframe as specified by Federal Law.

6. Produce claims inventory reports after each processing cycle.

7. Perform all accounts receivable/payable activities within the claims processing cycle.

8. FA performance expectations are to report claims that suspend to the State staff for resolution in a timeframe as specified by the State.

4.3.9 Pro-DUR and Point of Sale (POS)

The POS function provides for the online processing of pharmacy claims submitted in real-time by pharmacies through networks provided by contracted “switch vendors” or value-added networks (VANs).  

The Pro-DUR function provides for a review of a member's pharmacy claims.  The Pro-DUR function looks at the current claims and compares it to previous claims to determine whether it is safe to dispense the current prescription.  Pro-DUR can prevent the dispensing of inappropriate drugs through a system of warnings and alerts that may result in direct intervention by the dispensing pharmacist.

The integrated Pro-DUR function incorporates direct access to the MMIS for the purpose of performing prepayment review of drug therapy before prescriptions are filled.  In addition, the Pro- DUR uses the switch vendor’s or VAN’s network for online adjudication of drug claims and electronic claim management at the point of sale.  Pro-DUR processes occur prior to claim adjudication.

4.3.9.1 Inputs

The Pro-DUR/POS function accepts the following inputs:

1. DUR criteria and standards from a third-party vendor, which can be modified to match recommendations made by the DUR Board based on State and Federal statutory requirements.

2. Claims history data.

3. Member data.

4. Provider data.

5. Reference data.

6. DUR reporting parameters.  

7. Claim submittal from providers.

8. Inquiries and Pro-DUR responses from providers. 

4.3.9.2 Processing

The Pro-DUR/POS function has the following processing capabilities:

1. Provide for an interactive session that accepts submitted pharmacy claims and processes to identify and alert the provider of problems associated with inappropriate drug use prior to dispensing.  

2. Allow for the submitting provider to respond to alerts by overriding alerts or reversing the claim submitted.

3. Provide the capability to identify alerts that are to be a warning on claim denials.

4. Provide an audit trail of all inquiries, including who made the inquiry, information input, and response provided.  

5. Provide alerts for drugs requiring PA.

6. Calculate pricing of pharmacy claims according to the appropriate benefit plan in accordance with the State policy, including a dispensing fee and ingredient pricing segments including, but not limited to, FUL, SMAC, WAC, EAC, AWP, pharmacy’s usual and customary (U&C) charge to the general public, percentage of, lower of or lowest GCN sequence number price, and pricing of compound drugs in accordance with State policy.

7. Provide online real-time prospective drug utilization review and electronic claims management (online claim adjudication) Pro-DUR/POS for all pharmacy claims utilizing NCPDP versions 5.1 and D.0 transaction standard.

8. Allow submission of decimal units on claims and calculates payment based on the decimal versus rounding to a whole unit.

9. Provide prospective drug utilization review, sends appropriate alerts and accepts appropriate overrides of alerts.  

10. Processes all pharmacy claims in Pro-DUR/POS consistent with State policy.  

11. Allow for online pharmacy claim reversal/adjustment for one month plus days supply from date of adjudication.

12. Edit claims for an active prescriber NPI.  

13. Support managed care editing for inclusion or exclusion of pharmacy services.

14. Maintain an online audit trail of all Pro-DUR/POS transactions, including all data submitted by the provider and all responses sent to the provider.

15. Provide the ability for all Pro-DUR/POS submissions and responses utilizing a secured, password-protected web site.  The web-enabled Pro-DUR/POS system accepts and send HIPAA-compliant EDI formats and meets OHCA security, confidentiality and privacy requirements and HIPAA and other Federal security, confidentiality and privacy requirements.  

16. Accept multiple NDCs and associated prices to calculate total allowed for pharmacy compound claims.

17. Allow for variable dispensing fees.  

18. Provide the ability to set edits that cannot be overridden by the submitting pharmacy when the potential drug conflict reaches certain State-approved severity or significance levels.

19. Provide the capability to exempt a drug from the State-specific prescription limitation edits and audits.

20. Maintain an online audit trail of all updates to Pro-DUR/POS data.

21. Edit all data for presence, format, and consistency with other data in the update transaction and on all Pro-DUR/POS processing and data related tables.

22. Maintain password control, in varying levels of security, of staff making changes to Pro-DUR/POS data.  

4.3.9.3 Outputs

The Pro-DUR/POS function provides the following outputs and supports the following information needs:

1. Make all data available for retrieval through the DSS/DW function. 

2. Generate audit trail reports showing changed data, the ID of the person making the change, and the change date.

3. Make the following types of reports available:

3.1. Periodic reports required by CMS.

3.2. Reports summarizing statistics on the Pro-DUR/POS system (e.g., total number of alerts, alerts by conflict type, and responses to alerts).

3.3. Audit trail reports of all Pro-DUR/POS transactions.

3.4. Updated parameter data set.

4. Provide the online screens to review audit trails of Pro-DUR/POS inquiries and responses accessible by:

4.1. Provider ID. 

4.2. Member ID. 

4.3. Date of service. 

4.4. Date of inquiry.  

5. Provide online screens for State and Contractor staff to perform Pro-DUR/POS inquiries and claim submittals.

4.3.9.4 Interfaces

The Pro-DUR/POS function accommodates an external interface with:

1. Pharmacy providers' access equipment and/or networks

4.3.9.5 State Responsibilities

State responsibilities are to:

1. Define the desired content, format, frequency, and media for reports.  

2. Determine composition of, establish, and arrange for appointments to the DUR Board.

3. Review and approve or modify vendor drug utilization review standards and criteria for disease categories and therapeutic classes, which will flag individual members and providers for exceptional drug utilization patterns.  

4. Determine user defined criteria for alerts.

5. Present draft standards and criteria to the DUR Board for review and make any modifications requested by the Board.

6. Provide training to FA staff, or providers on application of Pro-DUR methodologies.

4.3.9.6 FA Responsibilities

FA responsibilities are to:

1. Operate Pro-DUR function in the MMIS.

2. Interface with POS equipment or software currently in use in pharmacies.  

3. Assist OHCA staff with the operation, and maintenance of the online Pro-DUR subsystem.

4. Provide online claim adjudication.

5. Maintain up-to-date complete system and user documentation.  

6. Provide online alerts and the ability to override the alert or reverse the claim.  

7. Allow for online pharmacy claim reversal for one month plus days supply from date of adjudication.  

8. Provide draft Pro-DUR standards (i.e., First Data Bank to OHCA.)

9. Provide training to FA staff, or providers on application of Pro-DUR methodologies.

10. Provide training to State staff in the use of the Pro-DUR/POS processing system, initially and on an ongoing basis.  

11. Provide all Pro-DUR/POS reports according to State specification.

12. Provide system support for drug prior authorization process.

13. Perform the Pro-DUR according to all provisions referenced in 42 U.S.C. 1396R-8(g)(2)(A).  

14. Provide all other required Pro-DUR/POS outputs.

15. Make recommendations on any area in which the FA thinks improvements can be made

4.3.9.7 FA Performance Responsibilities

FA performance expectations are to:

1. Deliver all Pro-DUR/POS reports within the timeframe specified by the State.  

2. Make the Pro-DUR/POS system, including online real-time adjudication of pharmacy claims, available twenty (20) hours per day (from 5:00 a.m. to 1:00 a.m., CST), seven (7) days per week, for provider inquiry or billing purposes, as appropriate.  Such availability shall include all normal forms of entry.

3. Provide a back-up system to assure that Pro-DUR/POS system and the associated network downtime is limited to a maximum of thirty (30) continuous minutes.

4.3.10 Pro-DUR (Enhancement)

The MMIS shall have an integrated Pro-DUR system that incorporates direct access to the MMIS for the purpose of performing prepayment review of drug therapy before prescriptions are filled.  In addition, the Pro-DUR function shall use the access network for online adjudication of drug claims, electronic claim management, at the POS.  Pro-DUR must be performed prior to claim adjudication.  The FA must consider the existing switching companies, including National Data Corporation and Envoy.

4.3.10.1 Inputs

The Pro-DUR/POS enhancement function must accept the following inputs:

1. DUR criteria and standards from a third-party vendor, which can be modified to match recommendations made by the DUR Board based on State and Federal statutory requirements.

2. Claims history data.

3. Member data.

4. Provider data.

5. Reference data.

6. DUR reporting parameters.  

7. Claim submittal from providers.

8. Inquiries and Pro-DUR responses from providers. 

4.3.10.2 Processing

The Pro-DUR enhancement function must have the following processing capabilities:

1. Develop Pro-DUR system to be easily adapted to changes. It should allow edits that are meaningful and appropriate to be created by users, and allow users to view the literature citations for flagged interactions

2. Provide the ability for users to turn on or off Pro-DUR alert modules by groupings, not only individually

3. Provide the ability for the user to set different criteria within the various Pro-DUR alert modules by different groups

4. Provide the ability for users to assign different groups of age ranges to the various Pro-DUR alert modules

5. Provide the ability for the user to set up quantity limits by therapeutic classes for applicable Pro-DUR alert modules

6. Make early refill computations cumulative

7. Provide the ability for the user to activate or inactivate the various Pro-DUR alert modules by various groupings (i.e. NDC, GCN, HICL, etc.)  

8. Provide the ability to consider different dosage strengths when calculating high dose or maximum dose

9. Provide the ability to view pricing and standards from the contractor (e.g. First Data Bank (FDB)) for drug citations from the MMIS

10. Store drug citations within MMIS

4.3.10.3 Outputs

The Pro-DUR/POS enhancement function must provide the following outputs and supports the following information needs:

1. Make all data available for retrieval through the DSS/DW function. 

2. Generate audit trail reports showing changed data, the ID of the person making the change, and the change date.

3. Make the following types of reports available:

3.1. Periodic reports required by CMS.

3.2. Reports summarizing statistics on the Pro-DUR/POS system (e.g., total number of alerts, alerts by conflict type, and responses to alerts).

3.3. Audit trail reports of all Pro-DUR/POS transactions.

3.4. Updated parameter data set.

4. Provide the online screens to review audit trails of Pro-DUR/POS inquiries and responses accessible by:

4.1. Provider ID. 

4.2. Member ID. 

4.3. Date of service. 

4.4. Date of inquiry.  

5. Provide online screens for State and Contractor staff to perform Pro-DUR/POS inquiries and claim submittals.

4.3.10.4 Interfaces

The Pro-DUR/POS enhancement function must accommodate an external interface with:

1. Pharmacy providers' access equipment and/or networks

4.3.10.5 State Responsibilities

State responsibilities are to:

1. Define the desired content, format, frequency, and media for reports.  

2. Determine composition of, establish, and arrange for appointments to the DUR Board.

3. Review and approve or modify vendor drug utilization review standards and criteria for disease categories and therapeutic classes which will flag individual members and providers for exceptional drug utilization patterns.  

4. Determine user defined criteria for alerts.

5. Present draft standards and criteria to the DUR Board for review and make any modifications requested by the Board.

6. Provide training to FA staff, or providers on application of Pro-DUR methodologies.

4.3.10.6 FA Responsibilities

FA responsibilities are to:

1. Operate Pro-DUR function in the MMIS.

2. Interface with POS equipment or software currently in use in pharmacies.  

3. Assist OHCA staff with the operation, and maintenance of the online Pro-DUR subsystem.

4. Provide online claim adjudication.

5. Maintain up-to-date complete system and user documentation.  

6. Provide online alerts and the ability to override the alert or reverse the claim.  

7. Allow for online pharmacy claim reversal for one month plus days supply from date of adjudication.  

8. Provide draft Pro-DUR standards (i.e., First Data Bank to OHCA.)

9. Provide training to FA staff, or providers on application of Pro-DUR methodologies.

10. Provide training to State staff in the use of the Pro-DUR/POS processing system, initially and on an ongoing basis.  

11. Provide all Pro-DUR/POS reports according to State specification.

12. Provide system support for drug prior authorization process.

13. Perform the Pro-DUR according to all provisions referenced in 42 U.S.C. 1396R-8(g)(2)(A).  

14. Provide all other required Pro-DUR/POS outputs.

15. Make recommendations on any area in which the FA thinks improvements can be made

4.3.10.7 FA Performance Responsibilities

FA performance responsibilities are to:

1. Deliver all Pro-DUR/POS reports within the timeframe specified by the State.  

2. Make the Pro-DUR/POS system, including online real-time adjudication of pharmacy claims, available twenty (20) hours per day (from 5:00 a.m. to 1:00 a.m., CST), seven (7) days per week, for provider inquiry or billing purposes, as appropriate.  Such availability shall include all normal forms of entry.

3. Provide a back-up system to assure that Pro-DUR/POS system and the associated network downtime is limited to a maximum of thirty (30) continuous minutes.

4.3.11 Claims – Rules Engine (Enhancement)

A rules engine software solution is needed to allow the State to write business rules and decision logic to work with the MMIS claims engine.  The software will allow the State to have better control and flexibility of basic claims processing changes.  The rules engine software will include an easy to use authoring tool that will allow for the State to write and modify rules and logic without programming where possible. The software will be available in the production and the testing environments.  The FA will provide training and support for this software and will assist the specified State users in the planning, rule writing, testing, implementation of rules and decision logic into the production and testing environments.  The FA will be responsible for the migration and versioning of rules.  Documentation for the rules will be viewable in the software and can be sent to another environment, such as the DSS, so that all users may inquire specific rules.  This rules engine software must be flexible and have the ability to adapt as usage and capability needs increase.  OHCA has already purchased the InRule business rules engine and utilizes it the Online Enrollment function.  If feasible, the FA should consider using this application for the solution.

4.3.11.1 Inputs

The Rules Engine enhancement function must accept the following inputs:

1. Provide a process for rules update, revisions, and review at the State level.

2. Provide EDI and POS/PRO-DUR claims entry (paper and EMC).

3. Provide entry of recycled claims after correction.

4. Allow for the recycling of claims by edit and by request.

5. Allow for the releasing of claims based upon criteria defined by the State.

6. Allow for the adjustment of claims as specific by the State.

7. Permit online entry, claim-specific financial transactions, such as recoupments, mass adjustments, cash transactions.

8. Allow for the automated adjustments from accounts receivable as defined by the State.
4.3.11.2 Processing

The Rules Engine enhancement function must have the following processing capabilities:

1. Provide the capability to incorporate current claims logic.  Include an example of a previous experience of converting logic from an MMIS claims engine to a rules engine.

2. Begin the implementation of the rules engine with rules for error dispositioning and error placement.  Incorporate the data fields of the error disposition table in the current MMIS in the rules engine with the capability to add other fields from other tables within the MMIS.  Provide a demonstration of this capability.  Incorporate within a rule the ability to specify the point in the process where the error can be set.  (For example, a physician claim from a servicing provider type and specialty of X performed in a place of service of X for a member with X benefit for procedure code X that requires medical review should be sent to history for duplicate checking and limit auditing and before the claim is suspended for medical review.)

3. Enable the solution to be expanded for further use after the original implementation in conjunction with other modules within the claims system, such as the reimbursement function.  Provide the capability for users to easily create or modify  business rules and logic including but not limited to:

3.1. Enabling types of claims to bypass all editing and auditing for payment.

3.2. Creating new edits based on specific criteria for example.

3.3. Using place of service to bypass editing.

3.4. Using diagnosis to bypass editing and in duplicate processing.

3.5. Creating rules to accommodate pricing methodologies.

3.6. Creating rules for prior authorization criteria.

3.7. Keep documentation must be available within the solution and available in the DSS.

4.3.11.3 Outputs

The Rules Engine enhancement function must provide the following outputs and support the following information needs:

1. Provide the ability to link notes to a rule to explain why rule was modified, created, or inactivated.

2. Provide the ability to view audit trail of rules.

3. Make all rules data available for retrieval through the DSS/DW function.

4. Make all reports available in data format for export and import purposes and through multiple media as defined by the State.

4.3.11.4 Interfaces

None.

4.3.11.5 State Responsibilities

State responsibilities are to:

1. Define applicable reports.

2. Define policy to be implemented through rules.

4.3.11.6 FA Responsibilities

FA responsibilities are to:

1. Provide initial and ongoing training as defined by the State.

2. Implement the rules from policy defined by the State.

4.3.11.7 FA Performance Responsibilities

FA performance responsibilities are to:

1. To be determined after solution is defined.

4.3.12 Claims - Resolution Workflow (Enhancement)

A workflow supporting BPMN notation is needed to migrate suspended claims throughout the system.  The solution will simplify and expedite the assignment of claims to the applicable location, enhance communications and documentation, and provide an easy method for medical staff to perform medical reviews.  The workflow product will allow for a more timely resolution of suspended claims.  For this solution to be effective, changes will be needed within the current claims system.

4.3.12.1 Inputs

The Resolution Workflow enhancement function must accept the following inputs:

1. Claim data.

4.3.12.2 Processing

The Resolution Workflow enhancement function must have the following processing capabilities:

1. Run scheduler systematically twice per day and be available to run manually if needed.

2. Create the process for assigning and transferring claims within the workflow.

3. Provide a method to route the claim and convey to the specified resolution staff member what the outcome of the claim should be along with any further notes.

4. Incorporate flexibility into the workflow system so that criteria can be easily changed by the user, without the need for a CO.

5. Make workflow capabilities available on or off site.

6. Make the claim and all attachments related to the claim available, with the capability to sort by type of review.

7. Provide interactive review forms for different review types with all data needed to make a final decision so that the physicians time may be used in the most efficient and effective manner.

8. Provide tracking capability so that it is possible to know where a claim is at all times.

9. Provide an option from the suspended claim screen that allows all descriptions of codes being reviewed, and all limitations, to be linked, with the ability to forward the claim to a different location that multiple reviewers can see.

10. Provide the ability for the scheduler to apportion claims equally by location.

11. Provide the ability to electronically void HMO co-pay claims.

12. Provide notes capability and a pre-generated list of denial reasons for which to select.  In addition, provide an indicator on the claims table to easily identify claims that have notes.

13. Provide access to data such as diagnosis, provider, dates of service, etc. when comparing two claims without the need to leave one claim to view the other.

14. Provide the ability to click on any data element on the claim to receive detailed information about that data element.

15. Provide the ability to view more detail of the claim on screen without scrolling.

16. Provide the ability for managers to view how many claims were worked per day, by user, and whether they forced or denied the claim.

17. Provide the ability to monitor activities and distribute workloads.

18. Make claim images and all attachments easily viewable within the claim screen.

19. Improve the processing of claims for members in the alien program.

20. Provide a demonstration of the workflow product to be implemented upon request by the State.

21. Provide the ability for POS claims to be denied for a refilling a prescription too soon, with the ability to send the following

21.1. Date filled.

21.2. Day supply. 

21.3. Next available fill date.

22. Provide the ability to deny POS claims in Pro-DUR for drug to drug interactions, with the system identifying which return drug was filled, on what day, and who filled it.

4.3.12.3 Outputs

The Resolution Workflow enhancement function must provide the following outputs and support the following information needs:

1. Reports to be defined by the State.

2. Workflow actions, status, volumes.

4.3.12.4 Interfaces

The Claims Workflow function must provide the following external interface:

1. DSS.

4.3.12.5 State Responsibilities

State responsibilities are to:
1. Approve workflow processes.

4.3.12.6 FA Responsibilities

FA responsibilities are to:
1. Define and implement the workflow processes.

4.3.12.7 FA Performance Responsibilities

FA performance responsibilities are to:
1. To be defined prior to the solution being implemented.

4.3.13 HIPAA 5010 (Enhancement)

HIPAA 5010 is a mandate set by CMS to govern the rules around EDI formats and patient privacy rights and universal identifiers for providers, insurance plans, and patients.  All system components acquired through this procurement are expected to be fully compliant with HIPAA requirements in effect as of the date of release for the RFP and with any changes that subsequently occur unless otherwise noted.  Bidders are responsible for describing how they will continue to maintain compliance with HIPAA requirements for transactions, code sets, privacy, and security.  Other future requirements of HIPAA such as national identifiers may impact system and policy operations for OHCA.  Depending on the nature of the requirement, these regulations may also be considered within the FA’s scope of work.

4.3.13.1 Inputs

The HIPAA 5010 enhancement function must accept the following inputs:

1. HIPAA-compliant covered transactions from covered entities.

4.3.13.2 Processing

The HIPAA 5010 enhancement function must have the following processing capabilities:

1. Process inbound and outbound HIPAA transactions.

4.3.13.3 Outputs

The HIPAA 5010 enhancement function must provide the following outputs and support the following information needs:

1. Responses to covered entities with HIPAA-compliant covered transactions. 

4.3.13.4 Interfaces

The HIPAA 5010 enhancement function must provide the following external interface:

1. Provider portal.

2. POS.

3. EDI.

4. MMIS.
4.3.13.5 State Responsibilities

The State responsibilities are to:
59. Provide policy guidance to providers and FA on HIPAA regulations.
60. Approve FA's training plan for the HIPAA conversion.
61. Monitor the training and implementation.
4.3.13.6 FA Responsibilities

The FA responsibilities are to:
62. Develop solutions to adopt 5010 business processes.
63. Evaluate current claim submission software.
64. Evaluate providers' current solutions for meeting HIPAA transaction requirements.
65. Provide information to providers on options for HIPAA transaction compliance.
66. Provide training to providers on HIPAA transaction compliance option (s) provided by FA.
67. Test submission software.
68. Perform and support acceptance testing.
4.3.13.7 FA Performance Responsibilities

The FA performance responsibilities are to:
69. Develop plan for HIPAA compliance, including both compliance activities and approach to provide technical support.
70. Develop informational materials to be furnished to providers.
71. Define options for provider HIPAA compliance along with description of obstacles and recommendations.
72. Prepare user manuals.
73. Develop training package for providers.
4.3.14 Medical Policy Review (Enhancement)

A State’s medical policy dictates coverage, service restrictions, and limitations for the entire Medicaid program.  As new procedures, equipment, and treatments become available, policy is developed and implemented accordingly.  To enforce the vast array of medical policy across the entire SoonerCare program, OHCA utilizes multiple applications.  In addition to the edits and audits contained within the MMIS, a third-party software called Claim Check is also being utilized.  The decision to leverage the third-party software was predicated on the need to incorporate industry-wide clinical edits.  

To accommodate specific OHCA policy that differs from the default Claim Check content, some Claim Check edits have been modified by the FA from their original version.  Numerous modifications to the base Claim Check product have taken place since its integration into the current MMIS in 2002.  Detailed documentation of the business rules for some of the modifications is minimal and sometimes lacking, making it difficult for OHCA staff to identify which Claim Check default edits have been modified, and how they are impacting processing and payment.  Some of the edits and audits contained within the MMIS have similar gaps in documentation resulting in the same challenges to OHCA staff.

With the anticipated migration to a rules engine in claims, it is critical that policy be documented and clearly understood to minimize the effort of implementing policy into a rules engine.  To ensure that policy meets State and Federal requirements, and aligns with agency goals and objectives, this project requires the FA to identify and document in detailed business terms, all edits and audits as implemented in the MMIS and Claim Check product (for both the default and modified Claim Check edits and audits).

4.3.14.1 Inputs

None
4.3.14.2 Processing

None.

4.3.14.3 Outputs

The Medical Policy Review enhancement function must provide the following outputs and support the following information needs:

1. Medical Policy Manual identifying all medical policy implemented throughout the system.
4.3.14.4 Interfaces

None.
4.3.14.5 State Responsibilities

The State responsibilities are to:
1. Review results from FA analysis and ensure that policy currently implemented in the system meets State and federal requirements, and aligns with agency goals and objectives.
2. Provide direction to the FA if written policy conflicts with policy implemented in the system.

4.3.14.6  FA Responsibilities

The FA responsibilities are to:

1. Compare written policy against implemented policy and notify the State if gaps or contradictions exist.
2. Identify and document all medical policy implemented throughout the system, including all policy contained within the Claim Check application.
3. Implement any missing policy per State direction.
4. Apply applicable changes if written policy conflicts with policy implemented in the system, based on direction from the State.
4.3.14.7 FA Performance Responsibilities

1. As determined by the State.

4.4 Program Management

The Program Management business area houses the strategic planning, policymaking, monitoring, and oversight activities of the agency.  These activities depend heavily on access to timely and accurate data and the use of analytical tools.  This business area uses a specific set of data (e.g., information about the benefit plans covered, services rendered, expenditures, performance outcomes, and goals and objectives) and contains business processes that have a common purpose (e.g., managing the Medicaid program to achieve the agency’s goals and objectives such as by meeting budget objectives, improving customer satisfaction, and improving quality and health outcomes).

4.4.1 Reference Data

The Reference Data Maintenance function maintains a consolidated source of reference information that the MMIS during performance of other functions, including all claims and adjustment processing functions, PA, and TPL processing.  It also supports MMIS reporting functions.

OHCA’s goals in the maintenance of Reference Data are to:

1. Provide coding and pricing information for use during claims processing for all approved claim types and reimbursement methodologies.

2. Support both online and automated update of reference table data.

3. Maintain flexibility in Reference parameters and table capacity to make the MMIS capable of accommodating changes in Oklahoma's medical assistance programs.

4.4.1.1 Inputs

The Reference Data Maintenance function accepts the following inputs:

1. State updates from: 

1.1. CMS.

1.2. Healthcare Common Procedure Coding System (HCPCS).

1.3. Common Procedure Terminology (CPT).

1.4. National Uniform Billing Committee (NUBC).

1.5. American Medical Association (AMA). 

1.6. Centers for Disease Control and Prevention (CDC).

2. The HCPCS update tape from CMS.

3. The downloadable CLIA update from CMS.

4. DRG updates from a contracted service.

5. International Classification of Diseases, 10th Revision (ICD-10) data (or ICD-9 if ICD-10 not implemented) update from downloadable file.

6. State-approved updates for diagnosis, revenue, edit/audit criteria, and edit disposition tables.  

7. State-approved updates for NDC.

8. A full National Drug Data File (NDDF) from a contracted service for maintaining drug codes, drug data, and drug pricing data.  

9. State-approved dispensing fees.

10. Updates from CMS drug rebate tapes for drug rebate purposes.

4.4.1.2 Processing

The Reference Data Maintenance function has the following processing capabilities:

1. Maintain an online audit trail of all updates to reference data identifying source of the change, before and after images, and change dates.

2. Maintain current and historical reference data, assuring that updates do not overlay or otherwise make historical information inaccessible.

3. Accept online and electronic/tape file updates, additions, and deletions to all reference tables, with the capability to make changes to individual records or mass changes to groups or classes of records (e.g., across provider type and specialty or ranges of procedure codes, across therapeutic class, generic class, hierarchical ingredient code list (HICL), and generic status).

4. Maintain password control, in varying levels of security, of staff making changes to reference data.

5. Maintain online access to all reference data.

6. Provide for State specified customized updates from a contracted drug update service.

7. Process updates from the contracted drug update service, only updating the data that has not been updated by the State online and produces a report of all updates bypassed, identifying the data on the database and the update received from the contracted drug update service.

8. Maintain a drug data set of the eleven-digit NDC, which can accommodate updates from a contracted drug data and pricing service, the CMS Drug Rebate file, any future State rebate program updates; and updates from State staff as needed.  The Drug data set contains:

8.1. Unlimited date-specific pricing segments, which include all prices by program codes, needed to adjudicate drug claims in accordance with State policy.

8.2. Unlimited, multiple date-specific dispensing fees.

8.3. Manufacturer and labeler codes.

8.4. Date-specific State-specified restrictions on conditions to be met for a claim to be paid including but not limited to: 

8.4.1. Minimum/maximum days supply.

8.4.2. Quantities.

8.4.3. Refill restrictions.

8.4.4. Preferred versus non-preferred indicators.

8.4.5. Member age/gender restrictions.

8.4.6. Medical review requirements.

8.4.7. PA requirements.

8.4.8. Place of service. 

8.4.9. Combinations thereof.

8.5. Family planning indicator.

8.6. Date-specific prior authorization indication.

8.7. Indication of chronic or acute medication.

8.8. Over-the-counter indicator.

8.9. Indicator whether a drug is eligible for thirty-four (34) day supply limit.

8.10. Indicator of whether a drug is eligible for more than a thirty-four (34) day supply (override).

8.11. Indication of maximum supply amount before prior authorization is required.

8.12. DEA code.

8.13. Medicare indicator.

8.14. Description and purpose of the drug code.

8.15. Therapeutic class codes and descriptions including separate, distinct codes and descriptions from the American Hospital Formulary Service and the State Specific Therapeutic Classification System.

8.16. Identification of discontinued NDCs.

8.17. Identification of CMS rebate and State rebate program status and CMS and State drug rebate unit of measure.

8.18. Identification of strength, units, quantity, and dosage form (powder, vial, liquid, cream, and capsule) on which price is based.

8.19. Generic code number (GCN).

8.20. GCN sequence number.

8.21. Indication of designated as less than effective (DESI) status, and identical, related or similar to DESI drugs (IRS) status.

8.22. Other data available from the full NDDF.

8.23. Grouping for drugs.

9. Maintains pricing tables based on:

9.1. FUL.

9.2. SMAC.

9.3. WAC.

9.4. EAC.

9.5. AWP.

9.6. Direct pricing for drugs.

10. Maintain a procedure data set which contains the current five character HCPCS code and can accommodate the future six-character HCPCS code for medical-surgical and other professional services, second level HCPC codes; a two character field for HCPCS pricing modifiers; and State-specific codes for other medical services (such as, research and demonstration waivers, behavioral health and mental health).  In addition, the procedure data set contains a minimum of six years of data to support claims online history and the following elements:

10.1. Full HCPCS description of procedure codes.

10.2. An abbreviated description of procedure codes.

10.3. Valid tooth surface codes and tooth number/quadrant designation.

10.4. Date-specific change to benefit program coverage.

10.5. Acceptable place of service and additional criteria for different pricing segments.

10.6. Date-specific pricing segments by State-specified criteria.

10.7. Allowed amount for each pricing segment.

10.8. Multiple modifiers and the percentage of the allowed price applicable to each modifier.

10.9. Date-specific State-specified restrictions on conditions to be met for a claim to be paid including but not limited to:  

10.9.1. Member age/gender restrictions.

10.9.2. Allowed diagnosis codes. 

10.9.3. Pre and postoperative days.

10.9.4. Diagnosis compatibility indicator.

10.9.5. Once-in-a-lifetime indicator.

10.9.6. Attachments required.

10.9.7. Valid provider type and specialty.

10.10. EPSDT reporting indicator.

10.11. Family planning indicator.

10.12. Prior authorization indication.

10.13. TPL service class to indicate actions to be taken such as, but not limited to:

10.13.1. Cost avoid.

10.13.2. Pay and chase. 

10.13.3. Pay and report. 

10.13.4. Pay. 

10.13.5. Deny.

10.14. Indication of non-coverage by managed care organizations by managed care organization type including but not limited to:

10.14.1. Rural and urban. 

10.14.2. By time period.

10.15. Other information such as accident/trauma indicators for possible TPL, Federal cost-sharing indicators, Medicare coverage indicator.

10.16. Maintain grouping for procedure

11. Maintain a diagnosis data set utilizing the ICD coding system and State-specific diagnosis coding, which supports relationship editing between diagnosis code and claim information including, but not limited to:

11.1. Description of the diagnosis.

11.2. Date-specific benefit program coverage.

11.3. Date-specific State-specified restrictions including but not limited to: 

11.3.1. Member age/gender. 

11.3.2. Prior authorization. 

11.3.3. Medical review. 

11.3.4. Family planning. 

11.3.5. Attachment. 

11.3.6. Primary diagnosis code. 

11.3.7. TPL indicator.

11.4. Maintain grouping for ICD.

12. Maintain an ICD surgical procedure data set which contains the following elements but not limited to:

12.1. Full description as well as an abbreviated character description of the ICD surgical procedure code.

12.2. Date-specific benefit program coverage.

12.3. Date-specific State-specified restrictions including but not limited to: 

12.3.1. Member age/gender. 

12.3.2. PA. 

12.3.3. Medical review.

12.3.4. Family planning. 

12.3.5. Attachment.

12.3.6. Primary diagnosis code. 

12.3.7. TPL indicator.

13. Maintain a revenue code data set for use in processing claims for hospital inpatient and outpatient services and which accepts HCPCS level information and provides an indication of date specific prior authorization.

13.1. Maintain grouping for revenue codes.

14. Maintain an edit/audit criteria table to provide a user-controlled method of implementing service frequency, quantity limitations, and service conflicts for selected procedure codes, revenue center codes, drug classes, and diagnosis codes during rolling timeframes and calendar parameters, with online update capability.

15. Provide the online capability to utilize edit/audit criteria limits across claim types and provider type and specialty, by types of service by procedure code and/or procedure code modifiers, revenue center code, diagnosis code and therapeutic class, generic product indicator, generic code, generic code sequence number, HICL code, and NDC, based on:

15.1. Member age/gender. 

15.2. Eligibility status. 

15.3. Living arrangement. 

15.4. Medical eligibility coverage group.

15.5. Level of care.

15.6. Dollars or units.

15.7. Tooth and surface codes.

15.8. Same date of service.

15.9. Floating or calendar year parameter.

15.10. Months, calendar weeks or days parameter.

15.11. Any other criteria necessary to implement Oklahoma policy.

16. Maintain an online updateable edit disposition table that contains unlimited edit numbers with:

16.1. Description of edit.

16.2. Print on RA indicator, exception print detail or list indicator.

16.3. Disposition, 

16.4. Force indicator. 

16.5. Deny indicator.

16.6. Location code. 

16.7. Prior authorization override indicator. 

16.8. Location override per claim type, per claim media, per program.

16.9. NCPDP cross-reference edit.

16.10. Information line.

17. Maintain an online updateable program data set identifying each program members can be eligible for and providers may have claims processed for at specific pricing.

18. Maintain an online updateable GCN sequence number data set to maintain references and associations of drugs with similar indications/therapeutic benefits and to identify acute level and duration of a drug before prior authorization is required.

19. Maintain the flexibility to accommodate multiple reimbursement methodologies, including, but not limited to:

19.1. DRG reimbursement for inpatient hospital care. 

19.2. Resource-based relative value scale. 

19.3. Capitation fee for prepaid health plans or case manager services. 

19.4. Case-mix based payment structures.

20. Accommodate multiple benefit plans (by recipient eligibility type, service type, payment type, etc.) with different benefits and different payment methodologies.

21. Generate pricing files according to State specification, format, and media for MCOs.

22. Provide and maintain flexibility in coding structures by use of parameter and table-oriented design techniques to enable rapid processing modifications to support Oklahoma health care program changes.

23. Maintain access to data through user friendly systems navigation technology and a graphical user interface that allows users to move freely throughout the system using pull-down menus and point-and-click navigation without having to enter identifying data multiple times.

24. Provide for context-sensitive help on screens for easy, point-and-click access to valid values and code definitions by screen field.

25. Edit all data for presence, format, and consistency with other data in the update transaction and on all reference processing and data-related tables.

26. Group codes in State specified ways.  

27. Create and maintain date specific groupings.

28. Provide the capability to easily change the disposition of edits on the edit disposition file to:

28.1. Suspend for special handling. 

28.2. Deny and print an explanatory message on the provider remittance advice.

28.3. Suspend to a specific location unit. 

28.4. Pay and report to a specific location/unit.

28.5. Pay.

29. Maintain flexibility in setting claim edits to allow dispositions and exceptions to edits based on but not limited to: 

29.1. Claim type, including:

29.1.1. Fee-for-service. 

29.1.2. Capitation. 

29.1.3. Encounter shadow claims. 

29.1.4. Adjustments. 

29.1.5. History only adjustments.

29.2. Submission media. 

29.3. Provider type.

29.4. Provider specialty.

29.5. Provider subspecialty.

29.6. Member medical assistance program. 

29.7. Individual provider number.

4.4.1.3 Outputs

The Reference Data Maintenance function provides the following outputs and supports the following information needs:

1. Make all data available for retrieval through the DSS/DW function.

2. Make all reports available in data format for export and import purposes and through multiple media.

3. Make the following types of reports available according to State-specific criteria:

3.1. Reports to meet all Federal and State reporting requirements.

3.2. Audit trail reports showing before and after image of changed data, the ID of the person making the change, and the change date.

3.3. Listings of the procedure, diagnosis, revenue code, diagnosis to procedure and procedure to diagnosis, usual and customary charge, and other listings based on variable, user-defined select and sort criteria.

3.4. Summary of changes for all reference data.

4. Maintain online inquiry to procedure, drug (by NDC and GCN sequence number), and diagnosis tables by descriptions with search capability by phonetic and partial description and user defined selection criteria.

5. Provide online screens to all reference data, including:

5.1. All relevant pricing data and restrictive limitations for claims processing.

5.2. All pertinent data for claims processing and report generation.

6. Generate audit trail reports showing before and after image of changed data, the ID of the person making the change, and the change date.

4.4.1.4 Interfaces

The Reference Data Maintenance function accommodates an external interface with:

1. Contracted services for medical supplies catalogue number, drug codes and pricing, and ICD-10 (or ICD-9 if 10 is not implemented).

2. CMS for HCPCS updates and drug rebate update files.

3. The State to provide fee schedules and allowable procedure codes.

4.4.1.5 State Responsibilities

State responsibilities are to:

1. Establish specific pricing criteria for all procedure, pricing, and drug files.

2. Identify all service codes (HCPCS, NDC) which are not covered under the Oklahoma Medical Assistance Program.

3. Provide all unique Oklahoma service codes to the FA.

4. Specify the benefit limitation and service conflict criteria to be applied through the use of the edit/audit criteria table.

5. Identify the procedures, drugs, and diagnoses that require PA.

6. Initiate updates, by giving the FA a request in writing, or making online updates to the reference files (excluding drug file).

7. Approve all updates on an ongoing basis (excluding drug file).

8. Provide the operational and policy parameters used by the FA to design or modify edits and audits.

9. Define alternate pricing methodologies to be implemented in the future.

10. Perform online inquiry into edit/audit criteria and disposition tables.

11. Perform online updates to the edit/audit criteria and disposition tables.

12. Identify required edit changes and update the edit disposition table.

13. Define the desired content format, frequency, and media for reports.

14. Respond to all inquiries from the FA regarding discrepancies in Reference file information.

4.4.1.6 FA Responsibilities

FA responsibilities are to:

1. Operate the Reference Data Maintenance function of the MMIS.

2. Maintain all reference files and ensure that only the most current information is used in claims processing. 

3. Provide the State with online inquiry and update capabilities to all reference files.

4. Provide training to the State in the use of the reference functions initially and on an ongoing basis.

5. Maintain up-to-date complete system and user documentation.

6. Contract with a drug updating service to update drug prices at least weekly, and provide the State with two (2) sets of complete drug catalogs three (3) times per year, and with periodic catalog updates as they are issued by the update service.

7. Perform online and mass updates to the reference files as specified by the State.

8. Provide all reference reports according to State specification.

9. Provide the required reports, online listings, and/or microform of the Reference files to the State.

10. Support all Reference Data Maintenance functions, files, and data elements necessary to meet the requirements in this RFP.

11. Maintain the edit/audit disposition indicator on an edit disposition file in the Reference Data Maintenance function.  This file shall also indicate whether a particular edit can be forced or overridden.

12. Identify and advise the State of changes to edits and audits to enhance processing and efficiency.

13. Make recommendations on any area in which the FA thinks improvements can be made.

4.4.1.7 FA Performance Responsibilities

FA performance responsibilities are to:

1. Possess knowledge of data elements on the FDB drug tape and how drugs are grouped.

2. Recognize changes on the FDB drug tape, how the changes affect the MMIS and recommend changes that should be made to the MMIS drug file.

3. Preview FDB drug file updates prior to updating the MMIS to identify changes that will impact the MMIS.

4. Correctly apply updates to the reference files within two (2) working days of the update processing.

5. Provide listings of the reference files to the State within one (1) week of receipt of the request.

4.4.2 Management Administration Reporting (MAR)

The purpose of the Management and Administrative Reporting (MAR) function is to provide programmatic, financial, and statistical reports to assist the State and Federal government with fiscal planning, control, monitoring, program and policy development, and evaluation of the Oklahoma Medical Assistance Programs.

The MAR function is a comprehensive management tool that provides information on program status and trends, has the ability to analyze historical trends, and predicts the impact of policy changes on programs.  This function uses key information from other MMIS functions to generate standard reports.

The major inputs to MAR are data from all the claims processing functions, including capitated encounters, Reference Data Maintenance, Recipient Data Maintenance, and Provider Data Maintenance functions.  The major process is the generation of reports and program data, and the major outputs are the financial, statistical, and summary reports and data required by federal regulations, and other reports and data that assist the State in the management and administration of the Oklahoma Medical Assistance Programs.

This function is flexible enough to meet both existing and proposed changes in format and data requirements of Federal and State management statistical reporting without major reprogramming or expense, and provides maximum flexibility to accommodate future changes to meet the unique reporting needs of Oklahoma's Medical Assistance Programs.

4.4.2.1 Inputs

The MAR function accepts the following inputs:

1. All current and historical adjudicated claims data, suspended claims data, adjustments, financial transactions, and data from all the claims processing functions, and financial processing functions such as TPL, Drug Rebate for recoveries, for State defined reporting periods.

2. Reference data, for the State defined reporting period, from the reference data maintenance function.

3. Provider data, for the State defined reporting period, from the provider data maintenance function.

4. Member data, on both participating and non-participating members, for the State defined reporting period, from the member, LTC, Waiver, EPSDT, and TPL processing functions.

4.4.2.2 Processing

The MAR function has the following processing capabilities:

1. Maintain source data from all other functions of the MMIS, to create State and federally required reports at frequencies defined by the State.

2. Compile subtotals, totals, averages, variances, and percents of items and dollars on all reports (and screens) as appropriate.

3. Generate user-identified reports on a schedule specified by the State.

4. Generate reports including the results of all State initiated financial transactions, by State specified categories, whether claim-specific or non-claim-specific.

5. Identify separately or in combination as requested by the State, the various types of recoupment’s and collections; e.g., third-party liability collections or fraud and abuse recoupments.

6. Meet all requirements for the Medicaid Statistical Information System (MSIS).

7. Generate a CMS 2082 report with county detail.

8. Report CMS 2082 data, on paper or other media specified by the State, for State medical programs.  

9. Provide claims data for MSIS.

10. Maintain the uniformity, comparability, and balancing of data through the MAR reports between these and other functions' reports, including reconciliation of all financial reports with claims processing reports.

11. Provide detailed and summary level counts of services by service, program, and eligibility category, based on State-specified units (days, visits, prescriptions, or other);

12. Provide counts of claims, counts of unduplicated paid participating and eligible members, and counts of providers by State-specified categories.

13. Provide charge, expenditure, program, member eligibility, and utilization data to support State and Federal budget forecasts, tracking, and modeling, including, but not be limited to:

13.1. Participating and non-participating eligible member counts and trends by program and category of eligibility.

13.2. Utilization patterns by program, member medical coverage groups, provider type, managed care enrollment type, and summary and detailed category of service.

13.3. Charges, expenditures, and trends by program and summary and detailed category of service.

13.4. Lag factors between date of service and date of payment to determine billing and cash flow trends.

14. Include a description of codes and values on reports.

15. Produce reports, including the following, which show:

15.1. Whether processing timeframes for claims, adjustments, and other financial transactions are within the timely processing guidelines specified in State and Federal regulations.

15.2. Claim filing information based on comparisons of date of service to date of receipt and date of receipt to date of payment.

15.3. Types and numbers of errors occurring during claims processing (suspended claim analysis) by:

15.3.1. Program.

15.3.2. Provider. 

15.3.3. Provider type. 

15.3.4. Provider specialty.

15.3.5. Provider subspecialty. 

15.3.6. Category of service.

15.4. Expenditures by State category of service showing service provided, unduplicated members, units of service, and programmatic group.

15.5. Claims throughout analysis.

15.6. Current and past provider payment amounts.

15.7. Average cost per eligible and per paid (participating) member by program, eligibility category, and category of service.

15.8. Historical trends of payments and average costs by program, eligibility category, and category of service.

15.9. Member participation analysis and summary, showing utilization rates, payments, and number of members by eligibility category, and program.

15.10. Provider participation analysis and summary, showing payments, services, category of service, program, and member eligibility categories.

15.11. Expenditure and utilization data, by procedure code, to assist in determining reimbursement methodologies.

15.12. Waiver and special program participation and expenditure data, including services, payments, billed amounts, eligible’s, unduplicated paid (participating) member counts, and total cost of care by date of service and date of payment, and federally required waiver reports, by waiver and special program; services provided under each waiver program, presented in such a way that it can be distinguished from information on the same services provided to non-waiver members.

15.13. Information that compares the cost of providing care to target populations under waiver programs with comparable populations in non-waiver care settings.

15.14. Information that supports the identification of comparable populations to which waiver program eligibles may be compared.

15.15. Procedure, revenue code, drug utilization analysis by program using NDC, and other hierarchical tools including but not limited to:

15.15.1. Generic product indicator. 

15.15.2. Generic code.

15.15.3. Generic code sequence number.

15.15.4. Therapeutic class indicator. 

15.15.5. Member aid category. 

15.15.6. Member age.

15.15.7. Provider type.

15.15.8. Provider specialty.

15.15.9. Provider subspecialty.
15.15.10. Category of service.

15.16. Claims paid by specific procedure, revenue code, NDC and other hierarchical tools including but not limited to:

15.16.1. Generic product indicator. 

15.16.2. Generic code. 

15.16.3. Generic code sequence number.

15.16.4. Therapeutic class indicator

15.16.5. Diagnosis, by program and member aid category.

15.17. Geographic (County, managed care regions, State) participation and expenditure analysis, and summaries by program and overall

15.18. Claims paid for by service, such as abortion, sterilization, by program and member aid category, and the associated number of members.

15.19. Providers ranked by payment amount and other factors, by program and overall.

15.20. Members ranked by pay amount and other factors, by program and overall.

15.21. Paid, suspended, denied, and duplicate claim statistics, by provider type, by specialty, by subspecialty, category of service, and program, both detail and summary level.

15.22. Monthly aggregate data on units of service by provider type, by specialty, by subspecialty, and category of service, and program.   

15.23. Claims paid by specific procedure, revenue code, NDC, diagnosis, by program and member aid category.

15.24. All other current MAR reports.

16. Make available MAR reports on both a date of payment and date of service basis.

17. Generate reports of claims, utilization, and financial data using individual or combined selection parameters which include:

17.1. Funding source and/or program.

17.2. Amount of Federal Financial Participation (FFP) to be claimed.

17.3. State financial cost codes and federal categories of service.

17.4. CMS reporting categories.

17.5. Type of transaction (original/adjustment/financial).

17.6. Date of service.

17.7. Date of billing.

17.8. Date of payment.

17.9. Date of adjudication.

17.10. Specific member eligibility category.

17.11. Geographic area defined by the State.

17.12. Programmatic group, (waiver, managed care, or other).

17.13. Provider ID, provider type, specialty, and subspecialty.

17.14. Claim type.

17.15. Place of service.

17.16. Units or quantity of service.

17.17. Service, procedure, drug code, therapeutic class, or code ranges thereof.

17.18. Diagnoses code or code ranges.

17.19. Time period (Federal and State fiscal year, calendar year, month, quarter, cycle, or other).

17.20. Any combination of the above.

18. Provide and maintains flexibility in coding structures by use of parameter and table-oriented design techniques to enable rapid processing modifications to support Oklahoma Health Care Program changes.

19. Maintain access to data through user friendly systems navigation technology and a graphical user interface that allows users to move freely throughout the system using pull down menus and "point and click" navigation without having to enter identifying data multiple times.

20. Provide for context-sensitive help on screens for easy point-and-click access to valid values and code definitions by screen field.

21. Edit all data for presence, format, and consistency with other data in the update transaction and on all MAR data-related files.

22. Provide multiple selection options for use with the ability in the MAR windows and the ability to exclude one or more items from the drop down list.
4.4.2.3 Outputs

The MAR function provides the following outputs and supports the following information needs:

1. Make all data is available for retrieval through the DSS/DW function.

2. Make all reports are made available in data format for export and import purposes and through multiple media including paper, CD-ROM, electronic file, and tape cartridge.

3. Provide State Auditor Extract, which is a claims extract for the lines of the 64.9 and 64.21 report.
4.4.2.4 Interfaces

None.

4.4.2.5 State Responsibilities

State responsibilities are to:

1. Define required MAR reports, including the content, format, frequency, and media for the reports.

2. Initiate and/or approve in writing, all report changes, additions, or deletions, to the Management Reporting function.

3. Define State and Federal programs, categories of service, eligibility categories, provider type and specialty codes, geographic codes, funding source codes, and other codes necessary for producing the reports.

4. Monitor production of all reports and review reports produced to assure compliance with RFP and contract requirements.

5. Review balancing reports to ensure internal and external report integrity.

6. Respond to all requests from outside sources for data on the medical assistance programs that require the use of MAR reports.

7. Provide the FA with any data required for complete financial reporting which is not generated or maintained by the systems operated by the FA.

4.4.2.6 FA Responsibilities

FA responsibilities are to:

1. Maintain payment data, claims history, and supporting reference data for use by the MAR reporting function as specified by the State.

2. Produce all MAR reports and other outputs within the timeframes and according to the format, input parameters, content, frequency, media, and number of copies specified by the State.

3. Generate State-specified reports to be sent to CMS in the federally required format.

4. Generate reports to include the results of all State initiated financial transactions by State-specified categories, whether claim or non-claim specific.

5. Deliver reports on a variety of media, including online, hard copy, tape, or CD as specified by the State.

6. Modify the reports to meet the changing information needs of OHCA program and ensure compliance with changes in Federal, State, or OHCA regulations, procedures, or policies.

7. Ensure changes made to programs and category of service carry through to MAR reports.

8. Maintain up-to-date complete system and user documentation.

9. Disseminate updated MAR documentation to the designated State users and/or locations.  

10. Balance MAR report data to comparable data from other MAR reports to ensure internal validity, and to non-MAR reports to ensure external validity; deliver the balancing report to the State with each MAR production run.

11. Respond to State requests for information concerning the reports.   

12. Provide training to State staff in the use of the MAR processing system, initially and on an ongoing basis.

13. Provide technical assistance as needed to assist users in researching problems, reviewing production outputs, and understanding report formats.

14. Ensure the accuracy of all reports before delivery to the State.

15. Provide uniform cut-off points for every report to ensure the consistency of all reports. 

16. Support all reporting functions, files, and data elements necessary to meet the requirements in this RFP.

17. Make recommendations on any area in which the FA thinks improvements can be made.

18. Make available all MAR data through the DSS/DW reporting functions.

19. Provide to the State on a specified schedule, the Contractor's administrative cost information necessary to accurately complete the administrative portion of the CMS 64.

20. Provide all MAR reports according to State specification.

21. Generate a CMS -2082 report.

22. Deliver to the State a copy of the Medicaid Statistical Information System (MSIS) report via State-determined media; produce, submit, and correct, if necessary, data according to CMS media requirements and timeframes.

23. Retain MSIS tapes to be retained on-site for 7 years.

24. Produce the CMS 372 waiver reports including the cost effectiveness reports currently being designed.  

4.4.2.7 FA Performance Responsibilities

FA performance expectations are to:

1. Deliver reports to the designated user(s) within one (1) business day of the production date indicated in RFP subsection 6.8.3.7.

2. Respond to State requests for general information about the reports within two business days of the request.

3. When report deficiencies are identified and substantiated, correct the problem and rerun the report within five (5) business days of the State's request.

4.4.3 Decision Support System (DSS) Data

The DSS/DW is used to enhance the MAR and PI functions by providing the State with the ability to access large volumes of data to produce customized reports and more effective utilization information.  The DSS/DW is utilized to perform specialized reporting and analysis, including monitoring and reporting on the services provided utilizing quality assurance techniques.

4.4.3.1 Inputs

The DSS/DW function accepts the following inputs:

1. The data to be extracted and sent to the DSS/DW includes data necessary to support the generation of reports for the pre-defined report templates, the Executive Information System, and the query capability for ad-hoc reporting.  Examples of the data stored include:

1.1. Fee-for-service, encounter, and capitation claims data.

1.2. Claims adjustments data.

1.3. Claim specific and non-claim specific financial transactions data.

1.4. Consolidated accounting ledger data.

1.5. Drug Rebate invoice, collections, and receivables data.

1.6. Encounter data.

1.7. Encounter data reversals/adjustments data.

1.8. Provider/managed care entity data.

1.9. Member eligibility, demographic, enrollment, program, and roster history data.

1.10. Reference data, such as procedure, diagnosis, drug, and pricing.

1.11. Referral and pre-authorization of medical service data.

1.12. Health risk assessment data.

1.13. Cost containment data.

1.14. Outcomes data.

1.15. Healthcare Effectiveness Data and Information Set (HEDIS) measures, with the ability to make changes to these measures as the measures change periodically.

1.16. Quality Improvement System for Managed Care (QISMC) health care industry standards.

1.17. Agency for Healthcare Research and Quality (AHRC), Conquest 2 (Computerized Needs-Oriented Quality Measurement Evaluation System).

1.18. Joint Commission on the Accreditation of Healthcare Organizations (JCAHO) - ORYX - database for hospital utilization data.

1.19. Foundation for Accountability (FACCT).

1.20. Long-term care data, including acuity level.

1.21. Early Periodic Screening, Diagnosis and Treatment (EPSDT) data.

1.22. Immunization data from the Oklahoma Health Department and Indian Health Services.

1.23. Vital Records data.

1.24. Normative data.

1.25. Premium Assistance.

2. Any supplementary data sources needed for proposed analysis capability, such as trend and outcome measure, is provided for in the design of the initial load and updating of the database.

3. In general, updates on a weekly basis even for those updates to the MMIS that occur on a more frequent basis such as eligibility data updates or on the periodicity of the update of those pieces of data on the MMIS.

4. PI Case Tracking data from the SUR server.

5. APS CDC input file.

6. MEDai.

7. Atlantes.

4.4.3.2 Processing

The DSS/DW function has the following processing capabilities:

1. Provide an audit trail of all updates/changes to the data.

2. Provide the ability to input different file formats directly into datasets.

3. Provide for data validity editing, data scrubbing and data transformation prior to loading/updating to the database.

4. Employ proven database design and data management methodologies to validity edit, scrub, and transform raw data into "analytically ready" decision support database.  These methodologies address:

4.1. Analyzing completeness of updates based on historical and projected data volume for the source.

4.2. Integrating various data types and formats, such as, medical claims, costs, encounters, eligibility information, and provider information.

4.3. Standardizing data into a common format to enable normative comparisons.

4.4. Customizing of database design in accordance with OHCA's analytical and ad-hoc reporting requirements.

4.5. Enhancing data with relevant analytical groupings and classification schemes.

4.6. Assessing and improving the quality of data contained within the database.

5. Provides for the automatic return of a notification of data validity errors that provides adequate detail to identify the data in error and what the error is and provides for the automated receipt of corrected data.

6. Provide the ability to reverse or back-out of an update in the event it is discovered an update is erroneous or corrupted.

7. Provide the ability to create and maintain summary level databases from extracts on an incremental basis.

8. Provide for storage of cost and expenditure data in signed fields to identify negative numbers.

9. Provide for the storing and retrieval of member information including 100 percent of member income data

10. Provide for storage of dates to support the DSS/DW into the next century without enhancements.

11. Maintain member service data for once in a lifetime procedures.

12. Archive off specific data to retrievable storage that provides a capability to retrieve and access within one working day at the user level.

13. Use a directory/catalogue methodology that enables the users to navigate through the system, including screens and available data, with descriptions, to find the information that is required.

14. Ensure that the directory/catalogue methodology allows for the capture and management of information such as the following:

14.1. User profiles.

14.2. Data migration management.

14.3. Security access.

14.4. Event management (such as notifications of extract jobs and/or problems), ability to capture and forward the identified problem to a “help desk” or resource.

14.5. Log-on parameters.

14.6. Ad hoc report scheduling information.

14.7. Search methodology for selecting data and/or subsets of data.

14.8. Depiction of data contained in the data repository (overview).

14.9. Report request information.

15. Provide query capability that includes the following:

15.1. A user-friendly graphical query language to construct database queries that accommodates varying levels of user skills (from the basic, occasional user to the power user).

15.2. An online library/catalog for storage and retrieval of standardized or frequently used queries, with some type of security levels (creator, user, read-only) to eliminate inadvertent changes to the query.

15.3. A flexible and easy to use, online capability for specifying query selection criteria (data element-specific for ad-hoc), query computation, sort, and format (report presentation) characteristics.

15.4. Access to the full range of data attributes on the database for building queries.

15.5. Ability to schedule queries to run during “off-peak” hours and to save generated data sets automatically in a variety of different formats (.xls, .dbf, .txt, and html) to a specified directory on OHCA’s LAN.

15.6. Options to select query report presentation to be displayed online, in multiple media.

15.7. Online access to provide the ability to query data within the Data Warehouse

15.8. Allows for summary by State fiscal year, Federal fiscal year, calendar year, and any combination thereof, and year-to-date, fiscal-year-to-date, from any point in time.

15.9. The ability to save extracted data, based on selected storage parameters, and the ability to retrieve the saved extracted data for use at a later time.

15.10. Selection parameter capability to have any value, set of individual values, or range of values.

15.11. Capability to construct and utilize compound expressions that evaluate more than one comparison at a time, using any valid combination of logical operators (and, or, not, if, else, then), comparison operations (<, <=, >, > =, =, <>, not equal to), and parentheses.

15.12. Capability to execute queries that perform unduplicated counts (e.g., unduplicated count of members receiving services), duplicated counts (e.g., total number of services provided for a given aid category), or a combination of unduplicated and duplicated counts.

15.13. Capability to perform a minimum of four (4) level sorts for a requested query; and to drill-down to identifiable data.

15.14. A selection of report templates that generate a broad scope of information typically sought by Medicaid agencies to assist program management and decision making.

15.15. Calculation capabilities, including sum, average, count, minimum, maximum, subtotaling and grand totaling, simple and complex cross-tabulation.

15.16. A selection of pre-defined, standardized calculations for use in generating queries such as, age, member months, elapsed time, utilization rates, per number of members, and ratios.

15.17. Capability to recreate query results previously generated by use of an "as of date."

15.18. Capability to estimate the query processing time to pre-define a maximum query processing time for both online and batch retrieval requests.

15.19. Capability for automatic and manual termination of queries that exceed State pre-defined processing time thresholds.

15.20. Capture of the user's id for each query and store the processing time, by user id, of the query.

15.21. Capability to prompt user with suggestions of query structure for more efficient operation (wizard-type building for queries).

16. Provide flexible report formatting/editing capabilities such as:

16.1. Print preview capabilities.

16.2. Ability to import, export, and manipulate data files from various spreadsheet applications, word processing applications, and database management tools, as well as the database.

16.3. Ability to retain and send within the application query results for access by others.

16.4. Capability of sorting in ascending and descending order at a minimum of four (4) levels.

16.5. Report writing capabilities that support the efficient use of format, text type/fonts, screen grid designs, and illustrations to enhance the visual display of information.

16.6. Page formatting features for creating presentation quality reports.

16.7. Capability for user-defined headers, footers, columns, and rows with header/footer information including items such as date, run time, and page numbers on reports.

16.8. Capability to segregate and subtotal data, and define page breaks based upon user-defined parameters within reports.

17. Have sufficiently flexible graphic capabilities to provide the user with the flexibility of reporting query output in a variety of ways  including the following:

17.1. Geographical mapping.

17.2. A range of graph types for data presentation, including bar chart, pie chart, stacked, and side-by-side bar charts, single and multiple line charts, three (3) dimensional graphs, tree graphs, probability plots, trend lines, and other common-use graphical presentation methods.

17.3. Customization of chart attributes, including orientation, legends, tic marks, intervals, and scaling.

17.4. Ability to manipulate the font style and size of any embedded text or numeric information.

17.5. Standard editing capabilities as well as optional capabilities for shadowing, mirroring, highlighting, and flipping axis.

17.6. Capability to interface with a variety of printers.

17.7. Enhanced graphical representation capabilities that can interface with other programs, such as power point and web based applications.

17.8. Gray scale and pattern printing and a symbol library.

18. Provide for an executive information system capability including:

18.1. Provide users with the ability to compare aggregate and summary-level information and to identify problems and opportunities.

18.2. Maximize the professional efficiency and effectiveness of managers and professional staff in their access, use, presentation, and reporting of information.

18.3. Provide non-technical end-users with an extensive array of executive-level yet powerful and highly flexible capabilities for users to identify and test assumptions about the program, including performance expectations (particularly with regard to budget management, cost containment, utilization management, program operations, and access and quality of care).

18.4. Provide users with extensive and highly flexible capabilities for the visual presentation of information in tabular and graphic/chart form.

18.5. Use modern type and typographic techniques to provide a high degree of legibility and readability, and to provide the capacity for printing to high quality printers.

18.6. Provide high resolution on-screen multicolor displays of information and provides flexible capability for users to print reports, text, tables, maps, and charts/graphs in hard copy form using high resolution printers.

18.7. Present all information in well-designed, polished tables and high-quality graphs, charts, and maps.

18.8. Provide users with executive-level features for the statistical and economic analysis of information.

18.9. Provide the capability to compress reports to create self-executable compressed files to electronically transfer either inside or outside the agency.

18.10. Utilizes the existing COTS product for dashboard reporting for the Behavioral Health Collaborative, and other program areas as defined by the State.
19. Provide analytic capability to, at a minimum, allow for:

19.1. Tracking of an individual's enrollment within and across health plans, to and from the fee for service payment model, and individuals with significant differences in utilization following transition between service models

19.2. Summary and comparison of utilization, costs, expenditures, services, and outcomes, and access by the unique characteristics of plans, providers, and members.

19.3. Trend analysis (as related to costs, utilization, expenditures, services, disease categories, fee-for-service versus managed care, and so on).  For plans, providers, and members over time.

19.4. Online access to public and private sector normative data libraries and internally generated Oklahoma Medicaid-specific norms.

19.5. Identification of inpatient and preventive ambulatory episodes of care.

19.6. Automatic case-mix, age-sex, and severity adjustments.

19.7. Generated provider profiles comparing peers based on State-defined criteria such as, provider type, specialty, subspecialty, practice size and type, and case mix based on severity of illnesses.

19.8. Quality of care measurements, including admissions, re-admissions, discretionary surgeries, complications of treatment, C-sections, and deaths.

19.9. Automatic integration of eligibility data with medical claims data to enable rate calculations (e.g., admissions rate, cost per capita, and so on.)

19.10. Tracking and reporting claims and encounter information on both a paid and incurred basis.

19.11. Subsetting on any field or combination of fields in the database.

19.12. Automatic adjustments for incomplete data.

19.13. Forecasting program costs accurately and evaluating cost containment and quality improvement initiatives.

19.14. Identifying high-cost cases to better focus utilization review and case management programs.

19.15. Evaluating managed care organization network adequacy related to access by primary and specialty care.

19.16. Profiling provider performance to support different managed care designs and contracting, such as:

19.16.1. Fully and partially capitated.

19.16.2. PPOs.

19.16.3. Fee-for-service management, and 

19.16.4. Efficiency of care evaluations.

19.17. Improving the management of member health risk by targeting health assessments, immunizations and other preventive actions.

20. Differentiate fee/for/service claims data from managed care encounter data (and vice versa).  The system applies all functionality described above to one or both sets of data separately or combined.

21. Report on any of the stored information utilizing a Geographical Information System (GIS).  

22. Produce demographic reports and maps utilizing the GIS, using longitude and latitude, for performing, billing, and/or enrolled, provider.  This information will be utilized to assist in the provider recruitment process and provider relations.

23. Provide case management and tracking capabilities to retain all pertinent electronic documentary evidence for referral and recovery when criminal or administrative sanctions appear warranted.  In addition, allow for the seamless housing of all verbal and written contacts, the documenting of the provider’s or member’s utilization reports, and the capability to store query criteria and analysis results.

24. Utilize a Geographic Information System (GIS) using longitude and latitude, to identify member populations, service utilization, and corresponding provider coverage to support the provider recruitment, enrollment, and participation.

25. Provide the ability to answer federal requirements for quality assurance and waiver requirements for the 1115a waiver and waiver extension request.

26. Provide the ability to process information in accordance with the Quality Improvement System for Managed Care (QISMC).

27. Provide the ability to inquire, analyze (including statistical applications with associated graphing), manipulate, and report on managed care organization HEDIS data.

28. Provide the ability to utilize the national norms and compare these to Oklahoma managed care organization HEDIS data and inquire, analyze, manipulate, and report on this comparison.

29. Provide the ability to generate provider "report cards."

30. Provide the ability to generate HEDIS-like measures for fee-for-service.

31. Provide for physician profiling and comparison of practice patterns from encounter data to national norms and standards of practice.

32. Utilize the health care quality and outcome measurement data sets to analyze and report on Oklahoma health care plan encounter data.

33. Provide for identification of over and under utilization in managed care by creating profiles on referrals to self for services outside capitation, and referrals to self for primary care.

34. Provide the ability to detect inappropriate hospital or other institutional stays and visits utilizing Severity Index/Intensity of Service (SI/IS) and other State-approved industry standard criteria to look at primary and secondary diagnosis(es) and verify whether admission and/or continued stay criteria are met.  Analyzes diagnosis codes and treatment codes to ensure that treatment was appropriate.

35. Perform all functions necessary to develop and process queries including:

35.1. The ability to create queries and reports at the same time queries are running.

35.2. A user-friendly, English-language query language to construct database queries.

35.3. The capability to preprocess or edit a user-developed query to determine if the selected reporting parameters need to be changed to improve the efficiency, correctness, or timeframe for the extraction effort.  Allow the user to change the report parameters based on findings and resubmit.

35.4. The capability to estimate the query processing time to pre-define a maximum query processing time.

35.5. Standards from outside sources for comparison reporting.

35.6. The ability to use inclusive and exclusive parameters over a user specified timeframe.

35.7. An online library/catalog for storage and retrieval of standardized or frequently used queries, with some sort of security levels (creator, user, read-only) to eliminate inadvertent changes to the query.

35.8. The ability to access the information in the query library by index (user id, type of query, date of run, and so on.).

35.9. The ability to modify and re-use existing queries.

35.10. For DSS/DW reporting purposes, maintains access to claims according to State parameters on multiple control files including but not limited to:

35.10.1. All adjustments.

35.10.2. Encounter data. 

35.10.3. Prior authorization history. 

35.10.4. Provider demographic and enrollment data. 

35.10.5. Member demographic and eligibility related data.

35.10.6. Reference data. 

35.10.7. Extract data. 

35.11. Identification of waiver services on member and provider reports.

35.12. Stratified random sampling with appropriate statistics.

35.13. User online specification of selection, summarization, and criteria for un-duplicating data when requesting claim detail reports from claims history.

35.14. A description, when requested, of all procedure, drug, and diagnosis codes, CLIA certification codes, specialty, subspecialty, and any other codes on all reports.

35.15. Rolling off of claims history by date of service, not date paid.

36. Provide the ability to extract defined data sets from MMIS fee-for-service claims and claims requiring PA.

37. Provide and maintains flexibility in coding structures by use of parameter and table-oriented design techniques to enable rapid processing modifications to support Oklahoma health care program changes.

38. Maintain access to data through user friendly systems navigation technology and a graphical user interface that allows users to move freely throughout the system using pull-down menus and point-and-click navigation without having to enter identifying data multiple times.

39. Provide for context-sensitive help on screens for easy, point-and-click access to valid values and code definitions by screen field.

40. Maintain an online audit trail of all updates to DSS/DW data.

41. Edit all data for presence, format, and consistency with other data in the update transaction and on all DSS/DW processing and data-related files.

42. Provide processes and data to meet the minimum requirements of Part 11 of the State Medicaid Manual.

43. Maintain password control, in varying levels of security, of staff making changes to DSS/DW data.

44. Provide the ability to create, view, and edit query SQL.

45. Provide the capability to create temp tables and link to external databases.

46. Accept and process member health risk assessment data and determine risk factors.

47. Analyze variance between the anticipated and actual utilization in various programmatic areas.

48. Compare past, current, and future utilization trends by member eligibility category, category of service, and programmatic group.

49. Produce Federal and State waiver care reports, including the CMS 372 and the "lag" report, generated on the schedule and in the format acceptable to the Federal or State agency, with format and frequency adjustable as requirements change.

50. Provide the State with online capability to develop, design, modify, and test alternative reports and maintain an indexed library of such report parameters to control report production.

51. Provide the capability to allow analysis to be iterative, allowing for multiple real-time analysis review cycles.

4.4.3.3 Outputs

The DSS/DW function provides the following outputs and supports the following information needs:

1. Make available all reports are made available in data format for export and import purposes and through multiple media as specified by the State.

2. Generate audit trail reports showing before and after image of changed data, the ID of the person making the change, and the change date.

3. Provide reporting output for all of the processing indicated above.  Outputs are available in both hard and soft copy.  Output consists of data reports, statistical reports, and graphical representations, mapping reports or any other representation that best portrays the information.  Export data sets are available for State staff to import into Windows based Microsoft Office applications.

4. Dashboard reporting for the Behavioral Health Collaborative.
5. Provide reports regarding the level of health care received, including:

5.1. Reports evaluating appropriateness of care.

5.2. Reports evaluating quality of care.

5.3. Reports identifying any care not meeting accepted standards.

5.4. All Federal mandated CMS reports.

5.5. Reports to external entities or agency.

4.4.3.4 Interfaces

The DSS/DW function accommodates an external interface with:

1. Outside data sources as identified by the State.

4.4.3.5 State Responsibilities

State responsibilities are to:

1. Determine data to reside in the DSS/DW function.

2. Determine frequency of refreshing the data.

3. Approve the design of the database and the decision support software in addition to the existing application suites selected or developed by the FA.

4. Monitor the FA performance and compliance in the operation of the DSS/DW function.

5. Approve initial and updated user and system documentation.

6. Approve the DSS/DW function "batch window" (broadcast) schedule.

7. Provide the FA with all non-MMIS data.

8. Provide first line, help desk support.

9. Designate State staff who will work with the FA in the development of the DSS/DW function.

10. Provide space for FA user support staff that are on site at OHCA.

11. Determine quality assurance parameters to be used.

12. Define the desired content, format, frequency, and media for reports.

13. Utilize quality assurance findings to enhance OHCA programs and services.

14. Approve the tools to be used.

15. Identify the users.

16. Monitor application licenses with FA.

17. Prioritize work of on-site staff.

4.4.3.6 FA Responsibilities

FA responsibilities are to:

1. Maintain and keep current, all system and user documentation throughout the term of the contract.

2. Maintain DSS/DW function connectivity with the State LAN throughout the term of the contract.

3. Maintain sufficient database specialists and systems developers with skills to meet the requirements of the RFP.  Staffing should be sufficient to provide data extraction and cleansing to ensure that the data in the system and the results of DSS/DW inquiries accurately represent what has occurred in the claims processing, member and provider eligibility, and other State processes, procedures and policies.

4. Provide a full-time reporting specialist on-site at OHCA.

5. Provide a full-time data base administrator on-site at OHCA.

6. Provide State staff with non-dedicated DSS/DW staff with the following capabilities:

6.1. Clinical Analyst.

6.2. Statistical Analyst.

6.3. Research Analyst.

7. Make staff available to the State on an as-needed basis.  They are to be priced and billed at an all-inclusive hourly rate.  All of the staff should be experienced in the analysis of health care data.  At least one of the available staff must have a master’s degree in health science.

8. Provide second-line help desk support. These staff do not have to be dedicated to supporting the DSS/DW; however, they must have direct access to the DSS/DW and be thoroughly familiar with the system.

9. Update the documentation within thirty (30) calendar days of a change to the system, including the database.

10. Perform weekly updates to the DSS/DW database on a schedule that does not impact the MMIS negatively.

11. Provide and schedule a "batch window" in evenings or on weekends where users can execute long running queries without fear of the system being brought down for maintenance.

12. Assist users with all aspects of system use.

13. Provide initial and ongoing training to system users and adapt ongoing training to levels of proficiency.

14. Provide training of new DSS/DW users in basic system use throughout the term of the contract.

15. Maintain the Decision Support System/Data Warehouse.

16. Maintain the tools and data in the Decision Support System/Data Warehouse.

17. Provide security for the Decision Support System/Data Warehouse.

18. Refresh the Decision Support System/Data Warehouse.

19. Provide support for quality improvement.

20. Generate HEDIS measures.

21. Generate an administrative data set for fee-for-service claims and claims requiring prior authorization.

22. Provide for physician profiling and practice patterns.

23. Provide the ability to import various data sets for analysis to compare with Oklahoma data.

24. Provide all DSS/DW reports according to State specification.

25. Provide user support.

26. Provide usage reports.

27. Monitor application licenses.

4.4.3.7 FA Performance Responsibilities

FA performance expectations are to:

1. Maintain the DSS/DW on a schedule defined by the State.

2. Refresh the data on a weekly basis.

3. Research, clinical and statistical analysts must be available to State staff within two business days of a request by the State.  

4. Make help desk staff available to support the DSS/DW during the hours of 8 a.m. CST to 7 p.m. CST during work days and from 8 a.m. CST and noon on Saturdays.

5. Make help desk staff available to support the DSS/DW during the hours of 8 a.m. CST to 7 p.m. CST during work days and from 8 a.m. CST and noon on Saturdays.

6. Provide usage reports on a State-approved schedule.

7. Provide user support.

8. Notify State staff immediately upon discovery of known issues or errors impacting daily operations.

9. Provide notification of all modifications to the BusinessObjects universe on a schedule determined by the State.

4.4.4 Staffing Performance Tracking

OHCA must develop performance measures for all employees mandated by Oklahoma law and Office of Personnel Management regulations and directives.  All State employees have performance appraisals for each individual employee that requires performance measures as a standard in the appraisal process.  The MMIS subsystems keep track of the performance measures and produce the required reports.

4.4.4.1 Inputs

The Staff Performance Tracking function accepts the following inputs:

1. Employee demographic and identifying information

2. Performance criteria and measures

3. Business processing information

4.4.4.2 Processing

The Staff Performance Tracking function has the following processing capabilities:

1. Provide the ability for user management to create/maintain performance measures online, by unit, by business process, and compare them to actual performance results.

2. Record and track business processing information for OHCA staff assigned by staff ID.

3. Provide the ability to assign performance measures to specific business processes by organizational unit.

4. Record relevant information about the business process being tracked such as claim number(s), deposit number, provider, member, staff identification number and application/ATN data

5. Record relevant information to measure and assess the performance of each business process being tracked.

6. Provides the ability to group activities/activities within business processes by category, such as research, and telephone time.

7. Maintain an employee calendar/schedule including current workload, vacations, and training or other time commitments.

8. Manually and automatically assign activities and activities within business processes to staff based on user-defined criteria and the unit supervisor.  Provides supervisor override of automatically assigned activities. Utilize employee calendar/schedule in making automatic assignments.

9. Provide the capability to define the criteria to be used for assigning activities and activities to staff.

10. Notify supervisors/managers of automated assignments and activities that could not be automatically assigned or are overdue.

11. Provide the ability to change data on employees, or terminate system access for those employees who have ended employment with OHCA.

12. Provides the ability to generate and track referrals to OHCA units for necessary actions and follow up.

13. Provide tracking of the work performed by the Medical Authorization Unit.  Tracking provides for statistics of the number of requests and lag time for processing Medical Authorization Unit analyst.

14. Provide tracking of the work performed by the SoonerCare Support Unit.  Tracking provides for statistics of the number of requests and lag time for processing workflow activities, both per clerk and for the unit as a whole.

15. Provide and maintain flexibility in coding structures by use of parameter and table-oriented design techniques to enable rapid processing modifications to support Oklahoma program changes.

16. Maintain access to data through user friendly systems navigation technology and a graphical user interface that allows users to move freely throughout the system using pull-down menus and point-and-click navigation without having to enter identifying data multiple times.

17. Provide for context-sensitive help on screens for easy, point-and-click access to valid values and code definitions by screen field.

18. Maintain an online audit trail of all updates to staff performance tracking data.

19. Edit all data for presence, format, and consistency with other data in the update transaction and on all staff performance tracking processing and data-related files.

20. Provide online, updateable letter templates for staff letters with the ability to add free form text specific to a staff member.

21. Provide processes and data to meet the minimum requirements of Part 11 of the State Medicaid Manual.

22. Maintain password control, in varying levels of security, of staff making changes to staff performance tracking data.

4.4.4.3 Outputs

The Staff Performance Tracking function provides the following outputs and supports the following information needs:

1. Make available all data available for retrieval through the DSS/DW function.

2. Make available all reports available in data format for export and import purposes and through multiple media as specified by the State.

3. Generate audit trail reports showing before and after image of changed data, the ID of the person making the change, and the change date. 

4. Generate the following reports:

4.1. Reports based on differences in performance measures and actual processing results.

4.2. Reports on pending and overdue actions by organizational unit.

4.3. Reports on performance completed by organizational unit and actions, with results viewable both individually and as a unit.

4.4. Tracking reports generated by claim number, provider, member, contact, staff identification number, ATN and source of inquiry such as provider, legislature, or governor's office.

4.5. Reports by type of transaction, by staff, with elapsed time to complete processing action such as adjustments, eligibility, claims inquiry.

4.6. User defined reports by unit, by staff, by periods of time.

4.4.4.4 Interfaces

None.

4.4.4.5 State Responsibilities

State responsibilities are to:

1. Create performance measures by unit and business process.

2. Create an employee calendar and schedule.

3. Define criteria for assigning activities.

4. Define the desired content, format, frequency, and media for reports.

5. Record information into the performance tracking system.

6. Analyze information from the performance tracking system.

4.4.4.6 FA Responsibilities

FA responsibilities are to:

1. Maintain and operate the performance tracking system.

2. Provide all staff performance tracking reports according to State specification.  

3. Maintain up-to-date complete system and user documentation.

4. Provide training to State staff in the use of the staff performance training system, initially and on an ongoing basis.

5. Generate tracking system reports.

4.4.4.7 FA Performance Responsibilities

FA performance expectations are to:

1. Maintain access to the staff performance tracking system on a schedule defined by the State.

2. Generate reports on a schedule defined by the State.

4.4.5 Benefits Package

The Benefits Packages function maintains the information that identifies each State Program for which a member can be eligible and determines the services available, according to State policy.

4.4.5.1 Inputs

The Benefits Packages function accepts the following inputs:

1. Federal regulations and mandates.

2. State statutes and regulations.

3. OHCA policy updates.
4.4.5.2 Processing

The Benefits Packages function has the following processing capabilities:

1. Maintain real-time audit trails of all updates to benefit packages identifying source of the change, before and after images, and change dates.

2. Maintain current and historical benefits packages, assuring that updates do not overlay or otherwise make historical information inaccessible.

3. Accept online and electronic/tape file updates and/or additions to all benefits packages, with the capability to make changes to individual records or mass changes to groups or classes of records.

4. Provide for State-specified customized updates to all benefit packages.

5. Maintain programs inclusion/exclusion for specified claim types.

6. Maintain and update the benefit matrix.

4.4.5.3 Outputs

The Benefits Packages function provides the following outputs and supports the following information needs:

1. Member eligibility benefit.

2. Capability to apply specified benefit packages to the following but not limited to:

2.1. Procedure codes and restrictions.

2.2. Diagnosis codes and restrictions.

2.3. Revenue codes and restrictions.

2.4. ICD surgical procedure codes and restrictions.

2.5. Drugs and restrictions.

2.6. Specific programs for edit/audit criteria and edit disposition.

2.7. Specified programs for copay.

2.8. Specified programs for hierarchy thread.

3. Claims processing and prior authorization based on specified programs.

4. Reporting capabilities based on specified programs.

5. All data available for retrieval through DSS/DW function.

4.4.5.4 Interfaces

The Benefits Package function provides interfaces with the following:

1. All MMIS subsystems.

4.4.5.5 State Responsibilities

State responsibilities are to:

1. Ensure compliance with all Federal regulations, State regulations, and OHCA medical policy guidelines.

2. Determine the services available for specific benefits packages.

3. Maintain all updates to benefits packages.

4.4.5.6 FA Responsibilities

FA responsibilities are to:

1. Maintain and ensure that only the most current information is used in claims processing.

2. Provide the flexibility of applying benefit programs to a specific service by default or specified data elements.

3. Support all benefit packages functions, files, and data elements necessary to meet the specified requirements.

4. Maintain up-to-date complete system and user documentation.

4.4.5.7 FA Performance Responsibilities

FA performance expectations are to:

1. FA to provide the flexibility of creating new benefits packages as specified by the State and/or Federal regulations.

4.4.6 Finance/Accounting/Premium Management

The Financial Processing function encompasses claim payment processing, accounts receivable and payable processing, and all other financial transaction processing.  It ensures that all funds are appropriately disbursed for claim payments and all post-payment transactions are accounted for and applied accurately.  Among the processes that the Financial Processing function includes is generation of a warrant request to the State for payment to providers and the production of a remittance advice for each provider who has had claims adjudicated and/or financial transactions processed.

 The Financial Processing function must also provide an integrated, fully functional consolidated accounting (all receivables and payables) system.  The system must be accessible to all MMIS users.  The consolidated accounting system must manage, track and control all accounts for all receivables and payables related to the MMIS.  This includes the receipt of gross receivables from the State’s financial system (CORE), disbursement of those receipts for detailed postings, and management of the accounting and reporting of the results.  The function shall also support the automatic creation of an account receivable for a provider when net financial transactions (claims to be paid, adjustments, recoupments) result in a negative amount.

4.4.6.1 Inputs

The Financial Processing function accepts the following inputs:

1. Claims that have passed all edit, audit, and pricing processing or that have been denied.

2. Financial transactions such as recoupments and mass adjustments.

3. Receivables generated from other functions of the MMIS.

4. Financial transactions generated from posting of cash receivables.

5. Provider, member, reference, and account receivable/payout data.

6. Transactions containing total amount of dollars, per check, received by the State on the State’s Financial System for TPL recoveries (which also are on the TPL contractor’s system), drug rebates, medical refunds, SURS recoveries, and any cash receipts that should be applied to the MMIS.

7. Transactions for corrections to receivables entered to the States Financial System and corrections to manual checks.

8. Transactions for manual checks written by the State.

9. Transactions for paper checks written by the State due to failed EFT for history purposes.

10. Transactions of new and updated EFT provider information from the State Treasury Office STO.

11. Requests to override EFT and create paper checks for a date range and check pulls.

12. Transactions of warrant status from the STO including checks pulled at STO and OHCA.

13. Processing of the TPL vendor’s accounts receivable (A/R), check and resource files.

4.4.6.2 Processing

The Financial Processing function has the following processing capabilities:

1. Maintain payment mechanisms to provides and generate warrant requests to the STO.

2. Maintain a consolidated accounting function by program, type and provider, and deduct/add appropriate amounts and/or percentages from processed payments.

3. Generate or reproduce provider RAs to include the following information:

3.1. Itemization of submitted claims that were paid, denied, or adjusted, and any financial transactions that were processed for that provider, including subtotals and totals.

3.2. Itemization of suspended claims, including dates of receipt and suspense, and dollar amount billed.

3.3. Adjusted claim information showing both the original claim information and the adjusted information, with an explanation of the adjustment reason code and credits pending.

3.4. Reason for recoupment.

3.5. Indication that a claim has been rejected due to TPL coverage on file for the member and inclusion of available relevant TPL data on the RA.

3.6. Explanatory messages relating to the claim payment cutback, denial, or suspension.

3.7. Summary section containing earnings information, by program, regarding the number of claims paid, denied, suspended, adjusted, in process, and financial transactions for the current payment period, month-to-date and year-to-date; and  

3.8. Listing of all relevant error messages per claim header and claim detail which would cause a claim to be denied.

4. Provide the capability to print global informational messages on RAs.  Multiple messages must be available on an online updateable user-maintainable message text table.  Unlimited free-form text messages must be available.  Parameters include but not limited to:

4.1. Provider category of service. 

4.2. Provider type.

4.3. Provider specialty. 

4.4. Program enrollment.

4.5. Claim type.

4.6. Individual provider number. 

4.7. Pay cycle.

5. Provide the flexibility to suppress the generation of (both zero-pay and pay) check requests for any provider or provider type but generate associated remittance advices.

6. Update provider payment data on the Provider data set.

7. Maintain a fiscal pend process where payments are held on adjudicated claims based on criteria established by the State to include claim type, media, provider type, specific provider ID, program and dollars, fund code, provider category of service, EFT media; after receipt of data for the current cycle concerning the dollar and claim volume, by program, enable the State to specify release of claims to payment.

8. Accept and process warrant information from the STO.

9. Maintain on claims history all data items received on all incoming claims including the tooth number and tooth surface(s), and all other claims data identified in this RFP.

10. Include tooth number and surface on RAs.

11. Update provider 1099/W2 data on the financial data set.

12. Support the State in the maintenance of the check-write process, reconciliation and balancing of all payments from the MMIS.  Utilize the voucher and remittance advice tables, provider data and the warrant number file to support the check-write activities.

13. Provide the capability to suppress the print of a remittance advice when only a credit balance remains.  Provide an online updateable suppression file to control, on an individual basis, the suppression of the RAs.

14. Process the transactions received from the States Financial System for checks received.  The following data must be maintained: 

14.1. Unique control number from the States Financial System.

14.2. Entity the check was received from. 

14.3. Bank the check is written from. 

14.4. Check number. 

14.5. Amount of the check. 

14.6. Unit to which the receivable is directed.

15. Process any change transactions received from the States Financial System for corrections to checks received.

16. Maintain online access and update capability to a single consolidated accounting system which provides for "posting" the detail of checks received by the States Financial System and TPL contractor’s system to MMIS cases for the following:

16.1. TPL recovery.

16.2. Drug rebate.

16.3. Medical refunds. 

16.4. SURS recoveries.

16.5. Any other cash receipts received by the State.

17. Provide for the balancing of details posted to each State Financial System receivable transaction.  Multiple recovery cases or drug rebate invoices may be on each State Financial receivable transaction.  Update and reflect appropriate data on the claims history and provider paid claims summary information.

18. Generate transactions to the States Financial System with the gross dollar amount of receivables created and invoiced and write-offs taken on the MMIS by the States Financial Systems accounting code.

19. Provide an automated alert and the States Financial Systems receivable information to the unit responsible to post the detail, for example TPL, drug rebate, medical refund, SURS recoveries and any other cash receipts received by the State.

20. Process ADM-12 transactions for manually written checks generating a claims history record.

21. Process EFT provider information updating provider records to reflect their status with EFT.

22. Accept requests to override EFT payment to a provider and create the warrant request as a paper check request.

23. Process warrant information from the STO, updating payment information, for example, EFT transaction number, check number, cycle date, and date payment sent.

24. Process any check pull information.

25. Generate provider 1099/W2 electronic media and reports annually, which indicate the total paid claims plus or minus any appropriate adjustments and financial transactions.

26. Provide a process to adjust providers' 1099/W2 earnings reports and update claims history and/or the consolidated accounting system accordingly.

27. Provide a process to designate to which Federal fiscal year claim adjustments and other financial transactions are to be reported.  

28. Generate transactions to the State’s Financial System for claims including a State share.

29. Produce the CMS 64.9 with different pages for CHIP cost share reporting, 64.12 reports, and budget neutrality.

30. Provide cost sharing reports for the 1115 waiver.

31. Provide the capability to capture back-up withholding and report on 1099.  

32. Provided the MAR 1060 Report.

33. Accept and process all warrant reconciliation information, updating all appropriate MMIS information, including all voiding and crediting where appropriate, for changes made during the State’s processing of each warrant, including canceled warrants.

34. Update claims history with warrant number and warrant issued date from the STO Register file.

35. Provide online access to warrant reconciliation information by provider number or warrant number and/or issue date.  The following information must be displayed:

35.1. Provider number.

35.2. Issue date.

35.3. Warrant number.

35.4. Amount.

35.5. Disposition. 

35.6. Disposition date.

36. Provide online and update access to warrant information by warrant number.  The display must include:

36.1. Warrant number.

36.2. Pay to provider number.

36.3. Issue date.

36.4. Pay to provider name.

36.5. Warrant amount.

36.6. Re-issued warrant number.

36.7. Re-issued warrant date.

36.8. HCA paid date.

36.9. Reimbursement amount.

36.10. FICA amount.

36.11. Lien/garnishment amount.

36.12. Warrant type.

36.13. Fund code.

36.14. Disposition.

36.15. Disposition date.

36.16. Federal report code.

36.17. 1099 report code.

36.18. Line level.

36.19. Financial category of service.

36.20. Reimbursement amount.

36.21. Copayment amount.

36.22. EFT Trace Number.

36.23. Employer Number.

37. Provide the capability to cancel stop payment and cancel by statute utilizing an online screen.  

38. Process any warrant not redeemed in 95 days as a 'Cancel by Statute'.

39. Process the warrant returned file for failed EFTs.

40. Maintain summary-level provider accounts receivable and payable data and pending recoupment amounts, which are automatically updated after each claims processing payment cycle.  The summary-level data shall consist of 

40.1. Calendar week-to-date.

40.2. Month-to-date.

40.3. Year-to-date.

40.4. State and Federal fiscal year-to-date totals.

41. Maintain an accounts detail and summary section, containing for each account the following:

41.1. Beginning balance. 

41.2. Activity for the period.

41.3. Pending credit. 

41.4. Ending balance. 

41.5. Recoupment schedule.

41.6. Totals.  

42. Provide the capability to automatically or manually establish a new account receivable for a provider and alert the other Financial Processing portion of this function if the net transaction of claims and financial transactions results in a negative amount (balance due).  

43. Maintain lien and assignment information to be used in directing or splitting payments to the provider and lien holder.  

44. Identify providers with credit balances and no claim activity, by program, during a State-specified number of months.  

45. Accept claim-specific and gross recoveries, regardless of submitter (provider, carrier, member, drug manufacturer); apply gross recoveries to providers and/or members as identifiable.  

46. Provide the capability to identify and recoup payments, from the provider, made for services after a member's date of death.  

47. Provide a hierarchy table by recoupment type for the recoupment or deduction of monies by fund codes or recoupment type.  Examples:  Medical overpayments recoupment from Title 19 claims or lien recoupments from all claims.

48. Provide an online accounts receivable process with the ability to request recoupments by the following portions of the receivable amount during one payment cycle:

48.1. Percent.

48.2. Dollar amount.

48.3. Total amount.

49. Provide the capability to automatically recoup account receivables by either deduction from claims payments or through direct payment by the provider or combinations of both.

50. Provide the capability to apply monies received toward the established recoupment to the accounts receivable file, including a history of the remittance advice date, number and amount and have related information available online.  

51. Provide the capability to apply claims payments recoupments to more than one account receivable at a time.  A methodology must be supported to allow the portion of payments made against each account receivable to be controlled by State staff.

52. Provide the capability to accommodate the issuance and tracking of non-provider-specific payments through the MMIS (example: the refund of an insurance company overpayment) and adjust the total expenditure reporting accordingly.

53. Purge accounts receivable on a monthly basis when a provider record has been terminated for one year.  A report of purged accounts receivables must be generated on a monthly basis.  

54. Provide the capability to process and/or setup a recoupment against a provider.

55. Provide the capability to "write-off" outstanding account receivables at the direction of the State.  

56. Provide the capability whereby a provider can have multiple recoupment accounts.  Utilizing a hierarchy table, the system must withhold the money from a claim received for payment and if any monetary balance remains for the payment of the claim, the next account will be accessed and funds withheld if the recoupment is not otherwise limited.

57. Provide the capability of recouping funds.

58. Provide the capability of establishing a provider payment schedule.  

59. Support an uncompensated services payment process.

60. Provide and maintain flexibility in coding structures by use of parameter and table-oriented design techniques to enable rapid processing modifications to support Oklahoma Health Care Program changes.

61. Maintain access to data through user friendly systems navigation technology and a graphical user interface that allows users to move freely throughout the system using pull-down menus and point-and-click navigation without having to enter identifying data multiple times.

62. Provide for context-sensitive help on screens for easy, point-and-click access to valid values and code definitions by screen field.

63. Maintain an online audit trail of all updates to accounts receivable/payable data.

64. Edit all data for presence, format, and consistency with other data in the update transaction and on all accounts receivable/payable processing and data-related files.

65. Provide online, updateable letter templates for provider or member letters with the ability to add free form text specific to a provider or member.  

66. Maintain password control, in varying levels of security, of staff making changes to accounts receivable/payable data.

4.4.6.3 Outputs

The Financial Processing function provides the following outputs and support the following information needs:  

1. Make all data available for retrieval through the DSS/DW function.

2. Make the following types of reports available according to State-specific criteria:

2.1. Reports to meet all Federal and State reporting requirements.

2.2. Expenditures by program, and special Federal funding categories (by cycle, month-to-date and State fiscal, Federal fiscal, and calendar year-to-date, as appropriate)

2.3. Standard accounting and balance and control reports.

2.4. Remittance summaries and payment summaries.

2.5. Detailed financial transaction registers.

2.6. Data to assist in preparing the CMS-37.

2.7. CMS-64 worksheet by FFP rate.

2.8. Electronic detail lines backup of the 64 to support the 64 summary reports.

2.9. Prior period increasing and decreasing adjustments provided on an electronic file by line.

2.10. Outputs of this job go into the Data Warehouse.

2.11. Cash receipts and returned checks.

2.12. Registers for checks/EFT with related remittance advice number.

2.13. All claims priced with junk codes that are priced by the system because of the presence of a prior authorization, by claim type.

2.14. Monthly fee for service dollars paid for dental services by procedure code.  

2.15. Summary of billed/allowed/paid dollars by unduplicated member.

2.16. Information that segregates and identifies claim-specific and non-claim-specific adjustments by type of transaction (payout, recoupment, or refund) and provider type on a cycle and total month basis.

2.17. Expenditure reports to the States Financial System by accounting codes for the CMS Fund 340.

2.18. End of the month balancing reports, including but not limited to: 

2.18.1. Paid

2.18.2. Outstanding. 

2.18.3. Issued warrants, including:

2.18.3.1. Canceled by statute. 

2.18.3.2. Canceled. 

2.18.3.3. Stop-pay warrants.

2.19. Gross receivables invoiced by accounting code.

2.20. Weekly claims warrant requests to STO.

2.21. Medical home case management fee and non emergency transportation monthly capitation warrant requests to STO.

2.22. Bi-monthly TPA reimbursement file to STO for IO (ESI).

2.23. Weekly claims warrant registers.

2.24. Claim data for the managed care processing function for claims paid or incentive payments.

2.25. Claim data for the managed care processing function for claims paid for capitation payment to PCP/CMs, HANs, and MCOs.

2.26. Claim data for the managed care processing financial function for claims paid as fee-for service for members in managed care having services outside those covered by the specific managed care plan(s) they are enrolled with.

2.27. Monthly capitation payment listing including but not limited to:

2.27.1. All IDs.

2.27.2. Names.

2.27.3. Summary payment listing.

2.27.4. Detail roster.

2.27.5. Payment listing by provider.

2.28. Weekly claims balancing reports.

2.29. Monthly capitation balancing reports.

2.30. 1099 to the IRS, W2 tapes to the SSA, and earnings information as necessary to the OTC.

2.31. The CMS 64.9 and 64.21 reports.

2.32. The CMS 372 waiver reports.

2.33. Unduplicated active members and providers report by fiscal year.  

2.34. Quarterly member ranking by total claims by county and by aid category.  

2.35. Current reports from the distribution list including:

2.35.1.  Behavioral Health reports.

2.35.2. Psychology reports. 

2.35.3. Expenditure reports. 

2.36. Counts and dollar, positive and negative, totals of claims, adjustments, and other financial transactions, by:

2.36.1.  Program. 

2.36.2. Provider type. 

2.36.3. Claim type.

2.36.4. Reason. 

2.36.5. Originator.  

2.37. Range of recoupments by amount and time period for providers.  

2.38. Single aged outstanding accounts receivable, with flags on those that have no activity within a State-specified period of time.  

2.39. Accounts receivable set-up, collected, and written off during the reporting period including beginning and ending balances by payment cycle and at month end.

2.40. Reports to meet all Federal and State reporting requirements. 

2.41. Analysis of leave days, by facility type and leave day type.

2.42. Tracking of non-bed-hold discharge days.

2.43. Facility rosters of members with mentally impaired/mentally retarded (MI/MR) indicators.

2.44. Facility rosters for all facilities that are at, over, or nearing State defined capacity thresholds for specified diagnosis codes.

2.45. Hospital claims/bed-hold analysis/comparison.

3. Provide the online screens to support the Financial Processing function to encompass claim payment processing, accounts receivable processing, and all other financial transaction processing.

4. Provide the Disbursement File to be sent to the STO to request warrants.

5. Provide claims payment data.  

6. Report recoupments back to Drug Rebate, SUR and TPL, indicating how much is recovered, reporting at the case level.  

7. Provide online access to all claims history.

8. Send payment and EFT requests to the State for providers and other entities.

9. Send requests to the State Treasurer’s Office for checks to be issued outside of the regular cycles.

10. Generate on request paid claim history statement on any requested media.

11. Generate audit trail reports showing before and after image of changed data, the ID of the person making the change, and the change date.

12. Make all reports available in data format for export and import purposes and through multiple media as defined by the State.

13. Maintain accounts receivable/payable data, including claims.  

14. Provide the ability to send output files to the TPL Vendor via EFT.  Files required will be defined by the State.

15. Provide the SAS 70 Type II report.

4.4.6.4 Interfaces

The Financial Processing function must accommodate an external interface with the:

1. STO.

2. The internet.

3. State's Financial System.

4. IRS to provide 1099 data.

5. SSA to provide W2 information.

6. OTC.

7. TPL vendor.

8. TPA vendor for IO.

9. SUR Case tracking sub-system.

4.4.6.5 State Responsibilities

State responsibilities are to:

1. Perform all accounts receivable/payable activities within the claims processing cycle.

2. Enter miscellaneous non-claim-specific financial transactions into the MMIS.

3. Update online accounts receivable/payable files.

4. Review and follow-up on reported questionable claim records from returned EOBs and RAs.

5. Review all inventory management and other operational claim records reports.

6. Review provider 1099/W2s earnings reports and notify FA of any discrepancies.

7. Review all other financial reports from FA.

8. Update the RA suppression file to stop the production of individual RAs.

9. Define the desired content, format, frequency, and media for reports.

10. Establish financial processing and reporting policies, procedures, and posting instructions.

11. Define expenditure summarization categories for interface with the Statewide accounting system.

12. Provide direction to the FA regarding accounts receivable/payable.

13. Provide direction regarding provider payment process.

14. Provide direction on account write-offs and pay-outs.

15. Specify number of months to identify providers with no claim activity.

16. Update online accounts receivable/payable files.

17. Provide LTC facility rates to the MMIS FA.  

18. Provide payment for SAS 70 Type II audit. 

4.4.6.6 FA Responsibilities

FA responsibilities are to:

1. Perform payment processing cycles.

2. Produce and distribute member EOBs.

3. Produce and distribute provider RAs and checks.

4. Screen returned EOBs for discrepancies and produce monthly reports, which identify the following:

4.1. Percentage of claims questioned. 

4.2. Number of claim records questioned. 

4.3. The dollar amount of the claims questioned.

5. Provide online inquiry access to active and permanent claims history files and the status of suspended claims.

6. Provide for bonded courier service to pick up checks from the STO office site and deliver to the FA site.

7. Print, prepare for mailing, and mail provider checks received from the State.

8. Maintain a claim control and inventory system approved by the State.

9. Provide the State with micro-media or hard-copy original claims, adjustments, attachments, non-claim transaction documents, and all EMC billings for all transactions processed, as requested by the State.

10. Store claims, adjustments, attachments, non-claim transaction documents, and all EMC billings for all transactions processed.

11. Provide claims payment data to the State.

12. Send warrant register and file containing a summary by financial category of service to OHCA at the end of each claims and capitation payment cycle.

13. Process transactions received from the State Financial System.

14. Balance weekly and monthly capitation cycles before forwarding to the State.

15. Process alerts regarding receivable information to appropriate unit for posting detail.

16. Produce provider 1099/W2 earnings reports.

17. Balance details posted to each receivable transaction.

18. Process transactions from the State Financial System regarding gross dollar amounts of receivables and write-offs.

19. Process EFT provider information.

20. Update claim history and online financial files with the check number, date of payment, and amount paid after the claims payment cycle.

21. Issue check issuance requests to STO for providers, at any time during the weekly payment cycle as well as the monthly payments, including capitation payments, when requested and authorized by the State to do so.

22. Update the Warrant Reconciliation file from the STO Register and Redemption files.  

23. Maintain accounts receivable/payable data.

24. Maintain automated update of accounts receivable/payable.

25. Maintain liens and assignment information.

26. Maintain the Disproportionate share hospitals payment process.

27. Maintain claim-specific and gross recovery information.

28. Maintain multiple recoupment methodologies.

29. Maintain an accounts payment/receivable process.

30. Monitor the accounts payment/receivable process.

31. Report the status of each account receivable and report monthly to the State in aggregate and/or individual accounts, both on paper and online.

32. Maintain a purge process.

33. Maintain multiple payment/receivable accounts by individual as required.

34. Maintain up-to-date complete system and user documentation.

35. Provide training to State staff in the use of the financial accounting system, initially and on an ongoing basis.

36. Provide all financial accounting reports according to State specification. 

37. Make recommendations on any area in which the FA thinks improvements can be made.

38. Support all the financial accounting functions, files, and data elements necessary to meet the requirements of this RFP.  

39. Produce all required Federal and State financial accounting reports.

40. Provide online access to financial information according to State specifications.  

41. Generate EOBs no less frequently than every forty-five (45) days and within two (2) business days after the most current payment processing cycle.

42. Generate reports to include the various types of recoupments and collections, for example TPL collections or fraud and abuse recoupments.

43. Acquire services of independent auditor to perform SAS 70 Type II General Contracts Review audit of the FA facility in Oklahoma City.

44. Arrange for an independent annual audit of the bank account and its administration of the IO program.  
4.4.6.7 FA Performance Responsibilities

FA performance expectations are to:

1. Enter within one (1) day of receipt, State and District Office requests for member and provider history printouts.

2. Complete claims processing cycles by 7:00 a.m.

3. Perform all requested payment cycles per week.  

4. Generate and transmit the disbursement file to the STO by no later than 7:00 a.m., Central Time, following OHCA authorization, or according to any revised weekly schedules established by the State.

5. Mail all provider checks within forty-eight (48) hours of the end of the cycle.

6. Generate remittance advices with the payment cycle.

7. Produce remittance advices on demand by the State.

8. Produce remittance advices within 24 hours of demand by the State.

9. Produce remittance advices in electronic and/or hardcopy format.

10. Mail remittance advices within 48 hours of the end of the payment cycle.

11. Mail notifications of payment denial within thirty (30) calendar days of receipt of claim.  

12. Generate microform or images of remittance advices within five (5) working days of the end of the pay cycle.

13. Adjudicate ninety percent (90%) of all clean claims for payment or denial within twenty-four (24) calendar days of receipt.

14. Process ninety-eight percent (98%) of all clean for payment or denial within eighty-four (84) calendar days of receipt.

15. Adjudicate all non-clean claims within twenty-four (24) calendar days of the date of correction of the condition that caused the claim to be unclean.

16. Adjudicate all claims within twelve (12) months of receipt, except for those exempted from this requirement by federal timely claims processing regulations.

17. Produce all financial accounting reports according to State-specific criteria.

18. Produce claims inventory reports after each processing cycle.

19. Perform weekly and monthly payment processing.

20. Perform monthly payment processing within 7 calendar days of the 1st of the month. 

21. Perform updates to on-line files within 24 hours of the data being transmitted to the FA by STO.

22. Provide online access to archived claims in the same manner and format as online claims history within seventy-two (72) hours of a State request.  

23. Provide archived claims for special runs, processing, or reporting on the MMIS within seventy-two (72) hours of request.

24. Produce financial reports within State specified timeframes.

25. Produce and mail out 1099/W 2 earnings reports no later than January 31 each year and report to IRS no later than March 1; and perform all accounts receivable/payable activities within the claims processing cycle.  

26. Provide draft report of SAS 70 Type II audit results no later than October 20th of each calendar year.

27. Provide final report of SAS 70 Type II audit results to OHCA no later than November 20th of the same calendar year as the draft.

28. Perform the following duties in regards to the independent annual audit of the bank account and administration of the IO program:
28.1. Audit the bank accounts at least annually and forward the results of the audit to OHCA within ninety (90) calendar days of the end of the audit period.

28.2. Notify OHCA at least thirty (30) calendar days in advance of the commencement of the audit, including in the notice the following: the name of the CPA firm conducting the audit; the name; telephone and fax number of the lead auditor; a description of the scope of the audit; and the proposed time frame(s) of the audit.

28.3. Allow OHCA, or its agent, to conduct an annual financial audit of the bank accounts with thirty (30) calendar days advance notice.

4.4.7 Finance (Enhancement)

The Financial Processing function encompasses claim payment processing, accounts receivable and payable processing, and all other financial transaction processing.  It ensures that all funds are appropriately disbursed for claim payments and all post-payment transactions are accounted for and applied accurately.  Among the processes that the Financial Processing function includes is generation of a warrant request to the State for payment to providers and the production of a remittance advice for each provider who has had claims adjudicated and/or financial transactions processed.
The Financial Processing function must also provide an integrated, fully functional consolidated accounting (all receivables and payables) system.  The system must be accessible to all MMIS users.  The consolidated accounting system must manage, track and control all accounts for all receivables and payables related to the MMIS.  This includes the receipt of gross receivables from the State’s Great Plains system, disbursement of those receipts for detailed postings, and management of the accounting and reporting of the results.  The function shall also support the automatic creation of an accounts receivable for a provider when net financial transactions (claims to be paid, adjustments, recoupments) result in a negative amount.

4.4.7.1 Inputs
The Finance enhancement function must accept the following inputs:
1. Claims that have passed all edit, audit processing and pricing, or that have been denied.

2. Financial transactions such as recoupments and mass adjustments.

3. Receivables generated from other functions of the MMIS.

4. Financial transactions generated from posting of cash receivables.

5. Provider, member, reference, and account receivable/payout data.

6. Transactions containing total amount of dollars, per check, received by the State on the State’s Financial System for TPL recoveries (which also are on the TPL contractor’s system), drug rebates, medical refunds, SURS recoveries, and any cash receipts that should be applied to the MMIS.

7. Transactions for corrections to receivables entered to the States Financial System and corrections to manual checks.

8. Transactions for manual checks written by the State.

9. Transactions for paper checks written by the State due to failed EFT for history purposes.

10. Transactions of new and updated EFT provider information from the State Treasury Office STO.

11. Requests to override EFT and create paper checks for a date range and check pulls.

12. Transactions of warrant status from the STO including checks pulled at STO and OHCA.

13. Processing of the TPL vendor’s accounts receivable (A/R), check and resource files.

4.4.7.2 Processing
The Finance enhancement function must provide the following processing capabilities:

74. Capture non-provider payee EFT information.  Daily payment cycles for all payees should allow EFT, paper vouchers and a verification process.

75. Provide the capability to create mass expenditures based on claims criteria as defined by the State, and allow mass expenditures to be created by receiving a file.

76. Allow certain expenditures (IME/GME/Buy-In/Bonus Payments [any non-member-specific expenditure]) to not require an Age, Aid Category, or Benefit Plan.  These type of expenditures into specific ages / aid categories / benefit plans cause significant challenges with reporting (annual report) as they skew the data.
77. Develop a process in the system to systematically bill back to other State agencies for OHCA's share in the MMIS.
78. Standardize the RA.
4.4.7.3 Outputs

The Financial enhancement function must provide the following outputs and support the following information needs:  

1. Make all data available for retrieval through the DSS/DW function.

2. Make the following types of reports available according to State-specific criteria:

2.1. Reports to meet all Federal and State reporting requirements.

2.2. Expenditures by program, and special Federal funding categories (by cycle, month-to-date and State fiscal, Federal fiscal, and calendar year-to-date, as appropriate)

2.3. Standard accounting and balance and control reports.

2.4. Remittance summaries and payment summaries.

2.5. Detailed financial transaction registers.

2.6. Data to assist in preparing the CMS-37.

2.7. CMS-64 worksheet by FFP rate.

2.8. Electronic detail lines backup of the 64 to support the 64 summary reports.

2.9. Prior period increasing and decreasing adjustments provided on an electronic file by line.

2.10. Outputs of this job go into the Data Warehouse.

2.11. Cash receipts and returned checks.

2.12. Registers for checks/EFT with related remittance advice number.

2.13. All claims priced with junk codes that are priced by the system because of the presence of a prior authorization, by claim type.

2.14. Monthly fee for service dollars paid for dental services by procedure code.  

2.15. Summary of billed/allowed/paid dollars by unduplicated member.

2.16. Information which segregates and identifies claim-specific and non-claim-specific adjustments by type of transaction (payout, recoupment, or refund) and provider type on a cycle and total month basis.

2.17. Expenditure reports to the States Financial System by accounting codes for the CMS Fund 340.

2.18. End of the month balancing reports, including but not limited to: 

2.18.1. Paid

2.18.2. Outstanding. 

2.18.3. Issued warrants, including:

2.18.3.1. Canceled by statute. 

2.18.3.2. Canceled. 

2.18.3.3. Stop-pay warrants.

2.19. Gross receivables invoiced by accounting code.

2.20. Weekly claims warrant requests to STO.

2.21. Medical home case management fee and non-emergency transportation (NET) monthly capitation warrant requests to STO.

2.22. Bi-monthly TPA reimbursement file to STO for IO (ESI).

2.23. Weekly claims warrant registers.

2.24. Claim data for the managed care processing function for claims paid or incentive payments.

2.25. Claim data for the managed care processing function for claims paid for capitation payment to PCP/CMs and MCOs.

2.26. Claim data for the managed care processing financial function for claims paid as fee-for service for members in managed care having services outside those covered by the specific managed care plan(s) they are enrolled with.

2.27. Monthly capitation payment listing including but not limited to :

2.27.1. All IDs.

2.27.2. Names.

2.27.3. Summary payment listing.

2.27.4. Detail roster.

2.27.5. Payment listing by provider.

2.28. Weekly claims balancing reports.

2.29. Monthly capitation balancing reports.

2.30. 1099 to the IRS, W2 tapes to the SSA, and earnings information as necessary to the OTC.

2.31. The CMS 64.9 and 64.21 reports.

2.32. The CMS 372 waiver reports.

2.33. Unduplicated active members and providers report by fiscal year.  

2.34. Quarterly member ranking by total claims by county and by aid category.  

2.35. Current reports from the distribution list including:

2.35.1. Behavioral Health reports.

2.35.2. Psychology reports. 

2.35.3. Expenditure reports. 

2.36. Counts and dollar, positive and negative, totals of claims, adjustments, and other financial transactions, by:

2.36.1. Program. 

2.36.2. Provider type. 

2.36.3. Claim type.

2.36.4. Reason. 

2.36.5. Originator.  

2.37. Range of recoupments by amount and time period for providers.  

2.38. Single aged outstanding accounts receivable, with flags on those that have no activity within a State-specified period of time.  

2.39. Accounts receivable set-up, collected, and written off during the reporting period including beginning and ending balances by payment cycle and at month end.

2.40. Reports to meet all Federal and State reporting requirements. 

2.41. Analysis of leave days, by facility type and leave day type.

2.42. Tracking of non-bed-hold discharge days.

2.43. Facility rosters of members with mentally impaired/mentally retarded (MI/MR) indicators.

2.44. Facility rosters for all facilities that are at, over, or nearing State defined capacity thresholds for specified diagnosis codes.

2.45. Hospital claims/bed-hold analysis/comparison.

3. Provide the online screens to support the Financial Processing function to encompass claim payment processing, accounts receivable processing, and all other financial transaction processing.

4. Provide the Disbursement File to be sent to the STO to request warrants.

5. Provide claims payment data.  

6. Report recoupments back to Drug Rebate, SUR and TPL, indicating how much is recovered, reporting at the case level.  

7. Provide online access to all claims history.

8. Send payment and EFT requests to the State for providers and other entities.

9. Send requests to the State Treasurer’s Office for checks to be issued outside of the regular cycles.

10. Generate on request paid claim history statement on any requested media.

11. Generate audit trail reports showing before and after image of changed data, the ID of the person making the change, and the change date.

12. Make all reports available in data format for export and import purposes and through multiple media as defined by the State.

13. Maintain accounts receivable/payable data, including claims.  

14. Provide the ability to send output files to the TPL Vendor via EFT.  Files required will be defined by the State.

4.4.7.4 Interfaces

The Financial enhancement function must accommodate an external interface with the following:

1. STO.

2. The internet.

3. State's Financial System.

4. IRS to provide 1099 data.

5. SSA to provide W2 information.

6. OTC.

7. TPL vendor.

8. TPA vendor for IO.

4.4.7.5 State Responsibilities

State responsibilities are to:

1. Perform all accounts receivable/payable activities within the claims processing cycle.

2. Enter miscellaneous non-claim-specific financial transactions into the MMIS.

3. Update online accounts receivable/payable files.

4. Review and follow-up on reported questionable claim records from returned EOB’s and RA’s.

5. Review all inventory management and other operational claim records reports.

6. Review provider 1099/W 2's earnings reports and notify FA of any discrepancies.

7. Review all other financial reports from FA.

8. Update the RA suppression file to stop the production of individual RAs.

9. Define the desired content, format, frequency, and media for reports.

10. Establish financial processing and reporting policies, procedures, and posting instructions.

11. Define expenditure summarization categories for interface with the Statewide accounting system.

12. Provide direction to the FA regarding accounts receivable/payable.

13. Provide direction regarding provider payment process.

14. Provide direction on account write-offs and pay-outs.

15. Specify number of months to identify providers with no claim activity.

16. Update online accounts receivable/payable files.

17. Provide LTC facility rates to the MMIS FA.  

4.4.7.6 FA Responsibilities

FA responsibilities are to:

1. Perform payment processing cycles.

2. Produce and distribute member EOBs.

3. Produce and distribute provider RAs and checks.

4. Screen returned EOBs for discrepancies and produce monthly reports, which identify the following:

4.1. Percentage of claims questioned. 

4.2. Number of claim records questioned. 

4.3. The dollar amount of the claims questioned.

5. Provide online inquiry access to active and permanent claims history files and the status of suspended claims.

6. Provide for bonded courier service to pick up checks from the STO office site and deliver to the FA site.

7. Print, prepare for mailing, and mail provider checks received from the State.

8. Maintain a claim control and inventory system approved by the State.

9. Provide the State with micro-media or hard-copy original claims, adjustments, attachments, non-claim transaction documents, and all EMC billings for all transactions processed, as requested by the State.

10. Store claims, adjustments, attachments, non-claim transaction documents, and all EMC billings for all transactions processed.

11. Provide claims payment data to the State.

12. Send warrant register and file containing a summary by financial category of service to OHCA at the end of each claims and capitation payment cycle.

13. Process transactions received from the State Financial System.

14. Balance weekly and monthly capitation cycles before forwarding to the State.

15. Process alerts regarding receivable information to appropriate unit for posting detail.

16. Produce provider 1099/W 2 earnings reports.

17. Balance details posted to each receivable transaction.

18. Process transactions from the State Financial System regarding gross dollar amounts of receivables and write-offs.

19. Process EFT provider information. Discus 
20. Update claim history and online financial files with the check number, date of payment, and amount paid after the claims payment cycle.

21. Issue check issuance requests to STO for providers, at any time during the weekly payment cycle as well as the monthly payments, including capitation payments, when requested and authorized by the State to do so.

22. Update the Warrant Reconciliation file from the STO Register and Redemption files.  

23. Maintain accounts receivable/payable data.

24. Maintain automated update of accounts receivable/payable.

25. Maintain liens and assignment information.

26. Maintain the Disproportionate share hospitals payment process.

27. Maintain claim-specific and gross recovery information.

28. Maintain multiple recoupment methodologies.

29. Maintain an accounts payment/receivable process.

30. Monitor the accounts payment/receivable process.

31. Report the status of each account receivable and report monthly to the State in aggregate and/or individual accounts, both on paper and online.

32. Maintain a purge process.

33. Maintain multiple payment/receivable accounts by individual as required.

34. Maintain up-to-date complete system and user documentation.

35. Provide training to State staff in the use of the financial accounting system, initially and on an ongoing basis.

36. Provide all financial accounting reports according to State specification. 

37. Make recommendations on any area in which the FA thinks improvements can be made.

38. Support all the financial accounting functions, files, and data elements necessary to meet the requirements of this RFP.  

39. Produce all required Federal and State financial accounting reports.

40. Provide online access to financial information according to State specifications.  

41. Generate EOBs no less frequently than every forty-five (45) days and within two (2) business days after the most current payment processing cycle.

42. Generate reports to include the various types of recoupments and collections, for example TPL collections or fraud and abuse recoupments.

4.4.7.7 FA Performance Responsibilities

FA performance expectations are to:

1. Enter within one (1) day of receipt, State and District Office requests for member and provider history printouts.

2. Complete claims processing cycles by 7:00 a.m.

3. Perform all requested payment cycles per week.  

4. Generate and transmit the disbursement file to the STO by no later than 7:00 a.m., Central Time, following OHCA authorization, or according to any revised weekly schedules established by the State.

5. Mail all provider checks within forty-eight (48) hours of the end of the cycle.

6. Generate remittance advices with the payment cycle.

7. Produce remittance advices on demand by the State.

8. Produce remittance advices within 24 hours of demand by the State.

9. Produce remittance advices in electronic and/or hardcopy format.

10. Mail remittance advices within 48 hours of the end of the payment cycle.

11. Mail notifications of payment denial within thirty (30) calendar days of receipt of claim.  

12. Generate microform or images of remittance advices within five (5) working days of the end of the pay cycle.

13. Adjudicate ninety percent (90%) of all clean claims for payment or denial within twenty-four (24) calendar days of receipt.

14. Process ninety-eight percent (98%) of all clean for payment or denial within eighty-four (84) calendar days of receipt.

15. Adjudicate all non-clean claims within twenty-four (24) calendar days of the date of correction of the condition that caused the claim to be unclean.

16. Adjudicate all claims within twelve (12) months of receipt, except for those exempted from this requirement by federal timely claims processing regulations.

17. Produce all financial accounting reports according to State-specific criteria.

18. Produce claims inventory reports after each processing cycle.

19. Perform weekly and monthly payment processing.

20. Perform monthly payment processing within 7 calendar days of the 1st of the month. 

21. Perform updates to on-line files within 24 hours of the data being transmitted to the FA by STO.

22. Provide online access to archived claims in the same manner and format as online claims history within seventy-two (72) hours of a State request.  

23. Provide archived claims for special runs, processing, or reporting on the MMIS within seventy-two (72) hours of request.

24. Produce financial reports within State specified timeframes.

25. Produce and mail out 1099/W 2 earnings reports no later than January 31 each year and report to IRS no later than March 1; and perform all accounts receivable/payable activities within the claims processing cycle.  

4.4.8 ICD-10 (Enhancement) 

ICD-10 consists of more than 155,000 different codes and permits tracking of many new diagnoses and procedures, a significant expansion on the 17,000 codes available in ICD-9.  ICD-10-CM, for diagnosis codes, is intended to replace volumes 1 and 2 of ICD-9-CM.  ICD-10-PCS, for procedure codes, is intended to replace volume 3 of ICD-9-CM.

4.4.8.1 Inputs

The ICD-10 enhancement function must accept the following inputs:
1. Reference data.

2. Diagnosis data.
4.4.8.2 Processing

The ICD-10 enhancement function must provide the following processing capabilities:

1. Result in complete diagnosis code with precise meanings and definitions.

2. Support accurately defining services and providing specific diagnosis and treatment information.
3. Enable data gathering for utilization as well as interventional programs (e.g. medical case management and in-home services).

4. Support comprehensive reporting of quality data.

5. Ensure more accurate payments for new procedures and fewer rejected/improper claims.

6. Allow for incorporation of new procedures and technologies in the future.

7. Promote better understanding of new procedures.

8. Promote better understanding of health conditions and health care outcomes.

9. Allow for ongoing expansion in the future.
4.4.8.3 Outputs

The ICD-10 enhancement function must provide the following outputs and support the following information needs:
1. Reference data.

2. DW/DSS.

3. Diagnosis data.

4. Claims data.
4.4.8.4 Interfaces

The ICD-10 enhancement function must accommodate an interface with the following:

1. Reference Data Maintenance.

2. Claims Adjudication.
4.4.8.5 State Responsibilities

State responsibilities are to:
1. Provide the FA with a crosswalk between ICD-9 to ICD-10 code sets.

2. Approve training materials for provider and staff training.
4.4.8.6 FA Responsibilities

FA responsibilities are to:
1. Maintain HIPAA compliance and the ability to process inbound/outbound transactions with the ICD-10 code set.

2. Conduct provider and State staff training sessions as determined by the State.

3. Report and analyze ICD-10 codes to increase the ability to link procedure codes in more structured coding data from provider billing.  
4. Propose analysis tools and processes to take advantage of this additional information for improving quality care.

4.4.8.7 FA Performance Responsibilities

1. OHCA and the FA to agree upon performance responsibilities if applicable, and at a time specified by the State.

4.5 Program Integrity

That PI Management business area incorporates those business activities that focus on program compliance (e.g., auditing and tracking medical necessity and appropriateness of care and quality of care, fraud and abuse, erroneous payments, and administrative abuses).

4.5.1 Retrospective Drug Utilization Review (Retro-DUR)

Retro-DUR provides a methodology to monitor patterns of utilization by members who receive multiple drug prescriptions with indications of possible drug-related conflicts.  It is also used to monitor the physician prescribing and pharmacist dispensing patterns.

The objectives of the Retro-DUR system are to:

1. Promote efficiency and cost-effectiveness in the use of pharmaceutical services.

2. Eliminate unnecessary and/or inappropriate use of drugs and help identify possible inappropriate drug therapy patterns.

3. Develop therapeutic class criteria to reduce the incidence of drug therapy failure and drug-induced illness.

4. Establish and maintain drug history profiles.

5. Educate physician and pharmacy providers on the latest standard of care and how their own practice patterns compare to those of their peers.

4.5.1.1 Inputs

The Retro-DUR function accepts the following inputs:

1. Member data.

2. Claims history data.

3. Provider data.

4.5.1.2 Processing

The Retrospective Drug Utilization Review function has the following processing capabilities:

1. Generate a file of paid pharmacy, medical, physician, hospital and clinic claims in a State-specified format and media, on an agreed-upon periodic basis and generates necessary control reports.  

2. Generate a file of physician, clinic, hospital, and pharmacy provider data, including name, address, and specialty codes where applicable, in a State-specified format and media, on an agreed-upon periodic basis and generates necessary control reports.

3. Generate a file of member data, that includes category of service, LTC status, a flag to indicate if "locked-in" or "locked-out" restrictions exist, in a State-specified format and media, on an agreed-upon periodic basis and generates necessary control reports.

4. Produce information to support the State in completing the CMS Annual DUR report as described in section 1927 (g) (3) (D) of the Social Security Act.

4.5.1.3 Outputs

The Retro-DUR function provides the following outputs and supports the following information needs:

1. Make available all data available for retrieval through the DSS/DW function.

2. Provide the provider file for the State or outside DUR Contractor and control reports.

3. Provide the member file for the State or outside DUR Contractor and control reports.

4. Provide information for the CMS Annual DUR report.

4.5.1.4 Interfaces

The Retro-DUR function accommodates an external interface with:

1. Any external DUR contractor.

4.5.1.5 State Responsibilities

State responsibilities are to:

1. Define the desired content, format, frequency, and media for reports.

2. Monitor the retrospective components of the DUR.  

4.5.1.6 FA Responsibilities

FA responsibilities are to:

1. Generate periodic files of pharmacy, medical, physician, hospital, and clinic claims data.  

2. Generate periodic files of member data.

3. Produce information necessary for the completion of the CMS Annual DUR report.

4. Produce control reports to support the management of the above files and data.   

4.5.1.7 FA Performance Responsibilities

Performance expectations are to:  

1. Produce all DUR files and data according to the schedule the State has established with its Retro-DUR contractor.

2. Produce the data necessary to support the CMS Annual DUR report on a schedule so that the State can produce the report on a timely basis.
3. Produce all DUR files and data according to the schedule the State has established with its Retro-DUR Contractor.
4.5.2  Surveillance and Utilization Review (SUR)/Fraud and Abuse

The PI Management business area incorporates those business activities that focus on program compliance (e.g., auditing and tracking medical necessity and appropriateness of care and quality of care, fraud and abuse, erroneous payments, and administrative abuses).
The Medical Review function of PI supports the investigation of potential misuse, by providers and members, of the Medicaid program and other programs administered by OHCA.  It analyzes historical data and develops profiles of health care delivery, and reports those users whose patterns of care or utilization deviate from established normal patterns of health care delivery.  This function serves as a management tool to allow the State to evaluate the delivery and utilization of medical care, on a case-by-case basis, to safeguard the quality of care, and to guard against fraudulent or abusive use of the Oklahoma Medicaid Program, by either members or providers.

4.5.2.1 Inputs

The SUR/Fraud and Abuse function accepts the following inputs:

79. Paid encounter data, claims, and all last paid adjustment history.

80. Provider demographic and enrollment data.

81. Member demographic and eligibility related data.

82. Reference data for descriptions of diagnosis, procedure, and drug codes, and PA history on all claim types except pharmacy.
4.5.2.2 Processing

The SUR/Fraud and Abuse function has the following processing capabilities:

1. Maintain online parameter-driven multiple control files that allow the State to specify the data extraction criteria, report content, parameters, and weighting factors necessary to properly identify aberrant situations.  

2. Allow the user to modify/override the standard exception control limits.

3. Provide the capability for maintenance of report parameters to allow customization.  

4. Accept (and retains until changed) parameters that define whether managed care only, fee-for-service-only, singly or combined are to be included in the SUR reports. 

5. Provide a system configuration that supports the transfer of data from provider and claims functions.

6. Provide the capability to associate individual providers in their practice affiliation, such as a group practice.  

7. Provide the capability to associate periods of eligibility with member service activity (i.e., match the eligibility and enrollment status of the member at a point in time with the service rendered at that time). 

8. Provide the capability to link all services to a single member regardless of the number of historical changes in member ID.

9. Provide the capability to cross-reference all provider IDs to a single ID.  Report selectively and collectively on provider utilization.

10. Provide the capability to associate services furnished in a clinic setting to both the clinic and servicing provider.

11. Maintain source data from all functions of the MMIS to create required State and Federal reports at frequencies defined by the State. 

12. Provide for the automated input of identified claims to SUR case tracking.

13. Provide the State with the capability to develop, design, modify, and test alternative report parameters and maintain an indexed library of such report parameters.

14. Provide the capability to run a complete SUR query and report on demand.

15. Provide the ability to schedule and prioritize queries, to run multiple queries at once.

16. Provide the capability for the analysis of treatment patterns across different claim types, such as, physician office visits and pharmacy prescriptions to hospital stays, ambulance trips, and equipment rentals.

17. Maintain access to data through user friendly systems navigation technology and a graphical user interface that allows users to move freely throughout the system using pull-down menus and point-and-click navigation without having to enter identifying data multiple times. 

18. Edit all data for presence, format, and consistency with other data in the update transaction and on all SUR processing and data-related files.

19. Maintain password control, in varying levels of security, of staff making changes to SUR data. 

20. Provide the ability to perform functions necessary to develop and process required queries: 

20.1. Generate statistical profiles and sampling, by providers and members, summarizing information contained in encounter data and claims, for specified periods of time.  

20.2. Provide a proven statistical methodology to classify members into peer groups using user-defined criteria such as age, sex, race, living arrangement, geographic region, program, aid category, fund category, LTC indicator, or any combination thereof, for the purpose of developing statistical profiles.

20.3. Provide a proven statistical methodology to classify private/public providers into peer groups using user defined criteria such as program, provider type, primary specialty, type of practice/organization, enrollment status, geographic location, pay to versus performing provider, or any combination thereof, for the purpose of developing statistical profiles.

20.4. Provide a proven statistical methodology to classify and reclassify treatment into user defined groups, by primary diagnosis code, drug code, procedure code, groups or ranges of codes, geographical region, or combinations thereof, for the purpose of developing statistical profiles. 

20.5. Provide for claims data selection, including adjustments, by date of payment and date of service, for report generation purposes.
20.6. Generate statistical norms and statistical samples, by peer or treatment group, for each indicator contained within each statistical profile by using averages and standard deviations or percentiles.

20.7. Maintain a process to evaluate the statistical profiles of all individual providers or members within each peer group against the exception criteria established for each peer group.

20.8. Identify providers and members who exhibit aberrant practice or utilization patterns, as determined by an exception process, comparing the individuals' profiles to the limits established for their respective peer groups.

20.9. Identify waiver services on member and provider reports.

20.10. Maintain data necessary to support surveillance and utilization review for special programs or populations, such as, various models of Managed Care.

20.11. Generate profiles for group billers and HMO's, and individual rendering providers separately, based on group provider claims.

20.12. Generate profiles across eligibility programs/benefit packages.

20.13. Generate lists of providers and members who are found to be exceptional, ranked according to State defined variables such as cost, volume (number of members served and dollars paid) and severity.

20.14. Provide stratified random sampling with appropriate statistics.  

20.15. Generate random sampling with associated statistics (e.g., universe statistics, and confidence levels). 

20.16. Provide a process to select, extract, and transmit claims data at the request of the user (on-demand), in such a way that sufficient information is available to make a determination of utilization, and such information is displayed for the user.

20.17. Provide for user online specification of selection, summarization, and criteria for un-duplicating data when requesting claim detail reports from claims history.

20.18. Generate frequency distributions, as defined by the users.

20.19. Maintain a process to apply weighting and ranking to exception report items to facilitate identification of deviators.

20.20. Maintain a process to link by facility ID, all services rendered to LTC residents while resident in, or on leave days from a facility.

20.21. Contain a description of all procedure, drug, and diagnosis and specialty codes.

21. Provide for comprehensive provider profiling including but not limited to the following methods:
21.1. Rendering provider.

21.2. Pay-to-provider.
21.3. Referring provider.
21.4. Health plan.

21.5. PCP.
21.6. Long Term Care Facility (LTCF).
21.7. Group.
22. Provide for comprehensive member profiling by profiling members including but not limited to the following methods:

22.1. Original member ID. (i.e., unique member/client id)

22.2. Member Case.

22.3. Member benefit plan.

22.4. Enrollment PCP.
23. Provide the capability to import and populate data from the claim detail report to spreadsheet type software.
24. Provide the capability to choose specific provider, provider organization, member, enrollee, billing agent, or other population that will be the target of the exception process.  

25. Provide the capability to specify the attributes of the population such as provider office location, member age, provider type, from/to dates of activity, service codes, and/or diagnosis codes for the target population.

26. Provide the capability to extract managed care information including, report data, member and provider database, detail service data (encounters, capitation, and fee-for-service) and other information needed for review and analysis.
27. Provide the capability to define the criteria to be used to eliminate a provider or member from the review process.  The selection criteria includes such items as termination of provider or member eligibility during the report period, providers who are currently under review, members who are currently restricted, and providers who may be under review by another State agency.

28. Provide the capability for producing an unduplicated list of the physicians and pharmacy providers for who detail service records were included in the Recipient Claims Sample for a member under review.

29. Provide the capability to review the detail service data extracted for the provider or member and document significant diagnoses, procedures, drugs, and any deviations from the norm.

30. Provide the capability to associate all referred services to the referring/admitting/prescribing provider. 

4.5.2.3 Outputs

The SUR/Fraud and Abuse function provides the following outputs and supports the following information needs:
1. Management summary reports, by peer group, including but not limited to:

1.1. Summary matrix item totals.
1.2. Frequency distributions.

1.3. Exception report item totals including norms, exception limits, and number of exceptions.
2. Profile reports, including but not limited to:

2.1. Member exception profiles.

2.2. Provider exception profiles.

2.3. All member summary profiles.

2.4. All provider summary profiles.

3. Other reports, including but not limited to:
3.1. Supporting reports.

3.2. Claim detail reports.

3.3. Report item ranking.

3.4. Control file reports.

4. Detail of paid services, with sufficient information to facilitate analysis of data for the most recent thirty-six (36) months of paid claims, for selected providers and members, reported at time intervals as specified by the State.
5. Claim detail, from the adjudicated claim record, with multiple select and/or sort formats, which include but are not limited to:
5.1. Provider ID and name.

5.2. Provider Specialties.

5.3. Member ID, name, or other demographic information.

5.4. Referring provider ID.

5.5. Internal Control Number (ICN).

5.6. Prior Authorization Number.

5.7. Program.

5.8. Date or date range of service.

5.9. Payment date.

5.10. Place.

5.11. Primary diagnosis code(s), with description.

5.12. Procedure/drug code(s), with description.

5.13. Therapeutic class code(s).

5.14. Drug generic code(s).

5.15. Lock-in indicator.

5.16. Billed and paid amounts.

5.17. Brand certification.

6. A single report containing ancillary, ambulatory, and inpatient services provided to LTC residents, while resident in, or on leave days from a facility.

7. Physician detail reports, by provider number, which identify the number of visits to various types of facilities by performing providers, and give details for members, including date of service, procedure code, and amount billed.
8. Reports as specified by the State that identify all services rendered to members who are receiving a specific treatment or drug, are enrolled in State-specified program groups, are in a nursing facility, or are receiving services from certain providers or provider groups.
9. Capability to force profiling of selected providers or members.
10. Weighting and ranking of exceptions, as specified by the State.
11. A narrative description of procedures, drugs and diagnoses on reports.
12. Priority rank suspect list.  
13. Cases with highest potential for fraud.
14. Analysis of reimbursement policy vulnerabilities.

4.5.2.4 Interfaces

The SUR/Fraud and Abuse function provides external interfaces with the following:
1. MMIS.

2. SURS Case Tracking.
4.5.2.5 State Responsibilities

State responsibilities are to:
1. Establish policy and make or delegate all administrative decisions concerning the operation of, and any changes to, the SUR reporting function.
2. Approve or request modification of the FA’s SUR reporting system training activities.  
3. Approve or request modification of the SUR reporting user manual.
4. Update the SUR control files and determine the parameters for SUR reports.
5. Initiate and execute online changes to SUR control files and report parameters.
6. Define criteria for extraction of claim data for utilization reports.
7. Analyze all SUR reports and follow through with manual reviews and field audits, when necessary.
8. Perform analysis of treatment patterns.
9. Perform detailed analysis of member and provider profiles.
10. Investigate fraud-related cases and propose corrective action.
11. Identify members for lock-in.
12. Identify providers to be placed on review.
13. Monitor the FA's operation of the SUR reporting system.
14. Determine the appropriate action for questionable provider practices and member mis-utilization, and initiate an update to the provider and/or member data sets for those providers and members placed on lock-in, prepayment review, or other restrictions.
15. Refer members to appropriate utilization programs for restriction and/or monitoring, within the constraints of current legislation.
16. Monitor restricted members and providers, and determine when to remove restrictions.
17. Define the desired content, format, frequency, and media for reports.
18. Submit claim detail requests and requests for provider and member profiles.
19. Produce Claim Detail reports.
20. Produce priority rank suspect list.  
4.5.2.6 FA Responsibilities

FA responsibilities are to:
1. Maintain and operate a SUR system to meet or exceed the most recent Federal requirements.
2. Train State staff on the use of the SUR reporting system, initially and on an ongoing basis.
3. Maintain up-to-date complete system and user documentation for SUR.
4.  Provide technical assistance as needed to assist State users in researching problems.
5. Develop a weighting and ranking method, subject to OHCA approval, to set priorities for reviewing utilization review exceptions.
6. Maintain and operate the SUR hardware and network.
7. Perform the maintenance of refreshing data on an agreed-upon schedule provided by the State.
8. Provide a proven, court tested, statistical methodology to classify and re-classify treatment into user-defined groups by diagnosis code, drug code, procedure code, groups or ranges of codes, geographic region, or combinations thereof, for the purpose of developing statistical profiles.
9. Perform monthly updates of the SUR data on a State approved schedule.
10. Furnish routine SUR management reports to the State in multiple media.
11. Advise the State of any changes needed in the SUR function to correspond to changes made to other MMIS functions.
12. Maintain a SUR case review tracking system.
13. Provide all SUR reports according to State specification
14. Make recommendations on any area where the FA thinks improvements can be made.
15. Support all SUR functions, files, and data elements necessary to meet the requirements in this RFP.
16. Generate and deliver annual reports as defined by the State.
17. Maintain claims history indefinitely to support SUR review.

4.5.2.7 FA Performance Responsibilities

FA performance responsibilities are to:
1. Generate and deliver weekly, monthly, and quarterly reports according to the State-defined schedule.
2. Perform maintenance of data refreshing on an agreed-upon schedule provided by the State.
3. Maintain access to the SUR system on a schedule defined by the State.
4. Meet all federal review requirements for SUR.
4.5.3 SUR Case Tracking

The SUR Case Tracking System replaces many of the previous manual functions throughout the SUR Review Process leveraging systematic approaches.  Utilizing state-of-the-art technology provides automation to replace many of the current manual operations such as providing auto-assignment of case reviews, online updating of case documentation, imaging of incoming correspondence, and photocopied medical records from on site audits.  The SUR Case Tracking function provides for retrieval of data files for reports generated within the SUR.   All case documentation is linked to a SUR case utilizing a unique identifier.  All SUR case documentation is linked and cross-referenced systematically to provide an audit trail of all SUR review activities for each SUR case. 

The imaging of all gathered documents, incoming correspondence, and so on, provide a fully electronic SUR case file for each SUR case.  The availability of SUR case files online to provide immediate access to SUR case review files.

4.5.3.1 Inputs

The SUR Case Tracking function accepts the following inputs:

1. Additions, changes, and deletions of SUR cases.

2. Imaged documentation to be attached to SUR cases.

3. Receivable information from the MMIS financial accounting function.

4. Selected claim details from the SUR function.

5. Selected exception profiles, summary profiles, and other reports identifying aberrant patterns and practices from the SUR function and the DSS/DW function.

6. Hearing results from Medical Advisory Committee (MAC).

7. Notes from provider site visits, responses, and information from provider response letters and questionnaires.

8. Decisions on initiating recoupment activity.

9. Complaints and referrals from outside parties and agencies about members or providers.

10. Fraud and abuse alerts from CMS.

11. Scanned images.

4.5.3.2 Processing

The SUR Case Tracking function has the following processing capabilities:

1. Maintain an automated tracking capability for SUR review activities and potential post payment recovery actions that can track individual or grouped claims from the initiation of review efforts, through any recovery action, to closure.

2. Provide for automated assignment of unique identification number for each SUR review and recovery case and also allow for manual assignment of unique identification numbers.

3. Provide the capability to link all documentation (imaged documents, SUR reports, letter, and spreadsheets) to the SUR case using the unique identifier.

4. Provide for online display, inquiry, and updating of SUR review and recovery case records with access by key identifiers.

5. Provide the capability to maintain data on each SUR case including but not limited to:

5.1. Free-form notes regarding the case.

5.2. Progress status of the review process, including management review results.

5.3. Indication that an appeal has been filed; the date appeal was filed, and the type of appeal.

5.4. The date of appeals notification, and the decision.

5.5. Settlement date.

5.6. SUR management approval/disapproval.

6. Provide the capability to image responses received from providers, members and other entities involved in the SUR case and attach these imaged documents to the case to which they pertain.

7. Provide data access and update capability to SUR cases with security at a user screen.

8. Provide the capability to update the SUR cases with date, time, and place of all hearings and provides an automated notification to the MAC and OHCA Legal Division.

9. Create a feed from the MMIS financial function to the SUR Case Tracking function to report when recoupments have been satisfied.

10. Provide the ability to add or delete claims that are included in any SUR case created.

11. Maintain all open SUR recovery cases online indefinitely.

12. Maintain closed SUR recovery cases online indefinitely.

13. Provide for online updateable templates of letters and questionnaires to members, providers, and State agencies involved in SUR review and recovery cases and the ability to add free-form text to letter templates on a case-by-case basis.  

14. Provide the capability to send confirmation letters to providers to verify the scheduled review date and indicate what is to be reviewed and whether or not there are any records being requested for review.

15. Provide the capability to define the criteria to be used for automated selection of providers and members for SUR review.

16. Provide the capability to monitor and track case activity.

17. Provide the capability to manually and automatically assign and/or re-assign cases to a unit and an analyst based on user-defined criteria such as, type of case (all provider types, specific provider types, re-evaluations, and priority cases), and assign cases to the SUR manager for review.

18. Provide the capability to systematically define the load level (the percentage of total cases, the total number of cases in the analyst's workload, and a maximum number of cases to be assigned) for each analyst.

19. Provide the capability to review cases assigned to a unit and/or analyst, validate or modify the automated assignments, and assign a unit and/or analyst to those cases that could not be automatically assigned.

20. Provide the capability to access the queue and select SUR cases for validation.  Once the validated status indicator is entered for the case, the case will be ready for recoupment.

21. Provide the capability to extract re-evaluations from the SUR Case Tracking function that have come due since the last selection process and add to the SUR selection universe.

22. Provide the capability to extract referrals from the SUR cases that have been received since the last case selection process, and add them to the SUR selection universe.

23. Provide the capability to eliminate providers and members who meet the de-selection criteria from the case selection universe.

24. Provide the capability to automatically or manually select providers and members for utilization review based on user-defined criteria including but not limited to:

24.1. Internal requirements for the number of cases which are reviewed.

24.2. Exception Log report.

24.3. Provider status within the Medicaid program.

24.4. Member status within the Medicaid program.

24.5. Review status.

24.6. Referral status.

24.7. Re-evaluation status.

25. Provide the capability to image and attach all documentation related to a SUR review and recovery case and retrieve and review online or send to print.

26. Provide the capability to request information from the provider under review, or from a sample of members for whom Medicaid claims were paid to the provider, and/or from external entities who can supply information needed to complete the review.  The information includes requesting/receiving medical records on a member and other notices to the provider being reviewed.

27. Provide the capability to receive and track complaints about providers and members, referrals from an outside agency, or other requests for information.

28. Provide the capability to accept updates in the SUR case tracking function from the SUR function pertaining to the identification of exceptions.

29. Provide the capability for reviewers to update the audit report and recommendation and upload this information to the SUR case.

30. Provide point-and-click capability to select providers and/or members to be reviewed from Exception Log and Ranking List generated from the SUR reporting system.

31. Provide case management and tracking capabilities to retain all pertinent electronic documentary evidence for referral and recovery when criminal or administrative sanctions appear warranted.  In addition, the SUR Case Tracking system allows for the seamless housing of all verbal and written contacts, the documenting of the provider or member's utilization reports, and the capability to store query criteria and analysis results.

32. Provide update capability to document SUR cases with results of on-site audits conducted at provider's facilities. Information to be documented includes but not limited to:

32.1. Reviewer’s notations on specific claims.

32.2. Claims detail history report.

32.3. Photocopied medical records.

32.4. SUR worksheet.

32.5. Photocopied documents obtained from a provider while conducting an on-site audit which are imaged and added to the specific SUR Case Review.

33. Provides the capability to document the physical characteristics and focused observations of a provider's facility to the specific SUR case. Information documented includes information required to be eligible as a provider under the SoonerCare Program.

34. Provide the capability of maintaining performance measures by individual SUR reviewer and/or collectively for the entire SUR unit within the SUR Case Tracking system.  Performance measures include, but are not limited to:

34.1. Number of cases reviewed.

34.2. Number of claims included in the universe.

34.3. Number of actual claims reviewed in the sample.

34.4. Total dollars reimbursed for cases included in the universe.

34.5. Total dollars reimbursed for actual claims reviewed in the sample.

34.6. Total dollars identified as overpayments for claims reviewed included in sample size.

34.7. Total dollars requested to be recouped within each step of the Due Process (Re-considerations, MAC Appeal, and CEO Appeal).

35. Provide the ability to report performance measures by individual SUR reviewer or collectively for the entire SUR unit by:

35.1. Quarter.

35.2. Calendar year.

35.3. Fiscal year.

36. Provide the ability to capture and utilize data pertaining to SUR employees such as experience level, areas of expertise, and so on, to assure the appropriateness of case assignment through the automated assignment process.

37. Provide the ability to document all activities throughout the entire case review process.  Includes, but not limited to abilities such as:

37.1. Documenting case status.

37.2. Correspondence development.

37.3. Supervisor approval.

37.4. Summarization of findings.

37.5. Imaging of all hard-copy documents obtained throughout the case review process.

37.6. Linking and cross-referencing of services to associated notations and documents.

38. Provide the online capability to allow reviewers to update any of the case information in their caseload.  This capability also allows supervisors/managers to set overrides and update access as appropriate by role.

39. Provide the capability for tracking appeals and hearings throughout the due process period.  This includes all correspondence, meetings, hearings, findings, and notifications.  As well as the ability to link pertinent information and document any related SUR case.

40. Provide the online capability of documenting decisions (decisions, action to be taken, dates, etc.) of the Medical Advisory Committee (MAC), State Medicaid Director, and the Chief Executive Officer of OHCA.  This also includes the ability to link pertinent information and document any related SUR case.

41. Provide the online capability to capture the date and associated information related to implemented settlement agreements.  This includes the decision, action to be taken, dates, and settlement amount and includes the ability to link pertinent information and document to any related SUR case.

42. Provides the online capability for maintaining member information for members in the member restriction program (lock-in to a PCP and/or pharmacy).  This includes dates of lock-in period, primary care provider, and/or pharmacy.

43. Provide the capability to add referrals to the Selection Universe as part of the auto-assignment process for selection and assignment of SUR case reviews.

44. Provide the capability for online access and inquiry to the SUR Case Tracking system to obtain information pertaining to a specific case or several cases.  Information is limited to the security level of the inquirer.  A separate screen allows for a central entry point that would control access and allows for the use of selection to focus the inquiry.

45. Provide the online capability for capturing and tracking dates and associated information pertaining to implemented actions on case reviews throughout the review process including processes such as reconsiderations, appeals, and settlements.  This includes the ability to link pertinent information and document to any related SUR case.

46. Provide the capability that includes the automatic and/or manual assignment of SUR Cases requiring re-evaluation where results from previous SUR review resulted in a finding requiring re-evaluation to be scheduled of a provider or member.

47. Provide the online capability for capturing and tracking dates and associated information pertaining to implementing and monitoring provider suspension/termination proceedings.  This includes the ability to link pertinent information and document to any related SUR case.

48. Provide the online capability for notifying the provider, capturing and tracking dates and associated information pertaining to any SUR case reaching final recommendation stage regarding the disposition and the specific circumstances of the findings and final recommendation.  This includes all phases of the SUR review process, due process, suspension/termination, and so on.  This also includes the ability to link pertinent information and document to any related SUR case.

49. Provide the online capability for capturing and tracking dates and associated information pertaining to the notification of disposition.  This includes the ability to link pertinent information and document to any related SUR case.

50. Provide and maintains flexibility in coding structures by use of parameter and table-oriented design techniques to enable rapid processing modifications to support Oklahoma health care program changes.

51. Maintain access to data through user friendly systems navigation technology and a graphical user interface that allows users to move freely throughout the system using pull-down menus and point-and-click navigation without having to enter identifying data multiple times.

52. Maintain an online audit trail of all updates to SUR case tracking data.

53. Edit data for presence, format, and consistency as described by the State with other data in the update transaction and on all SUR case tracking processing and data-related files.

54. Provide processes and data to meet the minimum requirements of Part 11 of the State Medicaid Manual.

55. Maintain password control, in varying levels of security, of staff making changes to SUR case tracking data.

56. Provide the capability to maintain data on each SUR case including but not limited to:

56.1. Notations such as physical characteristics and observations from provider on site reviews.

56.2. Responses from the notification letters and questionnaires received from providers.

57. Upon initiation of a SUR case, automatically populate the case with the demographic information for the specific provider or member to which the case pertains.

58. Maintain online member data, provider data, claims history to support SUR review and recovery case activity indefinitely.

59. Generate automatically, letters and questionnaires to members, providers according to State criteria.

60. Provide the capability to prepare the referral packages for the Medical Advisory Committee (MAC), Consultant Referrals, and/or CEO Appeals.

61. Provide the capability to forward documentation to the Medical Advisory Committee (MAC) and/or the CEO with a Statement of Facts form on selected provider cases.

62. Provide the capability to retrieve documents attached to SUR cases and transmit the documents via email, or postal service.

63. Provide the capability to extract, from the provider database, the demographic, eligibility, and other information for a provider under review.

64. Provide the capability of linking all SUR Case documents to a specific SUR Case by using the unique identifier.  Each document within a SUR Case is cross-referenced with the specific service listed on the SUR Claims Detail, SUR Worksheet, Medical Record, and so on.  This provides an internal tracking within a SUR Case Review to allow a case to stand independently so anyone could establish the trail of the reviewer's process and decisions made.

65. Provide the capability to capture information pertaining to Medical Standards.  Information captured includes requestor name and address, source name and address, title of the published medical standards produced by the organization, the effective date of standards, and the date the material is requested and received.

66. Provide online capability for capturing and updating information included in provider/member questionnaires.

67. Provide the online capability for referrals from other agencies, complaints about providers/members and other requests for information or investigation.  This includes the ability to link pertinent information and document to any related SUR Case.

68. Provide the capability for online access and inquiry to the SUR Case Tracking system to obtain information pertaining to a specific case or several cases.  Information is limited to the security level of the inquirer.  A separate screen allows for a central entry point that would control access and allows for the use of selection to focus the inquiry.

4.5.3.3 Outputs

The SUR Case Tracking function provides the following outputs and supports the following information needs:

1. Make available all data for retrieval through the DSS/DW function.

2. Generate audit trail reports showing before and after image of changed data, the ID of the person making the change, and the change date.

3. Generate letters and audit findings to providers for whom problems have been identified.

4. Provide online inquiry capability for OHCA Legal, MAC, SUR staff, and medical consultants to review data obtained during the desk audit or on site audit, the case file, and any follow-up information that has been collected.  

5. Provide the capability to extract and format provider, member and standard report data.  All fields and potential values are selectable to determine what records or cases will be selected.  All fields are selectable for output presentation, and all fields are selectable to determine the report sort sequence.

6. Provide the capability to provide a formal response to a referral or complaint.

7. Provide the capability to generate the SUR monthly and quarterly status reports.

8. Provide the capability to generate reviewer reports so each reviewer can generate their individual reports to monitor their own progress.  The report also contains alerts to notify the reviewer of pending and upcoming activities.

9. Provide the capability to produce all types of standard management reports as requested by OHCA staff including but not limited to, the standard reports necessary to complete reviews, reviewer status reports, monthly and quarterly status reports, and management reports monitoring progress and activity of case reviews.

10. Provide the capability to review the summary profile report for the provider or member under review and document significant report items from the profile.

11. Provide the capability to generate reports of all active and closed cases.

12. Provide the capability to automatically generate a list of potential primary care providers, based on the claim history detail of the member, 14 days after the member deadline for selecting a primary care provider.  

13. Provide the capability to generate confirmation of PCP Letters to be mailed to the primary care providers.  

14. Provide the capability to notify member of his or her restriction to a PCP and/or pharmacy, and update the member database with the restriction data, through the following functions.

15. Provide the capability to prepare documents/letters notifying the member that he/she will be restricted, including the Notice of Restriction, and the Member Choice Form.

16. Provide the capability for review staff and medical consultants to determine the disposition of a case and to generate letters to providers requesting that they put an end to any improper practice that has been discovered.

17. Provide the capability to send providers written notification letters regarding the disposition of the case.  The disposition will vary by type of provider, type of audit, and specific circumstances of the findings and final recommendation.

18. Provide the online update capability for capturing results from meetings including the MAC and CEO Appeals, and the capability of updating related SUR Case with pertinent data from these captured results.

19. Provide the online capability of developing and producing correspondence, notifications, and so forth, pertaining to all steps of Due Process including MAC Appeals and CEO Appeals, meetings, hearings, and so forth.  This includes the ability to link pertinent information and document any related SUR Case.

20. Provide case documentation for forwarding to the Member Lock-In Committee and the Administrative Law Judge with a Statement of Facts about member cases.

21. Provide the capability to extract from the member database the demographic, eligibility and other information needed about a member under review.

22. Provide the capability to generate reports based on staff performance measures and case outcomes.

23. Provide the capability for tracking and documenting meetings within the SUR Case Tracking system.

4.5.3.4 Interfaces

The SUR Case Tracking function accommodates the following preferred external interfaces:

1. Financial subsystem.

2. SUR.

4.5.3.5 State Responsibilities

State responsibilities are to:

83. Approve the SUR case tracking system.

84. Utilize the SUR case tracking system to monitor SUR activities.

4.5.3.6 FA Responsibilities

FA responsibilities are to:

1. Maintain the SUR case tracking system.

2. Accept information from the Medical Advisory Committee and OHCA legal division.

3. Provide online access.

4. Provide training to State staff in the use of the SUR case tracking system, initially and on an ongoing basis.

5. Provide all SUR case tracking reports according to State specification.

6. Maintain up-to-date complete system and user documentation.

7. Link with MMIS financial functions.

8. Maintain support tables required and utilized in the development of the SUR case tracking system and throughout the contract period as specified by OHCA.
9. Maintain in support tables, members of Medical Advisory Committee, Medical Consultant and other identification and demographic data as specified by OHCA.

4.5.3.7 FA Performance Responsibilities

FA performance responsibilities are to:

1. Perform maintenance of data refreshing on an agreed-upon schedule provided by the State.

2. Perform updates of the SUR Case Tracking system data on a State approved schedule. (Financial update)

3. Maintain access to the SUR Case Tracking on a schedule defined by the State.

4. Image documents and include in the SUR Case Tracking system within two business days.

4.5.4 PI Replacement System (Enhancement)

The functional requirements listed in this subsection (4.5.4) pertain specifically to the new PI Replacement System being requested as part of this RFP.  The PI contractor is responsible for implementing the functionality for a comprehensive PI system including the specific requirements for case management, data analytics, and medical review, commonly referred to as SUR.  The PI contractor is also responsible for the current functionality described in subsections 4.5.2 Surveillance and Utilization Review (SUR)/Fraud and Abuse and 4.5.3 SUR Case Tracking.  These requirements identify the high level functionality; however, detailed requirements have also been identified and can be viewed in Appendix J: PI Replacement System Detailed Requirements.

OHCA intends to use Data Analytics as a component of the PI Replacement System to perform functions for data mining, data analytics, predictive modeling, automated claim overpayment and underpayment review, identification of suspected fraud, abuse or waste and dashboards of selected data.
OHCA shares responsibility for protecting the integrity of the Oklahoma SoonerCare Program.  The PI and Accountability Department is responsible for ensuring proper payment and recovering misspent funds.  The Provider Audits and Performance and Reporting Units have PI responsibilities to ensure proper payment and recovering misspent funds.
The Provider Audits Unit performs audits/reviews of OHCA medical providers to ensure program funds are being spent appropriately. All audits/reviews are initiated through sound consistent protocols such as exception processing, data analytics, referrals, and member’s explanation of medical benefits. Comprehensive statistical profiles and utilization patterns of health care delivery are developed on providers to identify deviations from the norm and ultimately potential instances of fraud and abuse. Corrective action such as implementation of system edits, provider letters, and policy changes are taken to best prevent identified issues from re-occurring. 
The Performance and Reporting Unit performs audits/reviews of organizational and functional activities and evaluates the effectiveness of management controls of Medicaid programs for OHCA.  This unit performs an internal Payment Accuracy measurement of SoonerCare claims by performing a comprehensive claims payment audit/review of the Medicaid programs.

4.5.4.1 Inputs

4.5.4.1.1 Case Management
The Case Management function must accept the following inputs:

1. Additions, changes, and deletions of PI cases.
2. Imaged and other electronically formatted documentation to be attached to PI cases.

3. MMIS financial accounting information.

4. Selected claim details from the PI function.

5. Selected exception profiles, summary profiles, and other reports identifying irregular patterns and practices from the PI function and the DS/DW function.
6. Hearing results from Medical Advisory Committee (MAC).

7. Notes from provider site visits, responses and information from provider response letters and questionnaires.
8. Decisions on initiating recoupment activity.  
9. Complaints and referrals from outside parties and agencies about members or providers.  
10. Fraud and abuse alerts from CMS.  
11. Case referral data from any source (agency, public, individual, etc.) as specified by OHCA that includes an indication of the source and contact information of the referral.

12. Data needed for the documentation of statistical approach.
13. Electronic version of the OHCA PI Work Paper template form through event maintenance and history, workflow processing, and reporting.
14. Event log / chronology showing past and current statuses of the case as well as other data as specified by OHCA.  Capability to directly attach emails to a case.  
15. Notes of various types (memo, journal, consulting, etc.)
4.5.4.1.2   Data Analytics
The Data Analytics function must accept the following inputs:

85. OHCA’s DSS/Data Warehouse, which is currently accessed using BusinessObjects
86. OHCA’s Active Directory security access information.
87. Ad hoc data files from external sources as identified by OHCA. 
4.5.4.1.3 Medical Review
The Medical Review function must accept the following inputs:

88. Paid encounter data, paid claims, and all last paid adjustment history, including voided claim history.  
89. Filtered voided claims out of profiles/random samples.
90. Provider demographic and enrollment data, including group, member of group information, and Vaccines for Children information.
91. Member demographic and eligibility related data.
92. Reference data for descriptions of diagnosis, procedure, and drug codes, and prior authorization history.   
93. Claim attachments, both imaged and electronic.
94. External provider and patient immunization data from the Oklahoma Department of Health immunization system.
95. Eligibility inquiry responses from national insurance database to record third party liability.
4.5.4.2 Processing

4.5.4.2.1 Case Management

The Case Management function must perform the following processing functions:

1. Maintain automated tracking capabilities for PI review activities and post payment recovery actions that can track individual or grouped claims from the initiation of review efforts, through any recovery action, to closure.

2. Provide the ability to link pertinent information and documents to any related PI case using a unique identifier.

3. Provide automated assignment of unique identification number for each PI review and recovery case and also allow for manual assignment of unique identification numbers.
4. Provide for a conversion of all of the cases and related documents in the current SURS Case Management system. (Provider audit and payment accuracy data will not be converted.)  
5. Provide for online display, inquiry, and updating of PI review and recovery case records with access by key identifiers.
6. Provide the capability for the user of the PI system to connect remotely to upload, retrieve, and modify case record information.  Utilization of remote access will be accomplished in member’s homes, nursing homes, provider offices, and hospitals.  

7. Allow for the seamless housing of all communications as specified by OHCA. 

8. Provide the capability to image correspondence regarding PI cases and attach images to the case. 

9. Allow for notification from the MMIS financial system to the PI Case Management function as specified by OHCA. 
10. Provide online updateable templates of letters and questionnaires to members, providers, and State agencies involved in PI review and recovery cases and the ability to add free-form text to letter templates on a case-by-case basis.  
11. Provide the capability to monitor, review and track case activity.
12. Provide the capability to access the queue and select PI cases for validation.  .  
13. Provide the capability to automatically or manually select or deselect providers and members for utilization review based on user-defined criteria. 
14. Provide the capability to image and attach all documentation related to a PI review and recovery case and retrieve and review online or send to print.
15. Provide the capability to request information from the provider under review, or from a sample of members for whom Medicaid claims were paid to the provider, and/or from external entities who can supply information needed to complete the review
16. Provide case management and tracking capabilities to support referral and recovery for criminal or administrative sanctions. 

17. Provide the capability for tracking appeals and hearings throughout the due process period and includes the ability to link pertinent information.  
18. Provide the online capability of documenting decisions of the appeals and hearings, capture information from Circuit Court Administrative Review or Court of Appeals and Implemented Settlement Agreement.

19. Provide the online capability for documenting consultant recommendations on member or provider case reviews.  
20. Provide the online capability for maintaining member information for members in the Restriction Program (Lock-in to a Primary Care Provider and/or Pharmacy).  This includes dates of lock-in period, primary care provider, and/or pharmacy.
21. Provide the capability to add referrals to the Selection Universe as part of the auto-assignment process for selection and assignment of Medical Case Reviews.
22. Provide the capability for the automatic and/or manual assignment of PI Cases. 

23. Provide the online capability for capturing and tracking dates and associated information pertaining to implementing and monitoring provider Suspension/Termination Proceedings. 
24.  Provide the online capability to document phases of the PI Review process as specified by OHCA

25. Maintain access control, in varying levels of security, of staff making changes to PI Case Management data.
26. Populate automatically, the case with the demographic information for the specific provider or member based upon criteria defined by OHCA.
27. Maintain indefinitely online member data, provider data, claims history to support PI review and recovery case activity.
28. Generate letters and questionnaires to members and providers, according to OHCA criteria.  
29. Generate facsimiles that can be sent to members, providers, and State agencies involved in the PI case as specified by OHCA.  
30. Provide the capability to prepare referral packages for the Medical Advisory Committee (MAC), Consultant Referrals, and/or CEO Appeals as specified by OHCA.
31. Provide the capability to forward documentation to the Medical Advisory Committee (MAC) and/or the CEO with a Statement of Facts form on selected provider cases as specified by OHCA.
32. Provide the capability to retrieve documents attached to PI cases and transmit the documents via direct access referral, email, or postal service.
33. Provide the capability to extract from the provider database, the demographic, eligibility, and other information for a provider under review.
34. Provide the capability of capturing fraud detection alerts and maintaining the name and address of the source, the fraud detection models supplied, the effective dates of the model, and the date the alert and materials were received.  
35. Provide an automated systematic assessment process for determining the effectiveness of the PI review process in terms of the number and types of reviews conducted, the overpayments identified for recoupment, and the time expended in the review of a case or cases.  
36. Provide the capability of linking all PI Case documents to a specific PI Case by using the unique identifier.  
37. Provide the capability to capture information pertaining to Medical Standards as specified by OHCA.  
38. Provide online capability for capturing and updating information included in provider/member questionnaires.  
39. Provide the online capability for capturing and tracking dates and associated information pertaining to research, responses to Freedom of Information Requests, and referrals from other agencies, complaints about providers/members and other requests for information or investigation.  
40. Provide the capability to incorporate and create workflow processing into the Case Management function at the user level. 
41. Provide the ability to search for specific information, including text strings, in cases, including any field in the case record and attached documents.
42. Provide the capability to auto-assign cases to auditors.
43. Support users having the ability and flexibility to create standard and ad-hoc reports to fulfill State and Federal requirements.  
44.  Provide the capability to query the system for a specific case type. 

45. Provide the capability to generate a unique new case ID.

46. Provide the capability to receive case related emails, faxes and documents from providers for desk audits into the system directly as documents attached to the case.
47. Provide and maintain flexibility in coding structures by use of parameter and table-oriented design techniques to enable rapid processing modifications to support Oklahoma health care program changes.
48. Maintain access to data through user friendly systems navigation technology and a graphical user interface that allows users to move freely throughout the system using tabs, dashboards, or pull-down menus and point-and-click navigation without having to enter identifying data multiple times.
49. Provide for context-sensitive help on screens for easy, point-and-click access to valid values and code definitions by screen field. 
50. Provide the capability to create and manage electronic documentation
51. Capability to track and manage multiple types of cases, with different types of data for each as specified by OHCA.

52. Provide the capability of the manager or supervisor to assign/reassign cases to staff and produce management reports as defined by OHCA.

53. Provide the capability for OHCA to maintain and track any applicable time limits, overpayments, recoveries, and  settlements related to PI events (audit notification, Medical Advisory Committee Appeal, CEO appeal, etc.), as specified by OHCA.

54. Provide documentation update capabilities and direct online entry to document and maintain cases with on-site and off-site scans, notes, and results of on-site audits conducted at provider's facilities.  

55. Provide the online capability to utilize functions as specified by OHCA to increase work flow production, capture data and information during site visits, and maintain audit trails. 

56. Provide the ability to track and report on source of referrals.  

57. Provide the capability to maintain in support tables members of Medical Advisory Committee, Medical Consultant and other identification and demographic data as specified by OHCA.
58. Ensure all aspects of case management in the new PI system are ICD-10 compliant.
4.5.4.2.2 Data Analytics
The Data Analytics function must perform the following processing functions:

1. Provide services, tools, or both that enable OHCA to perform the following functions:

1.1. Data mining.

1.2. Data analytics.

1.3. Predictive modeling.

2. Automate claim overpayment and underpayment review.

3. Identify suspected fraud, abuse, or waste.

4. Provide dashboard displays of selected data and results of analyses on web pages.

5. Provide the ability to process data using existing BusinessObjects structures.  
6. Provide the ability for the user to output query results to a file or to the screen as specified by OHCA.

7. Provide the ability for the user to save queries. 

8. Provide the ability for the user to export all objects to a variety of file formats as specified by OHCA.

9. Provide the ability to identify cases using algorithms based on clinical/ medical practices and activities/utilization.
10. Provide the ability to save and automatically trigger algorithms against different date ranges of claims, as new data is added to the Data Analytics function.
11. Ensure all aspects of data analytics in the new PI system are ICD-10 compliant.

4.5.4.2.3 Medical Review
The Medical Review function must perform the following processing capabilities:

1. Provide the capability to conduct medical reviews to verify that covered health care services have been documented and that payments have been made in accordance with State and federal policies, regulations, and statues.  

2. Maintain online parameter-driven multiple control files to allow OHCA to specify data extraction criteria, report content, parameters, and weighting factors necessary to properly identify aberrant situations.  Allows the user to modify/override the standard exception control limits.   
3. Support configuration that supports the transfer of data from provider and claims functions without reformatting of incoming files.

4. Provide the capability to retain payment information on all types of claims whether payments were made at a header level or a detail level. 
5. Maintain source data from all functions of the MMIS so as to create State and Federally required reports at frequencies defined by OHCA.  
6. Provide for the automated input of identified claims to PI Case Management.
7. Provide OHCA with the capability to develop, design, modify, and test alternative report parameters and maintain an indexed library of such report parameters.
8. Provide the capability to route email correspondence reports to other user locations and the ability to view these reports at the same time as specified by OHCA.    
9. Provide the capability to schedule and prioritize queries, run multiple queries and prompt the user when the query has completed.  
10. Provide the capability of care being depicted as an episode of care (i.e. episode treatment group), a global view of a member's treatment over time across all settings.  
11. Provide and maintain flexibility in coding structures and database structures by use of parameter and table-oriented design techniques to enable rapid processing modifications to support OHCA program changes.  
12. Maintain an online audit trail of all updates to medical review data.  
13. Provide online, updateable letter templates for provider or member letters with the ability to add free form text specific to a provider or member, or a group of providers or member (e.g. for targeted Member EOMB letters).
14. Provide processes and data to meet the minimum requirements of Part 11 of the State Medicaid Manual.
15. Provide the capability to perform all functions necessary to develop and process required queries to generate profiles and reports as specified by OHCA.  

16. Provide the capability to perform pattern analysis of illogical or inappropriate billing patterns across any healthcare setting.  
17. Provide the capability to perform comprehensive provider profiling and fraud and abuse detection by profiling providers as specified by OHCA:
18. The system shall provide for comprehensive member profiling and fraud and abuse detection by profiling members as specified by OHCA. 

19. Provide the capability to choose specific provider, provider organization, member, enrollee, billing agent, or other population that will be the target of the exception process.  
20. Provide the capability to extract managed care information as specified by OHCA.  

21. Provide the capability to define the criteria to be used to eliminate a provider or member from the review process as specified by OHCA.  
22. Provide the capability for producing an unduplicated list of the physicians and pharmacy providers for who detail service records were included in the member Claims Sample for a member under review.  
23. Provide an automated fraud and abuse profiling system for the ongoing monitoring of provider and member claims to detect patterns of potential fraud, abuse, and excessive billing.
24. Provide and maintain flexibility in coding structures by use of parameter and table-oriented design techniques to enable rapid processing modifications to support Oklahoma health care program changes.
25. Maintain access to data through user friendly systems navigation technology and a graphical user interface that allows users to move freely throughout the system using tabs, dashboards, or pull-down menus and point-and-click navigation without having to enter identifying data multiple times.
26. Provide for context-sensitive help on screens for easy, point-and-click access to valid values and code definitions by screen field.
27. Provide the ability to report collectively or singly on encounter data and paid claims.
28. Ensure all aspects of medical review in the new PI system are ICD-10 compliant.
4.5.4.3 Outputs

4.5.4.3.1 Case Management

The Case Management function must provide the following outputs and support the following information needs:

1. Make available all data for retrieval through the DSS/DW function as specified by OHCA.
2. Make available all reports in data format for export and import purposes and through multiple media as specified by OHCA.
3. Provide the capability to export specific selected case data and attachments as specified by OHCA.  Generate online audit trail reports as specified by OHCA.  Provide the capability to have agency-maintained letter templates as specified by OHCA.  

4. Provide online inquiry capability for other department staff, stakeholders and other entities specified by OHCA:
4.1. Provide the capability to extract and format provider, member and standard report data as specified by OHCA.

4.2. Provide the capability to generate the PI status reports as specified by OHCA.  
4.3. Provide the capability to send providers written notification letters regarding the disposition of the case as specified by OHCA.  The system will provide online update capability for producing meeting notes, correspondence, and notifications regarding Due Process for MAC and CEO appeals.  
4.4. Provide the capability to forward Case documentation to the member Lock-In Committee and the Administrative Law Judge with a Statement of Facts about member cases.
4.5. Provide the capability to display multiple menus as specified by OHCA.  

4.5.4.3.2 Data Analytics
The Data Analytics function must provide the following outputs and support the following information needs:

1. Support graphic displays, which provide the ability for user’s to drill down into more detail or add additional parameters.
2. Display all provider data by NPI or by a subset of the provider’s practice.
3. Produce spreadsheet or access-type displays which allow the user to sort, filter, and add calculations to unused columns or rows, referring to the data output by the system.
3.1. Provide options for users to output various types of documents, such as Excel, Access, text file, comma-delimited file, pdf file, etc.
3.2. Support the ability to save algorithm and population / universe information and export directly to the Case Management system.
3.3. Support the ability to save reports and export them to the Case Management system.
4.5.4.3.3 Medical Review
The Medical Review function must provide the following outputs and support the following information needs:
1. Generate audit trail reports showing before and after image of changed data, the ID of the person making the change, and the change date.  
2. Provide management summary reports, by peer group, as specified by OHCA:
2.1. Produce priority rank suspect list.  
2.2. Produce reports of detail of paid services, with sufficient information to facilitate analysis of data for a length of time specified by OHCA for paid claims, for selected providers and members, reported at time intervals specified by OHCA.  
2.3. Produce claim detail, from the adjudicated claim record, with multiple select and sort formats, as specified by OHCA.

2.4. Produce a single report containing ancillary, ambulatory, and inpatient services provided to LTC residents, while resident in, or on leave days from, a facility.
2.5. Provide both detail and summary reports of services provided to residents of LTC facilities and claims, based on selected living arrangement (such as Own Residence, Rents Home, Group Home, etc.) as specified by OHCA. 
2.6. Provide reports to meet all Federal and State reporting requirements. 
3. Display all provider data by National Provider Identifier (NPI) or by a subset of the provider’s practice. 
4.5.4.4 Interfaces

4.5.4.4.1 Case Management

The Case Management function must accommodate the following external interfaces:  

1. Laptops or other handheld devices utilized by field staff.  
2. Secure connection via Internet.  
3. Integrate data from internal agency systems as specified by OHCA.

4. MMIS subsystems as specified by OHCA to allow for the adjustment of claims through a batch process. 

5. Federal databases as specified by OHCA.
6. Electronic document management system as specified by OHCA.
4.5.4.4.2 Data Analytics

The Data Analytics function must accommodate the following external interfaces:

1. MMIS extracts.

2. Ad hoc data files from external sources, such as Vital Statistics death certificate information, OIG exclusion database, internally generated Excel spreadsheets, Access files, comma delimited files, MS-SQL database, etc.
3. Export of case-related data to the Case Management system as specified by OHCA.

4.5.4.4.3 Medical Review

The Medical Review function must accommodate the following external interfaces:

1. Medical review batch interfaces to run at OHCA specified frequencies.

2. DSS/DW

4.5.4.5 State Responsibilities

4.5.4.5.1 Case Management

State responsibilities are to:

1. Monitor contract performance and compliance with contract terms and conditions

2. Provide direction to the Contractor
3. Define content, format, frequency, and media for reports.
4. Populate system with notes and other case related information
5. Initiate or approve system COs and operational procedure changes.

4.5.4.5.2 Data Analytics
State responsibilities are to:

1. Monitor contract performance and compliance with contract terms and conditions

2. Determine criteria for reviews.

3. Provide direction to the Contractor.

4. Establish policy.

5. Update criteria.

6. Define content, format, frequency, and media for reports.
7. Populate system with notes and other case-related information.

8. Initiate or approve system COs and operational procedure changes.

4.5.4.5.3 Medical Review
State responsibilities are to:

1. Determine criteria for reviews
2. Establish policy 
3. Update criteria
4. Monitor contract performance and compliance with contract terms and conditions.

5. Establish policy and make or delegate all administrative decisions concerning the operation of, and any changes to, the Medical Review reporting function.
6. Approve or request modification of the Contractor's Medical Review reporting function training activities.  
7. Approve or request modification of the Medical Review user manual.
8. Update the Medical Review control files and determine the parameters for Medical Review reports.
9. Initiate and execute online changes to Medical Review control files and report parameters.
10. Define criteria for extraction of claim data for utilization reports.
11. Analyze all Medical Review reports and follow through with manual reviews and field audits, when necessary.
12. Perform analysis of treatment patterns.
13. Perform detailed analysis of member and provider profiles.
14. Investigate fraud-related cases and propose corrective action.
15. Identify providers to be placed on review.
16. Monitor the Contractor's operation of the Medical Review reporting function.
17. Determine the appropriate action for questionable provider practices and member mis-utilization, and initiate an update to the provider and/or member data sets for those providers and members placed on lock-in, prepayment review, or other restrictions.  
18. Monitor restricted members and providers, and determine when to remove restrictions.
19. Define the required content, format, frequency, and media for reports.  
20. Submit claim detail requests and requests for provider and member profiles.

4.5.4.6 Contractor Responsibilities

4.5.4.6.1 Case Management

PI Contractor Case Management responsibilities are to:

1. Maintain the PI Case Management system.  
2. Accept information from the Medical Advisory Committee and OHCA legal division.  
3. Provide online access.  
4. Provide training to OHCA staff in the use of the PI Case Management system, initially and on an ongoing basis.  
5. Create all PI Case Management reports according to OHCA specification and provide a method for OHCA to generate, archive, view, copy, and print these reports.  
6. Maintain up-to-date complete system and user documentation, which explains how various data elements are populated and where they are used.  
7. Link with MMIS financial functions as described in the Interfaces section above.  
8. Maintain claims history to support PI review.
9. Convert legacy Case Management data to the new system.  
10. Provide training on-site at OHCA's request to users on how to use the system, after OHCA has approved the system for production.  
11. Provide consultation on an ongoing basis to OHCA agency staff on maximizing our use of the PI Case Management system.

12. Recommend scanning equipment that will work with the Case Management system.  
13. Provide an on-site vendor representative to configure the application to OHCA’s specifications during the implementation phase and up to six months after go-live, until OHCA approves the system.  
14. Create all PI letter templates according to OHCA specification, and train OHCA staff how to maintain the letter templates for future changes.
15. Maintain support tables required and utilized in the development of the PI Case Management system and throughout the contract period as specified by OHCA.
16. Provide and maintain flexibility in coding structures by use of parameter and table-oriented design techniques to enable rapid processing modifications to support Oklahoma health care program changes.
17. Maintain access to data through user-friendly systems navigation technology and a graphical user interface that allows users to move freely throughout the system using tabs, dashboards, or pull-down menus and point-and-click navigation without having to enter identifying data multiple times.
18. Provide for context-sensitive help on screens for easy, point-and-click access to valid values and code definitions by screen field.  
19. Maintain a user-friendly online audit trail of all updates to Case Management data showing what was changed, when it was changed, who changed it, the previous and changed values.
4.5.4.6.2 Data Analytics
PI Contractor Data Analytics responsibilities are to:

1. Train and support users on-site for a period of one year.
2. Configure the system to accept security controls from our Active Directory system.
3. Assist OHCA in developing a library of OHCA-specified algorithms, which can be run automatically and routinely against our claims data.
4. Maintain and operate a Data Analytics system to meet or exceed the most recent CMS PI requirements.  
5. Train OHCA staff on the use of the Data Analytics on an ongoing basis.
6. Maintain up-to-date complete system and user documentation for Data Analytics.  
7. Provide technical assistance as needed to assist OHCA users in researching problems.
8. Maintain and operate the Data Analytics hardware and network.
9. Perform the maintenance of refreshing data on an agreed-upon schedule provided by OHCA.
10. Advise OHCA of any changes needed in the Data Analytics function to correspond to changes made to other MMIS functions.
11. Make recommendations on any area where the Contractor thinks improvements can be made.  
12. Support all Data Analytics functions, files, and data elements necessary to meet the requirements in this RFP.  
13. Configure the software to accept our Active Directory security.
4.5.4.6.3 Medical Review
PI Contractor Medical Review responsibilities are to:

1. Maintain and operate a Medical Review system to meet or exceed the most recent Federal requirements.  
2. Train OHCA staff on the use of the Medical Review reporting system, initially and on an ongoing basis.
3. Maintain up-to-date complete system and user documentation for medical review.  
4. Provide technical assistance as needed to assist OHCA users in researching problems.
5. Develop a weighting and ranking method, subject to OHCA approval, to set priorities for reviewing utilization review exceptions.
6. Maintain and operate the Medical Review hardware and network.
7. Perform the maintenance of refreshing data on an agreed-upon schedule provided by OHCA.
8. Provide a proven, court-tested, statistical methodology to classify and re-classify treatment into unlimited user-defined groups by diagnosis code, drug code, procedure code, groups or ranges of codes, geographic region, or any combinations thereof, for the purpose of developing statistical profiles.  
9. Provide a statistically sound product for sampling with the capability to draw simple and stratified random samples from claims, provider, and member information and provide users with a court-tested, statistically valid sampling methodology.
10. Perform monthly updates of the Medical Review data on an OHCA approved schedule.
11. Provide Medical Review usage reports on an OHCA approved schedule.  
12. Furnish routine Medical Review management reports to OHCA in multiple media.  
13. Advise OHCA of any changes needed in the Medical Review function to correspond to changes made to other MMIS functions.  
14. Provide all Medical Review reports according to OHCA specification.  
15. Make recommendations on any area where the Contractor thinks improvements can be made.  
16. Support all Medical Review functions, files, and data elements necessary to meet the requirements in this RFP.  

4.5.4.7 Contractor Performance Responsibilities

4.5.4.7.1 Case Management 

PI Contractor Case Management performance responsibilities are to:

1. Perform maintenance of data refreshing on an agreed-upon schedule provided by OHCA

2. Perform updates of the PI Case Management system data on an OHCA approved schedule.
3. Maintain access to the PI Case Management system on a schedule defined by OHCA.  
4. Provide consultation on an ongoing basis to OHCA agency staff on maximizing our use of the Case Management system.
5. Provide the newest version of the PI Case Management System to OHCA within 12 months of availability.  
6. Use programming and documentation methods consistent with MITA requirements and our other MMIS standards.  
7. Ensure that new versions of the PI Case Management System continue to include customized enhancements created for OHCA.  
8. Work directly with the Contractor throughout the life of the contract to identify the impact of planned changes to the MMIS system, on the PI Case Management system, and vice versa.  
9. Maintain the system programs so that the PI Case Management system works with the same version of internet browser, operating system, and other required software and workstation hardware components that our MMIS system is certified for.
10. Provide a single repository (relational database) for all PI data with the capability to collect data from both internal and external sources.
4.5.4.7.2 Data Analytics
PI Contractor Data Analytics performance responsibilities are to:

1. Demonstrate with our data and train OHCA staff to demonstrate, how the system meets the Data Analytics Processing requirements above.
2. Perform maintenance of data refreshes on an agreed-upon schedule provided by OHCA.
3. Maintain access to the Data Analytics system on a schedule defined by OHCA. 
4.5.4.7.3 Medical Review

PI Contractor Medical Review performance responsibilities are to:

1. Perform data refreshes on an agreed-upon schedule provided by OHCA. 

2.  Maintain access to the Medical Review function on a schedule defined by OHCA. 
3. Meet all Federal review requirements for PI.  
4.6 Care Management

The Care Management business area illustrates the growing importance of care management as the Medicaid program evolves.  Care Management collects information about the needs of the individual member, plan of treatment, targeted outcomes and the individual’s health status.  It also contains business processes that have a common purpose (e.g., identify members with special needs, assess needs, develop treatment plan, monitor and manage the plan, and report outcomes).  This business area includes processes that support individual care management and population management.  Population management targets groups of individuals with similar characteristics and needs and promotes health education and awareness.

4.6.1 Early and Periodic Screening, Diagnosis and Treatment (EPSDT)

The EPSDT processing function serves as the State's mechanism to adjudicate, identify, and track EPSDT services, referrals and costs, and to generate EPSDT informing and screening letters to eligible members.  All Medicaid eligible children under age 21 are eligible for EPSDT services, but the State does not require Medicaid eligible children to be formally enrolled in the EPSDT program.  EPSDT-eligible children are allowed to receive services not always available to the general medical assistance population.  EPSDT screening and treatment services are submitted on the CMS1500, the UB-04, dental claim form, HCPCS codes, revenue center codes, or Current Dental Terminology (CDT) codes. The EPSDT processing functions support the State’s goals of:

1. Providing Oklahoma medical assistance member under the age of 21 with a continuing system of health screenings and treatment services to permit early detection of potentially chronic or disabling health conditions and referrals as medically necessary.

2. Encouraging regular health care for these members to reduce the occurrence of more serious and costly health care.

3. Maximizing federal funds for the provision of health care to Oklahoma eligible members under the age of 21.

4.6.1.1 Inputs

The EPSDT processing function accepts the following inputs:

1. Member demographics and program eligibility.

2. The periodicity schedule.

3. Paid claims data from the claims processing functions.

4. Reference data for procedure and diagnosis codes.

5. Immunization data from the Health Department.

6. Department of Education school data files to match for EPSDT members.

4.6.1.2 Processing

The EPSDT processing function has the following processing capabilities:

1. Maintain flexibility in coding structures by use of parameter and table-oriented design techniques, for data such as CMS identified as EPSDT procedures, to support changes to claims processing and reporting requirements and to enable rapid processing modifications to support Oklahoma health care program changes.

2. Maintain access to data through user-friendly systems navigation technology and a graphical user interface that allows users to move freely throughout the system using pull-down menus and "point and click" navigation without having to enter identifying data multiple times.   

3. Provide for context-sensitive help on screens for easy, point-and-click access to valid values and code definitions by screen field.

4. Maintain the EPSDT periodicity schedule.

5. Provide online inquiry to all EPSDT data with access by member ID and provider number.

6. Maintain, for each EPSDT eligible member, the current and historical screening results and diagnosis including the provider numbers and dates.

7. Identify screening claims adjudicated during claims processing.

8. Identify abnormal conditions, by screening date, and whether the condition was treated or referred for treatment.

9. Track abnormal conditions that have been referred but not yet treated, to claims submitted for the member, until all abnormal conditions have been treated or the State specifies that tracking should be stopped.

10. Update member EPSDT data with screening results and dates, and treatment dates for abnormal conditions.

11. Provide online updateable letter templates for all EPSDT notices.

12. Generate automatically, notices to case heads for notice of screenings due, screenings missed, and abnormal conditions not treated, based on State criteria.

13. Maintain all notices sent, identifying case and member, and date notice sent.

14. Generate a file to OKDHS of all notices sent, identifying case and member, and date notice sent.

15. Process data files from schools, performing a match by name, SSN, date of birth, sex, and generates a file to the appropriate school identifying the school assigned number, the Medicaid member number, any Primary Care Provider, eligibility begin and end dates, and date of last screening.

16. Ensure that CMS 416 and MSIS (Medicaid Statistical Information Statistics) balance for the number of EPSDT eligibles.

17. Maintain an online audit trail of all updates to EPSDT data.

18. Edit all data for presence, format, and consistency with other data in the update transaction and on all EPSDT processing and data-related tables.

19. Maintain varying levels of security, of staff making changes to EPSDT data.

20. Provide processes and data to meet the minimum requirements of Part 11 of the State Medicaid Manual.

4.6.1.3 Outputs

The MMIS EPSDT Processing function provides the following outputs and supports the following information needs:

1. Make available all data for retrieval through the DSS/DW function.

2. Make available all reports in data format for export and import purposes and through multiple media as defined by the State.

3. Generate online audit trail data showing the before image of the changed data, the ID of the person making the change, and the change date.

4. Make available the following types of reports:

4.1. The federally mandated EPSDT report (CMS 416), identifying whether they are enrolled in any type of managed care, in the State and Federally required format.  

4.2. Management reports which can be sorted by county,  PCP/CM, or none; by provider number; by aid category; then ordered alphabetically by the head of case with children identified under the case, which include English language descriptions of report data, and which detail the following:  

4.2.1. Screenings performed.

4.2.2. Abnormalities found.

4.2.3. Immunizations delivered.

4.2.4. Dental procedures performed.

4.2.5. Orthodontic procedures performed, including date of approval.

4.2.6. Referral treatments recommended and initiated.

4.2.7. Age groupings and geographic summaries of the above.

4.2.8. Summary screening and results reports.

4.2.9. Detailed EPSDT-related service reports, by member, on request.

4.2.10. Number of days between screening and referred treatment.  

4.2.11. Screening cost analysis, by screening provider, showing utilization and expenditure data.  

4.2.12. Health status analysis reports, by county, using key child health indicators.

4.2.13. Expenditures for children who were screened compared to those who were not screened.  

4.2.14. Untreated abnormalities after thirty (30) days and sixty (60) days, by member.

4.2.15. Provider EPSDT service participation information, by county and specialty, or subspecialty.  

4.3. Non-participation and other monitoring/tracking reports as necessary.  

4.4. Online retrieval of EPSDT data screening results, treatment provided, and the dates associated with each.  

4.5. The EPSDT last screening date included as part of the member eligibility verification response to provider inquires.  

5. Provide the online screens necessary for the EPSDT processing function to serves as the State's mechanism to adjudicate, identify, and track EPSDT services, referrals and costs, and to generate EPSDT informing and screening letters to eligible members.

6. Generate a file to OKDHS of all notices sent, identifying case and member, and date notice sent.

4.6.1.4 Interfaces

The EPSDT processing function accommodates an external interface with the:

1. Department of Education for school data files.

2. Department of Health for immunization data.

3. The internet.

4. State WAN for access by counties.
4.6.1.5 State Responsibilities

State responsibilities are to:

1. Assure that eligible members are periodically informed of the availability of EPSDT services and benefits, according to 42 CFR, Part 441.

2. Determine and interpret all policy and administrative decisions regarding EPSDT.

3. Offer support services as necessary to eligible EPSDT members and arrange for those services when requested, and aid in administering case management activities through the OKDHS County offices. 

4. Assure tracking of the provision of support services for EPSDT eligibles who request them.

5. Assure the follow up of members who have requested services but for whom there is no indication of service provided.

6. Assure the current periodicity schedule.

7. Define the desired content, format, frequency, and media for reports.

8. Monitor program effectiveness using reports produced by the FA.

9. Notify the FA when CMS or the State mandates changes to the EPSDT system or reporting.

4.6.1.6 FA Responsibilities

FA responsibilities are to:

1. Operate the EPSDT function of the MMIS, including the creation of an EPSDT tracking file which includes screening, referral, diagnosis, and treatment data for all EPSDT-eligibles.

2. Make available to the State online inquiry capability for access to the EPSDT files.

3. Generate and distribute periodic follow-up or reminder correspondence to members about upcoming or overdue appointments, initial and follow-up letters about EPSDT benefits, schedules for child health check-ups and immunizations, and other EPSDT-related information and events.

4. Document services provided, referrals made, and treatment received to meet federal and State EPSDT reporting requirements and provide the information needed for EPSDT policy decisions.

5. Identify and report abnormalities found during screenings and referred for treatment, from data submitted on claim forms or managed care data.

6. Identify and report (from paid claim records and encounter claim records data) members eligible and receiving treatment under the EPSDT program.

7. Produce the CMS 416 and program management reports and containing member-level and summary data relating to EPSDT services, referrals, and follow-up treatment using both fee-for-service and encounter claim records data.

8. Provide online updateable templates.

9. Provide training to State staff in the use of the claims processing system, initially and on an ongoing basis.

10. Provide the State an extract of paid EPSDT claim records.

11. Provide information on completing claim forms for EPSDT services in provider manuals.

12. Provide all EPSDT reports according to State specification.

13. Make recommendations on any area in which the FA thinks improvements can be made.

14. Support all EPSDT subsystem functions, files, and data elements necessary to meet the requirements in this RFP.

15. Maintain up-to-date complete system and user documentation.

4.6.1.7 FA Performance Responsibilities

FA performance responsibilities are to:

1. Apply encounter and claim records data (e.g., screenings, follow-up treatments) to the EPSDT tracking file in the same cycle as the screening and treatment claim records are adjudicated to a final status.  

2. Generate and mail on a monthly basis, letters for members who have not received screening or follow-up care.  

3. Generate reports according to Federal requirements and agreed-upon schedule.

4.6.2 Medical Artificial Intelligence (MEDai)
OHCA utilizes MEDai business intelligence solutions to help improve quality of care.  Within the Risk Navigator suite of MEDai products, OHCA leverages the Clinical, Guidelines, and Provider modules. The “Risk Navigator Clinical” module incorporates predictive modeling to identify and stratify high risk members.  The “Risk Navigator Guidelines” module provides real-time compliance monitoring and supports the creation of custom guidelines.  The “Risk Navigator Provider” module acts as a physician patient registry and facilitates provider access to patient medical histories and treatment compliance summaries for patients. 
4.6.2.1 Inputs

The MEDai processing function accepts the following inputs:

1. Claims extracts from the MMIS.

2. Provider extracts from the MMIS.

3. Eligibility extracts from the MMIS.

4. Support table mapping for user-defined fields.

5. Custom clinical guidelines maintained by OHCA.

6. Standard clinical guidelines from medical organizations maintained by MEDai.

4.6.2.2 Processing

4.6.2.2.1 MEDai Processing

The MEDai processing function has the following processing capabilities:

1. Apply evidence-based clinical rule sets and advanced mathematical processes to claims, membership and other data (lab, health risk assessment, etc.).

2. Identify high-risk members and rank them by need.

3. Use a combination of Forecaster Risk, Acute Impact Indices, and Chronic Impact Indices to identify members for the Health Management Program and other care management programs.

4. Monitor processes through a variety of reporting features.

5. Provide retrospective and prospective utilization profiling information for providers and facilities.

6. Measure provider and facility performance against national and regional benchmarks using:

6.1. Episode-based analysis of individual providers and provider groups using both PCP assignment and responsible physician assignment.

6.2. Ability to compare severity-adjusted cost and utilization performance statistics.

6.3. National, Regional, Product and Specialty ETG level benchmarks derived from a database.

6.4. Traditional Case Mix and Efficiency Index along with episode-level statistics such as admission rates, re-admission rates, ER visits, physician visits, radiology costs and laboratory costs.

6.5. Physician Peer Group assignment through application data entry stored across deliverables.

6.6. Three Physician Roles of Responsibility related to episodic reporting: Member PCP, Episode Primary Responsible and Episode Secondary Responsible (indexes are adjusted to account for less responsibility in the Episode Secondary role).

7. Perform efficiency indexing on observed cost as well as treatment pattern using a normalized service level of reimbursement dollar figure.

8. Make available 24 months of episode data available for profiling.

9. Use a single integrated database and extract for both retrospective and prospective analysis.

4.6.2.2.2 Risk Navigator Provider Processing

The Risk Navigator Provider processing function has the following processing capabilities:

1. Provide clinicians and/or office managers with the ability to:

1.1. Retrieve information for a specific patient.

1.2. Obtain a list of all patients' evidence-based medicine compliance.

1.3. Review utilization performance.

1.4. Generate disease and diagnosis reports at aggregate and individual patient levels.

2. Provide physician and/or clinic management access to, but not limited to the following information for patients assigned to the physician(s):

2.1. Most recent events patient profiling including:

2.1.1. Most recent E&M, Emergency Room, Inpatient, and Outpatient events.

2.1.2. Maintenance pharmaceutical compliance.

2.1.3. Evidence-Based Medicine Guideline Compliance.

2.1.4. Laboratory Results Alerts.

2.2. Provide one full year of patient history displayed in chronological order using service date including:

2.2.1. All practitioners providing service to the patient (including service type provided).

2.2.2. All facilities providing Emergency Room Access or Inpatient Services.

2.2.3. All pharmaceuticals dispensed along with the prescribing physician.

2.3. Provide the ability to apply Evidence-Based Medicine Guidelines for all chronic diseases currently used in Risk Navigator Clinical.

2.4. Laboratory results guidelines and alerts as currently displayed in Risk Navigator Clinical.

2.5. Relative Risk Scores for each patient.

2.6. One year of laboratory results data for each patient.

2.7. Limited Retrospective Utilization information by Physician.

2.8. Full disease registry based on Symmetry Episode Treatment Groups (ETGs) including comparative figures for prevalence of disease and average cost.

2.9. Singe Database Architecture.

4.6.2.2.3 Risk Navigator Guideline Processing

The Risk Navigator Guideline processing function has the following processing capabilities:
1. Communicate potential gaps to health plans, care managers, providers, and consumers of any medical errors that may exist and necessary precautions to be taken.

2. Incorporate nationally recognized quality guidelines.

3. Provide the ability to replace guidelines with regional, State or client-defined guidelines.

4. Provide the ability to override member's current compliance status (e.g., marking them exempt or compliant).

5. Provide the ability to turn off/on guidelines at different levels.

6. Provide the ability to record reasons, effective dates and durations.

7. Provide the ability to filter populations based on criteria including, but not limited to ICD-10 diagnosis codes or ICD-9 if ICD-10 has not implemented.

8. Support guideline parameter creation, editing and activation.

9. Meet Medication Therapy Management Requirements.

4.6.2.3 Outputs

4.6.2.3.1 MEDai Outputs

The MEDai function provides the following outputs:

1. Monthly deliverables including, but not limited to:

1.1. Data to populate Risk Navigator Clinical.

1.2. Data to populate Risk Navigator Performance.

1.3. Data to populate Risk Navigator Provider.

1.4. Standard MEDai data extract.

1.5. Updated clinical MEDai guidelines.

2. Periodic version updates of the MEDai application software.

4.6.2.3.2 Risk Navigator Clinical Outputs

The Risk Navigator Clinical function provides the following outputs:
1. Standard reports present clinically relevant data about expected inpatient, pharmacy, and ER use, along with total expense projections.

2. Extract of potential Health Management Program members, looking at all active/enrolled Sooner Care Choice members, excluding members in our Breast and Cervical Cancer program, ages 4 - 64 years old, with specific primary diagnoses and episodes included in their claims history, with a forecasted cost over a certain amount and an acute impact score at least a certain amount

3. Guideline Compliance reports which give summary and drill-down detail information about which members are non-compliant with guidelines, and which providers have members not compliant with guidelines.

4. Movers Alert reports by member, physician, or group, showing members whose forecasted cost or risk has changed significantly, with the ability for the user to specify percent, dollar, or risk score change values.

5. High Risk Alert reports including:

5.1. High Risk Impactable reports, allowing the user to see members with the most forecasted risk who could be the most impacted.

5.2. Performance reports which allow the user to see High Risk members assigned to specific case managers.

6. Custom Filters which allows the user to generate a member list based on criteria the user has selected from numerous options, such as primary diagnosis, episode treatment group, etc.

7. List of Providers with members with a high level of chronic disease gaps in care, where the provider has a panel size over a certain number.

8. Risk Navigator Performance:

8.1. Provider Comparison report, which allows the user to compare providers to the following: national, regional, or local benchmarks and filter on episode, provider, and patient or group criteria.

8.2. Provider Profile report, which allows the user to compare providers in a peer group or network, filter on episode criteria and filter on episode, provider and patient or group criteria.

4.6.2.3.3 Risk Navigator Provider Output

The Risk Navigator Provider function provides the following outputs:
1. Physician List, which allows the user to see which physicians the user can access.
2. View a specific patient profile, by entering at least a Last Name.
3. The member profile includes the following: 

3.1. Demographics.

3.2. Risk Index score.

3.3. Chronological care history.

3.4. Primary condition diagnosis.

3.5. Co-morbidities.

3.6. Maintenance drug compliance.

3.7. Laboratory clinical opportunities.

3.8. Guideline Compliance reports.

4. My Patient List, which allows the provider to see the following:

4.1. All patients assigned to provider.

4.2. Where guideline gaps are present.

4.3. Where guideline gaps have been fulfilled.

4.4. Patients or members that need attention.

5. Disease Registry that displays the following:

5.1. Various diagnoses.

5.2. Number of members that have diagnoses.

5.3. Member’s average forecasted index.

5.4. Average forecasted costs.

5.5. Comparison to the population average forecasted, average index and average cost.

6. Utilization Profile that displays (per 1000 members and for the population) the following:

6.1. Providers number of assigned patients.

6.2. Aggregated average risk index.

6.3. Number of admits.

6.4. Number of inpatient days.

6.5. Outpatient visits.

6.6. ER visits.

7. Utilization Profile that displays total and forecasted costs (per member per month as well as statistics for the population) for the following:

7.1. Pharmacy.

7.2. Inpatient.

7.3. Professional.

8. Batch Filter and Batch Reporting Patient List, which allows the provider to define criteria, create a list and extract data for selection of his/her assigned patients.

4.6.2.4 Interfaces

The MEDai function accommodates an external interface with:

1. MMIS claims data.

2. MMIS eligibility data.

3. MMIS provider data.

4. OHCA mapping/routing translations and roll-up groupings.

4.6.2.5 State Responsibilities

State responsibilities are to:
1. Provide mapping/routing translations and roll-up groupings to MEDai

2. Create custom filters and extracts for Health Management Program and other OHCA needs.

4.6.2.6 FA  Responsibilities

FA responsibilities are to:
1. Host and support MEDai databases and hardware locally in Oklahoma City, Oklahoma

2. Create MMIS batch interface extracts from MMIS

3. Import MMIS extracts into MEDai and creates the deliverables

4.6.2.7 FA Performance Responsibilities

FA performance responsibilities are to:
1. Create MMIS extracts within timeframe as specified by the State.

2. Create MEDai deliverables within timeframe as specified by the State.

3. Monitor and maintain hardware and processing loads.

4. Provide user access to the MEDai application at all times.

5. Provide system backups and redundancy as specified by the State.

4.6.3 Long Term Care Processing

As part of the Care Management process OHCA’s Opportunities for Living Life (OLL) Division supports the goal is to collect information about the needs of the individual member, plan of treatment, targeted outcomes, and the individual’s health status.  It also has business processes that have a common purpose (e.g., identify members with special needs, assess needs, develop treatment plan, monitor and manage the plan, and report outcomes).  This business area includes processes that support individual care management and population management.  Population management targets groups of individuals with similar characteristics and needs and promotes health education and awareness.

Opportunities for Living Life

Opportunities for Living Life (OLL ) is developing collaboration among State and private agencies, community organizations, and stakeholders in creating a system of health care, long-term care support and HCBS support that meets the needs of every Oklahoma citizen.

Pre-Admission Screening and Resident Review (PASRR)

The Level of Care Evaluation Unit (LOCEU) coordinates the Federal PASRR Program Statewide, assuring Level I screening to all persons entering Medicaid certified Nursing Facilities (NFs) for possible Mental Illness (MI), Mental Retardation (MR) and/or Related Conditions.  Level II assessments are conducted when necessary to insure that this population requires NF Level of Care and receives proper treatment for MI, MR, and/or Related Conditions within the NF.  LOCEU also makes Level of Care decisions on all members entering Public and Private ICF/MR and on members applying for the OKDHS, DDSD HCBS Waiver Program.  LOCEU provides medical and categorical relationship determinations for disability and incapacity clients.  LOCEU also makes the eligibility determinations for the TEFRA program.

4.6.3.1 Inputs

The LTC function accepts the following inputs:

1. Electronic LTC-300R UCAT and PASRR Level 1 data entered by nursing home staff via the OHCA secure website.

2. Electronic LTC-300R UCAT and PASRR Level 1 data entered by OHCA staff via the PASRR sub-system for paper forms received via mail.

3. Customer tracking and result for PASRR level I screening and level II evaluation information, ICF/MR pre-approval, and certification for SoonerCare.

4. PASRR Customer information from telephone requests from customers, families, nursing facilities, discharge planners, hospitals, and OKDHS area nurses.

5. TEFRA customer application data and medical decisions for level of care, i.e. intermediate care facility for the mentally retarded (ICF/MR), nursing facility level of care, and hospital level of care.

4.6.3.2 Processing

The LTC processing function has the following processing capabilities:

1. Maintain date-specific data by member, both current and historical.

2. Support the Uniform Comprehensive Assessment Tool (UCAT)

3. Provide and maintain flexibility in coding structures by use of parameter and table-oriented design techniques to enable rapid processing modifications to support Oklahoma Health Care Program changes.

4. Maintain access to data through user-friendly systems navigation technology and a graphical user interface that allows users to move freely throughout the system using pull-down menus and point-and-click navigation without having to enter identifying data multiple times.

5. Maintain an online audit trail of updates to LTC data.

6. Edit all data for presence, format, and consistency with other data in the update transaction and on all processing and data-related tables.

7. Maintain password control, in varying levels of security, of staff making changes to LTC data.

8. Provide online, updateable letter templates for provider or submitter/biller letters with the ability to add free form text specific to a provider or submitter/biller.

9. Provide an intake ability to record all information on referrals including who telephoned the referral and who and what the referral is about for PASRR.

10. Provide for unique identification of PASRR cases.

11. Provide the ability to retrieve basic identifying and demographic information, current and historical, on providers and members when keying in the provider number or name and/or member number or name on a screen.

12. Provide the ability to identify whether there is an existing case record for PASRR for the member.

13. Maintain PASRR database on all mentally impaired (MI) and mentally retarded (MR) level II pre-admission and resident reviews.

14. Maintain automated tracking of all Level of Care Evaluation (LOCE) results, [ICF/MR, nursing facilities (NF’s), disability, blind, and Level of Care (LOC) decisions relevant to a case.

15. Maintain and track billing of level II PASRRs.

16. Provide online, updateable letter templates for all PASRR referrals and final determination letters, letters requesting additional information, allowing for a free-form comments section.

17. Generate all PASRR referrals, final determination, and information request letters to members, NFs, and other interested parties per Federal regulations.

18. Maintain statistics on all unit output and workload activity.

19. Track all level I PASRR screening for all members in Medicaid certified NF’s.

20. Provide the ability to track TEFRA disability determinations/ re-certifications, cost effectiveness statements, home visits, and level of care determinations/ yearly re-certifications.

21. Provider number, name, address, and type. Also in TEFRA.

22. Maintain TEFRA Level of care, begin and end dates, and approval date.  

23. Maintain Primary and secondary diagnosis.

24. Maintain review dates. 

25. Maintain TEFRA customer application data and medical decisions for level of care, i.e. intermediate care facility for the mentally retarded (ICF/MR), nursing facility level of care, and hospital level of care.

4.6.3.3 Outputs

The LTC Processing function provides the following outputs and supports the following information needs:

1. Make available all LTC and TEFRA data for retrieval through the DSS/DW function.

2. Provide online audit trail display showing before image of changed LTC and TEFRA data, the ID of the person making the change, and the change date.

3. Provide online inquiry screens which minimally accommodate the following:

3.1. Current and historical member PASRR and TEFRA data by member ID and provider ID.

3.2. Current and historical provider PASRR and TEFRA data by provider ID.

4. Make the following types of reports available:

4.1. Federal and State mandated reports.

4.2. PASRR members referred.

4.3. Monthly/annual PASRR workflow.

4.4. PASRR and TEFRA Unit activity log.

4.5. Various types of PASRR letters.

4.6.3.4 Interfaces

The LTC processing function accommodates an external interface with:

1. OKDHS for access to certain LOCE unit screens;

2. LTC-300R data entered via OHCA Secure site by nursing facility staff.

4.6.3.5 State Responsibilities

State responsibilities are to:

1. Define the desired content, format, frequency, and media for reports.

2. Determine criteria for LOC/TEFRA for institutional settings.

3. Provide format and content for referrals and letters.

4. Interface with providers.

5. Accept referrals from members' nursing facilities, hospitals, nurses, and related sources.

6. Enter and update data into PASRR, MEDATS, and TEFRA.

4.6.3.6 FA Responsibilities

FA responsibilities are to:

1. Produce all LTC and TEFRA reports according to State-specified criteria.

2. Provide training to State staff in the use of the PASRR system, initially and on an ongoing basis.

3. Maintain up-to-date complete system and user documentation.

4. Make recommendations on any area in which the FA thinks improvements can be made.

5. Maintain the PASRR and TEFRA systems.

6. Provide all PASRR and TEFRA reports according to State specification.

7. Produce provider letters as requested by the State.

8. Maintain up-to-date complete system and user documentation.

9. Train nursing facility staff on the use of the Electronic LTC-300R web application and other training as requested.

4.6.3.7 FA Performance Responsibilities

FA performance expectations are to:

1. Provide reports within State approved timeframes.

4.6.4 Atlantes Care Management

OHCA utilizes a Clinical Case Management System (CCMS) called Atlantes to manage a member's plan of care including the recording of case information, tracking of the case process, and production of any associated reports.  It enables OHCA nursing staff to plan, implement, evaluate, and document health care delivery.

GCCRs exist for members in Atlantes and are comprised of clinical records including the full range of services that have been delivered to each member through the SoonerCare program.  In addition, the range of services delivered outside of the SoonerCare program can be stored in the clinical case record as well, such as records in the Department of Health's (DOH) Immunization Registry.

4.6.4.1  Inputs

The Care Management function (Atlantes) accepts the following inputs:

1. Claims suspended for medical review.

2. Manual referrals for medical review for determination of medical necessity.

3. Claims for members that have reached a State-defined threshold.

4. Claims for certain procedures, National Drug Codes (NDC), and diagnoses as defined by the State.

5. Claims history of member services.

6. Provider, member, and reference data related to all claims including suspended claims.

7. Other inputs include internal/external emails, faxes, telephone calls, letters, or online referrals or inquiries.

8. Authorization History.

9. All member and/or provider data including eligibility, demographic and managed care information.

10. Member assessment file.

11. Updates from Customer Communications Management (CCM) staff.

12. Current ICD, Diagnostic and Statistical Manual of Mental Disorders (DSM), CPT and HCPCS code tables.

13. Standardized clinical pathway file.

14. Member health services file.

15. Clinical information from the DOH, including:

15.1. Immunization Registry.

15.2. Birth Registry.

15.3. Death Registry.

16. Clinical information from the Oklahoma Department of Education, independent public school systems, and public schools, including information concerning:

16.1. Speech therapy.

16.2. Physical therapy.

16.3. Occupational therapy.

16.4. Immunizations.

16.5. Behavioral health.

16.6. Hearing aids.

16.7. DME.

16.8. Eyeglasses.

17. Individualized care plan.

18. PAs in care management.

19. Transition coordination agency and individual, case manager as applicable.

20. Units used file.

21. Information from the GCR.

22. Clinical information from the following:

22.1. MMIS claims history.

22.2. Claims adjudication process.

22.3. Indian Health Services.

22.4.  CCMS.
4.6.4.2 Processing

The Care Management function (Atlantes) has the following processing capabilities:

1. Provide online activity list of referrals outstanding sorted by reason it is outstanding (e.g., cases without medical decisions).

2. Provide for unique identification of case management cases. 

3. Provide for online display, inquiry, and updating of medical review case records.

4. Limit access to medically sensitive information contained in a case through different levels of security.

5. Provide the ability to identify that services have been “authorized” and the ability to forward the decision to related parties (e.g., the referring person, the member, and/or the provider).

6. Provide for immediate access to all member claims history relative to the services prior authorization is being sought.

7. Provide for the ability of free-form text to template letters.

8. Generate automatically, notices and letters according to State criteria.

9. Provide the ability for online additions or updates of notice and letter criteria parameter. 

10. Provide the ability to identify members referred for case management, those under case management, and those released from case management and who is coordinating care for this member.  

11. Provide for an immediate alert through the MMIS about a specific member.

12. Provide the ability to flag members and providers as to any reviews the member or provider may be under.

13. Provide the ability to flag members who receive restricted services for specified period of time.

14. Provide flexible coding structures by using parameter and table design techniques rapid processing modifications to support program changes.

15. Maintain user-friendly systems navigation technology and a graphical user interface that allows users to move freely throughout the system using pull-down menus and point-and-click navigation without identifying data multiple times.

16. Maintain an online audit trail of all updates to case management data.

17. Edit all data for presence, format, and consistency with other data in the update transaction and on all case management processing and data related tables.

18. Maintain password control, in varying levels of security, of staff making changes to case management data.  

19. Provide web-enabled capability to allow for field access and MMIS interface with MMIS daily batch file.

20. Maintain patient information notebook, populated with data derived from system interface.  Data includes:

20.1. Member demographics.

20.2. Claim history.

20.3. PCP designations.

20.4. Custom data fields that users can activate and modify without intervention from developers.

21. Include provider information from notebook, populated with data derived from interface after system.  The data includes:

21.1. Provider demographics.

21.2. Specialty designation(s).

21.3. Network affiliation.

21.4. Custom data fields that users can activate and modify without intervention from developers.

22. Include outcome tracking using industry standard or user-defined tools.

23. Include an integrated flag and scheduling function.

24. Include integrated coding tables.

25. Provide the capability of automated medical review criteria.

26. Provide access to the claims history and contains:

26.1. Diagnoses.

26.2. Procedures.

26.3. All visits.

26.4. Prescriptions.

26.5. Institutional stays.

26.6. Episodes of care.

27. Provide a workflow process that organizes and presents scheduled activities and tickler items for all users including an automated activity list.

28. Provide documentation at both the member and case level that spans all cases for a given member and permits case managers to share member information such as:

28.1. Clinical findings and history.

28.2. Psychosocial history.

28.3. Laboratory.

28.4. Pharmacy.

28.5. Other information within defined parameters.

29. Provide security as a field, record, and user level.

30. Support primary diagnosis and secondary complications/co-morbidities coded in ICD-10, DSM code or custom codes as defined by the State.

31. Provide the ability to record averted/avoided medical expenses for use in savings calculations.

32. Provide an automated schedule and routes activities for multiple users electronically.

33. Provide the ability to access clinical criteria and guidelines.  Allows the user to enter and modify business and clinical rules through an intuitive user interface that offers control over criteria/guidelines without requiring developer intervention.  Users are able to access criteria that may differ by factors such as:

33.1. Age.

33.2. Gender.

33.3. Provider.

33.4. Treatment setting.

33.5. Diagnosis(es).

33.6. Procedure/service.

34. Provide an automated identification of case and health management members.

35. Provide web based functionality to allow point and click navigation to any level of detail data and the ability to open and view multiple screens concurrently.

36. Provide documentation and online context sensitive help that allows the use by users when entering procedure and policy documentation.

37. Provide an automated interface with the claim system(s) to ensure timely and complete transmittal of all data necessary to the claims payment process.

38. Provide the ability to activate and modify custom fields, all of which are reportable.

39. Support ad-hoc reporting, data analysis, graphical data presentation, producing standard and parameter driven reports.

40. Provide the capability to query by:

40.1. Member ID.

40.2. Provider ID.

40.3. Member name.

40.4. Provider name.

40.5. Member SSN.

40.6. Disease/condition.

40.7. Date of birth.

41. Provide revisable online letter templates for letters with the ability to add free form text.

42. Provide the ability to make staff assignments and track progress and timing of all assignments.

43. Provide the ability to export to the data warehouse in real time

44. Provide web-enabled capability for the clinical case record function to allow for access by contracted staff.

45. Provide the ability to forward information via secure email or web portal.

46. Provide an automated interface with the authorization system to ensure timely and complete transmittal of all data necessary.

47. Provide the capability to generate real-time authorization requests by interfacing with the PA system.

48. Provide the capability to generate surveys identified by the State.

49. Provide for context-sensitive help on screens for easy, point-and-click access to valid values and codes definitions by screen field.

50. Provide online, real-time claims medical review and edit override capabilities for all claim types.

51. Maintain claim medical review screens, which display all claims data as entered and subsequently updated.

52. Maintain inquiry and update capability to claim medical review screens with access by:

52.1. Control number.

52.2. Provider ID (servicing and/or pay to).

52.3. Member ID and/or.

52.4. Claim location.

53. Accept forced edits to claims suspended for medical review based on State-defined criteria, and releases claims to editing or pricing processing as necessary.

54. Provide access to related provider data from the Provide Data Maintenance function through windowing, split screen or other design techniques.

55. Provide access to related member data from the Recipient Data Maintenance function through windowing, split screen, or other design technique.

56. Identify and provides access to potential duplicate claims and related claims data from the claims history and status tables through windowing, split screen, or other design technique.

57. Provide access to the status of any related limitations for which the member has had services, such as the number of office visits paid per month.

58. Assign a claim status of "suspended for medical review" to all claims to be reviewed.

59. Assign a unique status to medically reviewed claims.

60. Provide the capability of entering multiple EOB codes for a claim to appear on the RA.

61. Maintain all claims for medical review on the suspense table until reviewed, automatically recycled, or automatically denied according to State specifications.

62. Provide the capability to identify operators who can perform a force or override on an error code based on individual operator IDs and authorization level.

63. Provide the ability to accept referrals for medical review through the MMIS and automatically create a case, populating the member demographic data based on the input of the member ID and provider demographic data based on input of the provider ID.

64. Maintain an automated tracking capability to accept referrals for medical necessity review and the ability to maintain the referred member, the reason for the referral, referred by, and the medical decision.

65. Provide for unique identification of medical review cases.

66. Provide for online templates of medical decision and request for additional information to members, providers and referring parties.

67. Provide patient and case-level alerts that caution the care manager to a specific condition (e.g., Disease Management Program, Quality Review, Litigation, Coordination of Benefits, Language Barrier, and so forth.).

68. Maintain a graphical treatment plan, including all planned and reviewed services.  The treatment plan is coded in HCPCS, CPT-4, ICD-10 service codes or codes as defined by the State.

69. Provide alternative healthcare pathways to support efficient referral management.

70. Provide an automated identification of case and health management members.

71. Maintain a secure message board accessible by all users of the system and authorized individuals.

72. Provide the ability to generate, modify, and distribute treatment plan and other pertinent notes over the State LAN.

73. Provide the capability to assign acuity criteria.
4.6.4.3 Outputs

The Care Management function (Atlantes) provides the following outputs and supports the following information needs:

1. Make available all data available for retrieval through the DSS/DW function.

2. Generate audit trail reports showing before and after image of changed data, the ID of the person making the change, and the change date.

3. Make the following types of reports available:

3.1. Reports to meet all Federal and State reporting requirements.

3.2. Medical review cases.

3.3. PAs.

3.4. Members under case management (open and case closes).

3.5. Standard reports.

3.6. Cost saving reports.

3.7. Tracking reports.

3.8. Activity list reports.

3.9. HEDIS type reporting.

3.10. Letter generation with the ability to integrate text into correspondence.

3.11. Ad-hoc reports.

3.12. Graphical presentations.

4. Provide online screens to support and document the medical review case management.

5. Provide participation data file (MFP).

6. Provide the capability to auto fax the care plan disposition to providers and the transition coordinator.

7. Generate updates to the GCCR.
4.6.4.4 Interfaces

The Care Management function (Atlantes) accommodates external interfaces such as:

1. Department of Health.

2. Department of Human Services.

3. Indian Health Services.

4. Oklahoma Public School systems.

5. Predictive Modeling Interface.

6. Clinical Data.

7. HMP FA.
8. QIO FA.
9. APS.
10. IFMC.
4.6.4.5 State Responsibilities

State responsibilities are to:

1. Determine the criteria for claims requiring medical review.

2. Accept the referrals for medical reviews.

3. Conduct the medical reviews.

4. Define the desired content, format, frequency, and media for reports.

5. Determine content and format for notices of medical decisions and related documents.

6. Enter notes regarding medical reviews.

7. Provide direction to the FA regarding the Case Management System (Atlantes).

8. Populate the Case Management System (Atlantes) with notes and other clinical information.

9. Update the clinical criteria.

10. Utilize the Case Management System (Atlantes) to monitor and manage member health and perform outcome analysis.

11. Populate the GCCR system with notes, and other clinical information.

12. Utilize the GCCR system to monitor and manage member health care delivery and perform outcome analysis.

4.6.4.6 FA Responsibilities

FA responsibilities are to:

1. Maintain/update automated medical review criteria.

2. Provide automated "activity list" of referrals to the State.

3. Provide initial and online training to the State.

4. Provide access to member claims history.

5. Provide all case management reports according to State specification.

6. Maintain up-to-date complete system and user documentation.

7. Maintain notes function.

8. Provide interfaces to provider, member, reference, and claims information for the case management function.

9. Assign claim status of "suspended for medical review" and maintain claims on suspense file.

10. Provide the ability to flag members and providers under restriction.

11. Develop, operate, and update the Global Clinical Case Record system.

12. Provide interfaces to member, provider and claims information for the GCCR function.

13. Provide the GCCR information to the data warehouse on a real-time basis.

14. Provide training to State staff in the use of the GCCR system, initially and on an ongoing basis.

15. Provide all GCCR reports according to State specification.

16. Provide data access security for the GCCR system.

17. Provide reporting capabilities for routine reporting and ad-hoc inquiries.

18. Develop and operate Atlantes.

19. Provide interfaces to provider, member, reference, and claims information for Atlantes.

20. Provide initial and ongoing training to State staff in the use of Atlantes.

21. Provide data access security for Atlantes.

4.6.4.7 FA Performance Responsibilities

Performance expectations are to:

1. Provide referrals (activity list) to State on agreed-upon basis.

2. Provide claims history within twenty-four (24) hours of request.

3. Notify within 24 hours of identifying members and providers who should be under restriction.

4. Apply updates from the claims system on a real-time basis.

5. Maintain this function with the same response time and uptime requirements as the core MMIS. 
4.6.5 Self-Directed Services (Enhancement)

As part of In HCBS waivers, an option exists for participant-directed services.  CMS recognizes that Financial Management Services may be provided by a contracted entity or an Organized Health Care Delivery System.  Financial Management Services (FMS), regardless of the type of contracted entity, may include payroll, deductions, tax reporting, and payments for selected individual goods and services.  Members who are served in a waiver which permits self-directed services are evaluated for participation.  They also receive information about self-directed services and their role as the employer in addition to guidance regarding their budgets.  The Financial Management Services role also includes making periodic reports to the members receiving self-directed services and to the waiver program administration.  Self-directed services are included in the member’s individual service plan and are prior authorized accordingly.

4.6.5.1 Inputs

The Self-Directed Services enhancement function must accept the following inputs:

96. Provider types and specialty codes.

97. Group Members who are the individuals rendering the self-directed services. These individuals must be certified by the waiver and enrolled in MMIS as non-billers. The Financial Management Services provider will perform billing.  

98. PAs for the self-directed services.
99. Claims processing.
100. External agencies as specified by the State.
4.6.5.2 Processing

The Self-Directed Services enhancement function must have the following processing capabilities:

1. Provide a process that allows the waiver case manager to identify members who may self-direct and updating their individual service plans.  Updates to the service plan will include creating the prior authorizations for self-directed services.

2. Provide a process for the contracted FMS to submit claims for self-directed services in to the MMIS.

3. Provide the ability to enter and update in the MMIS the personal care provider type (such as personal services assistant, advanced personal services assistant, habilitation training specialist), and ID numbers.

4. Provide the ability to track personal care services by provider and member using claims processing.  

5. Provide a mechanism to authorize and track traditional and non-traditional medical supplies and services purchased by the member.

6. Enable the FMS to bill on behalf of self-directed providers and maintain information for claims that show individual provider information.

7. Allow the FMS to bill on behalf of Self Directed providers, information for claims should show individual provider information.  

4.6.5.3 Outputs

The Self-Directed Services enhancement function provides the following outputs and supports the following information needs:

1. Generate new reports for new self-directed services or waivers as they are added. The reports will generally be directed to the entities that submitted the PAs. The PA system already includes a report of PA units authorized and used.

2. Produce a Remittance Advice Report for the FA.

3. Make available all data is available for retrieving and searchable in DSS/DW function.

4. Produce Federal reports as requested by the State.

5. Produce additional reports as requested by the State.
4.6.5.4 Interfaces

The Self-Directed Services enhancement function accommodates external interfaces such as:

1. Batch files of PAs.  

2. External agencies as specified by the State.
4.6.5.5 State Responsibilities

State responsibilities are to:

1. Ensure all Federal requirements for oversight, quality monitoring and reporting are met.

2. Complete an annual waiver program report (CMS 372) and submit to CMS.

4.6.5.6 FA Responsibilities

FA responsibilities are to:

1. Maintain PA system reports as directed by the State.

2. Maintain up-to-date complete system and user documentation.

4.6.5.7 FA Performance Responsibilities

None.

4.7 Business Relationship Management

4.7.1 Overview

This business area owns the standards for interoperability between the agency and its partners.  It contains business processes that have a common purpose (e.g., establish the interagency service agreement, identify the types of information to be exchanged, identify security and privacy requirements, define communication protocol, and oversee the transfer of information).
4.7.1.1 Inputs

The Business Relationship Management function accepts the following inputs:

101. Joint operating agreement(s).

102. Data share agreements or memorandums of licensing board data.

103. HIPAA and any other related transactions.

104. Data requests.
4.7.1.2 Processing

The Business Relationship Management function has the following processing capabilities:

1. Develop interfaces as defined by the State to accommodate data exchanges between trading partners.

2. Validate and test interfaces to ensure appropriate functionality as defined by the State.

3. Terminate business partner relationships as requested by the State.
4.7.1.3 Outputs

The Business Relationship Management function provides the following outputs and supports the following information needs:

1. Reports as determined by the State.

2. Data files as determined by the State.

3. Access to systems as requested by the State.
4.7.1.4 Interfaces

The Business Relationship Management function accommodates an external interface with:

1. Phone Systems.

2. Case Management Systems (i.e. Atlantes, Care Connection).

3. MMIS user interface.

4. Data Warehouse.
4.7.1.5 State Responsibilities

State responsibilities are to:

1. Determine parties where business relationship will be established.

2. Determine type of information to be exchanged.

3. Determine means of information exchange/access to information.
4.7.1.6 FA Responsibilities

FA responsibilities are to:

1. Provide access to information as directed by the State.

2. Maintain connectivity for business relationship entities as directed by the State.

3. Establish authentication protocol as directed by the State.

4. Establish security protocol as directed by the State.

5. Establish privacy requirements as directed by the State.
4.7.1.7 FA Performance Responsibilities

FA performance expectations are to:

1. Apply general requirements for system and connectivity availability (with noted times for maintenance)

4.8 Employer Management

4.8.1 Overview

The Employer Management business area is Oklahoma specific.  It was defined during the MITA-SSA and consists of a collection of business processes that focus on outreach and marketing to potential employers, enrolling employers and managing employer communication and information.

Employers choosing to participate in a premium assistance program reap savings on health insurance premiums provided to their eligible workers.  As the name implies, assistance in the form of a monetary subsidy is provided to be used towards health insurance premiums.
4.8.1.1 Inputs

The Employer Management processing function accepts the following inputs, including, but not limited to:
105. Employer web and paper applications.
106. Insurance invoices sent by fax, email or as specified by OHCA.

107. Employer Change Form sent by fax, email or as specified by OHCA.

108. Employer staff listing, in paper or as specified by OHCA.

109. EFT form, on paper or as specified by OHCA.

110. Employer Attestation-Employee Citizenship form, on paper or as specified by OHCA.

111. Agent of Record Form, on paper or as specified by OHCA.

112. Employer Contract, on paper or as specified by OHCA.

113. Requests for information, appointments, and assistance from prospective and current employers, such as inquiries related to eligibility, redetermination, benefits, health plans, and programs, and provides requested assistance and appropriate responses and information packages.  Requests may be made by mail, email, fax, and telephone.

114. Other documents as defined by the State.

115. Financial payment information from the Financial Accounting and Reporting function.

4.8.1.2 Processing

The Employer Management processing function must have the following processing capabilities:

116. Employer Processing functions currently performed by OHCA:

116.1. Outreach and Marketing:

1.1.1. Determine target population and create or modify materials as needed.

1.1.2. Generate new materials as needed.

1.1.3. Coordinate required approvals of new material.

1.1.1. Send materials or deliver presentations.

1.1.2. Log final information.

1.1.3. Prepare and send quarterly reports to CMS (1115b).

1.1.4. Add or update final materials on the web site.

1.2. Determine Eligibility:

1.2.1. Receive and process eligibility application through the web or paper.

1.2.2. Verify status of application (new, resubmit, duplicate, or redetermination).

1.2.3. Validate completeness and required fields.

1.2.4. Verify application name, location, number of employees, Federal Employer Identification Number, insurance plan and other required elements as specified by the State.

1.2.5. Validate application information sources, e.g., Oklahoma Employment Security Commission.

1.2.6. Set eligibility status to accepted, denied or accepted pending research/additional information based on qualifications defined by the State.

1.3. Eligibility Inquiry:

1.3.1. Receive employer eligibility verification information.

1.3.2. Verify authorization of the requester to receive requested information.

1.3.3. Query Employer Eligibility registry for requested information.

1.3.4. Process response.

1.3.5. Log response.

1.3.6. Inquire eligibility on the secure employer portal.

1.4. Employer Communications:

1.4.1. Log and track communications request and response processing data.

1.4.2. Research/develop communication that is linguistically, culturally, and competency appropriate.

1.4.3. Prepare/package communication.

1.4.4. Perform review or quality check communication (this is an informal process).

1.4.5. Send employer communications and information packages to be distributed.

1.4.6. Provide ability for global messaging, fax blast and email.

2. Employer Management processing functions currently preformed by the FA:

2.1. Determine Eligibility:

2.1.1. Assign an employer ID (unique system generated number).

2.1.2. Load eligibility information into Employer tables.

2.1.3. Generate eligibility notifications to the employer as specified by the State.

2.2. Enroll Employer:

2.2.1. Load employees to the staff listing table.

2.2.2. Notify employer/employee notified of eligibility.

2.2.3. Send PIN letters to employer for employees on staff listing.

2.2.4. Provide notification in a format as specified by the State.

2.2.5. Manage employer information.

2.3. Disenroll Employer:

2.3.1. Disenroll employers according to State identified triggers.

2.3.2. Ensure that disenrollment of the employer automatically disenrolls all the employees.

2.3.3. Make available all reports and letters are stored and easily available in document repository (COLD).

2.3.4. Provide online and update access to all Employer related MMIS windows.

2.3.5. Provides capability to maintain free-form comments on each employer application.

2.3.6. Automatically renew employer if State-specified criteria is met.

2.3.7. Provide ability to systematically renew employer application using online windows.

2.3.8. Maintain Employer secure site.

2.3.9. Maintain an online audit trail of all updates to Employer data.

2.3.10. Data match with TPL.

2.3.11. Data match with OESC.

2.3.12. Automatically generates and distributes all letters as specified by the State.

2.3.13. Accept and process additions and changes to the employer data set through     MMIS windows with real-time data entry.

2.3.14. Edit all data for presence, format, and consistency.

2.3.15. Provide for online updateable templates of all employer letters.

2.3.16. Make data available in the DSS/DW.

4.8.1.3 Outputs

The Employer Management processing function provides the following outputs and supports the following information needs:

1. Make available all data for retrieval through the DSS/DW function.

2. Provide online and update access to all employer-related MMIS windows.

3. Provide paper and/or electronic notification of eligibility status.

4. Make available all reports in data format for export and import purposes and through multiple media as defined by the State.

5. Produce reports as defined by the State.

6. Provide employer eligibility notification letters as specified by the State.

7. Generate audit trail reports showing before data field of changed data, the ID of the person making the change, and the change date.

8. Provide CMS Quarterly Reports (1115b).

9. Track information from requests from employers.

10. Confirm whether electronic notification is read.

4.8.1.4 Interfaces

The Employer Management processing function accommodates the following interfaces:

1. Internet.

2. OESC.

3. OID.

4. TPL (external).

5. MMIS subsystems.

6. Other entities as defined by the State.

4.8.1.5 State Responsibilities

State responsibilities are to:

1. Define the desired content, format, frequency, and media for reports.

2. Approve or modify all employer issuances, including manuals, handbooks, bulletins, and notices.

3. Staff the customer service function.

4. Define all employer related processing (invoices, rate changes, HP changes, etc.).

4.8.1.6 FA Responsibilities

FA responsibilities are to:

1. Maintain up-to-date complete system and user documentation.

2. Operate and maintain the Employer Data Maintenance function.

3. Scan, store, and make available all reports/documents, as specified by the State.

4. Make recommendations for system improvements.

5. Make all subsidy payments within time frames specified by the State.

6. Maintain secure employer portal.

7. Issue all letters of approval and denial, as determined by OHCA, to the employer.  The specific process shall be addressed in a procedures manual to be approved by OHCA.
8. Meet performance requirements as specified by the State.

4.8.1.7 FA Performance Responsibilities

FA performance responsibilities are to:

1. Ensure all outgoing mail is postmarked and mailed within 1 (one) business day of the date on the letter.

2. Meet performance requirements as specified by the State.

4.9 Insurance Company Management 

4.9.1 Overview

The Insurance Company Management business area is a collection of business processes involved in communications between OHCA and the prospective or enrolled insurance company.  The insurance company is requesting to have one or more of their health plans available in the IO ESI Program. The plans are reviewed against the IO ESI minimum requirements and a decision regarding acceptance of the plan(s) is made and communicated back to the submitter.

4.9.1.1 Inputs

The Insurance Company Management function accepts the following inputs:

1. Carrier health plan application.

2. Rate chart for Qualified Health Plan (QHP).

3. Oklahoma Insurance Department form information.

4. Sample documentation from insurance plan as requested and specified by the State.

5. Health plan(s) from an insurance company.
4.9.1.2 Processing

The Insurance Company Management function has the following processing capabilities:

117. Review plan against minimum Insure OK ESI (Employer Sponsored Insurance) health plan requirements.

118. Determine eligibility for insurance company.

119. Approve or deny the application.

120. Provide the capability to view and maintain the health plans, premiums and effective dates for each health plan.

121. Provide the capability to manually enter QHP and carrier information.

122. Accept and process additions and changes to the insurance data set through online real time data entry.

123. Add approved companies and plans to Insure OK tables.

124. Maintain an online audit trail of all QHP and carrier data.

125. Maintain QHP and carrier data.

126. Edit all data for presence, format, and consistency.

127. Make available all data should for retrieval in the DSS/DW.
4.9.1.3 Outputs

The Insurance Company Management function provides the following outputs and supports the following information needs:

1. Make available all data is available for retrieval through the DSS/DW function.

2. Notify submitting Insurance Company of decision by returning Qualified Health Plan Approval Sheet.
4.9.1.4 Interfaces

The Insurance Company Management function accommodates an external interface with:

None.

4.9.1.5 State Responsibilities

State responsibilities are to:

1. Add new health plan/carrier information.

2. Add new QHP rates.

3. Approve plans/carriers.

4. Review/audit/update plans/carriers.

5. Provide health care carrier information to the public.

6. Define the criteria used to approve health plans.
4.9.1.6 FA Responsibilities

FA responsibilities are to:

1. Maintain up-to-date and complete system and user documentation.

2. Scan, store and provide availability to document images online.
4.9.1.7 FA Performance Responsibilities

FA performance responsibilities are to:

None.

4.10 General Requirements

4.10.1 System Requirements

General system requirements include system requirements that are applicable to most, and in several case all business areas.  To avoid repeating the same requirement in multiple business areas above, they are included here.
4.10.1.1 Inputs

None.

4.10.1.2 Processing

The General System processing capabilities are to:

1. Provide processes and data to meet the minimum requirements of the State Medicaid Manual, Part 11.

2. Maintain access to data through user friendly systems navigation technology and a graphical user interface that allows users to move freely throughout the system using pull-down menus and point-and-click navigation without having to enter identifying data multiple times.

3. Provide for context-sensitive help on screens for easy point-and-click access to valid values and code definitions by screen field.

4. Maintain indicators for members certified as members of recognized Indian tribes; and member profile information including language spoken, handicap access needed, health status identifying specialized medical needs, and member risk assessment data.

5. Support and accepts a member having multiple managed care plan assignments at a single point in time (e.g., individual plans for pharmacy, vision, primary care, acute care, behavioral health).

6. Provide and maintain flexibility in coding structures by use of parameter and table oriented design techniques for data such as medical eligibility coverage groups and program identifiers, to support changes to claims processing and reporting requirements.

7. Provide processes and data to meet minimum requirements of the State Medicaid Manual, Part 11 and Section 3900, State Medicaid Manual, Part 3.

8. Maintain an online audit trail of all updates to the system. 

9. Edit all data for presence, format, and consistency with other data in the update transaction and on all TPL processing and data related tables.

10. Maintain password control, in varying levels of security, of staff making changes to all data.

11. Provide ability to apply incentive payments based on achievement of performance goals.  Goals are developed via pre-defined criteria formulated from utilization data.  Collaborative practice agreements between a physician and pharmacy form a pharmaceutical care team that is eligible for incentive payment.

12. Provide online electronic claims management component meeting the requirements of the State Medicaid Manual, Part 11.

13. Provide and maintain flexibility in coding structures by use of parameter and table oriented design techniques to enable rapid processing modifications to support Oklahoma health care program changes.

14. Provide access to system to be able to change the criteria

15. Operate and maintain the MAR functions according to current and future Federal MMIS Certification requirements, Part 11 of the State Medicaid Manual, and all State requirements.

16. Apply all file updates emanating from SUR findings within the time constraints specified in Part 11 of the State Medicaid Manual.

4.10.1.3 Outputs

The General System outputs support the following information needs:
1. Make available all reports in data format for export and import purposes and through multiple media including paper, CD-ROM, electronic file, and tape cartridge. As specified by the State.

4.10.1.4 Interfaces

None.

4.10.1.5 State Responsibilities

State responsibilities are to:
1. Define the desired content, format, frequency, and media for reports.

4.10.1.6 FA Responsibilities

FA responsibilities are to:
1. Provide intrusion detection exercises and reports.

2. Address any defects found as a result of the exercises, as defined by the State.

3. Provide training on the use of the system.

4. Meet minimum downtime requirements.
4.10.1.7 FA Performance Responsibilities

FA performance responsibilities are to:
1. FA to provide and apply real-time updates accordingly.

4.10.2 Security Management

This function is for the provision of automated support needed to manage the security of the MMIS.  The State maintains the security tables that control access to the MMIS, data, and system software, by user.

4.10.2.1 Inputs

The Security Management function accepts the following inputs:

1. Additions and changes of user security profiles.

2. Logons to the MMIS requesting access.

4.10.2.2 Processing

The Security Management processing function has the following processing capabilities:

1. Provide and maintains flexibility in coding structures by use of parameter and table-oriented design techniques to enable rapid processing modifications to support Oklahoma health care program changes.

2. Provide for context-sensitive help on screens for easy, point-and-click access to valid values and code definitions by screen field.

3. Provide for a single unique logons for each user of the MMIS.

4. Provide for user passwords that will expire on a staggered schedule and that can be changed at any time by authorized State or FA management personnel.

5. Provide for restriction of application and/or function within application (inquiry only, update capability) to specific logons.

6. Provide for online audit trails of all updates of security management data.

7. Provide for access control to all data and to the applications software employing a security system to restrict access to varying hierarchical levels of data and function.

8. Provide the capability to establish multilevel security settings by either group(s) or individual(s).

9. Provide for independent security access to any standalone component of the MMIS that is not part of the "core" MMIS.

10. Provide online screens for the maintenance of MMIS security management data, including logging unique log-on, and security.

11. Provides for password protection, as well as a system-inherent mechanism for recording any change to a software module or subsystem.

12. Maintains access to data through user friendly systems navigation technology and a graphical user interface that allows users to move freely throughout the system using pull-down menus and point-and-click navigation without having to enter identifying data multiple times.

13. Edit all data for presence, format, and consistency with other data in the update transaction and on all security management processing and data-related tables.

14. Maintain password control in varying levels of security of staff making changes to security management data.

4.10.2.3 Outputs

The Security Management function provides the following outputs and supports the following information needs:

1. Make available all reports are made available in data format for export and import purposes and through multiple media as specified by the State.

2. Generate audit trail reports of changed data, the ID of the person making the change, and the change date.

3. Make the following types of reports are available:

3.1. Audit trails of system logons.

3.2. Lists of users and their security profile.
4.10.2.4 Interfaces

None.

4.10.2.5 State Responsibilities

State responsibilities are to:

1. Define the desired content, format, frequency, and media for reports.

2. Determine the security level for State staff.

3. Assign passwords and logon identifications.

4.10.2.6 FA Responsibilities

FA responsibilities are to:

1. Maintain security software.

2. Provide for unique logon for each user.

3. Ensure that passwords expire on a staggered schedule for software not using the single sign on via Active Directory.

4. Provide audit trails of update transactions by user logons, time entered, and source of entry.

5. Maintain up-to-date complete system and user documentation.

6. Maintain a list of users and their security profiles.

7. Provide training to State staff in the use of the security management system, initially and on an ongoing basis.

8. Provide all security management reports according to State specification.

9. Provide online screens for security maintenance.

10. Control system access based on logon ID.

4.10.2.7 FA Performance Responsibilities

FA performance responsibilities are to provide:

1. Provide security management reports on a frequency determined by the State.

2. Apply all updates to security system as specified by the State.

4.10.3 Internet

OHCA facilitates the authorized access to information through the use of the Internet.  The FA provides the capability and infrastructure to allow this to occur.  The FA developed web site has the "look and feel" of the current OHCA site including OHCA page layout, menu and formatting standards, and must meet OHCA security, confidentiality and privacy requirements and HIPAA and other federal security, confidentiality and privacy requirements.  Internet capabilities address and adhere to all HIPAA administrative simplification provisions    

4.10.3.1 Inputs

The Internet function accepts the following inputs:
1. Claims and adjustments data, including status, payment, and history.

2. Prior authorization data.

3. Reference data.

4. Member data.

5. Dental information.

6. TPL data.

7. Managed care member PCP selections/assignments (combines member and provider information).
8. Provider information including training programs and publications.
9. Remittance advices for fee-for-service, capitation, and encounter processing activity.  
10. Eligibility verifications and POS/PRO-DUR transactions.

11. Medical assistance administrative data.  
12. LTC screening forms to be completed and submitted via Internet (PASRR, LTC 300R).
13. Secure electronic mail between providers and Provider Services staff and all other electronic communications as specified by the State.

14. Provider financial transactions (i.e., disproportionate share forms, cost reports, etc.).

15. My InnerView information through the Opportunities for Living Life pages.
16. Capability for a provider to immediately add a newborn to the mother’s case and SoonerCare benefits in real-time.
17. Electronic Provider Enrollment (EPE), which allows potential providers to fill out an online application, return to the site to see the status of their application as well as a list of outstanding documents, and update their information online.
18. EPE allows current providers to update their information online.
19. Online Enrollment Member Portal which allows potential SoonerCare, SoonerPlan, and Department of Mental Health members and other members as determined by the State to apply and manage their account information (including benefits, etc.) online. 

20. Online Enrollment Behavioral Health Portal allows Behavioral Health providers to submit patients for immediate, automatic benefits.
21. Secure email from Providers and other entities as defined by the State.
4.10.3.2 Processing

The Internet processing function includes the following processing capabilities:
1. Provide a secure web site for access by authorized providers and OHCA approved entities.
2. Meet OHCA’s “look and feel” specifications in the Web Standards document located at: www.okhca.org/currentstandards.html
3. Include on the secure web site:
3.1. Instructions on how to use the secure site.
3.2. Contact information.

4. Provide for claim- and adjustment-related Internet functionality via the secure web site including:
4.1. Electronic claims and encounter data submission.

4.2. Claims and encounter data capture with limited data field edits as specified by the State.
4.3. Inquiry to edit disposition information.

4.4. Claims processing status.

4.5. Remittance advice for active providers.

4.6. Prior authorization requests and responses (approval/denials/requests for additional information.

4.7. POS/PRO-DUR transactions.

4.8. Help capability.

4.9. An interactive reference data look up.
5. Provide the ability for potential SoonerCare, SoonerPlan, IO and other coverage option (as determined by OHCA) members to complete, submit and generate a real-time benefits response to the applicant and the MMIS database.  Capture the member's preferred PCP where applicable. (IO’s ESI members are not required to select a PCP.)
6. Enable behavioral health providers to electronically enter the applicants for mental-health-only benefits.  
7. Enable potential and active SoonerCare, SoonerPlan, IO, and other coverage option members to access and update their information, receive information about their benefits, obtain electronic notifications related to their account and re-enroll and apply for additional coverage online, at any time.

8. Make available member eligibility verification available to providers via the secure web site online including but not limited to:
8.1. Interactive provider eligibility verification inquiry and response.
8.2. Receipt of provider requests for, and distribution of, historical listings of eligibility verification inquiries made and the responses given.
9. Provide secure email and the sharing of medical administrative and program-related data as specified by the State between State-authorized entities.

10. Provide access to eNB1 to search for the delivering mother’s eligibility, add the newborn to her case, accept a PCP selection, and assign benefits and citizenship to the newborn in MMIS and other processes as determined by the State.
11. Provide access to EPE to determine if the provider application passes a high-level scan and pass it to the EPE workflow.
12. Enable current contracted providers may enable clerks to carry out specified functions.
13. Provide links from its MMIS web site to other State and Federal web sites, including:  
13.1. The OHCA site.

13.2. State of Oklahoma Home Page.

13.3. The CMS site.

13.4. Other sites as specified by the State.

14. Provide all current FA Internet functionality and connection to/interface with OHCA/State Internet/Intranet site(s).
15. Deliver provider-related Internet functionality via the public site, including but not limited to:
15.1. Provider publications in all mediums.
15.2. Global messages.

15.3. Provider training.

15.4. Administrative information regarding SoonerCare programs as specified by the State.

16. Provide for provider-related Internet functionality including but not limited to:
16.1. Global messages.

16.2. Managed Care interfaces for viewing member rosters.
16.3. Claims history distribution to requesting providers.

16.4. Managed Care interfaces for submittal of member PCP selections/assignments.

16.5. Administrative information regarding SoonerCare programs as specified by the State.

17. Provides for email functionality so that those accessing the web site can forward email and receive email directly from the screens they are accessing to/from subject-appropriate State and FA staff.
18. Maintain an online audit trail of all updates to internet data.

19. Edit all data for presence, format, and consistency with other data in the update transaction and on all internet processing and data-related tables.

20. Maintain password control, in varying levels of security.

21. Provide online, updateable letter templates for members, providers or submitter/biller letters with the ability to add free-form text specific to member, provider or submitter/biller.
4.10.3.3 Outputs

The Internet processing function provides the following outputs and supports the following information needs:
1. Make all reports available in data format for export and import purposes and through multiple media as specified by the State.
2. Generate audit trail reports showing before value of changed data, the ID of the person making the change, and the change date.

3. Make the following data available:

3.1. Claims and Adjustments data, including but not limited to status, payment, and history.
3.2. PA data.

3.3. Managed Care member rosters.

3.4. Provider training and publication information.

3.5. Recipient data.

3.6. Third Party Liability data.

3.7. Dental information.

3.8. Remittance advices for fee-for-service, capitation, and encounter claims processing activity.

3.9. Medical assistance administrative data as specified by the State.  
4. Display the current status of an IO employer application and any outstanding information and/or document(s), if applicable. When an employer information change requires a documentation update, generate a cover sheet in real time with the same application number but a different list of document(s).

5. Display the current status of an IO agent application and any outstanding information and/or document(s), if applicable. When an agent information change requires documentation update, generate a fax cover sheet in real time with the same application number but a different list of document(s).
6. Display the current status of an EPE provider application and any outstanding documents(s), if applicable. When a provider’s information change requires documentation update, generate a fax cover sheet in real time with the same application number but a different list of document(s).
7. Print a completed form that is faxed to the unit specified by the State, where the newborn is added manually, if eNB1 generates an error.  Print a paper results page containing the PCP selection, newborn demographics, case and member ID number, and general instructions/contact numbers, etc. in real time for the attending physician, the hospital, and mother if the system does not generate an error then,.

8. Display the current status of an online enrollment application and any outstanding document(s), if applicable. When a potential member application requires documentation, generate a cover sheet in real time with the application number and a list of document(s).
9. Generate a cover sheet in real time with the application number and a list of document(s) when current member information change requires documentation update.

10. Displays a real time response indicating the results of the Application Process for Online Enrollment and IO.  Depending on the results, the user may receive a cover sheet with the application number and a list of document(s) required.  Scan all documents received for a member application to send to the Eligibility Workflow at the unit specified by the State for further processing.

11. Generate online enrollment reports directly to the online document management system and make them available for ad-hoc generation through a software interface.
12. Print IO reports directly to the online document management system and make them available for ad-hoc generation through a software interface.

13. Provide a real-time response of PASSR information and forms as specified by the State.

4.10.3.4 Interfaces

The Internet processing function accommodates an external interface with:

1. MMIS tables and data.

2. State-approved hyperlinks.

3. Members.

4. Providers.

5. Employers.

6. Insurance agents.

7. OHCA, other State staff, and contracted vendors.

8. Public users/stakeholders.
4.10.3.5 State Responsibilities

State Responsibilities are to:
1. Communicate changes in OHCA policy and/or procedures.

2. Communicate changes from other systems that also affect the internet.

3. Communicate changes or additions to the State and/or Federal requirements.

4. Update and additions to the State maintained portion of the rules engine.

5. Maintain a usable data connection from contracted State agencies to the FA.  
6. Obtain and maintain Department of Homeland Security accounts and data exchange information.
4.10.3.6 FA Responsibilities

FA responsibilities are to:
1. Address changes to the web pages as specified by the State.

2. Communicate resource availability.

3. Update and make additions to the FA maintained portion of the rules engine.

4. Maintain a data connection as specified by the State to the contracted State agencies and contracted vendors.

5. Provide user-friendly data connection outage messages as specified by the State.
6. Provide links from its MMIS web site to other State and Federal web sites, including:  
6.1. The OHCA site.

6.2. State of Oklahoma Home Page.

6.3. The CMS site.

6.4. Other sites as specified by the State.

7. Maintain a telephone internet help desk open as specified by the State.
8. Supply one internet programmer through the operational term of the contract that is located at the OHCA site to support the internet interfaces with the MMIS.  Must have a minimum of two (2) years experience in web centric programming skills.
4.10.3.7 FA Performance Responsibilities

FA performance responsibilities are to:
1. Maintain site availability for the secure and public sites as specified by the State.
2. Address unscheduled outages as soon as they occur and communicate causes as specified by the State.
3. Schedule planned outages as specified by the State.

4.10.4 Call Tracking

One of OHCA's main objectives is to provide quality customer service to the members, providers of services, and its stakeholders.  The MMIS includes the tools to facilitate providing customer service as expeditiously and professionally as possible for both OHCA and contractor staff fielding inquiries.    

4.10.4.1 Inputs

The following are inputs to the Call Tracking function:

1. Telephone calls from members, potential members, providers, county offices, representatives/legislators, advocacy groups, out of State entities, potential providers, health plans, and Medicare.

2. Other email questions and requests pertaining to Oklahoma medical assistance programs, policies, and operational procedures.

4.10.4.2 Processing

The Call Tracking function includes the following capabilities:

1. Provide an automatic telephone call attendant and a hierarchical menu driven capability for directing calls to appropriate contractor or OHCA staff.  This system allows the caller to indicate the type of caller they are (e.g., provider, member, county office, others) and select the nature of the call.  Based upon this information, the telephone call is distributed to the appropriate staff as determined by the State.

2. Maintain an automated call tracking capability for all calls received.  The system tracks information such as, time and date of call, identifying information on caller, call type, call category, inquiry description, clerk ID, response description and other fields as defined by the State.

3. Provide for unique identification of call records.

4. Provide for online display, inquiry, and updating of call records with access by call type, member number, provider number, member name, provider name, or a combination of these data elements.

5. Provide for the automated population of call screens, based on caller, with all relevant information from the MMIS.

6. Provide the capability to easily navigate (at a point and click) from call logging screens to other data relevant to providers, members and employers within the MMIS including claims history and eligibility information.

7. Provide the capability to maintain free-form notes to each call record.

8. Provide the capability to refer or forward call records to other call units for resolution.

9. Provide the capability to update and maintain call records with basic call identifying information as identified by the State.

10. Maintain an online audit trail of all updates to call tracking data.

11. Edit all data for presence, format, and consistency with other data in the update transaction and on all call tracking processing and data-related tables.

12. Maintain password control, in varying levels of security, of staff making changes to call tracking data.

4.10.4.3 Outputs

The Call Tracking System provides the following outputs and supports the following information needs:

1. Make available all data for retrieval through the DSS/DW function.

2. Make available all reports in data format for export and import purposes and through multiple media as determined by the State.

3. Generate audit trail showing the ID of the person making the change, and the change date.

4. Make available the following types of reports:

4.1. Activity Reports (ACD Traffic) to be generated daily, weekly, monthly, quarterly and at intervals as determined by the State.

4.2. Weekly Calls Abandoned (The number of calls abandoned sorted by number of seconds of the length of the call) to be generated daily, weekly, monthly, quarterly and at intervals as determined by the State.

4.3. Answered Call Profile (The number of calls answered sorted by number of seconds of the length of the call) to be generated daily, weekly, monthly, quarterly and at intervals as determined by the State.

4.4. Top 25 Callers to be generated weekly, monthly, quarterly.

4.5. Call Center To-Date Statistics:

4.5.1. Monthly reports, displaying weekly totals of caller types including provider, members, county offices, others, regarding specific categories as defined by the State.

4.5.2. Call Center Calls/Stakeholder Calls by Hour (Busy Hour Report) Monthly to include calls received during business hours including average calls by day of week report.

4.5.3. Quarterly Activity Reports.

4.6. Call referrals to other units.

4.10.4.4 Interfaces

The Call Tracking function accommodates an external interface with:

1. The State's telephone system.

2. Contractor telephone systems.
4.10.4.5 State Responsibilities

State responsibilities are to:

1. Define the desired content, format, frequency, and media for reports.

2. Staff the various call center function(s).

3. Answer stakeholder inquiries

4. Enter inquiry information into the automated call tracking system.

4.10.4.6 FA Responsibilities

FA responsibilities are to:

1. Maintain the automated call tracking system

2. Provide automated call attendant system.

3. Provide the capability to refer calls to other OHCA or contractor units for resolution.

4. Provide training to State staff in the use of the call tracking system, initially and on an ongoing basis.

5. Provide all call tracking reports according to State specification.

6. Maintain up-to-date complete system and user documentation

4.10.4.7 FA Performance Responsibilities

FA performance responsibilities are:

1. Be operational 99 percent of the time during normal OHCA business hours.

2. Provide reports on a frequency determined by the State.

3. Meet other requirements as defined subsection 4.10.5 Computer Telephony Integration (CTI).
4.10.5 Computer Telephony Integration (CTI)
CTI is the technology that allows interactions on a telephone and a computer to be integrated.  The current CTI functionality listed below accommodates the majority of business needs for OHCA, but additional features now available can help streamline processes and improve efficiencies.  The FA will be responsible for providing the existing CTI functionality listed in all the requirements under subsection 4.10.5 Computer Telephony Integration (CTI), plus the additional functionality as identified in the requirements listed in subsection 4.10.6 Call Tracking/CTI/Call Center (Enhancement).
4.10.5.1 Inputs

The CTI function accepts the following inputs:

1. Phone calls from various stakeholders.

2. Information from the voice response systems (EVS and AVR).

3. Information from the Call Tracking system.

4. Information from various files in the MMIS.

5. Other inputs as determined by the State.

4.10.5.2 Processing

The CTI processing function has the following processing capabilities:

1. Provide CTI of the telephone systems with the customer support system at the following sites:

1.1. The FA’s local switch station as defined in General Requirements.

1.2. The OHCA site.

1.3. Each site individually.

1.4. Both sites together.

1.5. Other contractor/locations as specified by the State.

2. Provide the capability to route phone calls along with the data regarding the phone call to appropriate workstations.  All available information about each caller and call is routed in real time along with the telephone call.  Callers are greeted by State or contractor representatives who are able to address inquiries made by the caller.

3. Perform the following:

3.1. Populate staff workstations with information related to phone calls as calls are received.

3.2. Store and associate an entire screen of data.

3.3. Provide workflow transaction management.

3.4. Provide real-time transaction monitoring and tracking.

3.5. Provide the ability to forward calls received by the voice response system along with data already captured about the caller to appropriate workstations when the caller needs to escalate the call beyond the capabilities of the voice response system.

4. Allow telephone callers to be led through a series of prompts that lets them quickly access, enter, or modify data using their touch-tone keypad, voice commands, and speech identity.

5. Track the timing of all telephone calls

6. Maintain access to data through user friendly systems navigation technology and a graphical user interface that allows users to move freely throughout the system using pull-down menus and point-and-click navigation without having to enter identifying data multiple times.
7. Maintain password control, in varying levels of security, of staff making changes to CTI data.

4.10.5.3 Outputs

The CTI function provides the following outputs and supports the following information needs:

1. Make available all reports in data format for export and import purposes and through multiple media as defined by the State.

2. Generate audit trail reports showing the ID of the person making the change, and the change date.

3. Generate reports as defined by the State.

4. Make available all data for retrieval through the Avaya Call Management System function.
4.10.5.4 Interfaces

The CTI function has an external interface with:

1. State telephone system.

2. Contractor telephone system.
4.10.5.5 State Responsibilities

State responsibilities are to:

1. Provide direction to the FA regarding CTI.

2. Define the desired content, format, frequency, and media for reports.

3. Provide information about and access to State telephone system.

4. Work with FA to develop workflow process.
4.10.5.6 FA Responsibilities

FA responsibilities are to:

1. Provide connections to the FA phone system.

2. Integrate the telephone with the Call Tracking and CTI systems.

3. Provide training to State staff in the use of the Call Tracking/CTI initially and on an ongoing basis.

4. Provide all Call Tracking/CTI reports according to State specification.

5. Maintain up-to-date complete system and user documentation.

6. Develop workflow process recommendations for call centers.

7. Provide all hardware and software necessary to develop and operate the CTI system.

8. Generate reports on all call center activities as determined by the State.

9. Make CTI availability consistent with EVS.

10. Notify OHCA of any unscheduled outages immediately.

11. Develop and implement a State-approved disaster recovery/ business continuity plan which includes CTI.

4.10.5.7 FA Performance Responsibilities

None.

4.10.6 Call Tracking/CTI/Call Center (Enhancement) 

In addition to takeover of the existing call trees and MMIS Call Tracking/CTI, the FA will provide enhanced functionality.  The Call Tracking/CTI system will retain the ability to handle telephone calls, emails, etc., including the ability to assign skill levels to each agent.  Additionally, all CTI calls should be recorded with the capability for supervisor monitoring, and conference calls should continue without dropping connections if one party leaves the call.

4.10.6.1 Inputs

The Call Tracking/CTI enhancement function must accept the following inputs:

1. All calls made into the OHCA call tree.

2. Conference calls with 3 or more parties.

3. Member or other stakeholder calling lists.
4.10.6.2 Processing

The Call Tracking/CTI enhancement function must have the following processing capabilities:

1. Provide call tracking link to view previous call records from same caller.

2. Provide notes that come up for a providers, members, employers and agents previous calls.

3. Provide the ability to conference in with another rep and then leave the call once the discussion is underway without dropping the connection.

4. Record all inbound calls to OHCA call tree.

5. Provide an automatic recorded outbound message dialer and survey feature, including the ability to record messages in house without requiring a CO.

6. Provide user or unit-specific drop downs in call tracking.

7. Provide automatic call back including web call back.

8. Maintain ACD records online and in DSS for data search for periods of time as defined by the State.

9. Record all call unit telephone calls, searchable by CTN. Recording should continue if call is transferred and be maintained and accessible for a period as defined by the State.

10. Provide the capability for each call unit to add recordings on their call tree option without requiring a CO.

11. Provide a full-time CTI specialist on site at OHCA during operations, with the option to add additional staff at a later date as requested by the State.

12. Record all inbound and outbound CTI calls.
4.10.6.3 Outputs

The Call Tracking/CTI enhancement function must provide the following outputs and supports the following information needs:

1. Audio recordings of all CTI calls.

2. Outbound calls made from calling lists.

3. Secured PHI Notes Field in Call Tracking (unit specific, permissions required to view).

4. Medicaid Release forms (generated automatically).

5. Reports as determined by the State.
4.10.6.4 Interfaces

The Call Tracking/CTI enhancement function must accommodate an external interface with:

1. All subsystems in the MMIS.

2. Atlantes and other COTS software as directed by State.
4.10.6.5 State Responsibilities

State responsibilities are to:

1. Provide direction to the FA regarding CTI.

2. Define the desired content, format, frequency, and media for reports.

3. Provide information about and access to State telephone system.

4. Work with FA to develop workflow process.
4.10.6.6 FA Responsibilities

FA responsibilities are to:

1. Provide connections to the FA phone system.

2. Integrate the telephone with the Call Tracking and CTI systems.

3. Provide training to State staff in the use of the Call Tracking/CTI initially and on an ongoing basis.

4. Provide all Call Tracking/CTI reports according to State specification.

5. Maintain up-to-date complete system and user documentation.

6. Develop workflow process recommendations for call centers.

7. Provide all hardware and software necessary to develop and operate the CTI system.

8. Generate reports on all call center activities as determined by the State.

9. Make CTI availability consistent with EVS.

10. Notify OHCA of any unscheduled outages immediately.

11. Develop and implement a State-approved disaster recovery/ business continuity plan, which includes CTI.

12. Provide additional telecommunications hardware and software infrastructure to accommodate expansion to the customer service call center as necessary.

4.10.6.7 FA Performance Responsibilities

None.
4.10.7 Letter Generation

The current MMIS contains a utility called the “Letter Generator.”  The Letter Generator allows a user to select from a variety of pre-designed form letters and define certain parameters that will dictate the receivers of the selected letter.  It stores correspondence that has been sent and provides look-up capability to view the history.  Letters created by this utility are used to notify potential receivers about upcoming changes in policy, programs, services, etc.
4.10.7.1 Inputs

The Letter Generation function accepts the following inputs:

1. Previously sent letters (e.g., if a provider has lost his pin number, a copy of the letter can be generated).

2. Letters or correspondence (mail, email, fax, etc.) received from a provider or member.
4.10.7.2 Processing

The Letter Generation processing function has the following processing capabilities:

1. Provide online, updateable template with unique identifier specific to correspondence type (i.e., letter, notice, and questionnaire) with the ability to add free-form text for all business areas as specified by the State.

2. Maintain the history of letters.

3. Maintain the letter template maintenance window that will maintain at a minimum the document file name and type of data required (provider, member, etc.).

4. Provide search criteria throughout the Letter Generator as defined by the State.

5. Maintain the letter request window to request that a letter be generated. The user can specify the letter to be generated from within a user-selected group, the mode to generate the letter in (batch or online), the date to generate the letter, who to send it to, and the letter template to be used.  In addition, this screen will allow the user to save the generated letter to a user-specified location.

6. Maintain the letter tracking window to query information about the letters that have been sent out.  All letters generated via the letter generator utility are visible through this window. Additionally, the media source that a letter was sent out on can be updated from this window.  Note: Any processing generating a letter in the system writes a row of data to the table that this window reads, so all correspondence that has been sent out is viewable through this window.  A user of this window can query all of the correspondence that has been sent to a specific entity.  For example, if a user needs to see all of the correspondence that has been sent to a particular member, he/she can search by that criteria. 
4.10.7.3 Outputs

The Letter Generation processing function provides the following outputs and supports the following information needs:

1. Batched letters.

2. Individual letters created ad hoc.

3. Letter generation information for letter tracking inquiry.

4.10.7.4 Interfaces

The Letter Generation processing function accommodates an interface with:

1. MMIS subsystems.
4.10.7.5 State Responsibilities

State responsibilities are to:

1. Determine template wording and updates as specified by the State.

2. Determine schedules for letters to be created.
4.10.7.6 FA Responsibilities

FA responsibilities are to:

1. Create and generate templates according to State specification.

2. Maintain existing templates.
4.10.7.7 FA Performance Responsibilities

1. Generate and mail batches of letters at the State’s request and per the State-defined schedule.

4.10.8 Letter Generation (Enhancement)

CCM addresses communication challenges by optimizing and integrating the totality of data, documents, and messages flowing from, into, and within the organization with the objective being improving customer communication.  This is accomplished by injecting best-practice efficiencies into each element of the communication chain.

4.10.8.1 Inputs

The Letter Generation enhancement function accepts the following inputs:

1. External files in various formats (e.g., Excel, text, MS Word, PDF, etc.) that identify stakeholders who will be receiving communications.
4.10.8.2 Processing

The Letter Generation enhancement function has the following processing capabilities:

1. Provide point, drag, and click functionality for choosing MMIS field variables, signature images, and filters for selection of stakeholders to receive letters.  Functionality should exist for creation of templates or letters.

1.1. Filters could be from any part of the MMIS, including claims data elements (i.e., persons who had a specific procedure or diagnosis code).

2. Provide the ability for users to save the stakeholder selection filter with the letter template for routine batch printing or to allow the user to choose the filter(s) at the time of letter generation.

3. Provide the ability for users to create, review, save and print draft letters before committing template changes.

4. Provide the ability for users with appropriate security to commit changes to testing and production environments without the aid of the FA.

5. Provide a means for the user to easily create or modify templates, thus allowing the final version of letters to be created immediately thereafter and stored automatically in the document storage and retrieval system (COLD).

6. Enable the user to create or modify letter templates including the signature, OHCA address, or any other data element defined by the State, in any environment without requiring a change request.

7. Provide the user with Microsoft Word-like functions, including spell check, automatic text wrapping, and pagination, etc.

8. Provide the ability for users to define a varying length letter that automatically prints on a varying number of pages, depending on the amount of data selected to print in the letter.

9. Provide the ability for users to easily incorporate fields with naturally varying lengths, such as names, into the body of the letter text, including automatic truncation and case changes where appropriate.

10. Provide the ability to assign security access levels to allow only authorized users to change letter templates.

11. Support multiple languages, with functionality including but not limited to:

11.1. Capability to translate English to other languages.

11.2. Capability to print special characters (e.g.,~, `) utilized by other languages in the translated version of the letter or template.

11.3. Capability to edit and save letter templates after translation.

11.4. Capability to retrieve, view and re-print a copy of a specific stakeholder letter from the original version, with the original date(s), in any other available language, including English.

12. Provide the ability for users to send text and social media messages (i.e., Twitter, Facebook, etc.).

13. Allow the option of not sending a suppressed letter to DRS (COLD).

14. Provide a mail-merge option using output from an external source in various formats (e.g., Excel, Word, text file, etc.) as the input for the mail merge.

15. Provide letter template options specific to each subsystem.

16. Provide the ability to sort and/or consolidate stakeholder (member/household, provider group/ individual provider, etc.) letters by group or individual so that duplicate letters are not sent.

17. Provide the ability for the FA to generate bulk letters to stakeholders at the State’s request, without submitting a CO.

18. Provide the ability to suppress (not generate or send to DRS (e.g., COLD) or send to mail room) any letter with the following conditions but not limited to:

18.1. For any reason (i.e., member is deceased).

18.2. Automatically or manually at the stakeholder level.

18.3. Stakeholders whose mailing address is flagged as "bad".

19. Provide flexibility for identifying “mail to” groups as follows:

19.1. Ability to send mail to external entities, such as associations, advocacy groups, legislators, etc.

19.2. Ability to create distribution groups (mail, email).

20. Provide the ability to generate original letters and to recreate letters for specific stakeholders, including, but not limited to the following functionality:

20.1. Ability to pull up, view, reprint, and resend the original copy of the letter.

20.2. Ability to regenerate a copy of the same letter to the current stakeholder address.

21. Provide the capability to print or re-print letters to any printer, including a local or network printer be it on-site or off-site.

22. Provide the ability to track when a letter was mailed.

23. Provide the ability to attach notes to a letter for internal viewing.

24. Provide the ability to create a report of letters that were re-generated.

25. Provide the ability to send a re-generated/re-printed letter to DRS (COLD).

26. Integrate the CCM system with the various MMIS sub-systems so that when an individual letter for a specific stakeholder is being created, the stakeholder ID and other parameters would be picked up from the current record inquiry screen, instead of data manually entered into the CCM application.

27. Provide the ability to view all letters that have been sent:

27.1. Immediately after being sent.

27.2. From any source on behalf of OHCA.

28. Provide the ability to query letters in the system for viewing or printing including:

28.1. Letters sent from any MMIS-related system (MMIS, Atlantes, SURS, HMP FA, etc.), which does not require a separate log-in to the other system.

29. Allow security access to be applied down to the letter type level.

30. Provide detailed tracking (e.g., bar coding):

30.1. Status of letter.

30.2. Date letter sent.

31. Provide the ability for members and providers to view letters online.

32. Provide the option for stakeholders to elect to see their letters only online, on paper, or both.

33. Send an email alert to stakeholders who have received a letter to be viewed online via web portal.

34. Provide the ability to scan in and store letters sent by FAs.

35. Provide the ability to scan and store letters sent to OHCA or FAs from stakeholders.

36. Provide the ability for the FA and OHCA to systematically flag letters that were returned, and see the date returned in the system.

37. Provide the ability for the system to flag an address as “bad” when letters are returned, and to un-flag them when the addresses are changed.

38. Provide the ability for the system to create a report of “bad” addresses as specified by the State.

39. Provide the ability for the system to display the “bad address” flag online when inquiring on the stakeholder’s record, so that staff can ask for the correct address.

40. Provide the ability to save the original and when applicable, translated version of letters.

41. Provide online, updateable letter templates for member letters with the ability to add free form text specific to a member data issue or specific member.

42. Provide online, updateable letter templates for adjustments/credits with the ability to add free form text specific to an adjustment credit.

43. Provide online, updateable letter templates for provider or member letters with the ability to add free form text specific to a provider or member.

44. Provide online, updateable letter templates for provider or submitter/biller letters with the ability to add free form text specific to a provider or submitter/biller.

45. Provide online, updateable letter templates for all PASRR referrals and final determination letters, letters requesting additional information, allowing for a free-form comments section. 

46. Maintain notices/letters templates on-line and allow for on-line changes. (Managed Care)

47. Provide online, updateable letter templates for all EPSDT notices and the ability to add free-form text to letter templates on a case-by-case basis.

48. Provide for online updateable templates of letters and questionnaires to carriers, employers, members, providers, and attorneys when recoveries are initiated, when premium payments are to be made, when TPL resource data is needed, or when accident information is required and was not supplied with the incoming claim.

49. Generate letters and questionnaires to carriers, employers, members, providers, and/or attorneys, based on State-defined criteria, when recoveries are initiated, when premium payments are to be made, when TPL resource data is needed, or when accident information is required and was not supplied with the incoming claim.

50. Provide for online templates of medical decision and requests for additional information to members, providers, and referring parties.

51. Provide the ability for online additions or updates of notice and letter criteria parameter.

52. Provide for the ability of free-form text to template letters.

53. Provide online, updateable letter templates including templates for invoice letters, collection letters, follow-up collection letters, allowing for a free-form comments section.

54. Provide online, updateable letter templates for members, providers or submitter/biller letters with the ability to add free form text specific to a member, provider or submitter/biller.

55. Provide online, updateable letter templates for provider or member letters with the ability to add free form text specific to a provider or member.

56. Provide for online, updateable templates of letters and questionnaires to members, providers, and State agencies involved in SUR review and recovery cases and the ability to add free-form text to letter templates on a case by case basis.

57. Provide the capability to send confirmation letters to providers to verify the scheduled review date and indicate what is to be reviewed and whether or not there are any records being requested for review. 

58. Provide the capability to request information from the provider under review, or from a sample of members for whom Medicaid claims were paid to the provider, and/or from external entities who can supply information needed to complete the review.  The information needed must include, but is not limited to:  

58.1. Requesting/receiving medical records on a member.

58.2. Other notices to the provider being reviewed.

59. Automatically generate letters and questionnaires to members, providers, and State agencies according to State criteria. 

60. Provide the capability to generate confirmation of PCP Letters to be mailed to the primary care providers. 

61. Provide the capability to notify members of restriction to a PCP and/or pharmacy, and update the recipient database with the restriction data, through the following functions:

61.1. Provide the capability to prepare documents/letters notifying member that he/she will be restricted, including the Notice of Restriction, and the Member Choice form.

61.2. Provide the capability for review staff and medical consultants to determine the disposition of a case and to generate letters to providers requesting they put an end to any improper practice that has been discovered.

61.3. Provide the capability to send providers written notification letters regarding the disposition of the case.  The disposition will vary by type of provider, type of audit, and specific circumstances of the findings and final recommendation.

61.4. Provide the online update capability for capturing results from meetings including the Medical Advisory Committee (MAC) and CEO Appeals and the capability of systemically updating related SUR Case with pertinent data from these captured results.

62. Provide the online capability of developing and producing correspondence, notifications, and so forth, pertaining to all steps of Due Process including MAC Appeals and CEO Appeals, meetings, hearings, and so forth.  This should include the ability to link pertinent information and document any related SUR case.

63. Generate letters to providers for whom problems have been identified.

64. Provide online updateable letter templates from staff letters with the ability to add free form text specific to a staff member. 

65. Provide online, updateable letter templates for provider letters with the ability to add free form text specific to a provider. 

66. Provide ability to create enrollment approval/denial or other correspondence letters. 

67. Provide templates and production criteria that are available and updateable online for system-generated letters, notices, questionnaires, decision notifications and information requests with the ability to add free-form text.

68. Provide a utility that can be run from the online system to read the letter request table and generate a letter into a Word document that will enable the user to modify the Word document prior to printing the letter to a local printer.  This utility will need to be executable from the online system or a web interface.

4.10.8.3 Outputs

The Letter Generation enhancement function must provide the following outputs and supports the following information needs:

1. Letters.

2. All reports identified by State.
4.10.8.4 Interfaces

The Letter Generation enhancement function must accommodate an external interface with:

1. All applicable subsystems within the MMIS.

2. Document imaging and storage solutions (COLD).

3. DSS\DW.
4.10.8.5 State Responsibilities

None.

4.10.8.6 FA Responsibilities

FA responsibilities are to:

1. Convert existing letters, templates, notices, etc., if new system implemented.

2. Provide initial and ongoing training to State staff on the CCM system.

3. Create detailed user manual for CCM system.

4. Keep user manual information current.

5. Identify and flag bad addresses in system to minimize returned mailings.

6. Provide a method agreeable to the State for processing communications (i.e. letters) between other State FAs and stakeholders, so that all communications can be found in the CCM system.
4.10.8.7 FA Performance Responsibilities

FA performance responsibilities are to:

1. Process incoming communications for imaging and bad address flagging within a timeframe as specified by the State.

2. Process outgoing letters for mailing and imaging within a timeframe as specified by the State.
4.10.9 COLD Imaging

The FA shall maintain current imaging files, provide OHCA access and retrieval functions and create any new imaging environment proposed to meet the functional requirements of this RFP.  The FA must convert historical images to the new environment and provide OHCA with access and retrieval capability. 

4.10.9.1 Inputs

The COLD Imaging function accepts the following inputs:

1. Paper claims.

2. Paper attachments to claims.

3. All reports as specified by the State to meet all Federal and State reporting requirements.

4. All letters as specified by the State to meet all Federal and State requirements.

5. IO documents.

6. Claim adjustments and supporting documentation.

7. Financial documents and supporting documentation.

8. Alien on review information with supporting documentation.

9. PA documentation.

10. PACE documentation.

11. Fax documentation for workflow processes.

12. MAR documentation.
4.10.9.2 Processing

The COLD Imaging function provides the following processing items:

1. Route, email, or mail reports to other user locations and the ability to view these reports at the same time.

2. Maintain online access to all available folders including but not limited to reports, letters and images.

3. Accept and store scanned images.

4. Maintain password control.

5. Provide capability to print by page range or entire document.

6. Provide the capability to resize the images.

7. Provide the capability to pull specific documents using defined search criteria.

8. Provides capability to export data to specific folders.

9. Provides the capability to search by text string within open document.

10. Provide the ability to convert outputs into multiple formats.

11. Provide the ability to back up the system to any media as specified by the State.
4.10.9.3 Outputs

The COLD Imaging function provides the following outputs:

1. Reports to meet all Federal and State reporting requirements.

2. Scanned and printed images through the COLD system.

3. Backup tape.
4.10.9.4 Interfaces

The COLD Imaging function has the following external interfaces:

1. All Intranet and MMIS subsystems.

2. PA workflow.

3. Electronic Provider Enrollment workflow.

4. State Eligibility System.
4.10.9.5 State Responsibilities

State responsibilities are to:

1. Retrieve images stored in COLD.

2. Determine necessary information that will be stored in COLD.

3. Store and archive backups of COLD.

4. Define report parameters.

5. Define backup frequencies.
4.10.9.6 FA Responsibilities

FA responsibilities are to:

1. Provide the necessary training to users as needed.

2. Maintain the application.

3. Maintain large quantity of data and provide timely efficient data retrieval functionalities.

4. Produce backup and archive on schedule as specified by the State.

5. Maintain up-to-date complete system and user documentation.

6. Provide online inquiry and access.

7. Make recommendations on any area in which the FA thinks improvements can be made.
4.10.9.7 FA Performance Responsibilities

FA performance responsibilities are to:

1. Provide updates and changes as specified by the State.

2. Provide system availability including maintenance and outage time as described in General Requirements and as specified by the State.

3. Backup of the system on a schedule as specified by the State.

4. Importing of documents into COLD in a timeline as described in General Requirements and specified by the State.
4.10.10 COLD Imaging (Enhancement)

The FA shall maintain current imaging files, provide OHCA access and retrieval functions and create any new imaging environment proposed to meet the functional requirements of this RFP.  The FA must convert historical images to the new environment and provide OHCA with access and retrieval capability.
4.10.10.1 Inputs

The COLD imaging enhancement function must accept the following:

1. Electronic attachments and digital medical images including (e.g., dental scans, x-rays, etc.).
4.10.10.2 Processing

The COLD imaging enhancement function must have the following processing capabilities:

1. Provide single sign-on capability that eliminates the need to log into COLD while working in another application, to access a transaction's applicable report, image, etc.

2. Provide electronic record imaging to the case tracking systems in Atlantes, SURS, and record storage.
4.10.10.3 Outputs

The COLD imaging enhancement function provides the following outputs:

1. Reports to meet all Federal and State reporting requirements.

2. Scanned and printed images through the COLD system.

3. Backup tape.

4.10.10.4 Interfaces

The COLD imaging enhancement functions allows for the following interfaces:

1. All Intranet and MMIS subsystems.

2. PA workflow.

3. Electronic Provider Enrollment workflow.

4. State Eligibility System.

4.10.10.5 State Responsibilities

The State responsibilities are to:

1. Retrieve images stored in COLD.

2. Determine necessary information that will be stored in COLD.

3. Store and archive backups of COLD.

4. Define report parameters.

5. Define backup frequencies.
4.10.10.6 FA Responsibilities

FA responsibilities are to:

1. Provide the necessary training to users as needed.

2. Maintain the application.

3. Maintain large quantity of data and provide timely efficient data retrieval functionalities.

4. Produce backup and archive on schedule as specified by the State.

5. Maintain up-to-date complete system and user documentation.

6. Provide online inquiry and access.

7. Make recommendations on any area in which the FA thinks improvements can be made.

4.10.10.7 FA Performance Responsibilities

FA performance responsibilities are to:

1. Provide updates and changes as specified by the State.

2. Provide system availability including maintenance and outage time as described in General Requirements and as specified by the State.

3. Backup of the system on a schedule as specified by the State.

4. Importing of documents into COLD in a timeline as described in General Requirements and specified by the State.
4.10.11 Security Management (Enhancement)

OHCA is seeking an enhancement to the MMIS Security infrastructure and processes to support federated identity and access management.
4.10.11.1 Inputs

The security management enhancement function must accept the following:

1. Additions and changes of user security profiles.

2. Logons to the MMIS requesting access.

4.10.11.2 Processing

The security management enhancement function must have the following processing capabilities:

1. Provide the capability to control users’ access to IT resources, i.e., integrate multiple applications through the use of single sign-on (SSO), Web single sign-on (Web SSO), and federation.
2. Establish a coordinated identity data infrastructure through the use of an identity information layer, i.e., directories, meta-directories, and virtual directories.

3. Provide the capability for consolidated administration of users’ accounts and privileges which includes: manage users’ accounts, attributes, credentials, provisioning, and password management. At the discretion of OHCA this may also include elements of self-service and delegated administration.

4. Provide users outside OHCA with access to internal MMIS applications by providing the capability to verify the authenticity of identities from other security management systems in a federated environment.
5. Provide the capability for external organizations with disparate network and security infrastructure to share user’s digital identity and access rights and establish trust-based relationships.

4.10.11.3 Outputs

The security management enhancement function provides the following outputs:

1. Make available all reports in data format for export and import purposes and through multiple media as specified by the State.

2. Generate audit trail reports of changed data, the ID of the person making the change, and the change date.

3. Make the following types of reports available:

3.1. Audit trails of system logons.

3.2. Lists of users and their security profile.
4.10.11.4 Interfaces

The security management enhancement functions allows for the following interfaces:

1. Interface with all applications tied to the single sign-on
4.10.11.5 State Responsibilities

The State responsibilities are to:

1. Define the desired content, format, frequency, and media for reports.

2. Determine the security level for State staff.

3. Assign passwords and logon identifications.

4.10.11.6 FA Responsibilities

FA responsibilities are to:

1. Maintain security software.

2. Provide for unique logon for each user.

3. Ensure that passwords expire on a staggered schedule for software not using the single sign on via Active Directory.

4. Provide audit trails of update transactions by user logons, time entered, and source of entry.

5. Maintain up-to-date complete system and user documentation.

6. Maintain a list of users and their security profiles.

7. Provide training to State staff in the use of the security management system, initially and on an ongoing basis.

8. Provide all security management reports according to State specification.

9. Provide online screens for security maintenance.

8. Control system access based on logon ID.
4.10.11.7 FA Performance Responsibilities

FA performance responsibilities are to:

1. Provide security management reports on a frequency determined by the State.

5. Apply all updates to security system as specified by the State.
5 Proposal Submission Requirements

This section presents the requirements for submission of technical and cost proposals.  

5.1 General Proposal Requirements

Bidders shall submit the MMIS Takeover with Enhancements and PI Replacement System proposals in two separate and distinct parts: a technical proposal and a cost proposal.  Subsections 5.2 Technical Proposal Requirements and 5.3 Cost Proposal Requirements specify the format and content of each part.  Each bidder shall confirm in the transmittal letter submitted with the technical proposal that the entire proposal is valid for a minimum of nine months from the proposal due date.  Proposals are due no later than 5:00 p.m. CT on August 6, 2010. 

Bidders are to deliver in person or by certified mail all proposals in response to this RFP to the following address:

Oklahoma Health Care Authority

4545 North Lincoln Blvd. Suite 124
Oklahoma City, OK 73105-3413

The bidder shall submit an original and ten (10) hard copies, plus one (1) electronic copy on CD of the technical proposal under separate, sealed covers and label them on the outside as follows:

	STATE OF OKLAHOMA

OKLAHOMA HEALTH CARE AUTHORITY

MMIS REPROCUREMENT RFP

TECHNICAL PROPOSAL 

  FULL NAME AND PROPOSER ADDRESS

PROPOSAL REQUISITION NUMBER

PROPOSAL CLOSING DATE AND TIME


Bidders shall submit an original and six (6) hard copies, plus one (1) electronic copy on CD of the cost proposal under separate, sealed covers and label them on the outside as follows:

	STATE OF OKLAHOMA

OKLAHOMA HEALTH CARE AUTHORITY

MMIS REPROCUREMENT RFP

COST PROPOSAL 

  FULL NAME AND PROPOSER ADDRESS

PROPOSAL REQUISITION NUMBER

PROPOSAL CLOSING DATE AND TIME


Submission of a proposal shall constitute recognition, understanding, acceptance, and consent by the bidder to adhere (without any reservation or limitation whatsoever) to the requirements, terms, and conditions of this RFP, including any RFP addenda.  This consent to adhere to requirements shall also apply to the use of all pricing schedules contained in this document to present the cost proposals and all related cost information. 

Failure in whole or in part by a bidder to respond to a specific requirement (as defined in Appendix I-1A: Bidder’s Proposal Submission Requirements Checklist – MMIS Takeover with Enhancements and Appendix I-1B: Bidder’s Proposal Submission Requirements Checklist – PI Replacement System  may negatively impact a bidder’s score, or result in rejection of either bid during the evaluation phase.

OHCA reserves the right to amend or withdraw this RFP at any time prior to the proposal due date by issuing written addenda.  Should this occur, OHCA may revise the proposal due date based upon the timing and magnitude of the amendment.

OHCA does not desire brochures or other presentations, beyond that sufficient to present a complete and effective proposal.  OHCA does not allow submission of audio and/or videotapes.  Elaborate artwork or expensive paper is not necessary.

Bidders should mark clearly the original copy of each technical and cost proposal.  Bidders also should reference the reprocurement guidelines and process outlined in RFP subsection 1.2 Reprocurement Process, pay particular attention to the anticipated schedule presented in Table 5: Reprocurement Schedule, and comply with the cover document of this RFP.  Section 6 Evaluation Methodology presents a description of the evaluation process and methodology.

5.1.1 General Proposal Submission Forms

Bidder(s) must complete and submit the following forms in conjunction with the Technical and Cost proposals:

1. OHCA’s Solicitation Request Form (SOLICITATION REQUEST FORM)
2. Certification for Competitive Bid and/or Contract (DCS-FORM-CP-004).

3. Professional Service Contract Certification (DCS-FORM-CP-021).

The forms can be accessed at the links above, and have also been included in the e-mail sent to prospective bidders.
5.2 Technical Proposal Requirements

1. The technical proposal shall include the following separate sections (with named tabs) presented in the following order:
1.1. Section A – Transmittal Letter.

1.2. Section B – Bidder’s Proposal Submission Requirements Checklist.

1.3. Section C – Executive Summary.

1.4. Section D – Project Management Plan.

1.5. Section E – MMIS Technical and Functional Approach.

1.6. Section F – Staff Qualifications and Experience.

1.7. Section G – Firm Past Performance and Qualifications.

1.8. Section H – Corporate Stability and Resources

The paragraphs below describe the format and contents for the material to be included under each of these headings.  Each subsection within the technical proposal must include all items listed under a heading because evaluation of the proposals shall be done on a section-by-section or functional area basis.

No reference to, or inclusion of, cost information shall appear in any section of the technical proposal or the transmittal letter.  Such inclusion can be reason for rejection of the proposal.

All proposal submission requirements are included on the bidder’s proposal requirements checklist included in Appendix I-1A: Bidder’s Proposal Submission Requirements Checklist – MMIS Takeover with Enhancements and Appendix I-1B: Bidder’s Proposal Submission Requirements Checklist – PI Replacement System .  These checklists must be completed as described in subsection 5.2.2 Proposal Submission Requirements Checklist – Technical Proposal Section B.  In addition, as described in subsection 5.2.5 MMIS Technical and Functional Approach – Technical Proposal Section E, all bidders must submit Appendix I-2A: Requirements List – MMIS  if bidding on the MMIS Takeover with Enhancements and Appendix I-2B: Requirements List – PI  if bidding on the PI Replacement System, as a component of their technical proposal Section E - MMIS Technical and Functional Capabilities.

1. To create a fair and equitable process for the creation of the proposals, OHCA requires that each bidder adhere to the following proposal submission requirements:

1.1. Bidders must limit marketing material to 15 pages of information.  OHCA will discard any marketing material beyond the 15-page limit.  Bidders are to bind marketing materials separately and include them as an appendix to the technical proposal.  OHCA will count toward the marketing material page limits outlined in this section of the RFP, any material that a bidder submits that OHCA staff consider to be marketing material.
1.2. Section C – The Executive Summary must not exceed 25 pages of material. OHCA will discard any material in this section beyond the 25 pages.

1.3. Section D – Bidders must limit the Project Management Plan (PMP) to a total of 100 pages.  OHCA will discard any material in this section beyond the 100 pages. OHCA also will discard any material that in OHCA's belief is not in the nature of a PMP.

1.4. The 100-page count does not include work plans or Gantt charts that the PMP contains.

1.5. Section E – MMIS Technical and Functional Capabilities, section F - Staff Qualifications and Experience, section G - Firm Past Performance and Qualifications, and section H - Corporate Stability and Resources in total cannot exceed 500 pages.  OHCA will discard any material in this section beyond the 500 pages.
1.6. The 500-page count does not include the following:
1.6.1. Financial statements or annual reports containing the financial statements.
1.6.2. Appendix I-2A: Requirements List – MMIS Takeover with Enhancements.

1.6.3. Appendix I-2B: Requirements List – PI Replacement System.
1.6.4. Staff resumes.

1.7. A page is one (1) printed side of 8.5”x11” piece of paper.  A duplex-printed sheet of 8.5”x11” paper counts as two pages. 
5.2.1 Transmittal Letter – Technical Proposal Section A

The following topics describe the required content of what is required for section A of the technical proposal.

5.2.1.1 The Transmittal Letter

The bidder shall submit the transmittal letter on official business letterhead of the prime bidder.  An individual authorized to legally bind the company to the proposed scope of work must sign the letter.  The letter shall be part of the technical proposal (with named and numbered tabs).  The letter is to identify all material and enclosures being submitted in response to the RFP.

The transmittal letter shall include the following statements in the order given:

1. An itemization of all materials and enclosures being forwarded in response to the RFP.

2. A list of all RFP amendments by amendment number (if any) or a statement that the bidder has seen no amendments to the RFP.

3. A statement of assurance that system enhancements proposed will meet the specifications set forth in the RFP; will meet CMS certification requirements; and that the bidder will meet all contract performance standards set forth in the RFP. 

4. A statement that identifies the entity who is the prime Contractor and a list of any and all subcontractors.

5. A statement confirming that the bidder has not included cost or pricing information in this letter or the technical proposal.

If a change of ownership occurs during the bid process, the bidder must notify OHCA by email at CompetitiveProcessManagementTeam@okhca.org within five business days.  The bidder will assume sole and exclusive responsibility for all of the FA responsibilities and work indicated in the RFP (including any and all RFP addenda).
5.2.2 Proposal Submission Requirements Checklist – Technical Proposal Section B

Each bidder for the MMIS Takeover with Enhancements must submit as part of the technical proposal Appendix I-1A: Bidder’s Proposal Submission Requirements Checklist – MMIS Takeover with Enhancements in this section of the proposal.  Each bidder for the PI Replacement System must submit as part of the technical proposal Appendix I-1B: Bidder’s Proposal Submission Requirements Checklist – PI Replacement System in this section of the proposal.  The bidder must indicate agreement or acknowledgement of a requirement with a check mark (() or "X" next to the requirement and a signature at the bottom of the checklist.  

5.2.3 Executive Summary – Technical Proposal Section C 

The Executive Summary section will condense and highlight the contents of the technical proposal in such a way as to provide the Evaluation and Selection Committees with a broad understanding of the entire technical proposal.  The length of the executive summary may not exceed a total of 25 pages.  Bidders should address the following items in their response to this section.

Bidders for the MMIS Takeover with Enhancements plus FA Operations should address the following three (3) items:

1. Summarize the overall approach and the commitments to OHCA in the proposal.  Specifically, discuss the quality proposed in the approach to:
1.1. Takeover of the MMIS and FA operations.

1.2. Design, modification, and implementation of the system enhancements specified by OHCA.

1.3. Ongoing MMIS FA operations and responsibilities.

2. Describe any risks in OHCA's approach to the takeover of the MMIS and FA operations, taking into consideration the schedule defined for accomplishing this effort.  Include specific plans for controlling such risks or suggestions to improve this approach.
3. Highlight the bidder's corporate resources, including previous relevant experience, staff, computer facilities, financial stability, and corporate commitment to performing this contract.
Bidders for the PI Replacement System should address the following three (3) items:

4. Summarize the overall approach and the commitments to OHCA in the proposal.  Specifically, discuss the quality proposed in the approach to:
4.1. Design, development, and implementation of the system specified by OHCA.

4.2. Ongoing contactor operations and responsibilities.

5. Describe any risks in OHCA's approach to the DDI of the PI System, taking into consideration the schedule defined for accomplishing this effort.  Include specific plans for controlling such risks or suggestions to improve this approach.
6. Highlight the bidder's corporate resources, including previous relevant experience, staff, computer facilities, financial stability, and corporate commitment to performing this contract.

5.2.4 Project Management Plan (PMP) – Technical Proposal Section D

The PMP shall describe the bidder's overall plan and activities required to successfully complete this project within budget and the defined schedule.  The PMP activities include the set-up of all the internal management processes for the FA and its subcontractors, as well as the implementation of all department and FA management processes and reporting requirements.  The objective of these controls is to ensure the smooth administration of the project.  Bidders must propose an approach to project administration that includes and describes the activities that shall be in effect throughout the life of the project for each of the major project phases.  Bidder’s proposal section D must contain the following items listed below which also includes specific requirements in Section 3  Scope of Work – General Requirements as identified in Appendix I-2A: Requirements List – MMIS Takeover with Enhancements and Appendix I-2B: Requirements List – PI Replacement System under the Project Management Plan category (i.e., as stated in item 14 below):

1. A detailed work plan, which includes all information that is required by subsection 3.3.2.5.3.1 Detailed Work Plan.

2. A description of how the bidder will maintain the work plan.

3. Formal status reporting procedures and schedules.

4. Issue identification, tracking, and reporting procedures, including an automated tracking and management system that captures and tracks information subject to OHCA's approval.

5. Change control and configuration management procedures.

6. Proposed software development metrics.

7. Management of subcontractor relationships, to ensure high quality performance of all subcontractor functions.

8. Approach to securing space and meeting all facility requirements.

9. Personnel management functions, including hiring and firing and employee relocation.

10. A discussion of the bidder's approach to contract management during the development and implementation activities that addresses:

10.1. A proven system development methodology.

10.2. How the bidder will achieve project milestones and key dates and ensure the timely completion of activities.

10.3. A detailed description of the bidder's approach to requirements definition, design, development, conversion, testing, and implementation.

10.4. How the bidder will establish, monitor, and maintain all security requirements.

10.5. How the bidder will identify any equipment (hardware and software) needs.

10.6. How the bidder will participate in and ensure Federal certification of the MMIS and/or ancillary systems.

10.7. How the bidder will ensure the quality of work performed and meet all requirements. 

10.8. How the bidder develops staffing and completion time estimates. 

10.9. Plans for back-up staffing support.

10.10. How the bidder will interface with OHCA staff.

10.11. The bidder's approach to status meetings and written status reports.

10.12. The bidder's approach to deliverable completion.

10.13. The bidder’s use of walkthroughs and joint reviews of deliverables or test results.

10.14. The bidder's approach to certifying operational readiness.

10.15. The bidder’s coordination of design decisions across all functional areas.

10.16. The bidder’s approach to incorporation of existing outstanding COs.

10.17. The bidder’s approach to incorporation of new COs developed during the DDI Phase.

10.18. Reporting relationships.

10.19. Key personnel, by name, estimates of staffing for other positions, and project organization charts that show the staff to be assigned to various positions.

11. A discussion of the bidder's approach to project management during operations, maintenance, modification, and turnover that addresses:

11.1. Use of performance monitoring tools and project management procedures to support ongoing operations.

11.2. How staffing estimates are developed.

11.3. Procedures for back-up staff or additional staffing support.

11.4. The bidder's approach to status meetings and written reports.

11.5. How the bidder plans to identify problems, communicate them to OHCA and FA staff, and resolve them.

11.6. A description of the approach to meeting the maintenance requirements including, staffing, activities, and responsibilities.

11.7. A description of the approach to meeting the modification requirements including, staffing, activities, and responsibilities.

11.8. Reporting relationships and decision-making authority.

11.9. Approach to management of the documentation update process.

11.10. Quality assurance plan for claims processing and data entry.

11.11. A description of the bidder’s production control processes.

11.12. Inventory management tools and approach.

11.13. Key functions displayed on organization charts.

11.14. The bidder's approach to FA responsibilities.

11.15. The bidders plan for training.

11.16. Use of key personnel.

11.17. OHCA responsibilities during operations, maintenance, modification, and turnover.

12. A discussion of the bidder’s intended methodology and approach for meeting the requirements to address the HIPAA X12-5010 transaction in subsection 4.3.13 HIPAA 5010 (Enhancement).

13. A discussion of the bidder's project management approach for planning, organizing, and managing the staff and activities throughout the life of the project.

14. Responses to each of the RFP requirements identified for Technical Proposal Section D, including the discussion points identified and in the order identified in Appendix I-2A: Requirements List – MMIS Takeover with Enhancements and Appendix I-2B: Requirements List – PI Replacement System.

The MMIS requirements list is a detailed listing of every general, technical, functional, operational responsibilities, and performance requirement.  For all requirements, the bidder must address each of the discussion points identified for that requirement in Appendix I-2A: Requirements List – MMIS Takeover with Enhancements and Appendix I-2B: Requirements List – PI Replacement System. These requirements lists also provide direction on the technical proposal section in which the various requirements and their corresponding response are to be included.  The key to the discussion points included in the MMIS requirements list also appears in Appendix I-3: Key to Discussion Points/Instructions for Proposal Submission Response.
Rather than include duplicate information throughout the proposal, bidders may give specific reference to another location within the proposal that contains the response information.  Each bidder must complete the proposal cross-reference column for each RFP requirement on the respective requirements list to note the site where it is addressed in its proposal.
In this subsection 5.2.4 Project Management Plan (PMP) – Technical Proposal Section D, item 12 would not be included in the PI Replacement System proposal.
5.2.5 MMIS Technical and Functional Approach – Technical Proposal Section E
This section of the technical proposal shall present the bidder's intended system solutions and approaches to meeting OHCA's general, technical, and functional requirements for the MMIS Takeover with Enhancements and PI Replacement System.  For the MMIS Reprocurement project, this section should be comprised of nineteen (19) separate parts:

1. One (1) for the Takeover of the MMIS 
2. Nine (9) for the enhancements that occur during the Takeover period 
3. One (1) for Operations (refer to Schedule A in Appendix K: Pricing Schedules – MMIS Reprocurement)
4. Six (6) for the Operational Enhancements (refer to Schedule B in Appendix K: Pricing Schedules – MMIS Reprocurement)
5. Two (2) for the PI Replacement System (refer to Schedule C in Appendix K: Pricing Schedules – MMIS Reprocurement).  

If proposing only the PI Replacement System solution, the bidder is only responsible for the last two (2) parts listed in Schedule C in Appendix K: Pricing Schedules – MMIS Reprocurement.  If proposing only the MMIS Takeover with Enhancements and Operations, the bidder is only responsible for the first seventeen (17) parts listed in Schedules A and B in Appendix K: Pricing Schedules – MMIS Reprocurement.  If proposing the MMIS Takeover with Enhancements and Operations, and PI Replacement System solution, the bidder is responsible for all nineteen (19) parts listed in Schedules A, B, and C in Appendix K: Pricing Schedules – MMIS Reprocurement.  

The bidder shall submit much of this material in a narrative description as instructed in this subsection.  This section of the proposal for must contain the following:

1. A narrative overview of the overall system architecture which addresses:

1.1. Technical architecture and methodology for all subsystems.

1.2. Changes to or additional system architecture requirements necessary for the requested enhancements.

1.3. The bidder’s experience and working knowledge of a MMIS takeover (only applicable to the FA bidder), system DDI, operations, maintenance, and enhancements.

1.4. Any equipment or other constraints.

1.5. Caveats, constraints, or other limitations on the system capabilities. 

2. Responses to each of the RFP requirements identified for technical proposal Section E, including the discussion points identified and in the order identified in Appendix I-2A: Requirements List – MMIS Takeover with Enhancements and Appendix I-2B: Requirements List – PI Replacement System.
The MMIS requirements list is a detailed listing of every general, technical, functional, operational responsibilities, and performance requirement.  For all requirements, the bidder must address each of the discussion points identified for that requirement in Appendix I-2A: Requirements List – MMIS Takeover with Enhancements and Appendix I-2B: Requirements List – PI Replacement System.
These requirements lists also provide direction on the technical proposal section in which to include the various requirements and their corresponding response.  The key to the discussion points included in the MMIS Requirements List is also contained in Appendix I-3: Key to Discussion Points/Instructions for Proposal Submission Response.
Bidders submitting a proposal for the MMIS Takeover with Enhancements must also include as part of their technical proposal solution in Section E, Appendix N: Proposed Software and Hardware Inventory, schedules A and B.   This information will help ensure the hardware and software being proposed meets or exceeds the performance capabilities of the current hardware and software.
Rather than include duplicate information throughout the proposal, bidders may give specific reference to another location within the proposal that contains the response information.  Each bidder must complete the proposal cross-reference column for each RFP requirement on the Requirements List to notate the site where the bidder addresses it in its proposal.

As part of the proposal evaluation process, OHCA may ask for oral presentations or a demonstration of some or all of the proposed system enhancements at OHCA.  The bidder must bear the cost and preparation time for such a demonstration.

Any bidder who refuses a request for or does not honor an appointment for an oral presentation, key personnel interview, or system demonstration, will be deemed non-responsive and shall be disqualified.  

5.2.6 Staff Qualifications and Experience - Technical Proposal Section F

Bidders shall submit a staff skill matrix in their own format to summarize relevant experience of the proposed staff.  Additionally, bidders shall provide a narrative description of experience each key staff member has in the areas relevant to this project.  Bidder and subcontractors staff experience shall be shown separately.  These descriptions should focus on the areas listed below:

1. Knowledge of Medicaid programs.

2. MMIS or other medical claims processing experience.

3. Large-scale system experience, including experience with on-line systems and proposed system software.

4. Large systems development and implementation experience.

5. Database experience.

6. DSS/Data Warehousing experience.

7. Customer Service Call Center experience.

8. Experience managing large-scale government funded projects for takeover, implementation, operations, and/or turnover.

9. Other data processing experience.

10. Education and training.

11. Data analytics and predictive modeling experience.

12. SURS experience.

13. PI system experience.

14. DRG experience.

15. Understanding of ICD-10 code sets.

16. Work flow and business process modeling experience.

17. Hardware experience in general.

18. Network experience in general.

19. Experience with prime FA (or any subcontractors).

20. General management experience with the bidder.

21. Staffing level requirements experience with maintenance and modification of large-scale systems.

Resumes are strictly limited to no more than three (3) pages each and shall be submitted in the bidder’s proposal for all key personnel named in the proposal including at a minimum the following:

5.2.6.1 MMIS Takeover Phase

1. Account Manager.
2. Deputy Account Manager.

3. Contracts Manager.

4. Systems Manager.

5. Conversion Manager.

6. Operations Manager.

5.2.6.2 MMIS Operations Phase
5.2.6.2.1 Key Personnel

1. Account Manager.
2. Deputy Account Manager.

3. Contracts Manager.

4. Operations Manager.

5. Systems Manager.

5.2.6.2.2 Additional Support Personnel (number required)
The following support personnel must be available day one of operations. However, these personnel are not required to be named and resumes are not required.
1. Business Analyst (13).
2. Provider Relations Representative (3).
3. Data Reporting Specialist (3).
4. Statistical Data Analyst (2).
5. Wed Developer (2).

6. Advanced Wed Developer (1).
7. Database Administrator (DBA) (1).
5.2.6.3 PI Replacement System Key Personnel

1. Account Manager.
2. Implementation Manager.
3. Conversion Manager.
5.2.6.4 PI System Operations Key Personnel

1. Account Manager.

2. Systems Manager.
If project management or other listed key personnel responsibilities are assigned to more than one individual during the project (e.g. management may be changed following implementation), resumes must be provided for each person proposed.

The resumes of all personnel should address the following:

1. Experience in Medicaid system takeover, modification, implementation, and operations. 

2. Experience relevant to the position the individual is proposed to fill. 

3. Experience in large-scale database and transaction processing systems; including experience with large system takeover; modification and development efforts; training and implementation activities; operations and maintenance. 

4. Other data processing experience.

5. Relevant education and training, including college degrees, dates, and institution name and location.

6. References to previous projects; each project reference in a resume shall include both the member name and the time period of the project with beginning and ending dates for specific experience, as well as a brief description of the project; the project descriptions shall identify the role and responsibilities of the individual.

7. Names, positions, titles, and current phone numbers of a minimum of three references, at least two of whom are outside members, who can give information on the individual's experience and competence to perform projects similar to the Oklahoma MMIS.

Additional scored resume requirements for proposed managers include experience with:

1. Managing government-funded Medicaid system takeover and/or development projects.

2. MMIS and/or other medical claims processing.

3. Managing a large-scale system takeover and/or development staff.

4. Managing a large-scale system operations and/or maintenance staff.

5. Management of subcontractor arrangements.

6. Similar system architecture and hardware.

7. Systems takeover situations.

8. Training users of a large system.

9. Developing training plans.

10. Medicaid related programs, including how the knowledge was obtained and any projects to which it was applied.

Also, as part of the evaluation of the staff qualifications and experience, OHCA may ask for oral presentations or interviews with key personnel.  The oral presentations or interviews with key personnel will be held in Oklahoma City, Oklahoma. 

Any bidder who refuses a request for or does not honor an appointment for an oral presentation or key personnel interview will be deemed non-responsive and shall be disqualified.

5.2.7 Firm Past Performance and Qualifications – Technical Proposal Section G

In this section of the proposal, the bidder shall describe its corporate experience within the last five years that is directly related to the proposed contract, including all relevant MMIS experience, other large-scale government database and transaction processing systems, and systems takeover and development experience.  The bidder shall organize its project and contract descriptions into the experience categories shown below.

5.2.7.1 MMIS and Other Claims Processing Contract Experience

Bidders must provide OHCA with information on its experience with MMIS and/or PI System design, MMIS takeovers, development, and operations that are similar to the Oklahoma MMIS Reprocurement project in size, scope, and complexity.  Additionally, the bidder should describe other relevant projects that it believes will establish its ability to successfully complete the requirements of the RFP.

5.2.7.2 Ancillary and Sub-System Contract Experience

Bidders must provide OHCA with information on its experience with MMIS ancillary and subsystems and the design, takeover, development, and operations that are similar to the Oklahoma MMIS ancillary or subsystem components in size, scope and complexity.  Additionally, the bidder should describe other relevant projects that it believes will establish its ability to successfully complete the requirements of the RFP.

5.2.7.3 Summary Information Sheet of the Bidder's Corporate Experience

Bidders shall provide a summary information sheet for each MMIS project performed during the past five years, all current MMIS contracts, and other relevant corporate experience.  The bidder shall present any proposed subcontractor’s experience separately.  The required summary information sheet must include the following information:

1. The name of the customer.

2. The name of the project.

3. A brief narrative description of the scope of the work performed.

4. Role prime or subcontractor.

5. The time period of the project.

6. The staff months expended.

7. The contract cost.

8. The scheduled and actual completion dates for takeover, development, implementation, and operations activities.

9. Disclosure of fines, liquidated, compensatory, or punitive damages imposed by contract settlement agreement, judgment, or regulatory agency since September 1, 2005. 
10. Computer hardware, systems software, and programming languages used.

11. The bidder's overall responsibilities indicating involvement with development or takeover, and any responsibilities for training, telecommunications networks, system turnover, and so forth.

12. A customer reference (including name, address, and current telephone number of the responsible project manager or manager who is familiar with the bidder's performance).

OHCA will conduct reference checks to verify the accuracy of submitted materials and to ascertain the quality of past performance.  OHCA reserves the right to pursue any references that may assist in completing the technical proposal evaluation.  Reference checks shall be used in scoring this and previous sections of the RFP.

Additionally, as part of the evaluation of the corporate experience, OHCA may ask for oral presentations or interviews with key personnel.  The oral presentations or interviews with key personnel will be held in Oklahoma City, Oklahoma. 

Any bidder who refuses a request for or does not honor an appointment for an oral presentation or key personnel interview will be deemed non-responsive and shall be disqualified.

5.2.8 Corporate Stability and Resources – Technical Proposal Section H

In this section of the proposal, the bidder shall have the opportunity to describe its corporate stability and resources that will allow it to complete a project of this scale and meet all of the requirements contained in this RFP.  The bidder's demonstration of its financial solvency and sufficiency of corporate resources is dependent upon whether the bidder's organization is publicly held or not.

If the bidder is a publicly held corporation, enclose a copy of the corporation's most recent three years of audited financial reports and financial statements (including all notes, appendices, and so forth) related to the financial statements, a recent Dun and Bradstreet credit report, and the name, address, and telephone number of a responsible representative of the bidder's principle financial or banking organization. Include this information with the technical proposal and reference the enclosure as the response to this subsection.

If the bidder is not a publicly held corporation, the bidder may either comply with the preceding paragraph or describe the proposing organization, including size, longevity, member base, areas of specialization and expertise, a recent Dun and Bradstreet credit report, and any other pertinent information in such a manner that the proposal evaluator may reasonably formulate a determination about the stability and financial strength of the proposing organization. In this case, the bidder also must provide a bank reference and a credit rating (with the name of the rating service).

Each bidder must disclose all settlements, judgments, and pending or expected litigation. In addition, each bidder must provide notification of all real or potential financial reversals that might materially affect the viability or stability of the proposing organization or warrant that no such condition is known to exist.

5.3 Cost Proposal Requirements

The cost proposal for the MMIS Takeover with Enhancements shall contain Appendix L-1: Cost Proposal - Mandatory Proposal Submission Requirements Checklist for MMIS Takeover with Enhancements DDI Plus Operations and Appendix L-2: Cost Proposal - Mandatory Proposal Submission Requirements Checklist for Operational Enhancements.  The bidder must indicate agreement or acknowledgement of a requirement with a check mark (() or "X" next to the requirement and a signature at the bottom of the checklist.  In addition, the proposal shall contain pricing schedules A, B, E, and F in Appendix K: Pricing Schedules – MMIS Reprocurement.  

The cost proposal for the PI Replacement System shall contain Appendix L-3: Cost Proposal - Mandatory Proposal Submission Requirements Checklist for PI Replacement System.  The bidder must indicate agreement or acknowledgement of a requirement with a check mark (() or "X" next to the requirement and a signature at the bottom of the checklist.  In addition, the proposal shall contain pricing schedule C in Appendix K: Pricing Schedules – MMIS Reprocurement.
For each schedule, where a signature block is indicated, an appropriate corporate official must sign and date the schedule.  Instructions for completing each schedule and the declaration form appear in the following subsections.  If any variations exist between the summary schedules and the other schedules and no clarification appears, the summary pricing schedules will prevail.

5.3.1 Schedule A – DDI Enhancements – Summary Costs

Pricing Schedule A summarizes the total prices proposed for all MMIS Contractor(s) activities during the contract period including the DDI of the Takeover and enhancements that occur during the Takeover DDI period, five (5) base years of operations, and one-year extension option for operations.  The bidder must specify a firm fixed price for Takeover DDI, enhancements, and a total of all years of operations for the MMIS.  The prices shown on Schedule A should equal the sum of the amounts shown on Schedules A1 through A12.  The total evaluated price on Schedule A will be the sum of the prices proposed for all tasks and all years of operations. 

5.3.2 Schedule B- MMIS Operational Enhancements – Summary Costs

Pricing Schedule B summarizes the total prices proposed for all enhancements during the operations period.  The bidder must specify a firm fixed price for each operational enhancement and a total of all the enhancements.  The prices shown on Schedule B should equal the sum of the amounts shown on Schedules B1 through B6.

5.3.3 Schedule C- Program Integrity Replacement System – Summary Costs

Pricing Schedule C summarizes the total prices proposed for all PI Replacement System contractor activities during the contract period, including DDI of the PI Replacement System, five (5) base years of operations, and one-year extension option for operations. The bidder must specify a firm fixed price for the DDI of the PI Replacement System and a total of all years of operations.  The prices shown on Schedule C should equal the sum of the amounts shown on Schedules C1 and C2.  The total evaluated price on Schedule C will be the sum of the prices proposed for all tasks and all years of operations.
5.3.4 Schedule A1 – Takeover Hardware/Software Refresh – DDI Costs

Pricing Schedule A1 includes all DDI costs, detailed by personnel, hardware, and software and shows the total firm fixed price for the Takeover Hardware/Software Refresh.  This pricing schedule also requires a break out of costs by the various levels of FFP (90%, 75%, and 50%).

5.3.5 Schedules A2 Through A10 – Takeover DDI Enhancements 

For the enhancements that begin during the Takeover DDI period, pricing schedules A2 through A10 shall include all DDI costs, detailed by personnel, hardware, and software and show the total firm fixed price for the specific enhancement.  The pricing schedules also require a break out of costs by the various levels of FFP (90%, 75%, and 50%).  Pricing for the Takeover DDI enhancements are included in the following pricing schedules:
1. Schedule A2 – X12 5010 – NCPDP – DDI Costs.
2. Schedule A3 – ICD-10 – DDI Costs.
3. Schedule A4 – ARRA/HIE/HER – DDI Costs.
4. Schedule A5 – Self-Directed Services DDI Costs.
5. Schedule A6 – Online Enrollment – DDI Costs.
6. Schedule A7 – Insure Oklahoma – DDI Costs.
7. Schedule A8 – CTI & Call Tracking – DDI Costs.
8. Schedule A9 – Document Management and Imaging – DDI Costs.
9. Schedule A10 – Letter Generator/Correspondence – DDI Costs.
5.3.6 Schedule A11 – MMIS Operations, Maintenance and Modification

The bidder must specify a firm fixed price to perform all FA contractor services for each of the five (5) base years and one-year option for operations, under this contract.  Reimbursement to the FA will be made on a monthly firm fixed price for all functions, services, and staffing based on the estimated yearly claim volume.

The bidder is to include all costs (computer time, personnel, and documentation support) for modification and maintenance support, as well as operations, in this fixed price proposed for each year.  Bidders must not include costs for postage, identification cards, and certain telecommunication costs during operations since these costs are reimbursable as specified in subsection 7.10.6.5 Actual Cost Based Reimbursement. 
5.3.7 Schedule A12 – Insure Oklahoma Operations, Maintenance and Modification

The bidder must specify a firm fixed price to perform all FA contractor services for each of the five (5) base years and one-year option for operations, under this contract.  Reimbursement to the FA will be based on a per enrollee cost to be determined by OHCA, which includes system programming, ID card production, mailings, postage, telecommunications, and additional staff support.

The bidder is to include all costs (computer time, personnel, and documentation support) for modification and maintenance support, as well as operations, in this fixed price proposed for each year.  Bidders must not include costs for postage, identification cards, and certain telecommunication costs during operations since these costs are reimbursable as specified in subsection 7.10.6.5 Actual Cost Based Reimbursement. 
5.3.8 Schedules B1 Through B6 – Operational Enhancements

For the enhancements that occur during the operations period, pricing schedules B1 through B6 shall include all DDI costs, detailed by personnel, hardware, and software and show the total firm fixed price for the specific enhancement.  The pricing schedules also require a break out of costs by the various levels of FFP (90%, 75%, and 50%). Pricing for the operational enhancements are included in the following pricing schedules:
1. Schedule B1 – Medical Policy Review & Evaluation – Operational Enhancement.
2. Schedule B2 – Claims Rules Engine – Operational Enhancement.
3. Schedule B3 – Claims Resolution Workflow – Operational Enhancement.
4. Schedule B5 – Secure Member Portal – Operational Enhancement.
5. Schedule B6 – Finance – Operational Enhancement.
5.3.9 Schedule C1 - Program Integrity Replacement System - DDI Costs

Pricing Schedule C1 includes all DDI costs, detailed by personnel, hardware, and software and shows the total firm fixed price for the PI Replacement System.  This pricing schedule also requires a break out of costs by the various levels of FFP (90%, 75%, and 50%).

5.3.10 Schedule C2 - Program Integrity Replacement System – Operations

The bidder must specify a firm fixed price to perform all PI System contractor services for each of the five base years and a one year option for operations, under this contract.  Reimbursement to the contractor will be made on a monthly firm fixed price for all functions, services, and staffing.
The bidder is to include all costs (computer time, personnel, and documentation support) for modification and maintenance support, as well as operations, in this fixed price proposed for each year.  Bidders must not include costs for postage, identification cards, and certain telecommunication costs during operations since these costs are reimbursable as specified in RFP subsection 7.10.6.5 Actual Cost Based Reimbursement.
5.3.11 Schedule E – Modification Staff in Addition to Base Contract – All-Inclusive Hourly Rate
The bidder will indicate the all-inclusive hourly rate for staffing the modification team beyond the mandatory hours specified in subsection 7.10.5.1 Adjustment of Operations Payments of the RFP.  OHCA may use additional modification hours during the MMIS Reprocurement Project to address new initiatives or for additional modification staff beyond the hours indicated in the RFP.
5.3.12 Schedule F – Modification Staff in Addition to Base Contract – All-Inclusive Monthly Rate
The bidder will indicate the all-inclusive monthly rate for staffing the modification team beyond the mandatory hours specified in the RFP.  OHCA may use additional modification hours during the MMIS Reprocurement Project to address new initiatives or for additional modification staff beyond the hours indicated in the RFP.
6 Evaluation Methodology

This section describes the evaluation process that OHCA will use to identify the bid proposal that provides the best value to OHCA.  The evaluation process is designed to award the contract to the bidder with the best combination of attributes to perform the required services, which may not be the bidder of least cost.

OHCA, on behalf of the State of Oklahoma, will conduct a comprehensive, fair, and impartial evaluation of proposals received in response to this RFP for the MMIS Takeover with Enhancements and the PI Replacement System.  Technical and cost proposals will be evaluated and scored separately.  Reviewers of the technical proposal will not have access to the information contained in the cost proposals. The cost proposals will be evaluated by the CPMT. 
The “Best Value” criteria include vendor responsibility, price, product acceptability, and delivery lead-time.  The order in which best value criteria are listed does not establish any priority.

Proposals will be evaluated based using “Best Value” Criteria as described in 74 Okla. Stat. §85.2.  This act states in part:  "Best Value” criteria means proposal or proposal evaluation criteria which include, but are not limited to, the following:

1. The acquisition's operational cost a State agency would incur.
2. The quality of the acquisition, or its technical competency.
3. The reliability of the bidder's delivery and implementation schedules.
4. The acquisition's facilitation of data transfer and systems integration.
5. The acquisition's warranties and guarantees and the bidder's return policy.
6. The bidder's financial stability.
7. The acquisition's adherence to the State agency's planning documents and announced strategic program direction.
8. The bidder's industry and program experience and record of successful past performance with acquisitions of similar scope and complexity.
9. The anticipated acceptance by user groups.
10. The acquisition's use of proven development methodology and innovative use of current technologies that lead to quality results.
6.1 Evaluation Plan Phases

OHCA has developed a strategy and process to conduct the evaluations for the MMIS Takeover with Enhancements and PI Replacement System proposals.  OHCA will conduct these evaluations in four phases:

1. Phase I:  Evaluation of Mandatory Proposal Submission Requirements.

2. Phase II:  Evaluation of Technical Proposals.

3. Phase III:  Evaluation of Cost Proposals.

4. Phase IV:  Computation of Scores, Ranking of Proposals, Best and Final Offer and Recommendation of Contractor(s) Selection.

6.2 Evaluation Committee

OHCA will use a formal evaluation committee to conduct the evaluation of the RFP.  The committee will be determined prior to the closing date assigned by OHCA.  Two separate evaluation committees will be used, one for the MMIS Takeover with Enhancements, and another for the PI Replacement System.  Additionally, the committee for the MMIS Takeover with Enhancements will consist of two teams.  Utilizing two teams allows more staff to participate in the evaluation process and leverages a broader range of expertise.  Both teams will evaluate requirements considered general in nature (i.e., from RFP sections 3 & 5), but each team is then responsible for evaluating requirements in specific sections of the RFP that better coincide with their areas of knowledge.   

6.3 Recommendation Committee

OHCA will use a formal recommendation committee to conduct the selection for both the MMIS Takeover with Enhancements and the PI Replacement System.  The same recommendation committee will be used for both contract awards. The recommendation committee will review the combined cost and technical scores and make an award recommendation which will be received by the CPMT and delivered to the OHCA Chief Executive Officer (CEO). 
6.4 Phase I:  Evaluation of Mandatory Proposal Submission Requirements

The purpose of this phase of the evaluation is to determine if all submitted proposals meet mandatory requirements stated in section 5  Proposal Submission Requirements.  Those proposals which do not satisfactorily meet all mandatory requirements may be deemed nonresponsive.  Proposals determined to be responsive will be evaluated.  

Proposal submission requirements listed in section 5  Proposal Submission Requirements that are considered mandatory and if not submitted and satisfactorily met, may render a proposal nonresponsive, include: 

1. Receipt of the bidder’s proposal(s) by August 6, 2010, 5:00 P.M. CT. 
2. Separate Technical and Cost proposals.

3. Technical proposal (subsection 5.2) is comprised of the following eight separate sections:

3.1. Section A - Transmittal Letter.
3.2. Section B – Bidder’s Proposal Submission Requirements Checklist.
3.3. Section C – Executive Summary.
3.4. Section D – Project Management Plan.
3.5. Section E – MMIS Technical and Functional Capabilities.
3.6. Section F – Staff Qualifications and Experience.
3.7. Section G – Firm Past Performance and Qualifications.

3.8. Section H - Corporate Stability and Resources.
4. OHCA’s “Solicitation Request” form signed in ink by an officer of the bidder who is legally authorized to bind the bidder to the proposal. 
5. “Certification for Competitive Bid and/or Contract (DCS-FORM-CP-004)” form, signed in ink by an officer of the bidder who is legally authorized to bind the bidder to the proposal.
6. “Professional Service Contract Certification (DCS-FORM-CP-021)” form, signed in ink by an officer of the bidder who is legally authorized to bind the bidder to the proposal.
7. Statement, on official letterhead, signed by an individual authorized to legally bind the subcontractor to perform the scope of work, for each subcontractor proposed (if any).

6.5 Phase II:  Evaluation of Technical Proposals

OHCA will refer only responsive proposals for full technical review and point scoring by the evaluation committee.  The RFP proposals shall be scored using a 100 point scale as shown below in Table 6: Proposal Scoring. A total of 7,000 points are available for the technical portion of this RFP. The final technical evaluation score will be determined by dividing the total available points by 100 (i.e., 7,000/100 = 70). A total of 30 points is available for the Cost proposals for a maximum score for the Cost Proposal of 30. The same proposal scoring process award will be used for both the MMIS Takeover with Enhancement and the PI replacement System.

Table 6: Proposal Scoring

	Proposal

Component
	Technical

Points
	Cost

Points
	Total

Points

	MMIS Takeover with Enhancements and Operations
	70
	30
	100

	PI Replacement System
	70
	30
	100


Note:  A bidder must receive at least 70% of the total possible technical points to be a viable candidate for contract award, i.e., 70*.70 = 49.
6.5.1 Overview

The evaluation of technical proposals will involve point scoring of proposed approaches and solutions within five general areas.  The technical evaluation includes the following five categories:  

1. Technical and functional approach for the MMIS Takeover with Enhancements and operations (for the FA bidder) and PI Replacement System (for the PI bidder).

2. Project Management Plan.

3. Corporate stability and resources.

4. Firm past performance and qualifications.

5. Staff qualifications and experience.

The evaluation of the technical proposals addresses OHCA’s desire for services from a FA and PI System contractor (if different from the FA) who have a strong management plan and the technical and functional capabilities that will ensure the timely and successful Takeover with Enhancements of the Oklahoma MMIS, and the DDI and operations of the PI Replacement System.  The corporate stability, firm past performance and qualifications, and staff qualifications and experience sections will further allow OHCA to recognize the overall strengths of the bidder's proposed solution.  Evaluators also will seek consistent outstanding performance and the capability to deliver the resources needed to ensure the success of the Oklahoma MMIS and PI System implementations and operations.

6.5.2 Scoring Approach

The technical proposal scoring may reflect the results of subsequent activities, including firm reference checks, system demonstrations, or key personnel interviews.

6.5.2.1 Evaluation Tools

The technical evaluation will utilize a technical proposal evaluation guide to assign a score to criteria established for each of the five categories listed in subsection 6.5.1 Overview.  OHCA will assign a weighted value based on priority to OHCA and apply it to the score for each of the criteria to determine the total score for those criteria. 

6.5.2.2 Point-Scored Responses

The proposal responses that OHCA will score address all aspects of the products and services that the FA will provide.  In addition to the MMIS technical and functional capabilities, they may include general, technical, functional, staffing or other requirements for which varying approaches and levels of capacity may have been proposed.

The score will reflect the evaluation committee's assessment of bidder capabilities or ability to address the requirements detailed in this RFP and may reflect input from other evaluation tools described in subsection 6.5.2 Scoring Approach.

6.6 Phase III:  Evaluation of Cost Proposals

OHCA will evaluate the cost proposal determined to be responsive to and in compliance with the instructions to bidders given in subsection 5.3 Cost Proposal Requirements and on the pricing schedules in Appendix K: Pricing Schedules – MMIS Reprocurement. Scoring values are shown in Table 6: Proposal Scoring.  The CPMT will evaluate each cost proposal and award points for each component based on the following formula:

y = x/n * 30, where:


x = Lowest total fixed price submitted on pricing schedules A and B or C 
for all the responsive proposals.


n = Total fixed price submitted on pricing schedules A and B or C 
for the responsive proposal being evaluated.


y = Cost proposal score for bidder.

6.7 Phase IV:  Computation of Scores, Ranking of Proposals, Best and Final Offer (BAFO), and Recommendation of Contractor(s) Selection

6.7.1 Computation of Scoring and Ranking of Proposals

OHCA will tally the final point scores from each responsive technical and cost proposal and combine them to result in the final ranking of all bidders.  The recommendation committee will summarize its findings regarding the final ranking and selection decision and prepare an evaluation report. The recommendation committee will perform this process separately for the MMIS Takeover with Enhancements and PI Replacement system technical and cost proposals.

6.7.2 BAFO Process

The recommendation committee may request a BAFO process for one or more proposals when the committee determines that a BAFO is in the best interest of the State.  Should the recommendation committee invoke the BAFO process; the recommendation committee will negotiate in good faith for modifications to the submitted proposal.  The recommendation committee will then take the BAFOs into consideration and re-compute scores as appropriate.  If the recommendation committee receives no modifications to the submitted proposal in the BAFO process, the recommendation committee will score the proposal as the bidder submitted it initially.  This process will result in the ultimate final ranking.

6.7.3 Recommendation of Contractor(s)

The recommendation committee will recommend the highest-ranking MMIS Takeover with Enhancements and PI Replacement System responsive bidder(s) for contract award.  The OHCA CEO will make the final selection for contract award.  Contract approval is contingent upon Federal approval.  
Every effort will be made by OHCA, both before and after selection, to facilitate rapid approval so that the project may begin according to its scheduled start date.  Following notice of award and Federal approval, the Contractor(s) will be notified that it/they may begin work.
7 Contract Provisions, Terms, and Conditions

7.1 General Contract Provisions

The following subsections address the general contract provisions regarding the Oklahoma MMIS.
By responding to this RFP, Contractor(s) state that it accepts all terms and conditions of this RFP.  OHCA acknowledges that some other RFP processes provide for contract negotiations and creation of a new contractual agreement after acceptance of the proposal, but advises bidders that this RFP does not provide for that process.  This RFP and the accepted proposal shall become the contract between the parties as stated below under “Contract Composition”.

Contract Composition:
128. This RFP and the accepted proposal shall become part of the contract between the parties.  OHCA is responsible for rendering decisions in matters of interpretation of all terms and conditions.  The component parts of the contract between OHCA and the selected Contractor(s) shall consist of:

128.1. This RFP and any amendments to the RFP.
128.2. RFP Questions and Answers, where applicable.
128.3. The Contractor's Proposal.
128.4. The Purchase Order issued by OHCA.

In the event of a conflict in language between the documents referenced above, the provisions and requirements set forth in the RFP shall govern. In the event that an issue is addressed in the proposal that is not addressed in the RFP, no conflict in language shall be deemed to occur. However, the OHCA reserves the right to clarify, in writing, any contractual relationship with the concurrence of the Contractor(s), and such written clarification shall govern in case of conflict with the applicable requirements stated in the RFP. In all other matters not affected by the written clarifications, if any, the RFP shall govern.
The RFP and any amendments to the RFP are higher order documents than the Contractor’s Proposal.  Therefore the Contractor(s) cannot amend this Contract by stating in its proposal its intention to decline, waive or alter any term or condition in the RFP.

Bidders may request changes of RFP terms and conditions during the question and answer process described in section 1.2.6 RFP Issuance and Amendments.  If OHCA accepts the change, the change will be posted on the OHCA website as an amendment to the RFP.

Features of the system as presented in the proposal but not required by the RFP may be used at the option of OHCA. 

If the Contractor(s) has offered in its technical and business proposal features to meet requirements that exceed (are more stringent than) RFP requirements, OHCA will be considered to have accepted this offer of more stringent requirements by award of the contract to the Contractor(s).  The only exception will occur if OHCA rejects specific technical proposal requirements.  Therefore, unless superseded by the contract language herein and specifically identified as such, the requirements contained in the Contractor's technical and business proposal shall constitute the basis for the measurement of Contractor(s) performance and shall govern the applicability of any other legal remedy available to OHCA.  Under no circumstances shall requirements that are less stringent than RFP requirements be accepted or become a part of the contract unless OHCA so negotiates and confirms in writing.
7.1.1 Contract Term

The following contract terms and conditions address the contract term.

7.1.1.1 Contract Period

The contract period shall begin with Date of Award and shall end on December 31, 2016, unless extended or terminated in accordance with applicable contract provisions.  The Contractor(s) shall not commence work, commit funds, incur costs or in any way act to obligate the State of Oklahoma as if he/she were the Contractor(s) until OHCA so notifies the Contractor(s) in writing of the award.  The CEO of OHCA or designated representative is the only individual who can transmit that approval to the Contractor(s).
OHCA will issue a purchase order for the period July 1, 2010 through June 30, 2011 and then issue a CO to the original purchase order in 12-month increments beginning July 1, 2011 and ending June 30, 2016.  The decision to issue a CO to the original purchase order shall be contingent upon the needs of the OHCA, funding availability and is at the sole discretion of the OHCA.

It is understood and agreed by the parties hereto that all obligations of OHCA, including the continuance of payments, are contingent upon the availability and continued appropriation of State and Federal funds, and in no event shall OHCA be liable for any payments in excess of such available appropriated funds.
7.1.1.2 Extensions

At its sole option, OHCA may choose to exercise the one year contract extension beyond the base contract end date of December 31, 2016.  OHCA shall issue a CO to exercise this option.  The contract shall be contingent upon approval by OHCA and CMS to be effective.  If a decision is made not to issue a CO, notice shall be sent at least six months prior to the end of the current contract period, and the Contractor(s) shall then complete all remaining turnover activity responsibilities specified in subsection 3.4 MMIS FA Turnover.

7.1.2 Assignment 

The parties shall not assign or transfer any rights or obligations under this contract without prior written consent of the other parties.
In the event that the Contractor(s) changes its corporate status in any way, such as through merger or other activity, the Contractor(s) agrees to provide OHCA with 90 days advance notice of such action.  OHCA may, in its sole discretion, modify or terminate this contract if, in its judgment, the change in corporate status impairs the Contractor's ability to meet its obligations under this contract.

Any assignment or transfer of any interest under the contract shall be made explicitly subject to all rights, defenses, set-offs, or counterclaims, which would have been available to OHCA against the Contractor(s) in the absence of such assignment or transfer of interest.  This provision includes reassignment of the contract due to change of ownership of the Contractor’s firm.

7.1.3 Notices

Any written directions by OHCA shall be binding on the Contractor(s).  Whenever OHCA is required by the terms of the contract to provide written notice to the Contractor(s), the OHCA Contracts Manager and CIO shall sign such notice.  Any notice required or permitted to be given to a party shall be provided in both writing and email.  

Notice in writing to OHCA shall be addressed as follows:

OHCA Contracts Manager
Oklahoma Health Care Authority

P. O. Box 18497

Oklahoma City, Oklahoma 73154
Notice sent via email to OHCA shall be addressed to:

Email address:  To Be Provided
Notice in writing to the Contractor(s) shall be addressed as follows:

Fiscal Agent: Account Manager

_____________________________

_____________________________

_____________________________

_____________________________

Notice sent via email to the Contractor(s) shall be addressed to:

Email address:  _____________________________

Either party may change its addresses or address for the receipt of notices by notice given in accordance with this subsection.  For notices given by certified mail, return receipt requested shall be sufficient.  Notices delivered by ordinary mail or in hand shall not be sufficient unless acknowledged in writing by the addressee.  Whether sent by certified mail or ordinary mail, notices shall also be sent via email.  All notices shall be clearly labeled as change notices. 

Daily correspondence will not be considered adequate notice of a change.  Daily operational correspondence between the parties shall be addressed as follows:

Correspondence submitted via mail to OHCA shall be addressed to:

OHCA: Chief Information Officer

Oklahoma Health Care Authority

4545 North Lincoln Boulevard, Suite 124

Oklahoma City, Oklahoma 73105
Correspondence submitted via email to OHCA shall be addressed to:

Email address:  To Be Provided
Correspondence submitted via mail to Contractor(s) shall be addressed to:

Fiscal Agent: Account Manager

_____________________________

_____________________________

_____________________________

_____________________________

Correspondence submitted via email to Contractor(s) shall be addressed to:

Email address:  _____________________________

7.1.4 Applicable Laws, Interpretation, and Disputes

The following subsections address the provisions regarding laws, interpretations, and disputes for the Oklahoma MMIS.

7.1.4.1 Conformance with State and Federal Regulations

The parties to this contract acknowledge and expect that changes may occur over the term of this contract regarding federal Medicaid statutes and regulations, State Medicaid statutes and rules, and State statutes and rules governing practice of health care professions.  The parties shall be mutually bound by such changes.

The Contractor(s) shall comply and certifies compliance with:

1. The Age Discrimination in Employment Act, 29 USC. §621 et seq.

2. The Rehabilitation Act, 29 USC. §701 et seq.

3. The Drug-Free Workplace Act, 41 USC. §701 et seq.

4. Title XIX of the Social Security Act (Medicaid), 42 USC. §1396 et seq.

5. The Civil Rights Act, 42 USC. §2000d et. seq and 2000e et seq.

6. The Age Discrimination Act in Federally Assisted Programs, 42 USC. §6101 et seq.

7. The Equal Opportunity for Individuals with Disabilities, 42 USC. §12101 et seq.

8. The Oklahoma Workers’ Compensation Act, 85 Okla. Stat. §1 et seq.

9. The Fair Labor Standards Act, 29 USC, §201 et seq.

10. The Equal Pay Act, Public Law 88-38, 77 Stat. 56.
11. The Vietnam Era Veterans Re-adjustment Act of 1974, 38 USC. §4212.
12. 31 USC §1352 and 45 CFR. §93.100 et seq., which (1) prohibit use of Federal funds paid under this contract to lobby Congress or any Federal official to enhance or protect the monies paid under this contract and (2) require disclosures to be made if other monies are used for such lobbying. 

13. Presidential Executive Orders 11141, 11246 and 11375, which together require certain federal contractors and subcontractors to institute affirmative action plans to ensure absence of discrimination for employment because of race, color, religion, sex or national origin;
14. 45 CFR. §§76.105 and 76.110 concerning debarment, suspension and other responsibility matters. 

15. 74 Okla. Stat. §85.44(B) and (C) and 45 CFR. §74.34 with regard to equipment (as defined by 2 CFR Part 225) purchased with monies received from OHCA pursuant to this contract.

16. Federal False Claims Act, 31 USC. §3729-3733, 31 U.S.C. §3801.
17. Anti-Kickback Act of 1986; 41 USC §51-58, which prohibits any person from providing or attempting to provide or offering to provide any kickback.
18. The ARRA of 2009, (Public Law 111-5).

19. The Children's Health Insurance Program Reauthorization Act (CHIPRA) of 2009 (Public Law 111-3).

20. The explicit inclusion of some statutory and regulatory duties in the Contract shall not exclude other statutory or regulatory duties.  All questions pertaining to validity, interpretation and administration of the Contract shall be determined in accordance with the laws of the State of Oklahoma, regardless of where any service is performed.

21. The venue for civil actions arising from this Contract shall be Oklahoma County, Oklahoma.  For the purpose of Federal jurisdiction, in any action in which the State of Oklahoma is a party, venue shall be United States District Court for the Western District of Oklahoma.

22. If any portion of this Contract is found to be in violation of State or Federal Statutes, that portion shall be stricken from this Contract and the remainder of the Contract shall remains in full force and effect.  
23. By submitting a bid for services, the Bidder certifies that they, and any proposed subcontractors,  whether known or unknown at the time this RFP is awarded, are in compliance with 25 O.S. §1313 and participate in the Status Verification System. The Status Verification System is defined in 25 Okla. Stat. §1312 and includes but is not limited to the free Employment Verification Program (E-Verify) available at www.dhs.gov/E-Verify.
24. Effective July 1, 2010 all Contractors must be registered with the State of Oklahoma Department of Central Services – Central Purchasing Division prior to issuance of a contract to do business with the State of Oklahoma. Additional information may be found on the DCS website at http://www.ok.gov/DCS/Central_Purchasing/Vendor_Registration/index.html.
7.1.4.1.1 Information Technology Accessibility Standards

Pursuant to Title 74, §85.7d and OAC 580:15-6-21 electronic and information technology procurements, agreements, and contracts shall comply with applicable Oklahoma Information Technology Accessibility Standards issued by the Oklahoma Office of State Finance.
7.1.4.1.1.1 MMIS Takeover with Enhancements

The Contractor shall provide a description of conformance with the applicable Oklahoma Information Technology Accessibility Standards for the proposed product, system or application by means of either a Voluntary Product Accessibility Template (VPAT) or other comparable document, upon request. 

The Contractor shall indemnify and hold harmless the State of Oklahoma and any Oklahoma Government entity purchasing the products, systems, or applications not requiring development and/or customized by the Contractor from any claim arising out of the Contractor's failure to comply with applicable Oklahoma Information Technology Accessibility Standards subsequent to providing certification of compliance to such Standards.
7.1.4.1.1.2 PI Replacement System

The Contractor shall provide a description of conformance with the applicable Oklahoma Information Technology Accessibility Standards for the proposed product, system, or application developed and/or customized by means of either a Voluntary Product Accessibility Template (VPAT) or other comparable document, upon request. Additional requirements and documentation may be required and compliance will be necessary on the Contractor’s part. Such requirements will be stated in documents such as State Bids, Request for Proposals, Contracts, Agreements, Purchase Orders, and Amendments. The Contractor shall indemnify and hold harmless the State of Oklahoma and any Oklahoma Government entity purchasing the products, systems, or applications from the Contractor, from any claim arising out of the Contractor's failure to comply with applicable Oklahoma Information Technology Accessibility Standards subsequent to providing certification of compliance to such Standards. However, the Contractor shall no longer have an obligation to indemnify the State for liability resulting from products, systems or applications developed and/or customized that are not in compliance with applicable Oklahoma Information Technology Accessibility Standards (“Standards”) after the State has tested and confirmed that the product, system or application meets the accessibility requirements in the Standards.
7.1.4.2 Waivers

No covenant, condition, duty, obligation, or undertaking contained in or made a part of this contract shall be waived except by the written consent of the parties and approval of CMS.  Forbearance or indulgence in any form or manner by either party, in any regard whatsoever, shall not constitute a waiver of the covenant, condition, duty, obligation, or undertaking to be kept, performed, or discharged by the party to which the same may apply.  Notwithstanding any such forbearance or indulgence, until complete performance or satisfaction of all such covenants, conditions, duties, obligations, and undertakings, the other party shall have the right to invoke any remedy available under the contract, or under law or equity.

7.1.4.3 Severability

If any provision of the contract (including items incorporated by reference) is declared or found to be illegal, unenforceable, or void, then both OHCA and the Contractor(s) shall be relieved of all obligations arising under such provision.  If the remainder of the contract is capable of performance, it shall not be affected by such declaration or finding and shall be fully performed.

7.1.4.4 Legal Considerations

The Contractor(s) agrees to be bound by the laws of the State of Oklahoma and that the solicitation and this contract shall be constructed and interpreted in accordance with Oklahoma law, regardless of where services are performed, in the event a choice of law situation arises.  The Contractor(s) further acknowledges that nothing contained in the RFP or in this contract shall be construed as a waiver of the immunity from liability, which would otherwise be available to the State of Oklahoma under the principles of sovereign immunity.  In particular, the Contractor(s) agrees that the sole and exclusive means for the presentation of any claim against OHCA arising out of this contract, shall be in accordance with all applicable Oklahoma statutes and the Contractor(s) further covenants not to initiate legal proceedings in any State or Federal court in addition to or in lieu of any proceedings available under Oklahoma statutes.

7.1.4.5 Non-Exclusiveness of Remedies

Resort to any remedy available to OHCA under this contract or by law shall not operate to prevent OHCA from seeking any other remedy available to it under this contract or by law, including consequential damages.

7.1.5 Guarantees, Warranties, and Certifications

The following subsections address guarantees, warranties, and certifications regarding the Oklahoma MMIS.

7.1.5.1 Disclosure of Ownership

The successful bidder(s) for the MMIS Takeover with Enhancements and PI Replacement System must submit a Disclosure of Ownership and Control Interest Statement upon notification of award.  The disclosure form is located on the OHCA portal at: OHCA Procurement Portal.
7.1.5.1.1 Contractor(s) Disclosure

Contractor(s) shall provide OHCA with information concerning Contractor’s ownership in accordance with 42 CFR §455.100 et. seq.  This contract shall not be effective until OHCA receives the ownership information requested in the Disclosure of Ownership and Controlling Interest Form which is attached to and made part of this contract.  Ownership information shall be provided to OHCA at each contract renewal and within twenty days of any change in ownership.  Ownership information is critical for determining whether a person with an ownership interest has been convicted of a program- crime under Titles V, XVIII, XIX, XX and XXI of the Federal Social Security Act, 42 U.S.C. § 301 et seq.  Contractor(s) shall also furnish ownership information to OHCA upon request.

7.1.5.1.2 Subcontractor Disclosure

Contractor(s) shall submit, within thirty-five days of a request by OHCA, Medicaid Fraud Control Unit of the Oklahoma Attorney General’s Office (MFCU), or the US Secretary of DHHS, all documents, as defined by 12 Okla. Stat. §3234, in its possession, custody, or control concerning: (i) the ownership of any subcontractor with whom Contractor(s) has had business transactions totaling more than twenty-five thousand dollars during the twelve months preceding the date of the request, or (ii) any significant business transactions between Contractor(s) and any wholly owned supplier or between Contractor(s) and any subcontractor during the five years preceding the date of the request.

7.1.5.2 Qualification to Do Business

Within thirty (30) calendar days after receiving a letter of intent to award the contract, the Contractor(s) shall provide written assurance to OHCA from its legal counsel that the Contractor(s) is qualified and in good standing to do business in Oklahoma and is not prohibited by its articles of incorporation, by-laws, or the law under which it is incorporated from performing the services required under this contract.

7.1.5.3 Hold Harmless

The Contractor(s) shall indemnify, defend, protect, and hold harmless OHCA, the State of Oklahoma, and any of its employees from:

1. Any claims for damages or losses arising from services rendered by any subcontractor, person, or firm performing or supplying services, materials, or supplies in connection with the performance of the contract.

2. Any claims for damages or losses to any person or firm injured or damaged by erroneous or negligent acts, including disregard of State or Federal Medicaid regulations or legal statutes, by the Contractor(s), its officers, employees, or subcontractors in the performance of the contract.

3. Any claims for damages or losses resulting to any person or firm injured or damaged by the Contractor(s), its officers, employees, or subcontractors by the publication, translation, reproduction, delivery, performance, use, or disposition of any data processed under the contract in a manner not authorized by the contract or by Federal or State regulations or statutes.

4. Any failure of the Contractor(s), its officers, employees, or subcontractors to observe the laws of the State of Oklahoma, including, but not limited to, labor laws and minimum wage laws.

5. Any claims for damages, losses, or costs associated with legal expenses, including, but not limited to, those incurred by or on behalf of the State in connection with the defense of claims for such injuries, losses, claims, or damages specified above.

Before delivering services under this contract, the Contractor(s) shall provide documentation to OHCA that insurance protection necessary to address each of these risk areas are in place.  A copy of the Contractor's workers' compensation insurance policy shall be provided with the proposal as detailed on OHCA’s Solicitation Request Form.  Minimum requirements for coverage are defined in subsection 7.1.5.5 Liability.  The Contractor(s) may elect to self-insure any portion of the risk assumed under the provision of this contract after the approval of OHCA.

7.1.5.4 Subcontracts

The Contractor(s) may use subcontractors if written consent of OHCA is obtained prior to the effective date of any subcontract.  The Contractor(s) will be responsible for the subcontractor’s performance.  The Contactor(s) will be responsible for meeting all the terms of the contract resulting from this solicitation.  The Contractor(s) shall be wholly responsible for performance of all work performed under the Contact whether or not subcontractors are used.

No subcontract or delegation shall relieve or discharge the Contractor(s) from any obligation or liability under the Contract.  The subcontractors are subject to the same conditions as the Contractor(s) and subsequent contract modifications.  Performance of any work by “contract employees” hired by the Contractor(s) shall be considered the sole responsibility of the Contractor(s).

Subcontracting of contract responsibilities cannot exceed, in aggregate, forty percent of the work performed under this contract.  The provisions of the following clauses shall be incorporated in any subcontracts that relate to Contractor(s) services for the Oklahoma MMIS:

1. Subsection 7.1.5.3 Hold Harmless.
2. Subsection 7.5.1 Employment Practices.
3. Subsection 7.5.3 Independent Capacity of Contractor(s).
4. Subsection 7.1.6.1 Financial Accounting Requirements.
5. Subsection 7.1.7.1 Ownership of the System.
6. Subsection 7.1.10 Confidentiality of Information.
7. Subsection 7.1.6.6 Inspection of Work Performed.
7.1.5.4.1 Costs or Pricing

The Contractor(s) shall submit and shall require subcontractors hereunder to submit in accordance with Subpart 15.8 of Title 48, Federal Acquisition Regulations, cost or pricing data under the following circumstances:

1. Prior to the award of any subcontract, the total amount of which is expected to exceed $100,000.

2. Prior to the execution of any contract or subcontract, CO, extension, or renewal which involves aggregate increases or decreases in cost plus applicable profits which are expected to exceed $100,000 over the contract's or subcontract's term; except where the price is based on adequate price competition, established catalog or market prices of commercial items sold in substantial quantities to the general public, or prices set by law or regulation.

The Contractor(s) shall certify and shall require subcontractors to certify in a form satisfactory to OHCA that, to the best of their knowledge and belief, regarding the cost or pricing data submitted under this subsection, the data is accurate, complete, and current as of the date of contract on the agreed upon price of the subcontract or of the contract or subcontract change.

The Contractor(s) shall insert the substance of this subsection, including this paragraph, in each subcontract hereunder which is expected, when entered into, to exceed $100,000 over its term.  The only allowable exception is when the price thereof is based on adequate price competition, established catalog, or market prices on commercial items sold in substantial quantities to the general public, or prices set by law or regulation.

If OHCA determines that any price, including profit or fee, accepted in connection with this contract, or any cost reimbursable under this contract was increased by any significant amount because the Contractor(s) or any subcontractor furnished incomplete or inaccurate costs or pricing data not current, as was certified in the Contractor's or subcontractor's certification of current cost or pricing data, then such price or cost shall be reduced accordingly, and this contract and the subcontract, if applicable, shall be modified in writing to reflect such reduction.

To the extent the contract is subject to reduction under this subsection by reason of defective cost or pricing data submitted in connection with certain subcontracts, the Contractor(s) shall include a clause in each subcontract requiring the subcontractor to indemnify the Contractor(s) as appropriate.  It is expected that any subcontractor subject to such indemnification will generally require substantially similar indemnification for defective cost or pricing data required to be submitted by its lower tier subcontractors.

7.1.5.5 Liability

The Contractor(s) agrees to indemnify OHCA or the State of Oklahoma for any losses OHCA or the State of Oklahoma may sustain when such losses result from claims of any person or organization injured by the intentional, reckless, negligent acts or omissions of the Contractor(s), its officers, agents, employees or subcontractors.

The Contractor(s) may insure any portion of the risk assumed under the provision of the contract based upon its ability to survive a series of adverse experiences, including withholding of payment by the State of Oklahoma, or imposition of penalties by the State of Oklahoma.  Before delivery of services, the Contractor(s) must obtain from an insurance company duly authorized to do business in Oklahoma, and provide to the State of Oklahoma current certificates of the following:

1. Workers' compensation.

2. Comprehensive liability insurance.

3. Property damage insurance.

The Contractor(s) shall be in compliance with the insurance laws of the State of Oklahoma and the Federal government for the term of the contract.

7.1.5.5.1 Workers’ Compensation

The Contractor(s) shall maintain during the life of this contract, workers’ compensation insurance for all of its employees employed in Oklahoma.  In the event any work is subcontracted, the Contractor(s) shall require the subcontractor to provide workers’ compensation insurance for all the latter’s employees.  

7.1.5.5.2 General Liability and Property Damage Insurance

The Contractor(s) shall obtain, pay for, and keep in force the following minimum insurance: Premises-Operations, Independent Contractors' Protective, Products and Completed Operations, Personal Injury Liability, and Automotive Liability.  The policy (policies) shall be on an occurrence form, and limits shall be not less than $10,000,000.00 each, per occurrence, general aggregate, and products/completed products aggregate; $500,000.00 fire/legal liability; and $1,000,000.00 automotive combined single limit.  No warranty is made that the coverage’s and limits listed herein are adequate to cover and protect the interests of the Contractor(s) for the Contractor's operations. 

The Contractor(s) shall furnish OHCA with a certificate(s) evidencing that such insurance is in effect, the amounts of coverage, applicable policy numbers, and expiration dates prior to start of work under the contract.  In the event of cancellation of any insurance coverage, the Contractor(s) shall immediately notify OHCA of such cancellation.  The Contractor(s) shall provide OHCA with written notice at least 10 calendar days prior to any change in the insurance required under this subsection.

The Contractor(s) shall also require that each of its subcontractors maintain insurance coverage as specified above or provide coverage for each subcontractor's liability and employees.  The provisions of this clause shall not be deemed to limit the liability or responsibility of the Contractor(s) or any of its subcontractors hereunder.

7.1.5.6 Warranty Against Broker’s Fee

The Contractor(s) warrants that no person or selling agency has been employed, engaged, or retained to solicit or secure this contract or any advantage hereunder upon an agreement or understanding for a commission, percentage, brokerage, or contingent fee or in exchange for any substantial consideration bargained for, excepting that which is provided to the Contractor's bona fide employees, or to bona fide professional, commercial, or selling agencies, or in the exercise of reasonable diligence should have been known by OHCA to be maintained by the Contractor(s) for the purpose of securing business for the Contractor(s).  In the event the Contractor(s) is in breach or violation of this warranty, OHCA shall have the right at its option to annul this contract without liability, and to deduct from the charges otherwise payable by OHCA under this contract the full amount of such commission, percentage, brokerage, or contingent fee, or to pursue any other remedy available to OHCA under this contract, by law, or in equity.

7.1.5.7 Performance Bond

The Contractor(s) shall be required to furnish a performance bond in the amount of $5,000,000.00 within 10 calendar days of the effective date of the contract to guarantee performance in accordance with the conditions and specifications of this RFP and the contract.  A certified check, cashier's check, or certificate of deposit would be acceptable in lieu of a performance bond.

Prior to acceptance of the performance bond, OHCA reserves the right to review the bond and may require the Contractor(s) to substitute a more acceptable bond in such form as may be required.

Failure to provide a performance bond within the required time shall be cause for termination of the contract.

In the event of termination for default, the performance bond shall become payable to OHCA for any outstanding damage assessments against the Contractor(s).  Up to the full amount of the performance bond may also be applied to the Contractor’s liability for any administrative costs and/or excess costs incurred by OHCA in obtaining similar equipment or services to replace those terminated as a result of the default.  OHCA may seek other remedies under law in addition to this stated liability.

The performance bond shall also become payable to OHCA if the contract is terminated due to bankruptcy on the part of the Contractor(s), whether voluntary or involuntary.

7.1.5.8 Patent or Copyright Infringement

The Contractor(s) represents that, to the best of its knowledge, none of the equipment or software to be used, developed, or provided pursuant to this contract violates or infringes upon any patent, copyright, or any other right of a third party.  If any claim or suit is brought against OHCA or the State of Oklahoma for the infringement of such patents or copyrights arising from the Contractor's or OHCA's use of any equipment, materials, computer software and products, or information prepared for, or developed in connection with performance of, this contract, then the Contractor(s) shall, at its expense, defend such use.  The Contractor(s) shall satisfy any final award for such infringement, whether it is resolved by settlement or judgment involving such a claim or suit.

OHCA shall give the Contractor(s) prompt written notice of such claim or suit and full right and opportunity to conduct the defense thereof, together with full information and all reasonable cooperation.  If principles of governmental or public law are involved, OHCA may participate in the defense of any such action.  No Contractor(s) costs or expenses shall be incurred by OHCA without the Contractor's written consent.

If, in the Contractor's opinion, equipment, materials, software, and products or information used in this contract are likely to or do become the subject of a claim of infringement of a United States patent or copyright, then without diminishing the Contractor's obligation to satisfy any final award, the Contractor(s) may, with OHCA's consent, substitute other equally suitable equipment, materials, and information, or at the Contractor's option and expense, obtain the right for OHCA to continue the use of such equipment, materials, and information.  In the event of equipment and/or software substitution, OHCA must protect its interests in data used by such equipment or software through recovery or conversion of such data to other approved equipment or software.  The Contractor(s) shall, in any such suit, satisfy any damages for infringement assessed against OHCA or its officers, employees, or agents resulting from said lawsuit, whether it is resolved by settlement or judgment.

In the event such a claim occurs, or, in the Contractor's opinion is likely to occur, the Contractor(s) will, at its option and expense, either procure for OHCA the right to continue using the equipment and software, or replace or modify the same so that they become non infringing.  If, despite the reasonable efforts of the Contractor(s), neither alternative is feasible, the Contractor(s) will accept return of the infringing products, without charge or penalty for premature termination of any lease or rental.  If such products were purchased or licensed in perpetuity, the Contractor(s) will grant OHCA a credit equal to the price paid by OHCA reduced by depreciation to the date of return calculated by straight line method over an assumed five year life with no residual value.

The Contractor(s) shall not indemnify OHCA against any claim of infringement arising out of equipment, software, or modifications not supplied by the Contractor(s).  No limitation of liability provision of this contract shall apply to the indemnification provided by this subsection.

7.1.6 Financial, Audit, and Inspection

The following subsections address the financial requirements regarding the Oklahoma MMIS.

7.1.6.1 Financial Accounting Requirements

The Contractor(s) shall maintain accounting records relating directly to performance of this contract.  These accounting records shall be maintained in accordance with G.A.A.P. (generally accepted accounting principles).  Further, they shall be maintained separate and apart from other corporate accounting records.

The Contractor(s) shall maintain, document, and submit operations cost data in accordance with the State Medicaid Manual, section 11276.10.  Documentation shall support and differentiate between contract operations costs for MMIS and non-MMIS services provided by the Contractor(s) that are not reimbursable at the seventy-five percent matching rate.

Authorized representatives or agents of OHCA and CMS shall have access to the accounting records upon reasonable notice and at reasonable times during the performance and/or retention period of this contract for purposes of review, analysis, inspection, audit, and/or reproduction.  Copies of any accounting records pertaining to the contract shall be made available by the Contractor(s) within 10 calendar days of receiving a written request from OHCA for specified records.  OHCA and other State and Federal agencies and their respective authorized representatives or agents shall have access to all accounting and financial records of any individual, partnership, firm, or corporation insofar as they relate to transactions with any OHCA, board, commission, institution, or other State or Federal agency connected with this contract.

Financial records pertaining to this contract will be maintained for six years following the end of the contract and all renewal options is terminated or State and Federal audits of the contract have been completed, whichever is later.  However, accounting records pertaining to the contract shall be retained until final resolution of all pending audit questions and for one year following the termination of any litigation relating to the contract if the litigation has not terminated within the above six-year period.  Accounting records and procedures shall be subject to State and Federal approval.
7.1.6.2 Financial Reporting Requirements

During the entire life of the contract, the Contractor(s) and all subcontractors shall provide OHCA with copies of its annual report and all disclosure or reporting statements or forms filed with the State of Oklahoma and/or the Securities and Exchange Commission (SEC) as soon as they are prepared in final form and are otherwise available for distribution or filing.  In the event that the Contractor(s) is not required to or does not prepare either an annual report or SEC disclosure or reporting statements or forms by virtue of being a subsidiary of another corporation, it shall fulfill the requirements of this subsection with respect to all such documents for any parent corporation which reflect, report or include any of its operations on any basis.

Upon the written request of OHCA, the Contractor(s) and all subcontractors shall furnish OHCA with the most recent unaudited and audited copies of its current balance sheet within 14 calendar days of its receipt of such request.

7.1.6.3 Taxes and Other Funds Due the State

The Contractor(s) shall certify under the pain or penalty of perjury that, as of the Date of Award, the Contractor(s) is in good standing with respect to, or in full compliance with a plan to pay any and all taxes due the State of Oklahoma.

The Contractor(s) shall understand that final payment under this contract may be withheld if the State of Oklahoma determines that the Contractor(s) is not in good standing with respect to or in full compliance with a plan to pay any and all taxes due the State of Oklahoma.

The Contractor(s) shall also understand the State of Oklahoma may set off any liquidated sums, which the Contractor(s) owes the State of Oklahoma against any sums due the Contractor(s) under this contract.  Taxes (and related penalties, interest and fees) due to the State of Oklahoma may be included, but only if the Contractor(s) has failed to make an appeal within the time allowed by law, or an appeal has been taken and finally determined and the Contractor(s) has no further legal recourse to contest the amounts due.

7.1.6.4 Audit Requirements

The Contractor(s), in accordance with 45 CFR Part 74, shall maintain books, records, documents, and other evidence pertaining to the administrative costs and expenses of this contract to the extent and in such detail as shall properly reflect all revenues, all net costs, direct and apportioned, and other costs and expenses of whatever nature for which reimbursement is claimed under provisions of the contract.

The Contractor(s) shall agree that authorized Federal and State representatives including, but not limited to, OHCA personnel, the Oklahoma State Auditor and Inspector and other State and Federal agencies providing funds, and the Comptroller General of the United States, shall have access to and the right to examine the items listed above during the contract period and during the six-year post contract period or until final resolution of all pending audit questions and litigation.  During the contract period, access to these items will be provided at the Contractor's office in Oklahoma at all reasonable times.  During the six-year post contract period, delivery of and access to the listed items will be at no cost to OHCA.

The Contractor(s) shall agree that authorized Federal and State representatives, including, but not limited to, personnel of OHCA, other State entities with statutory OHCA, and independent auditors acting on behalf of the State and/or Federal agencies providing funds shall have access to, and the right to inspect, any site in which the Contractor(s) performs any work related to this contract or maintains any records related to this contract.

Records involving matters in litigation shall be kept for one year following the termination of litigation, including all appeals if the litigation has not terminated within six years.
The provisions of this subsection shall be incorporated in any subcontract of $100,000.00 or more.

7.1.6.5 Records Retention Requirements

The FA Contractor shall maintain records of all claims received, transactions processed, and adjudication decisions made by the system.  The PI Contractor shall maintain records of all transactions processed by the system. These records must include all financial and programmatic records, supporting documents, statistics, and other records of members for a period of six years from the last date of decision, in accordance with 45 CFR 74.164.  Electronic copies of such records that meet the standards in 42 CFR 431.17 may be substituted for original records.  Either original claims or electronic copies must be retained for at least six years from the date of expiration or termination of the contract.  Storage shall be in the State of Oklahoma throughout this period.
7.1.6.6 Inspection of Work Performed

OHCA or any authorized representative of the State of Oklahoma, the United States Department of Health and Human Services (HHS), the U.S. Comptroller General, the U.S. General Accounting Office (GAO), or their authorized representatives shall, at all reasonable times, have the right to enter the Contractor's premises or such other places where duties under this contract are being performed to inspect, monitor, or otherwise evaluate (including periodic systems testing) the work being performed.  The Contractor(s) and all subcontractors must provide reasonable access to all facilities and assistance to the State and Federal representatives.  All inspections and evaluations shall be performed in such a manner as will not unduly delay work.

7.1.7 Ownership

The following subsections address the ownership of the system, data files, and other aspects of the Oklahoma MMIS.


7.1.7.1 Ownership of the System

The Contractor(s) agrees that the State of Oklahoma and HHS shall have a non exclusive, royalty free, and irrevocable license to reproduce or otherwise use and authorize others to use the software, procedures, files, and other documentation constituting the Oklahoma MMIS at any time during the period of the contract and thereafter.  The Contractor(s) agrees to deliver such material to the State within thirty (30) calendar days from receipt of the request by OHCA.  Such requests may be made by OHCA at any time prior to the expiration of the Contract.

The license shall include, but is not limited to:

1. All Oklahoma MMIS and supporting programs in their most current version.

2. All job scripts or other system instructions for operating the Oklahoma MMIS, in their most current version.

3. All data files in their most current version.

4. User and operational manuals and other documentation in their most current version.

5. System and program documentation describing the most current version of the Oklahoma MMIS, including the most current versions of source and object code.

6. Training programs for OHCA staff and other designated State employees for the operation and use of the system.

7. Any and all performance enhancing operational plans and products.

8. Training programs for providers and other billing agents for claims submission (both paper and EMC) and use of the AVS/EVS and POS.

9. All specialized or specially modified operating system software and specially developed programs, including utilities, software, electronic claims submission packages, and documentation, which are required for, or used in the operation of, the Oklahoma MMIS but which may not be considered as being developed or modified under this contract.

Proprietary software proposed for use within a functional area of the planned Oklahoma MMIS may be exempt from this ownership clause.  Exemptions would be granted if the proprietary product is defined as such and with sufficient specificity in the respondent’s proposal that OHCA can determine whether to fully accept it as the desired solution during proposal evaluation.  The Contractor(s) shall be required to provide sufficient information regarding the objectives and specifications of any proprietary software to allow its functions to be duplicated by other commercial or public domain products.

Any other specialized software that is not covered under a public domain license that will be integrated into the Oklahoma MMIS shall be identified as to its commercial source.

Proprietary software solutions will not be allowed as part of the ongoing development of MMIS features, and all system modifications made after start of operations will be funded jointly by State and FFP.

A fundamental obligation imposed on the Contractor(s) is for the transfer upon request from OHCA by the Contractor(s) to the State of ownership rights in the Oklahoma MMIS and PI System, whether developed or obtained by the Contractor(s) in the course of performance under the contract or before it.  This obligation to transfer ownership rights on the part of the Contractor(s) is subject to the limitations described above in this subsection.

The exception to this requirement on ownership rights is for the use of commercial software which requires that such software be available to OHCA on the open market and has not been modified in any manner.  It is the responsibility of the Contractor(s) to demonstrate that the software is available through other sources.

Title to the system shall be transferred to OHCA, including portions (for example, system documentation) as they are created during the DDI Phase and subsequently as modifications for future changes to the MMIS are approved and installed.

The Contractor(s) will convey, upon request and without limitation, copies of all system documentation, operating instructions, and procedures and all data processing programs, or portions thereof, which are part of the planned Oklahoma MMIS and PI System, whether they are developed by the employees of the Contractor(s) or any subcontractor as part of this contract or transferred from another MMIS or contract.

The provisions of this clause shall be incorporated in any subcontract which relates to the development, operation, or maintenance of any component part of the Oklahoma MMIS.

7.1.7.2 Ownership of Data and Software

All data acquired by the Contractor(s) from OHCA or from third parties at the expense of OHCA in the performance of this contract, whether or not it is personal data, shall be and remains the property of the State.  OHCA, for itself and such other agencies of the State or of other States or of the Federal government, will have unrestricted ownership rights to all software and related documentation prepared, acquired, designed, developed or improved by the Contractor(s) for delivery to OHCA under this contract.  

Unrestricted ownership rights under this contract includes the right to use, disclose or duplicate all such software and related documentation in whole or in part in any manner and for any purpose without compensation to or approval by the Contractor(s).  Software and related documentation includes all finished or unfinished studies, analyses, flow charts, design documents, program specifications, programs, magnetic tapes, source codes and listings, source and object decks, test data, test results, schedules and planning documents, training materials and user manuals, forms, reports and similar documents, including modifications thereto.  All software and related documentation prepared or acquired by the Contractor(s) for OHCA under this contract shall carry the following standard heading on the front cover, title page or, in the case of programs, in the title block:

STATE OF OKLAHOMA

OKLAHOMA HEALTH CARE AUTHORITY

The Contractor(s) shall in accordance with 62 Okla. Stat. §41.5u place source code for any software and/or modifications resulting from this contract into one of the two options detailed below. The fees of any third-party escrow agent shall be borne by the Contractor:

1. Escrow with an independent third party or,

2. Escrow with a third party acceptable to the OHCA and the Contractor(s) shall enter into a customary source code agreement which includes a provision that entitles the OHCA to receive everything held in escrow upon occurrence of any of the following: 

2.1. A bona fide material default of the obligations of the Contractor(s) under this contract.

2.2. An assignment by the Contractor(s) for the benefit of its creditors.

2.3. A failure by the Contractor(s) to pay, or an admission by the Contractor(s) of its inability to pay, its debts as they mature.

2.4. The filing of a petition in bankruptcy by or against the Contractor(s) when such petition is not dismissed within sixty (60) days of the filing date.

2.5. The appointment of a receiver, liquidator or trustee appointed for any substantial part of the Contractor’s property.

2.6. The inability or unwillingness of the Contractor(s) to provide the maintenance and support services in accordance with this contract.

2.7. The ceasing of the Contractor(s) of maintenance and support of the software.
The Contractor(s) will use OHCA owned data, software and related documentation, before and after the expiration or termination of this Contract, only as required for the performance of this contract (see also subsection 7.1.10 Confidentiality of Information).  It will not otherwise use, copy or reproduce the same in any form, except pursuant to the express written instructions from OHCA or CMS.

The Contractor(s) further agrees to deliver the same to OHCA promptly upon request, or upon expiration or termination of this contract, in whatever form it is maintained by the Contractor(s), and to destroy all copies remaining in its possession, including machine readable copies.  The Contractor(s) will take all reasonable steps under this contract to assure the physical security of OHCA owned data, software and related documentation in its possession including, but not limited to, protection against damage from fire, smoke and water, and security measures enumerated in subsection 7.1.10 Confidentiality of Information.
7.1.7.3 Ownership of Information

OHCA shall own and retain unlimited rights to use, disclose, or duplicate all information and data (copyrighted or otherwise) developed, derived, documented, stored, or furnished by the Contractor(s) under this contract.

7.1.8 Termination of the Contract

The contract may be terminated by:

1. Mutual written agreement of OHCA and Contractor(s).

2. By OHCA, in whole or in part, whenever OHCA determines that the Contractor(s) has materially defaulted in performance of the contract terms and shall fail to cure such default within a period of 30 calendar days (or such longer periods as the OHCA may allow) after receipt of notice from the OHCA specifying the default.

3. By the OHCA, in whole or in part, whenever, for any reason, OHCA shall determine that such termination is in the best interest of the OHCA.  The OHCA shall provide the Contractor(s) 60 calendar days notice of such action.

4. By the OHCA, in whole or in part, whenever funding from State, Federal, or other sources is withdrawn, reduced, or limited.

5. By the OHCA immediately, in whole or in part, whenever the OHCA determines that the instability of the Contractor's financial condition threatens delivery of Medicaid services and continued performance of Contractor(s) responsibilities.

All notices of termination, as defined in the subsections below, shall be in writing and shall be forwarded by either certified or registered mail, return receipt requested. In cases of funding failure or suspension, termination may be immediate without notice in writing.  Each of the circumstances listed above is incorporated in the following subsections.

7.1.8.1 Termination for Default

OHCA may terminate this contract, in whole or in part, whenever OHCA determines that the Contractor(s) or subcontractor has failed to satisfactorily perform its contracted duties and responsibilities in a material fashion and is unable to cure such failure within a reasonable period of time as specified in writing by OHCA, taking into consideration the gravity and nature of the default.  Such termination shall be referred to herein as "Termination for Default."

Upon determination by OHCA that the Contractor(s) has failed to satisfactorily perform its contracted duties and responsibilities, the Contractor(s) shall be notified in writing, by either certified or registered mail, of the failure and of the time period which has been established to cure such failure.  If the Contractor(s) is unable to cure the failure within 30 calendar days after notification, OHCA will notify the Contractor(s) that the contract, in full or in part, has been terminated for default.

If, after notice of termination for default, it is determined by OHCA or by a court of law that the Contractor(s) was not in default or that the Contractor's failure to perform or make progress in performance was due to causes beyond the control of, and without error or negligence on the part of, the Contractor(s) or any of its subcontractors, the notice of termination shall be deemed to have been issued as a termination for the convenience of OHCA, and the rights and obligations of the parties shall be governed accordingly.

In the event of termination for default, in full or in part as provided under this clause, OHCA may procure, upon such terms and in such manner as is deemed appropriate by OHCA, supplies or services similar to those terminated.  Under these circumstances, the Contractor(s) shall be liable for any costs in excess of the contracted costs for such similar supplies or services and all other damages allowed by law.  In addition, the Contractor(s) shall be liable to OHCA for administrative costs incurred to procure such similar supplies or services as are needed to continue operations.  

In the event of a termination for default prior to the start of operations, the Contractor(s) shall be paid in accordance with the procedures defined in subsection 7.1.8.6 Termination Claims.

In the event of a termination for default during ongoing operations, the Contractor(s) shall be paid for any outstanding invoices due less any assessed damages. 

The rights and remedies of OHCA provided in this clause shall not be exclusive and are in addition to any other rights and remedies provided by law or under the contract.

7.1.8.2 Termination for Convenience

OHCA may terminate performance of work under the contract, in whole or in part, whenever, for any reason, OHCA shall determine that such termination is the most appropriate action for the State of Oklahoma.

In the event that OHCA elects to terminate the contract pursuant to this provision, the Contractor(s) shall be notified in writing by certified or registered mail.  This notice shall occur 60 calendar days prior to the effective date of termination, and shall state the basis and extent of the termination.  Termination shall be effective as of the close of business on the date specified in the notice, and the Contractor(s) shall comply with all appropriate provisions of the turnover activity defined in subsection 3.4 MMIS FA Turnover.

Upon receipt of notice of termination for convenience, the Contractor(s) shall be paid in accordance with the procedures defined in subsection 7.1.8.6 Termination Claims.

7.1.8.3 Termination for Unavailability of Funds

In the event funding from State, Federal, or other sources is withdrawn, reduced, or limited in any way after the Date of Award and prior to December 31, 2016, OHCA may immediately terminate the contract under the "Termination for Convenience" clause.  OHCA's obligation to pay any amounts due for subsequent contract years is contingent upon annual legislative appropriation and approval of funds for that purpose.  OHCA agrees to include in its annual budget request an amount equal to the payment due for the appropriate fiscal year during the contract term.

7.1.8.4 Termination for Financial Instability

In the event that the Contractor(s) becomes financially unstable to the point of threatening the ability of OHCA to obtain the services provided for under the contract, ceases to conduct business in the normal course, makes a general assignment for the benefit of creditors, or suffers or permits the appointment of a receiver for its business or its assets, OHCA may, at its option, immediately terminate this contract effective the close of business on the date specified.  In the event OHCA elects to terminate the contract under this provision, the Contractor(s) shall be notified in writing by either certified or registered mail specifying the date of termination.  In the event of the filing of a petition in bankruptcy by or against the Contractor(s) or any subcontractor, the Contractor(s) shall immediately so advise OHCA.  The Contractor(s) shall insure that all activities related to the contract or any subcontracts are performed in accordance with the terms of this contract.

7.1.8.5 Procedures on Termination

Upon delivery by certified or registered mail to the Contractor(s) of a notice of termination specifying the nature of the termination and the date upon which such termination becomes effective, the Contractor(s) shall:

1. Stop work under the contract on the date and to the extent specified in the notice.

2. Assign to the State of Oklahoma in the manner and to the extent directed by OHCA all of the right, title and interest of the Contractor(s) under the orders or subcontracts so terminated, in which case the State of Oklahoma shall have the right to settle or pay any or all claims arising out of the termination of such orders and subcontracts.

3. With the approval of OHCA, settle all outstanding liabilities and all claims arising out of such termination of orders and subcontracts, the cost of which would be reimbursable in whole or in part, in accordance with the provision for the contract.

4. Transfer title to the State of Oklahoma (to the extent that the title has not been transferred) and deliver all files, processing systems, data manuals and other documentation that relate to the work terminated by the notice, as directed by OHCA.

5. Complete the performance of such part of the work as shall not have been terminated by the notice.

6. Take action as may be necessary for the protection and preservation of the property related to this contract which is in the possession or control of the Contractor(s), and in which the State of Oklahoma has or may acquire an interest.

7.1.8.6 Termination Claims

OHCA shall receive any termination claim from the Contractor(s) in the form and with the certification as prescribed by OHCA.  Claims shall be submitted promptly and no later than one month from the effective date of termination, unless one or more extensions in writing are granted within such one month period or authorized extension thereof.

Subject to the timeliness provisions in the previous paragraph, and subject to any review required by State procedures in effect as of the date of execution of the contract, the Contractor(s) and OHCA may agree upon the amounts to be paid to the Contractor(s) by reason of the total or partial termination of work pursuant to subsection 7.1.8.5 Procedures on Termination.  The contract shall be modified accordingly.

If this contract is terminated during any activity, the Contractor(s) shall be entitled to be paid an amount equal to the sum of direct labor, materials, and overhead costs incurred for work performed in connection with that activity prior to termination, but not more than the amount which would have been payable for the corresponding deliverables had they been submitted and approved prior to termination.  OHCA will only pay for those services for which value has been received in progress on a product, regardless of Contractor(s) costs.  The Contractor(s) shall not be entitled to be paid for any work performed in connection with activities performed following termination.
In the event of a failure to agree in whole or in part as to the amounts to be paid to the Contractor(s) in connection with the total or partial termination of work pursuant to this article, OHCA shall determine on the basis of information available the amount, if any, due to the Contractor(s) by reason of termination and shall pay to the Contractor(s) the amount so determined.  The Contractor(s) shall have the right of appeal, as stated under subsection 7.3.7 Dispute Resolution of any such determination.

However, if OHCA determines that the facts justify such action, termination claims may be accepted and acted upon at any time after such one month period or any extension thereof.  Upon failure of the Contractor(s) to submit its termination claim within the time allowed, OHCA may, subject to any review required by OHCA procedures in effect as of the date of execution of the Contract, determine on the basis of information available the amount, if any, due to the Contractor(s) by reason of the termination and shall pay to the Contractor(s) the amount so determined.

In no case shall the Contractor's termination claims including, but not limited to, those reasons set forth in subsection 7.1.8 Termination of the Contract herein, include any claim for unrealized anticipatory profits.

7.1.8.7 Gratuities

It is illegal for a payment, gratuity, or offer of employment to be made by the Contractor(s) or subcontractor to secure any of the work described in this RFP.

7.1.9 Force Majeure

Neither the Contractor(s) nor OHCA shall be liable for any damages or excess costs for failure to perform their contract responsibilities if such failure arises from causes beyond the reasonable control and without fault or negligence by the Contractor(s) or OHCA.  Such causes may include, but are not limited to, catastrophic events or acts of God.  In all cases, the failure to perform must be beyond the reasonable control of, and without fault or negligence of, either party.

Within 24 hours of the occurrence of such an event, the Contractor(s) shall initiate disaster recovery and/or back up procedures to provide alternate services. The Contractor(s) shall notify OHCA prior to initiation of alternate services as to the extent of the disaster and/or emergency and the expected duration of alternate services within 24 hours of onset of the problem.

7.1.10 Confidentiality of Information

Contractor(s) agrees that SoonerCare member information is confidential pursuant to 42 U.S.C. §1396a(7), 42 C.F.R. §431:300-306, and 63 Okla. Stat. §5018. Contractor(s) shall not release the information governed by these requirements to any entity or person without proper authorization or OHCA’s permission. The use or disclosure of information concerning members shall be limited to purposes directly connected with the administration of the State’s Insure Oklahoma and SoonerCare program. This restriction shall also apply to the disclosure of information in summary, statistical, or other form which does not identify particular individuals. 

Contractor(s) shall have written policies and procedures governing the use and removal of member records from Contractors’ facility. The member’s written consent shall be required for release of information not authorized by law, which consent shall not be required for State and federal personnel working with records of members. 

Contractor(s) agrees that SoonerCare member and provider information cannot be re-marketed, summarized, distributed, or sold to any other organization without the express written approval of OHCA. 

Contractor(s) agrees to comply with the Federal Privacy Regulations and the Federal Security Regulations as contained in 45 C.F.R. Parts 160 through 164 that are applicable to such party as mandated by the Health Insurance Portability and Accountability Act of 1996 (HIPAA) and 42 U.S.C. §§1320d -1320d-8. 

Contractor(s) must report a known breach of confidentiality, privacy, or security, as defined under HIPAA, to the OHCA Privacy and Confidentiality Officer within 48 hours of knowledge of an unauthorized act. Failure to perform may constitute immediate termination of contract. 

Contractor(s) agrees to report potential known violations of 21 Okla. Stat. §1953 to the OHCA Legal Division within 48 hours of knowledge of an unauthorized act. In general, this criminal statute makes it a crime to willfully and without authorization gain access to, alter, modify, disrupt, or threaten a computer system. 

Contactor(s) shall following the discovery of a breach of unsecured PHI as defined in the HITECH (The Health Information Technology for Economic and Clinical Health) Act or accompanying regulations, notify the OHCA of such breach pursuant to the terms of 45 CFR §164.410 and cooperate in the OHCA’s breach analysis procedures, including risk assessment, if requested. A breach shall be treated as discovered by Contractor(s) as of the first day on which such breach is known to Contractor(s) or, by exercising reasonable diligence, would have been known to Contractor(s). Contractor(s) shall provide such notification to OHCA without reasonable delay and in no event later than 48 hours after discovery of the breach. Such notification will contain the elements required in 45 CFR §164.410. 

Contractor(s) shall report to the OHCA any use or disclosure of PHI which in not in compliance with the terms of this contract of which it becomes aware. Contractor(s) shall report to OHCA any Security Incident of which it becomes aware. For purposes of this contract, “Security Incident” means the attempted or successful unauthorized access, use, disclosure, modification, or destruction of information or interference with system operations in an information system. In addition, Contractor(s) agrees to mitigate, to the extent practicable, any harmful effect that is known to Contractor(s) of a use or disclosure of PHI by Contractor(s) in violation of the requirements of this contract.
7.1.11 Cooperation in Fraud Investigations

The Contractor(s) shall cooperate fully with the HHS, OHCA, the MFCU and any other authorized local, State and Federal agencies or law enforcement authorities in the investigation, documentation and litigation of possible fraud and abuse cases or any other misconduct involving any of the duties and responsibilities performed by the Contractor(s) under the contract.  The Contractor(s) must agree that the HHS, its authorized representatives, and those of any other authorized local, State, or Federal agency or law enforcement agency will have access to the same records and information as does OHCA.

7.1.12 Cooperation in Hearings and Disputes

The Contractor(s) shall cooperate and participate in the resolution of OHCA Fair Hearings and Provider Disputes at the request of OHCA.

7.1.13 Environmental Protection

The Contractor(s) shall be in compliance with all applicable standards, orders, or requirements issued under section 306 of the Clean Air Act (42 USC 1857(h)), section 508 of the Clean Water Act (33 USC 1368), Executive Order 11738, and Environmental Protection Agency regulations (40 CFR, Part 15) which prohibit the use under nonexempt Federal contracts, grants, or loans, of facilities included on the EPA List of Violating Facilities.  The Contractor(s) shall report violations to the applicable grantor Federal agency and the U.S. EPA Assistant Administrator for Enforcement.
7.1.14 Publicity

The Contractor(s) shall at all times obtain the prior written approval from OHCA before any of its officers, agents, employees or subcontractors either during or after expiration or termination of the contract make any statement, or issue any material, for publication through any medium of communication, bearing on the work performed or data collected under this contract.

If the Contractor(s) or any of its subcontractors publishes a work dealing with any aspect of performance under the contract, or of the results and accomplishments attained in such performance, the State shall have a royalty free, non exclusive and irrevocable license to reproduce, publish or otherwise use and to authorize others to use the publication.

7.1.15 Misrepresentation

In no way shall the Contractor(s) represent itself directly or by inference as a representative of the Oklahoma SoonerCare Program, except within the confines of its role as MMIS or PI System Contractor(s).

OHCA written approval must be received in all instances in which the Contractor(s) distributes publications to the provider community.

7.1.16 Conflict of Interest

No official or employee of OHCA and no other public official of the State of Oklahoma or the Federal government who exercises any functions or responsibilities in the review or approval of the undertaking or carrying out of this contract shall, prior to the completion of the project, voluntarily acquire any personal interest, direct or indirect, in the contract or proposed contract.

The Contractor(s) represents and covenants that it presently has no interest and shall not acquire any interest, direct or indirect, which would conflict in any manner or degree with the performance of its services hereunder.  The Contractor(s) further covenants that, in the performance of the contract, no person having any such known interests shall be employed.

7.1.17 Open Records
Due regard will be given for the protection of propriety information contained in all proposals received; however, respondents should be aware that all materials associated with the procurement are subject to the terms of the Freedom of Information Act, the Privacy Act, Oklahoma Open Records Act 51 Okla. Stat. §§ 24A. 1-29, and all rules, regulations, and interpretations resulting there from.  It will not be sufficient for respondents to merely state generally that the proposal is proprietary in nature and not therefore subject to release to third parties.  Those particular pages of a section which a respondent believes to be proprietary must be specifically identified as such.  Exemptions for proprietary reasons shall be considered within the constraints of Oklahoma statute.  The rationale and explanation must be stated in terms of the prospective harm to the competitive position of the respondent that would result if the identified material were to be released and the reasons why the materials are legally exempt from release pursuant to the above cited statute.  Between the respondent and OHCA the final administrative authority to release or exempt any or all material so identified rests with OHCA.

7.1.18 Performance Subject to Law

The Contractor(s) agrees to perform all services under this contract in accordance with all applicable Federal and State laws and regulations in effect at the time of performance, and this contract shall be subject to all such laws and regulations.  However, any reference in this contract to Title XIX or Title XXI of the Social Security Act does not empower the Contractor(s) to approve for payment any service to, or perform any function or services not authorized under, this contract.

7.1.19 Award of Related Contracts

OHCA may undertake or award supplemental or successor contracts for work related to this contract or any portion thereof.  The Contractor(s) shall be bound to cooperate fully with such other Contractors and OHCA in all such cases.  All subcontractors will be required to abide by this provision as a condition of the contract between the subcontractor and the prime Contractor(s).

7.1.20 Titles Not Controlling

Titles of paragraphs used herein are for the purpose of facilitating ease of reference only and shall not be construed to infer a contractual construction of language.  Titles and subheadings used in this agreement are provided solely for the reader’s convenience and shall not be used to interpret any provision of this contract.

7.2 General Contract Terms and Conditions

The following subsections address the general contract provisions regarding the Oklahoma MMIS.
7.2.1 Contracts Administration and Management

The contract shall be administered by OHCA.  OHCA will utilize a Project Review Team (PRT) to monitor all phases of the contract.  Key roles within PRT include the following:

1. OHCA CIO.

2. OHCA Operations Liaison. 

3. OHCA Contracts Managers. 

4. Contractor(s) Account Manager. 

5. Contractor(s) Deputy Account Manager.

6. Contractor(s) Contracts Manager.  

PRT may include additional OHCA and Contractor(s) staff as assigned. PRT will meet with the Contractor(s) on a weekly basis for the purpose of tracking project status and compliance with the contract terms and conditions.  PRT will approve all deliverables and invoices including any revisions requested by the Contractor(s) prior to payment.  PRT will evaluate Contractor(s) performance and prepare CAPs if necessary for areas of non-compliance.  

7.2.1.1 PRT Roles and Responsibilities

The OHCA CIO will have day-to-day responsibility for the direction of the project throughout the entire contract term and will be the Contractor(s) primary liaison in working with other OHCA staff.  The OHCA CIO will initially receive and review all Contractor(s) progress reports and deliverables, oversee scheduling of meetings with State staff, and maintain first-line administrative responsibility for the contract.  

The OHCA Contracts Manager will be responsible for all contractual matters of the contract, including ongoing monitoring and enforcement of Contractor(s) compliance with performance standards and overall terms and conditions of the contract.  The OHCA Contracts Manager will issue all notices regarding the failure to meet performance requirements and any assessments of damages under the provisions set forth in this document.

The OHCA Operations Liaison represents the various operational components of the agency and is responsible for addressing any matters of the business functions with the PRT and other management.  The Operations Liaison is also responsible for updating the Medicaid Director regarding business functions that may impact Medical Policy.
The Contractor(s) Account Manager shall have day-to-day responsibility for supervising the performance of the Contractor(s) obligations under the contract.  

The Contractor(s) Deputy Account Manager shall have day-to-day responsibilities for business operations working closely with the Account Manager to ensure compliance under the contract terms.

The Contractor(s) Contract Manager will be responsible for contract negotiations, assisting in contract modifications, and overseeing the Contractor(s) overall performance of this contract.  This resource shall be separate and distinct from the designated Contractor(s) Account Manager.  The Contractor(s) shall not change the designation of its Contract Manager or its Account Manager without OHCA's prior written approval, which approval shall not be unreasonably delayed or withheld.
7.2.2 MMIS Reprocurement Project Manager

The MMIS Reprocurement Project Manager has oversight responsibility for project activities; State staff, assigned consultants, and Contractor(s) contract compliance for the takeover and certification period.

7.2.3 Project Management Team

The Project Management Team (PMT) is comprised of Managers and Subject Matter Experts (SMEs) representing all current and future Medicaid business areas.  The PMT has the responsibility of ensuring all areas and concerns relating to their business areas are recorded and addressed by the implementation Contractor(s).  The PMT members will be the point-of-contact with the OHCA business areas ((Member Management, Provider Management, Operations Management, etc.) for all matters relating to the project.  
The PMT will participate in the Work Group Sessions, and scheduled Team Meetings.  The PMT is represented by each business area and will assist in the management of the SMEs OHCA staff assigned to the project from their respective business area.  The PMT members will continue to oversee project activities past the takeover period, and throughout the entire life of this contract.
7.3 MMIS Reprocurement Project General Contract Requirements

The following provisions apply specifically to the Oklahoma MMIS Reprocurement Project.  
7.3.1 Deliverables - Submission and Acceptance

The Contractor(s) shall perform its activities and produce the required deliverables by the due dates presented in the Contractor(s) work plan for each deliverable defined in subsection 7.3.12 MMIS Reprocurement Project Deliverables. Deliverables shall be submitted for sign off to project stakeholders as defined by OHCA. 

As soon as possible, but in no event later than 12 State of Oklahoma business days after receipt (excluding the date of receipt) of a Deliverable, the MMIS Contracts Administrator shall give written notice to the Contractor(s) of OHCA’s unconditional approval, inability to approve pending correction, disapproval, or inability to respond to the deliverable until a future specified date.  Such future specified date shall not exceed five (5) State of Oklahoma business days.  Notice of inability to approve pending corrections or disapproval shall state the reason(s) for the decision with sufficient specificity to indicate the nature and extent of the corrections required to qualify the Deliverable for approval.

As soon as possible, but in no event later than seven State of Oklahoma business days after receipt of a notice of inability to approve pending correction or outright disapproval, the Contractor(s) shall make the corrections and resubmit the corrected deliverable.

As soon as possible, but in no event later than five State of Oklahoma business days following resubmission of any deliverable unable to be approved pending correction or originally disapproved, OHCA shall give written notice to the Contractor(s).  This written notice will be of OHCA's unconditional approval, inability to approve pending correction, disapproval, or inability to respond to the resubmission of the deliverable until a specified future date.  In no event shall the future date be extended beyond five State of Oklahoma business days.

In the event that OHCA fails to respond to a deliverable (such as, to give notice of unconditional approval, inability to approve pending correction, outright disapproval, or to state the inability to respond until a specific future date as aforesaid) within the applicable time period, the Contractor(s) may:

1. Notify OHCA in writing that it intends to proceed with subsequent work unless the response is received by a date to be specified in such notice.  The date specified may not be earlier than five State of Oklahoma business days following the date of receipt of the notice.  If the response is not delivered by the specified date, the deliverable shall be deemed to have been unconditionally approved on that day and the Contractor(s) shall not be entitled to any equitable adjustment in time or price on account of any delay.

2. By submitting a deliverable, the Contractor(s) represents that, to the best of its knowledge, it has performed the associated activities in a manner, which will, in concert with other activities, meet the objectives Stated or referred to in the contract.  By unconditionally approving a deliverable, OHCA represents only that it has reviewed the deliverable and detected no errors or omissions of sufficient gravity to defeat or substantially threaten the attainment of those objectives and to warrant the withholding or denial of payment for the work completed.  OHCA's approval of a deliverable does not discharge any of the Contractor(s) contractual obligations with respect to that deliverable, or to the quality, comprehensiveness, functionality, effectiveness, or certification of the Oklahoma MMIS as a whole, or the Contractor(s) meeting of the requirements of the MMIS RFP.

7.3.2 Due Dates

Whenever the due date for any deliverable, or the final day on which an act is permitted or required by this contract to be performed by either party fall(s) on a day other than a State of Oklahoma business day, such date shall be the first State of Oklahoma business day following such day.

7.3.3 MMIS Warranty

Notwithstanding prior acceptance of deliverables or software, the Contractor(s) shall expressly warrant all delivered programs and documentation in accordance with the approved design documents when installed and compliant with the terms of the contract thereafter.  The Contractor(s) must correct errors that preclude the system from performing in accordance with the RFP and the approved design documents and design deficiencies in the system enhancements and improvements installed at start of operations and in subsequent system modifications.  Incorrect or defective programs and documentation shall be replaced within one business week of notification from OHCA of such deficiencies or within such period as may be necessary to make correction(s) using all due diligence and dispatch as agreed upon between OHCA and the Contractor(s).   

If the Contractor(s) fails to repair an identified error, deficiency, or defect within one calendar week, OHCA may, at its sole discretion, act to repair, and the Contractor(s) expressly agrees to reimburse OHCA for all costs incurred thereby.  This warranty shall be in effect throughout the term of the contract and for three months thereafter.  Deficiencies properly noted before expiration of the warranty shall be covered regardless of such expiration.  System modifications and other changes made during the contract period shall also be covered by this warranty.

7.3.4 Scope of Work Changes
Scope of work changes for activities during Phase I of the MMIS Reprocurement Project, including the Takeover and any enhancements, will be managed according to the process defined in subsection 7.3.4.1 Phase I DDI Scope of Work Changes.  Scope of work changes for all other enhancements will be managed through the standard contract modification process defined in subsection 7.4 Contract Modifications.  Any other system modifications will utilize the CO process as defined in subsection 3.2.3.5 Change Order Process
7.3.4.1 Phase I DDI Scope of Work Changes

If written or verbal correspondence is received by the Contractor(s) and the Contractor(s) believes that the correspondence will cause a change to the scope of the work, the Contractor(s) shall advise OHCA’s CIO in writing within 10 State of Oklahoma business days of occurrence.  The Contractor(s) shall request OHCA’s CIO’s written confirmation that the scope of work has changed.  This will constitute an “event.”

The notice shall state:

1. The nature and circumstances of the communication, act, or omission regarded as a change in scope of the Oklahoma MMIS general requirements or scope of work by the Contractor(s).

2. The date of the communication, act, or omission, and the identification of each individual involved in such communication, act, or omission, listing his or her name and function.

3. The identification of the documents involved.

4. The substance of any oral communications.

5. The particular technical requirements or contract requirements regarded as changed.

6. Direct and foreseeable consequential effect of the communication, act, or omission regarded as a change to the scope of the requirements, including the number of hours required from the staff to accomplish the change and the manner and sequence of performance or delivery of supplies or services, identifying which supplies or services are or will be affected.

OHCA’s CIO shall respond within 10 State of Oklahoma business days of receipt of the Contractor(s) notice, either:

1. To countermand the action or communications regarded as an event.

2. To deny that the event is a change in the scope of the requirements.

3. To confirm that the event is a change to the scope of the requirements by issuance of a written notice.

4. To advise the Contractor(s) as to what additional information is required and establish the date by which this information shall be furnished if the information in the Contractor(s) notice is inadequate to permit a decision to be made.

If the Contractor(s) complies with any order, direction, interpretation, or determination, written or oral, without providing the notice, in accordance with this subsection, OHCA shall not be liable for any increased price, delay in performance, or contract non-conformance by the Contractor(s).

If the CIO denies that the event constitutes a change to the scope of the requirements, OHCA’s CIO shall issue a final decision to this effect within a reasonable period of time, and the Contractor(s) may proceed in accordance with subsection 7.3.7 Dispute Resolution.

Any event by the Contractor(s) under this subsection must be asserted within 10 calendar days from the date of receipt by the Contractor(s) of the written or oral communication.

For the purposes of ordering changes to the scope of the requirements, the term OHCA’s CIO shall not include any representative of the CIO, whether or not such representative is acting within the scope of his or her authority with one exception.  That exception is in those instances where OHCA’s CIO has notified the Contractor(s) in writing of such exception.  OHCA’s CIO will cite the authority of this subsection, indicate that a specified individual has the authority to order changes to the scope of the requirements, and will include a description of the extent and duration of the individual's authority.

7.3.5 Suspension of Work During the Takeover DDI
At any time during the MMIS Reprocurement Project, OHCA may order the Contractor(s) by written notice to suspend all or any part of the work for such period of time as OHCA may determine to be necessary for the continuance of OHCA’s mission.

If, without any fault or negligence of the Contractor(s), the performance of all or any part of the work under the contract is, for a period of time in excess of 30 State of Oklahoma business days, suspended, delayed, or interrupted by an act of OHCA, or by their failure to act within the time specified in the contract (or if no time is specified, within a reasonable time), OHCA shall make an adjustment for any increase in the cost of performance of the contract or in the schedule necessarily caused by the period of such suspension, delay, or interruption, subject to the Contractor(s) right to appeal OHCA's determination of the adjustment pursuant to subsection 7.3.7 Dispute Resolution.  No adjustment shall be made to the extent that performance by the Contractor(s) would have been prevented by other causes.

No claim for suspension, delay, or interruption under the contract under this subsection shall be allowed for any costs incurred unless the Contractor(s) makes a request in writing and the request cannot be made before the 31st day after the delay.  Damages may not be received for more than 20 days prior to the written notice from the Contractor(s).
7.3.6 Right to Suspend Operations

If, at any time during the operations phase of the contract, OHCA determines that it is in its best interest to temporarily suspend all claims processing or data processing operations, or any part thereof, OHCA may do so by providing the Contractor(s) with a written notice to that effect.  The Contractor(s) shall, immediately upon receipt of such notice, cease all claims processing or data processing operations for the period specified in such notice.

7.3.7 Dispute Resolution

The parties shall use their best, good faith efforts to cooperatively resolve disputes and problems that arise in connection with this contract.  When a dispute arises between OHCA and the Contractor(s), both parties will attempt to resolve the dispute pursuant to this subsection.  

When a dispute arises between OHCA and the Contractor(s), OHCA shall each notify the other of the dispute, with the notice specifying the disputed issues and the position of the party submitting the notice.  OHCA shall use its best, good faith efforts to resolve the dispute within 10 State of Oklahoma business days of submission by either party to the other of such notice of the dispute.  If OHCA’s CIO and the Contractor’s Account Manager are unable to resolve the dispute, either party may request that the dispute be escalated for resolution to the OHCA Contracts Manager.  A “resolution of dispute” notice must be issued within 10 State of Oklahoma business days of the receipt of OHCA’s CIO or Contractor’s Account Manager notification of impasse.   The dispute resolution notice to the OHCA Contracts Manager must be in writing and shall specify the disputed issues, the position of the party submitting the notice and requester understands of the relative positions of the parties.  The Contractor(s) shall be afforded an opportunity to be heard and to offer evidence in support of its position.  The OHCA Contracts Manager shall use his/her best, good faith efforts to resolve the dispute within 10 State of Oklahoma business days of submission by either party of a request for these parties to resolve the dispute.  

If the OHCA Contracts Manager resolution is not satisfactory to the Contractor(s), the Contractor(s) may appeal to OHCA’s CEO.  Any appeal to the OHCA CEO must be filed within five State of Oklahoma business days of receipt of the resolution issued by the OHCA Contracts Manager. 

If any disputes remain, the parties shall be entitled to pursue their available equitable and legal remedies privately.  The parties agree that, except as otherwise specified in this document, the dispute process described above in this subsection shall precede any action in a judicial or quasi-judicial tribunal.  The remedies afforded in this paragraph are a substitute for the remedies provided in OAC 317:2-1-2.  Exhaustion of administrative remedies is required before resort to the courts.
Pending final determination of any dispute hereunder, the Contractor(s) shall proceed diligently with the performance of the provisions of this contract and in accordance with the direction of the OHCA Contracts Manager.
7.3.8 Status, Meetings, and Consultation

At the start of MMIS Takeover and PI Replacement System, and until their completion, the PRT will meet to discuss the Contractor(s) progress and performance under the contract.  OHCA will determine the nature and frequency of meetings required to effectively manage the project.  OHCA expects the Contractor(s) to be available for any meetings that may arise, or provide project status if so requested. 

Upon written request by OHCA, the Contractor(s) will participate in formal progress review meetings with the appropriate stakeholders as specified by OHCA, and at the option of OHCA, representatives of Federal or other State agencies. 
7.3.9 Corrective Action Plan
Any time there is a deficiency in the MMIS, the Contractor(s) must respond in writing, using a CAP, to OHCA within five business days of notification of the deficiency.  The CAP will then be attached to a formal cover letter and sent to OHCA on the fifth working day following receipt of the notice of deficiency.  OHCA will then have five additional business days to review and approve, or reject the CAP.  Once the CAP has been approved by OHCA, the Contractor(s) will have ten working days resolve the deficiency unless OHCA grants an extension.  Once the CAP has been written and is ready to be submitted to OHCA, the Contractor(s) must send the CAP as an electronic attachment to the Contractor’s Systems Supervisors and the Systems Manager.  The CAP includes the following items:

1. CAP assigned to.

2. Maintenance CO number.

3. Date CO was received.

4. Date CAP was completed.

5. Restatement and detailed description of the problem.

6. Description of the modifications needed to correct the problem or deficiency.
7. Does this problem or deficiency apply to other systems or situations not described in the maintenance CO?

8. Statement of the source of the problem or deficiency (i.e., CO, examiner error, table update error, incorrect procedure followed, etc.).
9. Were erroneous payments generated by this problem or deficiency?

10. Estimate of the time required to resolve the problem or deficiency (i.e., number of hours to get modifications into ITF).
7.3.10 Acceptance Testing of Software Functionality and Performance

All software installed for any system enhancement will not be considered operational until it has passed an acceptance test for functionality and performance according to the process defined in subsection 3.3.2.8 Acceptance Testing Activity.

7.3.11 Policy Determinations

OHCA shall make and determine all policy relating to the MMIS Reprocurement project.  The Contractor(s) may request in writing that OHCA issue policy determinations or operating guidelines required for proper performance of the contract.  Under such circumstances, OHCA will deliver to the Contractor(s) a written reply within 10 State of Oklahoma business days of receipt of the Contractor(s) request.  The Contractor(s) shall be entitled to rely upon and act in accordance with such policy determinations and operating guidelines, unless and until they are superseded, suspended or revoked, so long as it does not act negligently, maliciously, fraudulently, or in bad faith.

7.3.12 MMIS Reprocurement Project Deliverables 
The Contractor(s) shall perform all activities presented in the Contractor(s) response to sections 3 Scope of Work – General requirements and 4 Scope of Work – Functional Requirements.  The following describes applicable deliverables for each phase of the MMIS Reprocurement Project.
7.3.13 MMIS Takeover Deliverables

The Oklahoma MMIS deliverables for the MMIS Takeover are as follows:

1. OHCA approval of all planning activity deliverables.
2. OHCA approval of all system/verification/validation testing activity deliverables.
3. OHCA approval of all operational readiness activity deliverables.
4. OHCA approved Contractor(s) start of full MMIS Takeover operations, including all reporting functions.

5. OHCA approved takeover of existing COs.
7.3.14 DDI Enhancements Deliverables

The Oklahoma MMIS deliverables for the DDI enhancements are as follows:
1. OHCA approval of all design activity deliverables.

2. OHCA approval of all development/testing activity deliverables.

3. OHCA approval of all conversion activity deliverables.

4. OHCA approval of all acceptance test activity deliverables, if applicable.

5. OHCA approved Contractor(s) start of DDI enhancements operations.

7.3.15 Operational Enhancements Deliverables
The Oklahoma MMIS deliverables for the operational enhancements are as follows:

1. OHCA approval of all design activity deliverables.

2. OHCA approval of all development/testing activity deliverables.

3. OHCA approval of all conversion activity deliverables.

4. OHCA approval of all acceptance test activity deliverables, if applicable.

5. OHCA approved Contractor(s) start of operational enhancements operations.
6. Receipt of written approval from CMS for certification of the operational enhancements. 
7.3.16 PI Replacement System Deliverables

The Oklahoma MMIS deliverables for the PI Replacement System are as follows:
1. OHCA approval of all design activity deliverables.

2. OHCA approval of all development/testing activity deliverables.

3. OHCA approval of all conversion activity deliverables.

4. OHCA approval of all acceptance test activity deliverables, if applicable.

5. OHCA approved Contractor(s) start of PI System operations.
6. Receipt of written approval from CMS for certification of the replacement PI System. 
7.3.17 Completion of Deliverables
The completion of a deliverable shall be indicated by the unconditional written approval by OHCA.  Key dates assigned to deliverables can only be changed with the approval of the appropriate OHCA project stakeholder.

Upon OHCA's unconditional approval of each deliverable during the MMIS Reprocurement Project, the Contractor(s) shall, at the written request of the appropriate OHCA project stakeholder, provide a structured walk through of the entire MMIS or any enhancement.  The walk-through shall include copies of support documentation and any visual aids normally used for this purpose for such State and Federal personnel as the appropriate OHCA project stakeholder may select.  The Contractor(s) shall conduct each presentation at the time and place convenient to the State and Federal personnel in attendance as specified in OHCA's written request.

The Contractor(s) may proceed to perform work on a succeeding deliverable during the MMIS Reprocurement Project prior to OHCA's unconditional approval of a preceding deliverable.  However, this can only be done upon the conditions that all such work performed shall be entirely at the Contractor’s own risk and that OHCA shall have no obligation to work in concert with the Contractor(s) or review any deliverables relating to the succeeding deliverable(s).  The Contractor(s) shall be solely responsible for all costs relating to any changes, deletions or additions it may be required to make as a result of its failure to obtain unconditional approval for each deliverable.

7.4 Contract Modifications

For purposes of this subsection, the term contract modification means an amendment that is executed after award of the RFP.  OHCA may request that this contract be modified, in which case the parties shall agree to a written contract modification.  All such modifications shall be in writing and shall become effective only when approved by CMS, if required and subsequently executed by the parties hereto.  In the case additional work needed by OHCA requires an Advanced Planning Document Update (APDU), a contract modification will be necessary.

The scope of work contained in this RFP shall not constitute the basis for a contract modification.  More specifically, modifications activity support (as described in subsection 7.10.5.3 Modification Activity) shall not require a contract modification or additional funding.  

Additional tasks within the scope of work of this RFP but not delineated within this RFP may be requested by OHCA.  In this event, the Contractor will submit in writing within 15 business days their response to OHCA’s proposal request.  This response shall include any additional staffing requirements, work plan for the project, and an estimated budget in accordance with the pricing schedule submitted during the RFP process.  OHCA will either approve the response, or request additional information within 10 State of Oklahoma business days of receipt of the Contractor(s) response.
7.5 Personnel

The following subsections detail provisions regarding Contractor(s) and State personnel.  

7.5.1 Employment Practices

The Contractor(s) shall abide by the following employment practices during the term of this contract:

1. The Contractor(s) shall not discriminate against employees or applicants for employment because of race, ancestry, disability, color, religion, creed, age, sex, handicap, or national origin.

2. State, in all solicitations or advertisements for employees, that all qualified applicants will receive consideration for employment without regard to race, ancestry, disability, color, religion, creed, age, sex, or national origin.

3. Comply with all of the provisions of Executive Order No. 11246, entitled "Equal Employment Opportunity" as supplemented in U.S. Department of Labor regulations (41 CFR Part 60) and with any rules, regulations, and guidelines as the State of Oklahoma or the Federal Government shall issue to implement these regulations. 

4. Keep all such information, records, and reports as may be required by Oklahoma State law and regulation and by rules and regulations or orders of the Federal Government, and furnish or submit the same at such times as may be required.  The Contractor(s) shall also permit OHCA, the Federal Government, or any of their designated representatives to have access to any of the Contractor(s) books, records, and accounts for the purpose of investigation to ascertain compliance with the aforesaid rules, regulations, and orders, and the covenants and conditions herein contained.

5. The Contractor(s) shall cause the foregoing provisions to be inserted in all subcontracts for any work covered by this contract so that the provisions will be binding on each subcontractor; provided, however, that the foregoing provisions shall not apply to subcontracts for standard commercial supplies or raw materials.  The Contractor(s) shall take such action with respect to any subcontract as OHCA, or, where applicable, the Federal Government may direct as a means of enforcing such provisions, including sanctions for noncompliance.

6. The Contractor(s) shall submit the Affirmative Action (AA) plan to OHCA within 15 calendar days of Date of Award and each subsequent renewal period.

7. The Contractor(s) agrees to comply with the rules, regulations, and relevant orders of the Secretary of Labor issued pursuant to section 503 of the Rehabilitation Act of 1973, as amended.

7.5.2 Employment of Former OHCA Personnel

In accordance with 74 Okla. Stat. §85.2, the Contractor shall not employ individuals to provide services which are intellectual in nature who have terminated or been terminated from employment with the OHCA for one year from the date of the individual’s termination. Before hiring former OHCA personnel for other types of employment prior to the expiration of the one year exclusion period, the Contractor shall consult with OHCA’s General Counsel.
7.5.3 Independent Capacity of Contractor(s)
The Contractor(s) agrees that its officers, employees, subcontractors, or any other agent of the Contractor(s) in performance of this contract shall not act as or represent themselves to be officers or employees of OHCA or the State of Oklahoma.

7.5.4 Key Personnel

The services of each individual named in the Contractor(s) proposal shall be required unless that individual becomes unavailable to the Contractor(s) only for reasons such as the individual's death, disability, or termination of the underlying employment relationship.  Staffing will include named individuals at the level of effort proposed.

If an individual named in this subsection becomes unavailable for such reasons, the Contractor(s), within 30 calendar days of said individual's notice, shall give OHCA the resume of a proposed replacement, and offer OHCA an opportunity to interview that person.  If OHCA is not reasonably satisfied that the proposed replacement has comparable ability and experience, it shall notify the Contractor(s) within 30 calendar days after receiving the resume and completing any interview.  Once that has occurred, the Contractor(s) shall propose another replacement and OHCA shall have the same right of approval.  Such process shall be repeated until a proposed replacement shall be approved by OHCA.  If after 60 calendar days from said individual's notice, a qualified replacement is not approved, damages may be imposed.

OHCA shall have the right to require the Contractor(s) to remove any individual (whether or not named in this subsection) from his assignment to this contract by the Contractor(s) or any subcontractor, if, in the opinion of OHCA, such employee is uncooperative, inept, incompetent or otherwise unacceptable.  In the event that an employee is removed pursuant to a written request from OHCA, the replacement provisions above shall apply.
7.5.4.1 Key personnel for the MMIS Takeover phase
1. ** Account Manager.

2. ** Deputy Account Manager.

3. ** Contracts Manager.

4. ** Systems Manager.

5. ** Conversion Manager. 

6. ** Operations Manager. 

** Indicates those staff that must be named in the Contractor(s) proposal.

7.5.4.2 Personnel for MMIS Operations Phase
7.5.4.2.1 Key Personnel
1. ** Account Manager.

2. ** Deputy Account Manager.

3. ** Contracts Manager. 

4. **Operations Manager.

5. ** Systems Manager.
** Indicates those staff that must be named in the Contractor(s) proposal.
7.5.4.2.2 Additional support personnel (number required)

1. * Business Analyst (13)

2. * Provider Relations Representative (3)

3. * Data Reporting Specialist (3)

4. * Statistical Data Analyst (2)

5. * Web Developer (2)

6. * Advanced Web Developer (1)

7. * DBA (1)

* Indicates resources required to be included in the base contract. Refer to Appendix K: Schedule D for resource descriptions.
7.5.4.2.3 MMIS Modification personnel
1. MMIS Programmer/Analysts, 50% of whom must be employed on-site at the Contractor(s) location in Oklahoma City.

7.5.4.3 Key personnel for the PI Replacement System

1. ** Account Manager.

2. ** Implementation Manager.

3. ** Conversion Manager. 
** Indicates those staff that must be named in the Contractor(s) proposal.
7.5.4.4 Key personnel for the PI System Operations

1. ** Account Manager.

2. ** Systems Manager.
** Indicates those staff that must be named in the Contractor(s) proposal.
Temporary or permanent transfer of any of the above named key personnel within the Oklahoma MMIS Project or temporary or permanent transfer of any of the above named key personnel between projects shall require prior written approval of OHCA, which shall not be unreasonably withheld.
Should the same Contractor be awarded both the MMIS Reprocurement and PI Replacement System contracts, it would not be required to duplicate all the key personnel listed under the PI Replacement System and PI System Operations sections above.

7.5.5 Termination of Personnel

The PRT shall monitor the Contractor(s) efforts and account for all work to be performed by Contractor(s) personnel.  The PRT shall determine whether Contractor(s) personnel are performing satisfactorily at the appropriate skill levels specified in the RFP, the Contractor(s) Proposal, and the approved work plan.

The Contractor(s) shall not alter the numbers and distribution of MMIS staff in its proposal without the prior written approval of OHCA, which shall not be unreasonably withheld.

OHCA may require the Contractor(s) to relieve any of the Contractor(s) personnel from any further work under this contract if in its sole opinion:

1. The individual does not perform at the applicable skill level specified in the RFP, the Contractor(s) proposal, and the approved work plan.

2. The individual does not deliver work that conforms to the performance standards stated in the RFP, the Contractor(s) proposal, and the approved work plan.

3. Personality conflicts with OHCA personnel hinder effective progress on the work of the project or unit to which the individual is assigned.

Upon being notified in writing by OHCA that an employee of the Contractor(s) is unacceptable, the Contractor(s) shall immediately remove that individual from any assignments on the contract.

7.5.6 Replacement of Terminated Personnel

If OHCA notifies the Contractor(s) that a replacement is required for a Contractor(s) Key Staff who has been relieved from work under this contract, the Contractor(s) Account Manager shall deliver to OHCA, resumes of at least two candidates for each position specified in the notice, within 20 State of Oklahoma business days after receipt of notice.

Within three State of Oklahoma business days after receipt of the resumes of proposed replacement candidates, OHCA shall contact the Contractor(s) Account Manager to state which, if any, of the proposed candidates have been rejected upon review of their resumes, and they shall schedule interviews with the others.  OHCA may reject any candidate for whom the Contractor(s) Account Manager is unable to schedule an interview within three State of Oklahoma business days following the contact, and may reject any candidate following their interview.  If OHCA requires it, the Contractor(s) Account Manager shall submit resumes of an additional replacement candidate for each rejected candidate.  OHCA shall complete the selection of candidates within two State of Oklahoma business days after the final candidate interview.  Upon completion of candidate selection, OHCA and the Contractor(s) Account Manager shall schedule the start dates of the selected candidates, which shall not be later than 10 State of Oklahoma business days after the selection.  The above timeframes shall be adhered to unless a longer period of time is agreed to by both parties.
7.6 Location of Contractor(s) Facilities

Due to the nature of the contract and the need for close coordination with OHCA's personnel, the Contractor(s) must maintain an office in Oklahoma and within a 10 mile radius of the Oklahoma State Capitol.  The Contractor(s) must identify where (the location) each MMIS-related and Contractor(s) service function will be performed.  This office must be utilized to house the Contractor(s) staff during the life of the contract for performance of MMIS DDI phase, as well as the operations phase including, but not limited to:

1. Contract administration/State liaison (key personnel).

2. Claims receipt, pre-screening, and putting claims and other documents to electronic format or image.

3. Data entry (hard-copy and electronic media claim (EMC) transactions) may occur at the Contractor(s) Oklahoma site or another location at the approval of OHCA.

4. Edit/audit claim records processing (suspense resolution).

5. System modifications staff (at a minimum, a systems manager and 100 programmer/analysts of which 50% shall be on-site at the Contractor(s) Oklahoma facility).

6. Business operations (check requests to OHCA, Office of Financial Management, accounts receivable handling, cash activity, check/remittance, advice mailing).

7. Production of newsletters, manuals, and bulletins.

8. Storage of paper claim records and other required documents at the Contractor(s) staff site and not a remote storage location.
9. Storage of dental molds at the Contractor(s) staff site and not a remote storage location.

10. Provider relations, providing initial provider training on MMIS use and continued on-going training for provider use of electronic claims capture and enrollment of providers. 

11. Customer service, fielding provider inquiry on claim status and providing response and working claims resolution.

12. Report printing on laser printers on paper size specified by OHCA.

The Contractor(s) may perform other MMIS functions, including computer processing, outside of the Oklahoma City, Oklahoma area but within the continental United States.  OHCA shall approve the location of the Contractor(s) Oklahoma office and computer installation(s) for all MMIS functions and activities.  The Contractor(s) may not change the location(s) of its facility(s) except for good cause and with the prior written consent of OHCA, which consent shall not be unreasonably withheld.

In addition, the Contractor(s) must maintain, and make available, office space for 10 OHCA and/or consultant personnel for the entire duration of the MMIS DDI Phase and for 2 OHCA personnel for the remaining term of the contract.  This space must be contiguous to the Contractor(s) project staff during the respective phases.  The Contractor(s) is responsible for all costs to acquire, furnish, operate, and maintain the Oklahoma State office suite as specified in subsections 3.1.2.4 Location of FA Operations and 3.1.2.5 MMIS Equipment and Office Need.
The PI Contactor is not required to adhere to the location requirements in this subsection but the location selected by the PI Contactor must be approved by OHCA.  Items 1 and 12 of this subsection are applicable the PI Contactor.  The location requirements of the PI Replacement System modification staffing are specified in subsection 3.2.2.2 System Modification Team Staffing Requirements.

7.7 Use and Delivery of Files

Upon the written request of OHCA during the MMIS DDI or operation phases, the Contractor(s) shall deliver to OHCA copies of any data or program file(s) in the MMIS.  Each request shall identify the files and the version, sequence, media and number of copies desired.  The Contractor(s) shall fulfill each request within three State of Oklahoma business days of its receipt.  The Contractor(s) shall receive no additional compensation for production and delivery of such files.

7.8 Backup Procedures

The Contractor(s) shall maintain in a separate and safe place additional copies of all MMIS records and OHCA data required to be maintained or additional tapes or disks necessary to reproduce all such records and OHCA data.  The Contractor(s) shall use reasonable care (minimally meeting applicable IRS standards) to minimize the likelihood of all damage, loss of data, delays, and errors resulting from an uncontrollable event, and should such damage, loss of data, delays, and errors occur the Contractor(s) shall use its best efforts to mitigate the effects of such occurrence.  At OHCA’s request, the Contractor(s) shall deliver to OHCA a monthly backup tape of all OHCA's data at the Contractor(s) expense.  In the event of loss of data by the Contractor(s), the Contractor(s) shall regenerate the lost data at the Contractor(s) expense.

7.9 Equipment and Products

7.9.1.1 Equipment – Products Procurement

The Contractor(s) or subcontractor's purchases of supplies, equipment, services, etc. must be accomplished in accordance with all applicable Federal and State laws and the regulations promulgated there under.  OHCA reserves the right to require the Contractor(s) to use small business and/or minority Contractor(s). 
7.9.1.1.1 Local Area Network (LAN) Support

Upon the written requests of OHCA, Contractor(s) shall provide, and be reimbursed by OHCA for, data processing products and/or services on behalf of OHCA in support of OHCA’s Local Area Network (LAN) to ensure adequate compatibility and the ongoing operations of the MMIS.  To ensure that such data processing purchases do not conflict with the State of Oklahoma’s IT procurement rules.  All purchases must be approved by OHCA.  Any purchase made without securing the required signature of approval will not be reimbursed by OHCA.
In the event OHCA procures products and/or services through the State’s procurement system that require MMIS integration, OHCA and the Contractor(s) shall agree upon the compatibility of such products and services with the MMIS prior to issuing an acquisition.  

Except where otherwise identified as hardware or software licensed in support of a service provided by the Contractor(s) or its subcontractors to OHCA, all hardware and software developed using federal funding, and related equipment bought pursuant to this contract, will be the property of OHCA.  Title for all software that is either COTS or modified COTS will not pass to the Contractor(s) or OHCA.  However, where permitted by the COTS’ vendor, the Contractor(s) will assign what license rights it has been granted for COTS or modified COTS to OHCA upon contract completion and/or termination.

7.9.1.1.2 Purchase of Supplies

The Contractor(s) shall acquire, store and disburse during the term of the contract, at its expense, all forms, paper, microfilm, microfiche, film, CDs, DVDs, magnetic tapes and all other supplies necessary to document, record or transmit information or to perform its processing functions in connection with the successful MMIS design, development, testing, implementation, operation, maintenance, and modification.

7.9.1.2 Site Preparation

No item of equipment shall be delivered to OHCA or accepted unless and until the Contractor(s) has determined and certified that the installation site for that item meets the site specifications furnished by the Contractor(s) (and approved by OHCA) and that no further site preparation is necessary.  If additional site preparation is required, the Contractor(s) will reimburse OHCA for the cost thereof, if the additional cost is due to an error in Contractor(s) specifications or certifications of that site.

7.9.1.3 Delivery and Installation

The Contractor(s) will arrange for transportation, delivery, and installation of the equipment at OHCA's/ Contractor’s location, subject to subsection 7.9.1.2 Site Preparation.
The equipment shall be delivered and made operational to OHCA according to the approved work plan schedule.  If the Contractor(s) fails to make delivery within the agreed upon period for reasons other than failure of OHCA/Contractors to meet site specifications, in addition to any other legal remedies OHCA may have, OHCA shall have the right to cancel its approval of the placement order at any time between the expiration of the applicable period and actual delivery.  Otherwise, a placement order may be canceled, or delivery postponed, only once, by written notice given not less than 30 calendar days before the initially scheduled delivery date.

7.9.1.4 Equipment Identification

OHCA reserves the right, for inventory purposes only, to require the Contractor(s) to affix a label to all rented, leased, or purchased equipment obtained from the Contractor(s) under this contract.  The label will identify the equipment as "State of Oklahoma" and contain the manufacturer's serial number or OHCA's internal property number.  If affixed, the label will be removed by the Contractor(s) at the expiration of the lease or rental term for leased or rented equipment.  All equipment must be clearly identified in the Contractor(s) proposal as either purchased or leased/rented.  All equipment purchased must be owned by the State and transferred to the State in accordance with State and Federal laws.

7.9.1.5 Acceptance Test

Except as provided hereinafter, no charges will accrue to OHCA for any leased, rented, or purchased item of equipment and/or COTS software obtained under this contract until the item of equipment, software or feature has passed an acceptance test.  An item of equipment or COTS software shall be deemed to have passed the test once it has been delivered, installed at the site, and is operational, based on the following definitions and conditions:

1. The delivery date is the date on which the OHCA receives the equipment or COTS software.

2. The installation date is the date on which the Contractor(s) certifies that the item of equipment or COTS software is installed at the site and ready to operate pursuant to Contractor(s) installation policy.

3. The acceptance date is the date on which the equipment or COTS software has operated effectively for ninety (90) continuous calendar days in accordance with published specifications.

4. The performance period is the period between the installation date and the acceptance date.

For leased, rented, or purchased equipment and COTS software, charges will be due and payable by OHCA on the acceptance date.

In cases where OHCA’s action has delayed the implementation of equipment or software, the required number of performance period days of consecutive operation will be reduced one day for every day of delay.

In the event an item of equipment, software, or a feature does not pass the acceptance test during the initial performance period, the acceptance test shall recommence at a new installation date and continue until the required number of consecutive business days is achieved.  If an item of equipment, software or a feature fails to pass the acceptance test after ninety (90) calendar days from its installation date, OHCA may at its option request and receive a replacement, or accept the equipment at its demonstrated level of performance.  Such acceptance does not release the Contractor(s) from any other obligation under the contract, including, but not limited to, subsection 8.2 Liquidated Damages – Failure to Meet Performance Requirements.  Acceptance test measurements are as follows:

1. The acceptance test level for an item of equipment or COTS software is computed by dividing downtime (as defined below) for that item or feature by operational use time, multiplying the result by one hundred (100), and subtracting that result from one hundred- percent (100%).

2. Operational use time as defined herein shall be the number of hours the equipment or COTS software must be available to OHCA in the ninety (90) calendar day test period.

3. Downtime for an item of equipment or COTS software is defined as operational use time hours during which the item of equipment, software or feature is inoperable because of causes other than those external to the Contractor(s) control.  Downtime for each incident shall run from the time OHCA contacts the Contractor(s) Project Manager (or designated representative) by telephone until access to the functionality is restored to OHCA in proper operating condition.

7.9.1.6 Maintenance Acceptance

The Contractor(s) shall be responsible for all maintenance of equipment and software related to this contract.  This will be done at no additional cost to OHCA above the prices proposed in the Contractor(s) Pricing Schedules Appendix K: Pricing Schedules – MMIS Reprocurement (Schedule A11) for the period of time the MMIS and any selected enhancements are operated. 
The Contractor(s) shall provide and maintain, as required in subsection 3.2.1.2 System Maintenance Team Staffing Requirements, a staff of systems professionals in the Maintenance Support Group.  These individuals, and all of their required equipment, space, supplies, and overhead, shall be provided to OHCA pursuant to this contract.  The staff shall be provided at no additional cost to OHCA above the prices proposed in the Contractor(s) Pricing Schedules Appendix K: Pricing Schedules – MMIS Reprocurement (Schedule A11) for the period of time the MMIS and any selected enhancements are operated.

7.9.1.7 Risk of Loss

The Contractor(s) (and its insurers, if any) shall bear all risk of loss to the equipment or software that occurs in transit to the OHCA site.  The risk of loss or damage to purchased equipment shall remain with the Contractor(s) until OHCA has accepted the equipment.

The Contractor(s) shall also bear the risk of loss or damage to leased or rented equipment during the State's use and possession thereof until OHCA exercises its purchase option and title has passed to the State.  In no event shall the Contractor(s) be liable for loss or damage due to the negligence of the State or other OHCA Contractors.
7.9.1.8 Title

Title to each item of equipment sold to OHCA under this contract shall remain with the Contractor(s) until the purchase price for each item (reduced by any offsets or credits), has been paid by OHCA.  Title, free of any encumbrances, shall then pass to OHCA, and the Contractor(s) shall then execute and deliver such instruments of transfer as OHCA may reasonably require.  All equipment purchase payments under this contract shall be scheduled for completion prior to the termination of the contract.

Title to each item of equipment leased or rented under this contract shall remain in the Contractor(s) name until the purchase option has been exercised and the option price is paid.  Thereupon, title shall pass to the State, and the Contractor(s) shall then execute and deliver such instruments of transfer as OHCA may reasonably require.

Title to any accessories furnished by the Contractor(s) shall follow title to the equipment to which they relate.

7.9.1.9 Equipment Warranties

With respect to each item of equipment to be delivered hereunder, the Contractor(s) represents and warrants as follows:

1. All equipment delivered for purchase hereunder shall be new.  "New" means unused since its manufacture, but new equipment may contain some components that are not new.  In the case of leased equipment, the Contractor(s) may provide remanufactured or reconditioned equipment, if that fact is disclosed before the lease obligation is undertaken by OHCA, and if the equipment is warranted to operate as new.

2. OHCA's use and possession of any equipment delivered hereunder will not be interrupted or disturbed by the Contractor(s) or by any person claiming by, under or through the Contractor(s), provided OHCA is not in default of any payments due for that machine or otherwise in breach of this contract.  None of the equipment shall be subject to any lien, claim, or other encumbrance, which is inconsistent with this warranty.

3. All equipment delivered hereunder shall operate in accordance with the physical, performance and other specifications and representations applicable under this contract.

4. For a period of time commencing on the acceptance date and expiring with the term of the contract, the Contractor(s) agrees to repair or replace, as is necessary, all equipment or part thereof that ceases to operate, in accordance with this contract's terms and conditions; technical specifications; or acceptance criteria.  Such repair or replacement shall be performed by the Contractor(s) at no charge to the OHCA for such costs related to the repair as labor, replacement parts, shipping (either of the replacement parts to the OHCA or the defective part back to the Contractor(s)), delivery, installation, or any other cost incurred in the repair.  

The warranties in this subsection do not replace or diminish any other warranties stated in this contract.

The Contractor(s) shall not be liable under this subsection for the failure of any equipment furnished by the Contractor(s) under this contract due to the use of an attachment, feature, or device that was supplied by a different manufacturer and was not approved in writing by the Contractor(s).  The approval of the use of any such attachment, feature, or device shall not be deemed a representation, warranty, or understanding by the Contractor(s) regarding the modification, including its performance in conjunction with the Contractor(s) equipment.

7.9.1.10 State Owned Equipment on Contractor(s) Property

The Contractor(s) must supply all equipment at their site(s) that is necessary to fulfill the requirements of this contract.  Should OHCA decide to place any equipment, owned or leased by OHCA, on Contractor(s) owned or leased property, the equipment will remain the property of OHCA.

The Contractor(s) shall be responsible for the proper custody and care of any OHCA-owned property furnished for the Contractor(s) use in connection with the performance of this contract, and the Contractor(s) will reimburse OHCA for its loss or damage, normal wear and tear excepted.

7.10 Payments, Reimbursements, and Deductions
Payment for all services provided under this contract will be in accordance with the reimbursement methodology defined in the subsections below.  DDI Phase payments will be made upon satisfactory completion of the takeover of the Oklahoma MMIS and installation of the DDI phase enhancements according to the schedule defined in subsection 7.10.2 DDI Enhancements.  Payments for the operational enhancements will be made according to the schedule defined in subsection 7.10.3 Operational Enhancements.
Payments for the PI Replacement System will be made according to the schedule defined in subsection 7.10.4 PI Replacement System .  Payments for the operations phase will be made according to the schedule defined in subsection 7.10.5 Operations Phase.  
7.10.1 MMIS Takeover
OHCA will pay a Firm Fixed Price for all deliverables for the MMIS Takeover.  These prices are outlined in Appendix K: Pricing Schedules – MMIS Reprocurement (Schedule A).

For the successful achievement of the deliverables for the MMIS Takeover stated in subsection 7.3.13 MMIS Takeover Deliverables, payment will be made on the following basis:

1. Twenty percent (20%) of MMIS Takeover costs proposed on Appendix K: Pricing Schedules – MMIS Reprocurement (Schedule A) upon OHCA approval of all Planning Activity deliverables.

2. Thirty percent (30%) of MMIS Takeover costs proposed on Appendix K: Pricing Schedules – MMIS Reprocurement (Schedule A) upon OHCA approval of all System/Verification/Validation Testing Activity deliverables.

3. Thirty percent (30%) of MMIS Takeover costs proposed on Appendix K: Pricing Schedules – MMIS Reprocurement (Schedule A) upon OHCA approval of all Operational Readiness Activity deliverables.

4. Twenty percent (20%) of MMIS Takeover costs proposed on Appendix K: Pricing Schedules – MMIS Reprocurement (Schedule A) upon OHCA approval of takeover and start of full operations.

7.10.2 DDI Enhancements

OHCA will pay a Firm Fixed Price for all deliverables for the enhancements initiated during the DDI phase.  These prices are outlined in Appendix K: Pricing Schedules – MMIS Reprocurement (Schedule A).
For the successful achievement of the deliverables for the DDI Enhancements stated in subsection 7.3.14 DDI Enhancements Deliverables, payment will be made on the following basis:

1. Twenty percent (20%) of DDI Enhancements costs proposed on Appendix K: Pricing Schedules – MMIS Reprocurement (Schedule A) upon OHCA approval of all Design Activity deliverables.

2. Twenty percent (20%) of DDI Enhancements costs proposed on Appendix K: Pricing Schedules – MMIS Reprocurement (Schedule A) upon OHCA approval of all Development/Testing Activity deliverables.

3. Twenty percent (20%) of DDI Enhancements costs proposed on Appendix K: Pricing Schedules – MMIS Reprocurement (Schedule A) upon OHCA approval of all Conversion Activity deliverables.

4. Thirty percent (30%) of DDI Enhancements costs proposed on Appendix K: Pricing Schedules – MMIS Reprocurement (Schedule A) upon OHCA approval of all Acceptance Test Activity deliverables.

5. Ten percent (10%) of DDI Enhancements costs proposed on Appendix K: Pricing Schedules – MMIS Reprocurement (Schedule A) upon OHCA-approved Contractor(s) start of DDI Enhancements operations.
For any enhancement that does not require a conversion activity deliverable as stated in number three (3) above, that 20% payment would be added to the 10% payment for completion of the operations deliverable, making the operations payment in number five (5) above worth 30% of the overall payment for such enhancement.
7.10.3 Operational Enhancements

OHCA will pay a Firm Fixed Price for all deliverables for each enhancement associated to the Operational Enhancements. Based on the current schedule, Operational Enhancements will be initiated at different time periods throughout the contract. These prices are outlined in Appendix K: Pricing Schedules – MMIS Reprocurement (Schedule B).

For the successful achievement of the deliverables for the Operational Enhancements stated in subsection 7.3.15 Operational Enhancements Deliverables, payment will be made on the following basis:

1. Fifteen percent (15%) of Operational Enhancements costs proposed on Appendix K: Pricing Schedules – MMIS Reprocurement (Schedule B) upon OHCA approval of all Design Activity deliverables.

2. Twenty percent (20%) of Operational Enhancements costs proposed on Appendix K: Pricing Schedules – MMIS Reprocurement (Schedule B) upon OHCA approval of all Development/Testing Activity deliverables.

3. Twenty percent (20%) of Operational Enhancements costs proposed on Appendix K: Pricing Schedules – MMIS Reprocurement (Schedule B) upon OHCA approval of all Conversion Activity deliverables.

4. Twenty percent (20%) of Operational Enhancements costs proposed on Appendix K: Pricing Schedules – MMIS Reprocurement (Schedule B) upon OHCA approval of all Acceptance Test Activity deliverables.

5. Fifteen percent (15%) of Operational Enhancements costs proposed on Appendix K: Pricing Schedules – MMIS Reprocurement (Schedule B) upon OHCA approval of Contractor(s) start of the Operational Enhancements operations.

6. Ten percent (10%) of Operational Enhancements costs proposed on Appendix K: Pricing Schedules – MMIS Reprocurement (Schedule B) upon receipt of written approval from CMS for certification of the Operational Enhancements.
For any operational enhancement that does not require a conversion activity deliverable as stated in number three (3) above, that 20% payment would be divided equally between the acceptance test deliverable stated in number four (4) and the operations deliverable stated in number five (5) above.  As a result, the acceptance test deliverable would become 30% of the overall payment and the operations deliverable would become 25% of the overall payment for such operational enhancement.

For any operational enhancement that does not require CMS certification as stated in number six (6) above, that 10% payment would be divided equally between the acceptance test deliverable stated in number four (4) and the operations deliverable stated in number five (5) above.  As a result, the acceptance test deliverable would become 25% of the overall payment and the operations deliverable would become 20% of the overall payment for such operational enhancement.

For any operational enhancement that does not require a conversion activity deliverable or CMS certification as stated in numbers three (3) and six (6) above, those percent payments would be added together and divided equally between the acceptance test deliverable stated in number four (4) and the operations deliverable stated in number five (5) above.  As a result, the acceptance test deliverable would become 35% of the overall payment and the operations deliverable would become 30% of the overall payment for such operational enhancement.
7.10.4 PI Replacement System 

OCHA will pay a Firm Fixed Price for all deliverables for the PI Replacement System.  These prices are outlined in Appendix K: Pricing Schedules – MMIS Reprocurement (Schedule C).

For the successful achievement of the deliverables for the PI Replacement System stated in subsection 7.3.16 PI Replacement System Deliverables, payment will be made on the following basis:

1. Fifteen percent (15%) of PI Replacement System costs proposed on Appendix K: Pricing Schedules – MMIS Reprocurement (Schedule C) upon State approval of all Design Activity deliverables.

2. Twenty percent (20%) of PI Replacement System costs proposed on Appendix K: Pricing Schedules – MMIS Reprocurement (Schedule C) upon State approval of all Development/Testing Activity deliverables.

3. Twenty percent (20%) of PI Replacement System costs proposed on Appendix K: Pricing Schedules – MMIS Reprocurement (Schedule C) upon State approval of all Conversion Activity deliverables.

4. Twenty percent (20%) of PI Replacement System costs proposed on Appendix K: Pricing Schedules – MMIS Reprocurement (Schedule C) upon State approval of all Acceptance Test Activity deliverables.

5. Fifteen percent (15%) of PI Replacement System costs proposed on Appendix K: Pricing Schedules – MMIS Reprocurement (Schedule C) upon OHCA approval of contractor start of the PI Replacement System operations.

6. Ten percent (10%) of PI Replacement System costs proposed on Appendix K: Pricing Schedules – MMIS Reprocurement (Schedule C) upon receipt of written approval from CMS for certification of the PI Replacement System.

7.10.5 Operations Phase

The Contractor(s) shall be paid the firm fixed price proposed in effect for each year of operations, in equal monthly installments.  Such payments shall include all charges for data processing, claim/encounter processing, systems modification support, and Contractor(s) responsibilities as described in section 4 Scope of Work – Functional Requirements.  For each Operational Enhancement, the Contractor(s) shall be paid the firm fixed price for each deliverable stated in subsection 7.10.3 Operational Enhancements.  Operations costs shall include all charges related to the operation of the Operational Enhancements and all other Contractor(s) responsibilities described in section 4 Scope of Work – Functional Requirements for this function's operations activity.

7.10.5.1 Adjustment of Operations Payments

The total amount payable each year for the MMIS service shall remain fixed unless the adjudicated claim/encounter volume falls outside the estimated range for that year.  Should the actual claim/encounter volume for a given year fall outside the estimated volume, a year-end financial adjustment to the amount payable for operations for that year will be made using the following procedure as incorporated in a formal modification of the contract for that year:

1. A unit value will be calculated by dividing the price proposed for that year by the maximum estimated number of adjudicated claims processed for that year.

2. If the actual volume of adjudicated claims processed during the operational year falls below the minimum figure in the volume range, the Contractor(s) shall reimburse OHCA a portion of the fixed price as defined by the following calculation: the minimum base figure for the estimated claim/encounter volume range minus the actual claim/encounter volume times forty percent (40%) of the calculated unit value for the contract year.  

3. The claim/encounter volume parameters will be adjusted to reflect a twenty percent (20%) variance around a new midpoint based on that actual claim/encounter volume times the expected volume increase factor for that next year.

4. If the actual adjudicated claim/encounter volume exceeds the estimated volume range for the contract year, OHCA will make an additional payment to the Contractor(s) in accordance with the following calculation:  actual claim/encounter volume minus the highest estimated volume figure times forty percent (40%) of the calculated unit value for the contract year.

5. If the adjudicated claim/encounter volume for year-end exceeds the estimated range for that year, the claim/encounter volume parameters for the next year will be automatically adjusted to reflect a twenty percent (20%) variance around a new midpoint that is based on the actual claim/encounter volume times the expected volume increase factor for each year.
Contractor(s) reimbursement for the option year shall be negotiated using the following procedure and incorporated into the contract in effect for that year:  

1. For the first option year only, the operations price in effect for SFY2016 shall be reduced by an amount, agreed to by OHCA and the Contractor(s) that represents the reasonable costs for turnover activities.  The agreed to amount will be added to the cost for the first optional operational year (SFY2017) and the process will be duplicated for each optional year moving one year forward for each calculation.

2. A unit value for an option year will be calculated as the price in effect for the current year, divided by the maximum claim volume estimate for that year.  
3. The unit value shall be adjusted by an amount not to exceed forty percent (40%) of the annual increase of the Consumer Price Index (CPI) for the Oklahoma City SMSA (Standard Metropolitan Statistical Areas) for the most recent year.

4. A maximum estimate of claim/encounter volume for the option year will be established by OHCA.

5. The option year price will be calculated as the unit value multiplied times the maximum estimated claim/encounter volume for the option year.

6. Contractor(s) payments will be made in equal monthly installments.

7. Year-end financial adjustments will be made according to the procedures defined for base contract operations years.

Operations costs shall include all charges for system modification support, report production, claims receipt and processing, and all other Contractor(s) responsibilities described in section 4 Scope of Work – Functional Requirements for those activities.  Any additional modification hours above the 168,000-actual-hours included in the firm fixed claim price will be paid at the firm fixed price per modification hour in Appendix K: Pricing Schedules – MMIS Reprocurement (Schedule A11).  

The Contractor(s) shall be required to develop an automated fee billing report that displays the total number of claims processed in each billing period and year-to-date totals of all claims processed by claim type.  In addition, the fee billing report must present work-in-process statistics, by workstation, as well as counts of disallowances by reason.  The format of the fee billing report shall be subject to OHCA approval.

In the first month at the start of operations or any subsequent month(s) for which full system operation is not available, including reporting subsystems, no operations payment shall be available, nor shall it be recoverable.
Subsection 7.10.5.1 is not applicable to the PI Replacement System contractor. 
7.10.5.2 Maintenance Activity
The cost for providing ongoing systems maintenance support, as defined in subsection 3.2.1 MMIS Maintenance, are all-inclusive costs.  As such, they include computer costs, personnel time, documentation, and overhead.  The all-inclusive costs must be included in the fixed price proposed for each contract operations year.  

7.10.5.3 Modification Activity
7.10.5.3.1 Modification Activity – MMIS
The cost for providing ongoing systems modification support, as defined in subsection 3.2.2 MMIS Modification Task, are all-inclusive.  As such, they include computer costs, personnel time, documentation, and overhead.  The all-inclusive costs must be included in the fixed price proposed for each contract operations year.  

As described in subsection 3.2.2.2 System Modification Team Staffing Requirements, this activity requires full-time, on-site support from:

1. Systems manager.

2. 100 systems programmer/analysts, 50% of which must be on-site in Oklahoma City.

All staff persons are expected to contribute 150 hours of productive work per month.  This number takes into account vacation time, sick leave, training, and other activities necessary to promote a stable, well-trained, and compensated staff member.  However, the required hours must only include productive work hours and may not be made up of activities such as corporate orientation or human resource training.  Productive work hours are only those hours spent which directly contribute to the modification of the OK MMIS.  Only such items as coding, requirements definition meetings, system testing, system documentation, and JAD sessions can be counted toward the productive hours.  The hours devoted to supervision or management (including Modification management) can be counted as “productive’ hours, but can make up no more than fifteen percent (15%) of the total modification hours reported.  For example, a team of 10 modification staff must contribute 1500 hours of productive work per month.  Of the 1500 hours, 225 can be devoted to supervision or management.  Management hours must be reported separately and be uniquely identifiable.  In addition to the Systems Manager and the 100 system programmer/analysts, the Contractor(s) shall also provide other full-time programmer/analysts on and off site.  Additional hours outside the base may be allocated at the discretion of OHCA.
All modification staff hours must be reported to OHCA on a monthly basis.  The hours must be broken down by the type of activity performed.  All modification staff hours must be traceable back to the employee's time sheets and are subject to monthly audit by OHCA or OHCA’s independent auditor.  All reported hours must indicate the staffing level of the employee performing the activity.  All modification staff hours must be traceable back to the project for which the work is being performed.

7.10.5.3.2 Modification Activity – PI Replacement System
The cost for providing ongoing systems modification support, as defined in subsection 3.2.2 MMIS Modification Task, are all-inclusive.  As such, they include computer costs, personnel time, documentation, and overhead.  The all-inclusive costs must be included in the fixed price proposed for each contract operations year.  

As described in subsection 3.2.2.2 System Modification Team Staffing Requirements, this activity requires support from:

1. Systems manager.
2. Business Analyst.
3. Nine business analysts/programmer analysts or equivalent number of hours, with 20% of staff time on-site.

The required hours must only include productive work hours and may not be made up of activities such as corporate orientation or human resource training.  Productive work hours are only those hours spent which directly contribute to the modification of the PI Replacement System.  Only such items as coding, requirements definition meetings, system testing, system documentation, and JAD sessions can be counted toward the productive hours.  The hours devoted to supervision or management can be counted as “productive’ hours, but can make up no more than fifteen percent (15%) of the total modification hours reported.  For example, a team of 10 modification staff must contribute 1500 hours of productive work per month.  Of the 1500 hours, 225 can be devoted to supervision or management.  Management hours must be reported separately and be uniquely identifiable.  In addition to the Systems Manager and the 10 system programmer/analysts, the PI contractor shall also provide other full-time programmer/analysts as necessary.  Additional hours outside the base may be allocated at the discretion of OHCA.
All modification staff hours must be reported to OHCA on a monthly basis.  The hours must be broken down by the type of activity performed.  All modification staff hours must be traceable back to the employee's time sheets and are subject to monthly audit by OHCA or OHCA’s independent auditor.  All reported hours must indicate the staffing level of the employee performing the activity.  All modification staff hours must be traceable back to the project for which the work is being performed.

7.10.5.4 Turnover Activity
No separate payment will be made for the Turnover Activity activities defined in subsection 3.4 MMIS FA Turnover.  Any anticipated costs should be included in the price proposed for the last full year of operations under the base contract on Appendix K: Pricing Schedules – MMIS Reprocurement (Schedule A11).  

To provide a Contractor(s) incentive to fully support the turnover of the Oklahoma MMIS, supporting files, and other documentation to OHCA or the successor Contractor(s), ten percent (10%) of the monthly contract operations payments for the last six months of the contract will be retained until all turnover responsibilities are completed.

7.10.5.5 Deductions from Payments

Following proper notification as pursuant subsection 7.1.3 Notices to the Contractor(s), OHCA may deduct from any payments due the Contractor(s) the calculated amount of annual adjustments in operations payments due to a lower than estimated claim volume or modification support.  All offsets against payments will be made in accordance with the procedures defined by OHCA and will occur with the next payment due the Contractor(s).

7.10.5.6 Recoupment and Erroneous Payments

During the Operations Phase, OHCA may direct the Contractor(s) to recoup amounts from sums payable to a provider.  A recoupment shall consist of a negative adjustment to a previous payment(s).  The Contractor(s) shall not affect any recoupment except upon the prior written authorization of the OHCA written designee.

An erroneous payment is any part or all of any payment made with respect to a claim that should not have been paid according to the then applicable criteria for payment provided by OHCA.  The Contractor(s) shall be liable to OHCA for all erroneous payments.  Upon the Contractor(s) discovery of an erroneous payment, the Contractor(s) shall notify OHCA orally and in writing within twenty four (24) hours of its discovery.  All of the circumstances relating to the cause and the effect of each such error, including the identification of each provider affected, the amount of overpayment or underpayment made to the provider, and the identification of all affected claims, shall be furnished to OHCA as quickly as possible but in any event no later than five State of Oklahoma business days after discovery.

Upon its receipt of a written direction from OHCA ordering it to undertake a recoupment, the Contractor(s) shall complete all steps necessary to implement the recoupment for all affected claims before the end of the next pay cycle occurring after its receipt of the direction.  In the event that the volume of claims affected by the direction or the complexity of the recoupment activity is so great as to make it impossible for the Contractor(s) to fulfill the requirements of the preceding sentence, the Contractor(s) shall notify OHCA in writing, within 24 hours of its receipt of the direction, of the earliest time frame within which it can implement the recoupment.  After consideration of the circumstances described by the Contractor(s), OHCA shall grant in writing whatever extension of time he or she deems necessary to implement the recoupment.  The Contractor(s) shall pay to OHCA any portion of an erroneous payment not recouped within 180 calendar days of its receipt of the direction initiating its recoupment.  The Contractor(s) shall make such payment to OHCA within seven calendar days of the expiration of the 180 calendar day period.

OHCA shall not be liable to the Contractor(s) for any repayment amount due which is not recovered by recoupment from providers.  The Contractor(s) may only initiate independent recovery procedures and actions with the prior written approval of OHCA once the recoupment process described herein has been completed and a repayment amount remains outstanding.  If OHCA recovers any erroneous payments for which the Contractor(s) has reimbursed OHCA, OHCA shall notify the Contractor(s) who shall then submit an invoice for the returned amount.

7.10.6 General Payment Provisions

7.10.6.1 Conditions of Payment

1. Completion of the RFP process and issuance of a PO.
2. OHCA will withhold all payments otherwise due until it has received from OHCA’s CEO, a fully executed copy of the award notice or amendment or modification to this contract, and approval from CMS if required.  

3. Completed Delivery.

4. Unless otherwise approved by OHCA, any item of equipment, software, maintenance, training, or other property or services deliverable by the Contractor(s) under this contract must be delivered before any charges can accrue on that item.

7.10.6.2 Prohibition Against Advance Payments

No payment shall be made by OHCA in advance of, or in anticipation of, services actually performed and/or supplies furnished under this contract.  Monthly invoices must be submitted for work performed the previous month or earlier.

7.10.6.3 Tax Exempt Status

OHCA represents that it is exempt from Federal excise, State, and local taxes, and those sales are exempted from Oklahoma sales and use taxes.  If in the future OHCA becomes subject to any such taxes, OHCA shall reimburse the Contractor(s) for any cost or expense incurred.  Any other taxes imposed on the Contractor(s) on account of this contract shall be borne solely by the Contractor(s).

7.10.6.4 Invoice Processing

The Contractor(s) agrees to submit to OHCA its invoices for one-time charges such as deliverable acceptances promptly following the delivery and acceptance of such goods and services.  The Contractor(s) agrees to submit to OHCA its invoices for recurring charges on or about the last day of each calendar month for which such charges are incurred or as quickly as "actual" costs are received. 

The Contractor(s) shall submit invoices each month for payment due under this contract.  The invoice shall be produced in a format specified by OHCA, and shall include at a minimum the following information: Contractor(s) name, invoice number, description of service(s), date(s) of service, amount(s) billed, contract number.  If OHCA rejects an invoice submitted for payment, the Contractor(s) shall be notified within 30 calendar days of the rejection with a statement of the reasons for its rejection.  OHCA shall have forty-five (45) calendar days to pay a proper invoice.  If OHCA fails to pay an invoice within that time, Contractor shall have the right to interest upon the invoice in an amount consistent with 62 Okla. Stat. § 41.4b.

7.10.6.5 Actual Cost Based Reimbursement

The following subsections address the only items that shall be reimbursable to the Contractor(s) monthly, during the operations phase for the "actual" costs.  These items will be subject to separate reporting and monthly invoicing procedures.

7.10.6.5.1 Postal Costs

All postage required for mailing correspondence, policies, billing instructions, and forms relating to the operation of the MMIS.  The Contractor(s) shall exert all reasonable efforts to employ any commercially available techniques such as bulk mailing, consolidation of mailing and zip code pre sorting, or the use of carriers other than the USPS to reduce any postage costs assumed by OHCA.  For the purpose of this subsection, "postage" shall include amounts charged by commercial carriers, except that the Contractor(s) shall not employ the services of commercial carriers without the prior written approval of OHCA.

1. The MMIS shall store and generate "zip + 4" codes to be used on all mailings.  The system shall also provide a capability to print postal service bar codes for addresses.  The Contractor(s) shall provide a USPS-approved software package to streamline mailings and reduce postage costs.  The package shall include the following features:

1.1. Corrects misspelling in city and street names.

1.2. Standardizes address elements to USPS specifications (i.e., NE, AVE, LANE, etc.).

1.3. Verifies/corrects/adds zip code, zip + 4 code, and carrier route code.

1.4. Removes embedded spaces and rearranges street address, city, State, and zip information into the standard USPS format.

1.5. Generates Postal Service Form 3553 (CASS), or current USPS requirement, which must accompany every mailing submitted at an automation-based rate and verifies that the mailing meets USPS requirements.

1.6. Report records that the product could not code to allow for manual address correction.

1.7. Prints a bar code on any address (label, notice, letter, or warrant) to be used for mailing.

7.10.6.5.2 Identification Card Costs

All costs for producing member identification cards relating to the operation of the MMIS shall be paid by the Contractor(s) who shall be reimbursed monthly for its "actual" costs.
Subsection 7.10.6.5.2 is not applicable to the PI Replacement System contractor. 
7.10.6.5.3 Telecommunications Costs

Telecommunication lines from the local Contractor(s) office to OHCA must be charged at actual cost.

7.10.6.6 Consequential and Liquidated Damage Deductions

Amounts due OHCA as liquidated or consequential damages may be deducted by OHCA from any money payable to the Contractor(s) pursuant to this contract.  OHCA shall notify the Contractor(s) in writing of any claim for liquidated or consequential damages at least 15 calendar days prior to the date OHCA deducts such sums from money payable to the Contractor(s).  Such amounts relating to certification requirements may be deducted during the entire period that MMIS certification is lacking.  Should certification subsequently be granted retroactively, OHCA will reimburse the Contractor(s) for amounts withheld back to the date of certification.  The Contractor(s) shall be reimbursed the amount of any recovery from a provider for an overpayment or duplicate payment up to the amount of the consequential damage assessed and collected.

OHCA may, at its sole discretion, return a portion or all of any liquidated damages collected as an incentive payment to the Contractor(s) for prompt and lasting correction of performance deficiencies.

8 Damages – Contract and Performance Requirements

8.1 Damages – Failure to Meet Contract Requirements
The FA shall, at all times, comply with all system and operational performance requirements and expectations specified in this RFP, with Part 11 of the State Medicaid Manual, and with all related Action Transmittals (AT) and Information Memoranda (IM), as well as any modifications or changes thereto, and any changes to 42 CFR, 45 CFR, and 95 CFR as they refer to the MMIS and its operations and the use of FA services.

Notwithstanding anything to the contrary in this contract, the FA warrants that the enhanced Oklahoma MMIS shall meet all requirements of this RFP, shall be fully operational by January 1, 2012, and will meet all CMS requirements for OHCA to claim the maximum allowable FFP from January 1, 2012 through the end of the contract term.  The FA further warrants that it shall meet all performance requirements listed below during the term of this contract.

The FA shall, at all times, operate the MMIS and its activities in conformity with the policies and procedures of the Oklahoma Medicaid program.

All requirements described in the RFP are subject to monitoring by OHCA, or its designee.  OHCA reserves the right to monitor performance and may exercise such option, at its discretion, without notice.  In the event of a failure to meet the performance requirements, the FA agrees that OHCA may assess and withhold from payments due, its actual damages for the losses set forth in subsection 7.10.6.6 Consequential and Liquidated Damage Deductions or liquidated damages for losses defined in subsection 8.2 Liquidated Damages – Failure to Meet Performance Requirements, at OHCA’s discretion.

Failure of the FA to meet these performance requirements in a timely and accurate manner could impede OHCA in meeting its obligation to Oklahoma citizens and health care providers and increase the cost of meeting those obligations.

OHCA agrees that the amounts stated for each occurrence of such performance failure define the maximum damages due from the FA and that OHCA shall adjust the amount downward to eliminate any proportion of the damage caused by OHCA's failure to meet its contractual responsibility.

If OHCA elects to not exercise a damage clause in a particular instance, this decision shall not be construed as a waiver of OHCA’s right to pursue associated damages for failure to meet that performance requirement in the future.

It is expressly agreed by OHCA and the FA that, in the event of a failure to meet the performance requirements listed below, damage shall be sustained by OHCA, and the FA shall pay to OHCA its actual damages according to the following subsections.  Written notice of said failure to perform shall be provided to the FA within 30 calendar days of OHCA's discovery of such failure.

8.1.1 System Certification – Performance Requirement

Title 42 U.S.C. 1996 b(a)(3)(B) provides for fifty percent (50%) and seventy-five percent (75%) FFP for operation of a mechanized claims payment and information retrieval system approved by CMS.  Up to ninety- percent (90%) FFP is available for MMIS-related development costs prior approved by CMS in the State's APD and at contract signing.  The Oklahoma MMIS must, throughout the contract period, meet all certification and re-certification requirements established by CMS.

The FA shall ensure that Federal certification approval for the maximum allowable enhanced FFP for the Oklahoma MMIS is obtained retroactively to the day the system becomes operational and is maintained throughout the term of the contract.  Should de-certification of the MMIS, or any component part of it, occur prior to contract termination or the ending date of any subsequent contract extension, the FA shall be liable for any damages resulting from its actions or inactions.

8.1.2 System Certification – Damages

For any violation of section 8.1.1 System Certification – Performance Requirement the FA shall be liable for the State and Federal dollar difference between the maximum allowable enhanced FFP and the amount actually received by OHCA, including any losses due to loss of certification, failure to obtain approval retroactive to day one, or delays in readiness to support certification.

All FFP penalty claims assessed by CMS shall be withheld from monies payable to the FA until all such damages are satisfied.  Damage assessments shall not be made by OHCA until CMS has completed its certification approval process and notified OHCA of its decision in writing.

8.1.3 HHS Sanctions – Performance Requirement

The FA must perform all of its functions according to the terms required by the State Medicaid Manual, Part 11.

8.1.4 HHS Sanctions – Consequential Damages

If at any time during the life of the MMIS Reprocurement Project CMS imposes fiscal sanctions against OHCA as a result of the FA's or any subcontractor's action or inaction, the FA shall compensate OHCA the amount of the sanctions.
8.1.5 Correctness of Payments – Performance Requirement

All payments, adjustments, and other financial transactions made through the MMIS must be made on behalf of eligible members, to enrolled providers, for approved services, and in accordance with the payment rules and other policies of the State of Oklahoma.

The FA shall be liable for the actual amount of any detected overpayments or duplicate payments identified as a result of State or Federal claims reviews or as reported by providers or from other referrals, which are a result of incorrect FA staff action or inaccurate system data and processing.  Such liabilities will be withheld from FA payments.  However, the FA may seek recovery, on behalf of OHCA, from providers to whom erroneous payments are made, utilizing voluntary refund, offset recovery, or other State-approved methods, with approval from OHCA.

The FA shall notify OHCA immediately upon discovery of any overpayments or duplicate payments, irrespective of cause, and prior to initiating appropriate recovery action.  The FA shall notify OHCA, using the change request process, of any system errors that result in a potential provider overpayment.
Subsection 8.1.5 is not applicable to the PI Replacement System contractor. 
8.1.6 Correctness of Payments – Damages

If an overpayment or duplicate payment is made to a provider and that payment is the result of a failure of the FA to either utilize available information or to process correctly, then the FA shall be liable for the overpayment or duplicate payment for which full recovery cannot be made, using all reasonable procedures.  The FA shall notify OHCA immediately upon discovery of any overpayments or duplicate payments, irrespective of cause.

The FA shall pay to OHCA any portion of an erroneous payment not recouped within 180 calendar days of its receipt of the direction initiating its recoupment.  In addition to the amount of the erroneous payment, the FA shall be liable for interest payments at the prevailing prime rate beginning from the date of erroneous payment through the date of payment to OHCA.  The FA shall make such payment to OHCA within seven calendar days of the expiration of the 180 calendar day period.

OHCA shall not be liable to the FA for any erroneous payment due which is not recovered by recoupment from providers.  The FA may only initiate independent recovery procedures and actions with the prior written approval of OHCA once the recoupment process described herein has been completed and a repayment amount remains outstanding.  If OHCA recovers any erroneous payments for which the FA has reimbursed OHCA, OHCA shall notify the FA who shall then submit a standard State invoice for the returned amount, less expenses incurred by OHCA during the recovery process.
Subsection 8.1.6 is not applicable to the PI Replacement System contractor. 
8.1.7 Operational Start Date – Performance Requirement

The FA shall have the Oklahoma MMIS fully operational on January 1, 2012.  Fully operational means to begin processing correctly all claim types, claims adjustments, and other financial transactions; maintaining all system files; producing all required reports; and performing all other FA responsibilities specified in this RFP for the takeover MMIS by January 1, 2012.
The PI Replacement System contractor shall have the PI System fully operational on January 1, 2012.  Fully operational means that all functionally stated in section 4.5.4 PI Replacement System (Enhancement) is implemented by January 1, 2012.  

8.1.8 Operational Start Date – Damages

Compliance with the January 1, 2012 date is critical to OHCA’s mission.  If, for any reason, the FA does not fully meet the operational start date approved in the detailed work plan and a contract modification delaying this date or start-up of a portion of the processing requirements has not been approved, then the FA shall be liable for all costs incurred by OHCA to continue current MMIS and FA operations.  The FA shall also forfeit all claims for reimbursement of monthly expenses or operational payments for that month and each month thereafter until OHCA approves operational readiness.
OHCA recognizes that some subsystems may be operational prior to January 1, 2012.  If this occurs, the subsystem may be activated early and the FA will not be penalized for putting the subsystem into operation if OHCA approves operational readiness prior to the January 1, 2012 date. 
8.1.9 Pharmacy Point of Sale (POS) System – Performance Requirement

The FA must ensure that the Pharmacy POS System meets all performance standards as outlined in this document.  The Pharmacy POS System provides access to the pharmacist filling the member prescription to both adjudication and prospective drug utilization review (PDUR) information.
Subsection 8.1.9 is not applicable to the PI Replacement System contractor. 
8.1.10 Pharmacy POS System – Damages

If an overpayment or duplicate payment is made to a provider and that payment is the result of a failure of the FA to maintain the Pharmacy POS System according to the contract requirements, then the FA shall be liable for the overpayment or duplicate payment for which full recovery cannot be made, using all reasonable procedures.
Subsection 8.1.10 is not applicable to the PI Replacement System contractor. 
8.1.11 Recovery

If a default by the FA is not so substantial as to require termination, and the default is capable of being cured by OHCA, the FA shall reimburse OHCA for the reasonable cost of the services necessary to cure the default.

In addition, the FA must cooperate with these resources in allowing access to the computer facility, documentation, software, utilities, and equipment.  The FA shall remain liable for all system performance criteria, maintenance of and further enhancements to any applications developed by these resources to the extent that it constitutes the FA's work product.

8.2 Liquidated Damages – Failure to Meet Performance Requirements

The purpose of liquidated damages is to ensure adherence to the performance requirements in this contract.  No punitive intent is inherent.  It is agreed by OHCA and the FA that, in the event of a failure to meet a performance requirement listed below, damage shall be sustained by OHCA and that it is, and will be, impractical and extremely difficult to ascertain and determine the actual damages that OHCA will sustain in the event of, and by reason of, such failure; and it is therefore agreed that the FA will be fiscally liable to OHCA for such failures at the sole discretion of OHCA according to the provisions defined below.

Written notification of each failure to meet a performance requirement will be issued by OHCA to the FA.  The imposition of liquidated damages is not in lieu of any other remedy available to OHCA.  However, in cases where actual damages can be determined, liquidated damages will not apply.

If OHCA elects not to exercise a damage clause in a particular instance, this decision shall not be construed as a waiver of the State’s right to pursue future assessment of that performance requirement and associated damages.

8.2.1 Performance Requirements for the MMIS Reprocurement Project
The following performance requirements and damage clauses related to satisfactory completion of the MMIS Reprocurement Project activities that have been defined by OHCA:

8.2.1.1 Systems Documentation – Performance Requirement

The FA is responsible for providing to OHCA complete, accurate, and timely documentation of the operational MMIS installed, and all enhancements made to it.  Such documentation must be according to the specifications approved by OHCA.  One paper copy and an electronic version (e.g., CD-ROM or other media as determined by OHCA) of such documentation must be provided to OHCA in final form within 30 calendar days of the date of start of operations for all MMIS functions approved by OHCA.  The FA will also be responsible for providing those copies required by the HHS.

Any changes that occur to the operational system must be documented according to the standards approved by OHCA, and documentation of those changes must be provided to OHCA within twenty 20 calendar days of OHCA approval of implementation of the change.

8.2.1.2 Systems Documentation – Damages

$200.00 for each State of Oklahoma business day, or any part thereof, from the date documentation was due until the date it is provided to OHCA.  If the documentation is unacceptable as to format and completeness of contents based on RFP requirements, the State Medicaid Manual, and OHCA review, damages will be imposed until an acceptable document is received.  
8.2.1.3 Deliverables – Performance Requirement

Copies of each deliverable, as defined in the approved work plan must be delivered to OHCA in final form, in the number specified, and on the date specified in the work plan.  OHCA requires an electronic copy of all deliverables.  The electronic copy must be compatible with MS Word or other application software as requested by OHCA.  All deliverables must be in a format approved by OHCA and meet content requirements specified or as subsequently defined by OHCA. 

8.2.1.4 Deliverables – Damages

$200.00 for each business day that a deliverable is late, or is delivered on incorrect media.  An additional $200.00 for each State of Oklahoma business day that a deliverable continues to not meet minimum content requirements or follow the approved format after its formal rejection by OHCA.

8.2.1.5 Key Dates – Performance Requirement

The FA is required to complete the takeover of the Oklahoma MMIS by January 1, 2012.  Other reprocurement deliverable key dates will be defined in the approved work plan for the deliverables listed in subsection 3.3.2.4 Approval of Deliverables.  Likewise, the PI Replacement System is required to be completed by January 1, 2012.
If, for any reason, the FA is delayed in meeting these key dates and a contract modification to the work plan is not approved, damages may be assessed.  Approval of a contract or work plan modification does not waive OHCA’s ability to impose damages if warranted by other sections of the contract.
8.2.1.6 Key Dates - Damages

1. Up to $750.00 damages per State of Oklahoma business day, or any part thereof, may be assessed for each of the first 10 calendar days of delay in meeting a key date.  

2. Up to $1,500.00 damages per State of Oklahoma business day, or any part thereof, may be assessed for each of the 30 calendar days of delay, up to $2,500.00 damages per business day, or any part thereof, for each additional day of delay.  

3. OHCA retains the right to access actual damages for failure to meet key dates.  

4. The aforementioned damages in this subsection shall be in addition to any amounts assessed for delays in obtaining Federal certification and/or meeting the operational start date.

8.2.1.7 Key Personnel – Performance Requirement 
Personnel commitments made in the FA's proposal for the MMIS Reprocurement Project activities shall not be changed without prior written approval of OHCA, unless due to the resignation or death of any named individual.  OHCA shall approve in advance, in writing, any permanent or temporary changes to or deletion from the FA's named management, supervisory, and key professional personnel.
Please refer to subsection 7.5.4 Key Personnel for details regarding key personnel requirements.

8.2.1.8 Key Personnel – Damages

Up to a maximum of $30,000.00 damages per occurrence may be assessed for each key person proposed in the bidder’s contract who is changed for reasons other than death, disability, resignation, termination or military recall, and up to an additional $2,000.00 per State of Oklahoma business day.  Damages may be assessed for each State of Oklahoma business day after the initial 60 calendar days allowed in subsection 7.5.4 Key Personnel that an acceptable replacement for that position is not provided.

8.2.1.9 Timeliness of Claims Processing – Performance Requirement

The FA shall meet the following claims processing timeliness standards.

1. Adjudicate ninety percent (90%) of all clean claims for payment or denial within twenty-four calendar days of receipt.

2. Adjudicate ninety-nine percent (99%) of all clean claims for payment or denial within eighty-four calendar days of receipt.

3. Adjudicate non-clean claims within 24 calendar days of the date of correction of the condition that caused the claim to be unclean.

4. Adjudicate all claims within 12 months of receipt, except for those exempted from this requirement by federal timely claims processing regulations.

5. Process all nursing home and all waiver claims in the next claim cycle after receipt.

6. Process all provider-initiated adjustments to payment or denial within 45 calendar days of receipt.

7. Mail all checks within 48 hours of receipt of said checks by the FA from OHCA.

8. Assign a unique control number to every claim, attachment, and adjustment within 24 hours of receipt at the FA's site.

9. Load electronically submitted claims to the MMIS within 24 hours of receipt by the FA.

10. Return hard-copy claims missing required data to the sender within 24 hours of receipt.

11. Image every claim and attachment within 24 hours of receipt at the FA's site.

12. Mail all notifications of payment denial by the FA within 30 calendar days of receipt.

13. Mail all gross adjustment letters within 24 hours of the claims processing cycle.

14. Enter all paper claims into the system within four days of receipt.
15. Meet all statements that the ARRA Prompt Pay provision performance requirements contain.


When claim resolution is being handled directly by OHCA staff in accordance with State guidelines or held by the FA under OHCA written directive, these days shall not be counted in the calendar day’s threshold.
Subsection 8.2.1.9 is not applicable to the PI Replacement System contractor. 
8.2.1.10 Timeliness of Claims Processing – Damages

$10,000.00 may be assessed for the first month of each failure to meet any of the above requirements.  $20,000.00 may be assessed for each consecutive subsequent month a requirement remains unmet.
Subsection 8.2.1.10 is not applicable to the PI Replacement System contractor.
8.2.1.11 MMIS Response Time and Availability – Performance Requirement

Where on-line access to the system is specified, the FA must ensure that the average response time is no greater than the requirements set forth in subsection 3.2.3.2.2 System Response Time Requirements.  Average response time per workstation per available production hour per day shall be reported weekly.  Response time is defined in subsection 3.2.3.2.1 System Response Time Definitions.
The FA must ensure that on-line access to all MMIS applications is available for all State users between the hours of 7:00 a.m. to 9:00 p.m., CT, Monday through Friday.  Saturday access shall be from 8:00 a.m. to 12:00 p.m., CT.  An application is considered unavailable when a user does not get the complete, correct full-screen response to an input transaction as specified in subsection 3.2.3.2.2 System Response Time Requirements for a continuous period of 30 minutes during the required operational hours.  OHCA will notify the FA when it has been determined that the system is unavailable.  The FA will provide monthly reports showing system availability and unavailability by number of minutes per hour of the day.  

The FA shall provide access to the on-line system during off hours and on weekends at no extra charge whenever requested by OHCA at least 48 hours in advance.

8.2.1.12 MMIS Response Time and Availability - Damages

Damages for system response time will be up to $2,000.00 per day and may be assessed for each day that the response time report demonstrates that the average response is greater than the specified time.  Damages in the amount of $2,000.00 per day, or portion thereof, may be assessed up to $10,000.00 per week.  Damages will accrue for each day that the average response time is less than that specified in RFP subsection 3.2.3.2.2 System Response Time Requirements.

Damages for system availability will be up to $2,000.00 per hour, or portion thereof, after the initial 30 continuous minute period specified in RFP subsection 3.2.3.2.2 System Response Time Requirements.  They may be assessed for each hour or portion thereof, that the system is unavailable during normal operational hours.  Damages in the amount of $2,000.00 per hour, or portion thereof, may be assessed up to $40,000.00 per week.  Damages will accrue for each day that the system is unavailable.

8.2.1.13 Minimum Cycles/File Update Processing – Performance Requirement

The FA shall provide the following minimum number of file update and claims processing cycles under this contract:

1. Three edit/audit cycles per day.

2. Three pricing cycles per day.

3. One payment cycle per week.

4. All external file updates applied within a week of receipt.

These requirements will also be reviewed for the quality of the data input and data entry keying accuracy standards of ninety-seven percent, as determined by OHCA reviews.
Subsection 8.2.1.13 is not applicable to the PI Replacement System contractor.
8.2.1.14 Minimum Cycles/File Update Processing - Damages

Up to $250.00 per hour damages may be assessed for each hour of delay in completing the file update process.  Damages will not be assessed if the delay was caused by late receipt of files from OHCA.

Up to $5,000.00 per incident may be claimed as damages for any weekly payment cycle or daily adjudication cycle that is not completed by 7:00 a.m. CT of the next morning after its scheduled processing, unless prior written approval is authorized by OHCA.  Damages will not be assessed if the delay was caused by late receipt of files from OHCA.
Subsection 8.2.1.14 is not applicable to the PI Replacement System contractor.
8.2.1.15 Timeliness and Accuracy of Report Production – Performance Requirement

MMIS reports must be produced in the format and type of media approved by OHCA.  The FA shall be responsible for the accuracy of all reports, including calculations and completeness of data used as input.  OHCA shall notify the FA, in writing, of any inaccuracies or discrepancies.

The FA shall deliver each MMIS report to the personnel and the location specified by OHCA.  The report distribution list, including delivery location, number of copies, and media will be defined by OHCA during the MMIS Reprocurement Project.  The FA shall be required to update and maintain the report distribution list during the operations phase to incorporate any changes to existing reports at no additional cost to OHCA.

At a minimum, the FA will be required to furnish reports on the following schedule:

1. Daily reports within 24 hours or by noon of the following State of Oklahoma business day, whichever is later.

2. Weekly reports and cycle processing reports by noon of the next State of Oklahoma business day after the scheduled run.

3. Monthly reports by noon of the fifth State of Oklahoma business day after the end of the month.

4. Quarterly reports by noon of the fifth State of Oklahoma business day after the end of the quarter.

5. Annual reports by noon of the tenth State of Oklahoma business day following the end of the year (whether FFY, SFY, waiver year, or other annual period).

6. Ad-hoc and on-request reports on the date specified in the report request.

8.2.1.16 Timeliness and Accuracy of Report Production – Damages

Up to two $500.00 damages may be assessed for each State of Oklahoma business day, or part thereof, that any report is delivered late.  

If a report containing incorrect information is not corrected within 10 State of Oklahoma business days of OHCA’s notice of failure to meet the reporting accuracy requirements, then up to $500.00 per day damages may be assessed for each report that has been identified as inaccurate from the date of the notification until the date the corrected report is delivered.

8.2.1.17 EVS and POS Availability – Performance Requirement

The EVS (including the AVR components) and POS, including on-line real-time adjudication of pharmacy claims, systems shall be available from 5:00 a.m. to 1:00 a.m., 7 days per week, for provider inquiry or billing purposes. Such availability shall include all forms of data entry.  

The FA shall provide sufficient in-bound access lines for the EVS so that providers do not encounter busy conditions at least 99% of the time.  Initial response must be within 10 seconds 99% of the time.  Commercial eligibility vendors will have 99% of their transactions responded to without a time-out.  POS telecommunication carriers will have 99% of their transactions responded to without a time-out.  The POS response time must be within four seconds for 95% of the time.

The FA shall provide a back-up system to assure that EVS and the associated network downtime are limited to a maximum of 30 continuous minutes.

The FA shall provide a back-up system to assure that the POS/PDUR system and the associated network downtime is limited to a maximum of 30 continuous minutes.

OHCA must approve all commercial eligibility vendors, telecommunication carriers and the contract between the carriers/vendors and the FA. 

The FA shall produce a weekly report that lists average number of rings prior to calls being answered, the number and percent of calls that time out, the number and percentage of calls that receive busy signals, the number of blocked calls, and the times and total hours of non-availability and average response times for the EVS and the POS system.  OHCA shall also verbally notify the FA when OHCA staff becomes aware of the system unavailability.
Subsection 8.2.1.17 is not applicable to the PI Replacement System contractor.
8.2.1.18 EVS and POS Availability – Damages

For every percentage point that EVS or POS do not meet the above standard, OHCA may assess damages of $500.00 per percentage point per day.

OHCA may assess damages of $1,000.00 per hour or portion thereof, for unavailability in the EVS or the POS system.  Total damages for EVS shall not exceed $10,000.00 per week.  Total damages for POS shall not exceed $50,000.00 per week.  An outage within a commercial eligibility vendor or a network telecommunication carrier will not be categorized as an outage for the purposes of these damages.  The FA is responsible from the point the transactions are successfully carried to the FA until the FA hands off the response to that transaction.
Subsection 8.2.1.18 is not applicable to the PI Replacement System contractor.
8.2.1.19 System Maintenance and Modification – Performance Requirement

The FA must provide routine maintenance of the system at no charge to OHCA and not through use of the system modification change control process.  The FA must respond in writing to notices of system problems with a CAP within five business days of receipt.  The FA shall correct the deficiency within 10 business days of OHCA approval of the CAP.  The FA must respond in writing to COs issued by OHCA within 10 calendar days of receipt.  Within 15 calendar days, the correction must be made or a requirements analysis and specifications document is due.  The FA must correct the deficiency by an effective date to be mutually agreed upon between both parties.  All system modifications shall be performed in accordance with an agreed-upon schedule.

8.2.1.20 System Maintenance and Modification – Damages

Liquidated damages as set forth in the following payment reduction factor will be assessed to the FA upon failure to meet the functions associated with the CO process as established by the FA's response to subsections 3.2.3.5 Change Order Process and specified in subsection 8.2.1.19.  The following schedules will be used to assess liquidated damages and shall be cumulative unless otherwise indicated:

1. Failure to correct a system problem or complete a CO within the agreed upon completion date, where failure to complete was not due to the action or inaction on the part of OHCA as documented in writing by the FA:

1.1. Greater than 1 and less than 31 calendar days late, 500.00 per calendar day.
1.2. Greater than 30 and less than 61 calendar days late, $1000.00 per calendar day.
1.3. Greater than 60 calendar days late, $2,000.00 per calendar day.
The FA's performance will be measured by the MMIS administrative and CO reports and by direct measurement by OHCA.

Payment of any liquidated damages will not relieve the FA from its obligation to meet the requirements established by the FA's response to the RFP in regard to the MMIS maintenance and/or modifications activities.

8.2.1.21 Disaster Recovery Implementation


Liquidated damages as set forth in the following payment reduction factor will be assessed to the FA for failure to implement its disaster recovery plan within the allotted timeframes established by the contract, subsection 3.3.2.6.3.6 Disaster Recovery Plan.  The following schedule will be used to assess liquidated damages:

1. Implementation of the disaster recovery plan exceeds the proposed time by less than 2 calendar days, $5,000.00 per day.

2. Implementation of the disaster recovery plan exceeds the proposed time by greater than 2 less than 5 calendar days, $10,000.00 per day.

3. Implementation of the disaster recovery plan exceeds the proposed time by greater than 5 less than 10 calendar days, $25,000.00 per day.

4. Implementation of the disaster recovery plan exceeds the proposed time by greater than 10 less than 21 calendar days, $50,000.00 per day.

5. Implementation of the disaster recovery plan exceeds the proposed time by greater than 21 calendar days, $100,000.00 per day.  From this point forward, OHCA will consider FA to be in default of the contract.

Implementation of the disaster recovery means the ability of the backup facility (facilities) to perform one hundred-percent of the MMIS CPU functions that the FA is responsible for under the contract as measured by OHCA personnel.

Payment of any liquidated damages will not relieve the FA from its obligation to meet the requirements established by the contract.

8.2.1.22 Compliance with Other Material Contract Provisions – Performance Requirement

The objective of this standard is to provide OHCA with an administrative procedure to address general contract compliance issues that are not specifically defined as performance requirements listed above, but are FA responsibilities contained in section 4 Scope of Work – Functional Requirements.

OHCA staff may identify contract compliance issues resulting from the FA's performance of its responsibilities through routine contract monitoring activities.  If this occurs, OHCA will notify the FA in writing of the nature of the performance issue.  OHCA will also designate a period of time in which the FA must provide a written response to the notification and will recommend, when appropriate, a reasonable period of time in which the FA should remedy the non-compliance.

8.2.1.23 Compliance with Other Material Contract Provisions – Damages

If the non-compliance is not corrected by the specified date, OHCA may assess liquidated damages up to the amount of $2,000.00 per State of Oklahoma business day after the due date until the non-compliance is corrected.

8.2.1.24 Timeliness of Warrant File - Performance Requirement

The FA shall transmit the disbursement file to the State Treasurer’s Office by no later than 7:00 a.m., CT, following OHCA authorization, or according to any revised weekly schedules established by OHCA.

Subsection 8.2.1.24 is not applicable to the PI Replacement System contractor.
8.2.1.25 Timeliness of Warrant File – Damages

1. Up to $1,000.00 per hour for each hour (or fraction thereof) the warrant file is transmitted late, up to 4 hours.

2. $10,000.00 for each transmission later than four hours and for any transmission that cannot be processed due to the quality of the warrant file transmitted.

Subsection 8.2.1.25 is not applicable to the PI Replacement System contractor.
8.2.1.26 Call Center Availability – Performance Requirement

The FA is responsible for providing the Call Center hardware and software and will insure that the call center system is available 99% of the time per day. The call center system will interface with the MMIS and OHCA’s telephone system.  The FA will not be responsible for OHCA’s telephone system.  It is anticipated that customer service will be available and on-line from 7:00 a.m. until 9:00 p.m. CT Monday through Friday.  FA shall supply weekly administrative reports detailing the performance of the system and the availability of the system by hour. 
Subsection 8.2.1.26 is not applicable to the PI Replacement System contractor.
8.2.1.27 Call Center Availability – Damages

Damages will accrue at the rate of $1,000.00 as measured each day for each percentage point below the requirement stated in subsection 8.2.1.26.  
Subsection 8.2.1.27 is not applicable to the PI Replacement System contractor.
8.2.1.28 Secondary Standalone Systems Availability – Performance Requirement

OHCA anticipates that the FA may propose a technology or standalone system not explicitly required, but accepted by OHCA as a viable solution.  All standalone computer systems not explicitly covered by the above subsections must meet these availability requirements.  

Standalone computer systems covered by this paragraph must be available ninety-nine percent of the time during the period 7:00 a.m. until 9:00 p.m. CT Monday through Friday and Saturday from 8:00 a.m. until 12:00 p.m. CT.

8.2.1.29 Secondary Standalone Systems Availability – Damages

Damages will accrue at the rate of $1000.00 as measured each day for each percentage point below the requirement stated in subsection 8.2.1.28 for each standalone system.
8.2.2 Performance Requirements for Insure Oklahoma Program
In addition to the performance standards and damages stated in subsections 8.1 Damages – Failure to Meet Contract Requirements and 8.2.1 Performance Requirements for the MMIS Reprocurement Project, the FA shall comply with and shall be governed by the following performance requirements and damage clauses that have been defined by OHCA, for the successful operation of the IO program.

8.2.2.1 Subscriber Premium Payments – Performance Requirement
1. The FA shall provide the following minimum number of payment processing cycles: 

1.1. One daily payment cycle for special processes or advancements within five days of receiving the authorized request.

1.2. One weekly payment cycle including out-of-pockets (OOPs) within five days of receiving the approved request.

1.3. Two monthly premium subsidy payment cycles. 

2. The FA shall provide services necessary to process subscriber premium payments provided by the IO program accurately and on time.  The FA shall ensure that subsidy payments shall only be applied to those Subscribers that are participants of the program.  The specific process shall be addressed in a procedures manual approved by OHCA.

8.2.2.2 Subscriber Premium Payments – Damages

1. For performance requirements listed in number one (1) under subsection 8.2.2.1 Subscriber Premium Payments – Performance Requirement, up to $1,500.00 per incident may be claimed as damages for any monthly payment cycle or weekly payment cycle that is not completed by 9:00 a.m. CT of the next day after its scheduled processing, unless prior written approval is authorized by OHCA.  Damages will not be assessed if the delay was caused by late receipt of files from OHCA.

2. For performance requirements listed in number two (2.) under subsection 8.2.2.1 Subscriber Premium Payments – Performance Requirement, up to $300.00 per incident may be claimed for any premium payments not processed accurately and timely.
8.2.2.3 Timeliness and Accuracy of Operations (Major) - Performance Requirement
The FA shall meet the following standards for IO operations:

1. Process all adjustments and apply to the applicable funding source within 15 business days of identification.
2. Process all refunds and apply to the applicable funding sources within 10 business days of identification. 

3. Process completed subscriber applications within 30 days of receipt.

4. Process all change forms for individual subscribers within five days of receipt.

5. Post premium payments within two business days of receipt.

6. Enter subscriber Individual Plan (IP) paper applications into the system within 15 calendar days of receipt even if taxes or income verification information is not provided with 95 percent or greater accuracy.

7. Work together with OHCA to create procedures manual to be used for all FA employees working in the IO program.  Train all IO employees according to the procedures manual.  Update the procedures manual as new procedures are implemented.  Allow OHCA to train all FA employees assigned to IO as needed.

8. Update fraud detection policies and procedures (with input from OHCA) to provide to OHCA every six months. 

9. Process all collection letters within 10 days of identifying the outstanding balance. 

8.2.2.4 Timeliness and Accuracy of Operations (Major) – Damages

$300.00 may be assessed per occurrence for each failure to meet any of the requirements in subsection 8.2.2.3 Timeliness and Accuracy of Operations (Major) - Performance Requirement.

8.2.2.5 Timeliness and Accuracy of Operations (Minor) - Performance Requirement
1. The FA shall meet the following standards for IO operations:

1.1. Process subscriber OOP expense documentation according to the procedures manual within 30 business days of receipt.
1.2. Mail out requested application packet within three business days of request.
1.3. Return all incomplete subscriber applications within five days of receipt.

1.4. Send subscriber data to OKDHS within three business days of receipt.
1.5. Resolve and process written correspondence received from subscribers concerning the IO program within 10 business days of receipt. 

1.6. Mail out premium invoices by the 15th of each month.
1.7. Mail reminder invoices by the 5th of each month.
1.8. Process all premium refunds within 30 business days from its premium collection account.

1.9. Update and deliver a procedures manual for the IO program in conjunction with OHCA, as needed.
1.10. Perform all quality assurance and quality improvement functions within the timeframe specified by OHCA. 

1.11. Generate letter for incomplete subscriber IO Employer Sponsored Insurance (ESI) paper applications and send within 15 calendar days of receipt advising subscriber or agent of missing or incorrect information.

1.12. Generate letter for incomplete subscriber IP paper applications that cannot be entered into the system and send within 15 calendar days of receipt advising subscriber of missing or incorrect information. Follow-up correspondence must be generated and sent within 25 calendar days of receipt.

1.13. Image completed applications/invoices/change forms/outbound correspondence within five business days of receipt or generation.

1.14. Enter citizenship and identity verification information into the system within 10 business days of receipt.

1.15. Provide access to OHCA of all databases, mail logs, fax logs, and call logs pertaining to IO operations upon request.  OHCA agrees to keep any FA employee information confidential. 

1.16. Input all documents into mail system within 48 hours of receipt.

2. The FA shall meet the following additional standards for IO operations:
2.1. Enter applications and change forms in the system with an accuracy of greater than or equal to 95% over a monthly period with 98% confidence interval.

2.2. Answer 95% of all FA operated IO call center calls within six rings or 30 seconds and have an abandon rate not to exceed 5%.  At no time shall the call center answer rate fall below 85%.  Enter all calls received into the call tracking system and into the premium assistance comment sections when applicable.

2.3. Verify that approved employers and subscribers meet eligibility guidelines using a random sampling methodology proving that 98% of applications are eligible with a 98% confidence level.  This includes but is not limited to a post approval review using OESC cross reference data.  If OESC cross-reference data is not available then approved alternate documentation may be used.  Post-approval review will be performed 90 to120 days after initial approval.  ESI subscribers must be verified as having current employment with employer using OESC.  Subscribers not verified through OESC must provide alternate documentation.  IP subscribers must be checked with OESC to verify compliance with employer size rules.  Enrolled spouse must be checked with OESC to verify compliance with employer size rules.
8.2.2.6 Timeliness and Accuracy of Operations (Minor) – Damages

1. For performance requirements listed in number one (1.) under subsection 8.2.2.5 Timeliness and Accuracy of Operations (Minor) - Performance Requirement up to $200.00 may be assessed per occurrence for each failure to meet any of the above requirements.
2. For performance requirements listed in number two (2.) under subsection 8.2.2.5 Timeliness and Accuracy of Operations (Minor) - Performance Requirement up to $500.00 may be assessed for the first month of each failure to meet any of the above requirements.  $1,000.00 may be assessed for each consecutive subsequent month a requirement remains unmet.
8.2.2.7 Timeliness and Accuracy of Reporting – Performance Requirement

The FA shall produce reports for the IO program as defined in the MMIS Project Workbook. The FA shall meet the following reporting standards for the IO program:
1. Produce weekly reporting by the third day of the following week for checks issued, electronic fund transfers (EFTs), cash received, and stop payments.

2. Produce monthly reporting by the third day of the following month for outstanding checks and voided checks.

3. Produce reports on OOP and total project expenses by the fifth day after request, on an as needed basis.

4. Produce reports necessary for MAR within five days of end of quarter.  

5. Track total OOP by subscriber by eligibility period.

6. Provide a monthly organizational chart outlining all staff assigned to IO no later than the fifth business day of the following month.

7. Collaborate with OHCA on data content for reports.  Reports shall cover all tasks outlined under subsection 8.2.2 Performance Requirements for Insure Oklahoma Program.  OHCA will provide the report templates.

8. Produce monthly report of collection efforts.
9. Submit reports monthly and no later than the fifth business day of the following month.

8.2.2.8 Timeliness and Accuracy of Reporting – Damages

At the sole discretion of OHCA, a penalty in an amount not to exceed $500.00 may be assessed for each failure to comply with the requirements 1-4 in subsection 8.2.2.7 Timeliness and Accuracy of Reporting – Performance Requirement in the previous month.  $1,000.00 may be assessed for each consecutive month a requirement remains unmet.

8.2.2.9 Bank Account – Performance Requirement
The FA shall meet the following standards for the bank account:

1. Reconcile bank account with bank register and financial transactions within 10 business days of receipt of bank statement.
2. Submit a weekly check register on electronic media to OHCA within 48 hours of completion of the weekly cycle.
3. Transfer net funds once per week to a designated OHCA account.
8.2.2.10 Bank Account – Damages

OHCA may assess liquidated damages up to the amount of $1,000.00 per State of Oklahoma business day after the due date until the non‑compliance is corrected.

8.2.2.11 Customer Service Call Center Availability – Performance Requirement
The requirements of subsection 8.2.1.26 Call Center Availability – Performance Requirement shall apply to the customer service call center of the IO program.  It is anticipated that the IO Call Center shall be operational from 8:00 a.m. to 5:00 p.m., CT Monday through Friday, excluding State of Oklahoma observed holidays and in accordance with the timeframes to be determined by OHCA.  OHCA may monitor the call center. The call center shall maintain a 95% accuracy rate when responding to callers’ questions.

8.2.2.12 Customer Service Call Center Availability – Damages

OHCA may assess liquidated damages up to the amount of $100.00 per occurrence if it is determined by OHCA that 5% of calls were answered erroneously or inaccurately for that month.
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	APPENDIX A: GLOSSARY OF TERMS AND ACRONYMS

	ACRONYM/TERM 
	DESCRIPTION 

	AA
	Affirmative Action

	AB
	Aid to the Blind

	ABD
	Aged, Blind and Disabled 

	Access (Microsoft or MS)
	PC-based database management system and application development language by Microsoft that assists with the transfer of data into reports, invoices, etc.

	ACD
	Automated Call Distribution

	Ad Hoc Report
	A report produced for a particular purpose and not intended to become a permanent reporting requirement. Claim detail reporting in support of SURS is a part of normal SURS operations and is not included as an ad hoc report.

	ADA
	American Dental Association

	Adjudicated Claim
	A claim that has reached final disposition such that it is either to be paid or denied.

	Adjustment
	A transaction that changes any information on a claim that has been adjudicated.

	AFDC
	Aid to Families with Dependent Children

	AIX 
	Advanced Interactive Xecutive

	Allowed Amount
	The amount payable or covered by the Oklahoma Medicaid Program.

	AMP
	Average Manufacturer Price

	ANSI
	American National Standards Institute, an accepted standards-setting body for the computer industry.

	APD
	Advance Planning Document – a document utilized to request enhanced federal financial participation.

	APDU
	Advanced Planning Document Update

	AR
	Accounts Receivable 

	ARRA
	American Recovery and Reinvestment Act of 2009

	ASA 
	Average wait time/minute

	ASC
	Ambulatory Surgical Center

	ASCII
	American Standard Code for Information Interchange

	AT 
	Action Transmittals 

	AVR(S)
	Automated Voice Response eligibility verification (system)

	AWP
	Average Wholesale Price

	BBS
	Bulletin Board Solution

	BENDEX
	Beneficiary data exchange system; a file containing data from HCFA regarding persons receiving benefits from the Social Security Administration.

	BAFO
	Best and Final Offer

	Bidder
	The corporation, partnership, or joint venture (including any and all subcontractors proposed thereby) that submits a timely, complete, and correctly formatted technical and business proposal in response to this RFP.

	Bill
	As refers to a bill for medical services, the submitted claim document, or EMC record; may contain one or more services performed.

	Business Days
	Official hours of operation based on a five (5) day work week, excluding Saturdays, Sundays, and official State of Oklahoma holidays.

	Buy-In
	A procedure whereby the State pays a monthly premium to the Federal government on behalf of eligible medical assistance clients to enroll them in the Medicare Part B program.

	CAP 
	Corrective Action Plan 

	Capitated Service
	Any Medicaid-covered service for which the contractor receives capitation payment.

	Capitation
	A contractual arrangement through which a health plan or other entity agrees to provide specified health care services to enrollees for a specified prospective payment per member, per month.

	Capitation Rate
	The amount paid per member, per month for services provided at risk.

	CASE
	Computer-Aided Software Engineering

	Case Management
	A health care method in which medical, social and other services for a recipient are coordinated by one (1) entity.

	Case Manager
	An individual who coordinates, monitors, and ensures that appropriate and timely care is provider to the recipient.

	CBA
	Cost Benefit Analysis

	CCHIT
	Certification Commission for Healthcare Information Technology

	CCMS
	Clinical Case Management System 

	CCM
	Customer Communications Management

	CD-ROM
	Compact Disk – Read Only Memory

	Certification
	Refers to the process utilized by HCFA to determine that an MMIS meets minimum requirements to be eligible for federal financial participation.

	CFR
	Code of Federal Regulations

	CHAMPUS
	Civilian Health and Medical Program of the Uniformed Services

	CHIP
	Children’s Health Insurance Program

	CHIPRA
	Children’s Health Insurance Program Reauthorization Act

	CICS
	Customer Information Control System, communication manager software used for on-line applications in an IBM mainframe environment.

	Clean Claim
	A claim which can be adjudicated without obtaining additional information from the provider of service or a third party; clean claims do not include claims from a provider that is under investigation for potential fraud and/or abuse or claims that routinely suspend even if due to billing errors by the provider.

	CLIA
	Clinical Laboratory Improvement Act of 1988; a federally mandated set of certification criteria and a data collection and monitoring system to ensure proper certification of clinical laboratories.

	CMS
	Centers for Medicare & Medicaid Services

	CO
	Change Order

	COBOL II
	Common Object Business-Oriented Language, a programming language

	COLD
	Computer Output-to-Laser-Disk

	COM
	Computer Output Microfilm

	Contractor
	Bidder with whom the State has successfully executed a contract.  FA may refer to contractor within this document.

	Contract Administrator
	The OHCA Deputy Administrator of Information Services Division Chief Information Officer or his/her designee; responsible for day-to-day contract monitoring during FA operations.

	Cost Avoidance 
	The payment methodology of avoiding part or all of Medicaid's payment when a third party resource is available to pay a claim.

	COTS
	Commercial Off-The-Shelf

	CPAS
	Claims Processing Assessment System, an automated claims database used by the State for contractor quality control reviews.

	CPHA
	Committee on Professional and Hospital Activities

	CPI
	Consumer Price Index 

	CPT
	Common Procedure Terminology

	CPU
	Claims Processing Unit

	CST 
	Central Standard Time

	CTI
	Computer Telephone Integration

	DSMD
	Data Systems Management Division

	Days
	A twenty-four (24) hour period between midnight and midnight; regardless of whether or not it occurs on a weekend or holiday; it is a calendar day unless otherwise specified.

	DBMS
	An integrated (object-oriented or relational) comprehensive Database Management System, including all data and all internal and linked databases.

	DCS
	Department of Central Services

	DDI
	Design, Development, and Implementation

	DDSD
	Developmental Disability Services Division

	DEA
	Drug Enforcement Agency

	DED
	Data Element Dictionary

	DESI
	Drug Effectiveness Source Identifier

	DEERS/CHAMPUS
	Defense Enrollment Eligibility Reporting System/Civilian Health and Medical Plan of the Uniformed Services.

	Deliverable
	A product of an activity milestone or MMIS requirement

	Denied Claim 
	A claim for which no payment is made because the claim is for non-covered services, is for an ineligible client, was performed by an ineligible provider, is a duplicate of a previously paid claim, or does not otherwise meet OCHA payment standards.

	DESI
	Drug-Effectiveness Source Identifier

	DIS
	Detailed Implementation Schedule

	DME
	Durable Medical Equipment

	DMERC
	Medicare Durable Medical Equipment Crossover file

	ODMHSAS 
	Oklahoma Department of Mental Health and Substance Abuse Services

	DOC
	Department of Corporations

	DOH
	Department of Health

	DRG
	Diagnosis Related Groupings

	DRS
	Oklahoma Department of Rehabilitation Services

	DSD
	Detailed System Design 

	DSS
	Decision Support System

	DSS/DW
	Decision Support System/Data Warehouse

	DUR
	Drug Utilization Review

	DUR Board
	The State’s Drug Utilization Review Board, composed of physicians, pharmacists, and others experienced in drug therapy problems; the Board makes recommendations to the Oklahoma Medicaid Agency on DUR policies and procedures.

	DVD
	Digital Video Disk

	DW
	Data Warehouse

	EAC
	Estimated Acquisition Cost for drugs

	ECC
	Electronic Claims Capture

	ECM
	Electronic Claims Management

	ECS
	Electronic Claims Submittal

	EDI
	Electronic Data Interchange

	EDS
	Electronic Data Systems

	EFT
	Electronic Funds Transfer

	EHR
	Electronic Health Record

	EIS
	Executive Information System

	Eligibility Files  
	The files which contain Medicaid recipient eligibility data.  

	EMC
	Electronic Media Claims

	EMR
	Employee Misconduct Registry

	EMT
	Executive Management Team

	Encounter
	A record of a medically related service (or visit) rendered to a Medicaid recipient who is enrolled in a participating health plan during the date of service; it includes (but is not limited to) all services for which the health plan incurred any financial responsibility.

	Encounter Data Claim
	A claim submitted by a coordinat​ed care provider for the actual provider of service to plan enrollee.  These claims go through full adjudication to determine payment, if any, which would have been made if the recipient had not been under the plan.

	Enhanced Funding
	Refers to the “enhanced” federal financial participation rates available for a State’s certified MMIS; 75% for operations and 90% for development.

	Enrollee
	A person who has enrolled in a managed care health plan

	EOB
	Explanation of Benefits

	EOMB
	Explanation of Medical Benefits

	EOP
	Explanation of Payments

	EPO
	Exclusive Provider Organizations

	EPSDT
	Early Periodic Screening, Diagnosis, and Treatment for medical, dental, vision, and hearing services

	EVS
	Electronic Verification System for verifying eligibility

	EVVE
	Electronic Verification of Vital Events

	FA
	Fiscal Agent

	FACCT
	Foundation for Accountability Conquest 2.0. 

	FAF
	Foundation for Accountability Fact  

	Fee-for-Service
	A method of health care reimbursement based upon payment for specific services on a client’s behalf.

	FEIN
	Federal Employee Identification Number

	FFP
	Federal Financial Participation; a percent of State expenditures to be reimbursed to the State by the Federal government for medical services and for administrative costs of the Medicaid program.

	FIPS
	Federal Information Processing Standards

	FIPS PUB
	Federal Information Processing Standards Publication

	Financial Cycle
	The processing of claims from adjudication to payment.  A financial cycle includes the updating of financial history and the preparation of provider payments and remittance advices.  Actual release of payments is not considered part of the financial cycle.

	First Data Bank
	A private firm supplying drug prices and other information to the Oklahoma MMIS.

	Fiscal Year (Federal)
	October 1 - September 30

	Fiscal Year (State)
	July 1 - June 30

	FM
	Facilities Manager

	FOX
	Fox Systems

	FPL
	Federal Poverty Level

	FQHC
	Federally Qualified Health Center

	FTP
	File Transfer Protocol

	FUL
	Federal Upper Limit

	FY
	Fiscal Year

	GB
	Gigabyte

	GCCR
	Global Clinical Case Record

	GCN 
	Generic Code Number

	GIS
	Geographic Information System software package (e.g. GEOACCESS).  A software package that allows geographical information to be displayed using maps.

	GSD
	General System Design

	GUI
	Graphical User Interface.  A graphical user interface is a "point and click" interface to a program, composed of menus, dialog windows, push-buttons, etc. 

	HB
	House Bill 

	HCBS
	Home and Community Based Services

	HCFA
	Health Care Financing Administration, responsible for the national administration of the Medicaid and Medicare programs.

	HCFA-1500
	HCFA-approved claim form used to bill professional services.

	HCPCS
	HCFA Common Procedure Coding System; a uniform health care procedural coding system approved for use by HCFA, describing the physician and non-physician services covered by the Medicaid and Medicare programs and used primarily to report reimbursable services provided to patients.

	HEDIS
	Health Plan Employer Data and Information Sheet

	HHS
	Health and Human Services.  Refers to the U.S. Department of Health and Human Services.

	HICL
	Hierarchical Ingredient Code List 

	HIE
	Health Information Exchange

	HIPAA
	Health Insurance Portability and Accountability Act – In general usage in this document, the reference is to the Administrative Simplification provisions of this act.

	HMOs
	Health Maintenance Organizations

	HIT 
	Health Information Technology

	HL7 
	Health Level 7

	IHS
	Indian Health Services

	IAPD
	Implementation Advanced Planning Document

	iC
	The HP interChange system

	ICD
	International Classification of Diseases

	iCE
	interChange Enhancement

	ICF
	Intermediate Care Facility

	ICF-MR
	Intermediate Care Facilities for the Mentally Retarded; services are covered for those who are mentally retarded or who have related conditions.

	ID
	Identification

	IHSW
	In-Home Supports Waiver

	IM
	Information Memoranda

	Incumbent FA
	Fiscal Agent that currently operates the Oklahoma MMIS

	IO
	Insure Oklahoma

	IRS
	Internal Revenue Service

	ISD
	Information Services Division

	IT
	Information Technology

	ITB
	Invitation to Bid

	ITF
	Integrated Test Facility; allows the State and contractor to monitor the accuracy of the MMIS and to test proposed changes to the system by processing test claims and other transactions through the system without affecting normal operations.

	IV&V
	Independent Verification and Validation 

	JAD
	Joint Application Design

	JCAHO
	Joint Commission for the Accreditation of Healthcare Organizations

	JCL
	Job Control Language

	Key Date
	A specified date, which, if not met, may jeopardize the operations start date.

	LAN 
	Local Area Network

	LOCE
	Level of Care Evaluation

	Lock-In
	A recipient who has been identified as abusing the Medicaid program may be restricted, or "locked‑in" to a specified physician and/or pharmacy.  The recipient's eligibility record will indicate that the recipient is restricted.  Only claims from the specified providers shall be paid, except as otherwise authorized by Medicaid.

	LTC
	Long-Term Care, used to describe institutional-based services such as nursing facility and ICF/MR facility care.

	MAC
	Medical Advisory Committee.  Also refers to the State and Federal Maximum Allowed Charge for drugs, depending upon context.

	Managed Care
	A comprehensive approach to the provision of healthcare that combines clinical services and administrative procedures with an integrated, coordinated system to provide timely access to cost-effective primary care and other medically necessary services.

	Manual Check
	A check issued by the State, which is not generated by the system during a financial cycle.

	MARS
	Management and Administrative Reporting System of the MMIS

	MCC
	Managed Care Contractor

	MCDATA
	HCFA-proposed managed care universal data element

	MCE
	Managed Care Entity

	MCO
	Managed Care Organization

	MEDai 
	Medical Artificial Intelligence

	MEDATS
	Medicaid Eligibility Data and Tracking System

	Medicaid
	A Federal/State medical assistance program authorized by Title XIX of the Social Security; it provides medical benefits for low-income persons and is jointly administered by the Federal and State governments.

	Medicare Buy-In
	A procedure whereby the State pays a monthly premium to the Social Security Administration on behalf of eligible medical assistance clients to enroll them in the Medicare Part B program.

	MEQC
	Medicaid Eligibility Quality Control

	MFP
	Money Follows the Person

	MH
	Mental Health

	MHz
	Megahertz

	MI
	Mentally Impaired

	Milestone
	Completion of an activity or a set of many activities

	MITA
	Medicaid Information Technology Architecture

	MMIS
	Oklahoma’s federally certified Medicaid Management Information System.

	MR
	Mentally Retarded

	MSIS
	Medicaid Statistical Information System (electronic 2082)

	MTS
	Medicare Transaction System

	Must
	Indicates a mandatory requirement or condition to be met; see "shall" and "will".

	NAPHSIS 
	The National Association for Public Health Statistics and Information Systems

	NCCI
	National Correct Coding Initiative

	NCHS
	National Center for Health Statistics

	NCPDP
	National Council for Prescription Drug Programs 

	NDC
	National Drug Code; a generally accepted system for the identification of prescription and non-prescription drugs available in the U.S.

	NDDF
	National Drug Data File

	NDM
	Network Data Mover

	NF
	Nursing Facility; a long-term care facility licensed under State law and certified by Medicare to provide skilled and intermediate levels of care.

	NHIN
	National Health Information Network

	NPI
	National Provider Identification

	NT
	New Technology

	NWD
	No Wrong Door

	Objection
	An unwillingness to accept or acknowledge a mandatory requirement.

	OBDC
	Open Database Connectivity

	OBRA
	Omnibus Budget Reconciliation Act

	ODO
	Outpatient Delivery Organizations

	O-EPIC
	Oklahoma’s Employer/Employee Partnership for Insurance Coverage

	OESC
	Oklahoma Employment Security Commission

	OFMQ
	Oklahoma Foundation for Medical Quality

	OHCA
	Oklahoma Health Care Authority, the Designated Single State Agency for administration of the Oklahoma Title XIX Medicaid Program.

	OIG
	Office of the Inspector General

	OKDHS 
	Oklahoma Department of Human Services

	MMIS
	Medicaid Management Information System

	OLL
	Opportunities for Living Life

	OM
	Operations Management

	OMB
	Office of Management and Budget

	OMPP
	Office of Medicaid Policy and Planning

	ONC
	Office of the National Coordinator

	Online
	Use of a computer workstation with visual display to immediately access computer files.

	OOP
	Out-of-Pocket

	ORYX
	Name of the JCAHO hospital utilization database.

	OSCAR File
	Online Survey Certification and Reporting; CLIA file and updates from CMS

	OTC
	Oklahoma Tax Commission

	OSCAR
	Online Survey Certification & Reporting

	OSDH
	Oklahoma State Department of Health

	OSI
	Open Systems Interconnection

	OSF 
	Office of State Finance

	PA 
	Prior Authorization

	PASARR
	Pre-Admission Screening and Resident Review

	Pass-through Expenses
	Those expenses of a Contractor that are to be reimbursed at cost by Medicaid.

	Patient Liability
	Monthly income of a recipient in a long-term care or inpatient setting for more than thirty (30) days that must be applied to cost of care before Medicaid payment is made.

	PBM
	Pharmacy Benefit Management System

	PBX
	Private Branch Exchange

	PC
	Personal Computer

	PCS
	Procedural Coding System

	PCCM
	Primary Care Case Management

	PCP
	Primary Care Provider

	PETI
	Post Eligibility Treatment of Income

	PEP
	Proposal Evaluation Plan

	PHP
	Prepaid Health Plan

	PI
	Program Integrity

	PF
	Program Function keys

	PMF
	Provider Master File

	PMMIS
	Pre-paid Medicaid Management Information System; refers to the system used to capture and process data related to the Oklahoma managed care program.

	PMPM
	Per-Member-Per-Month

	PMT
	Project Management Team

	POS
	Point-Of-Service (also place of service on claims)

	PPO
	Preferred Provider Organizations

	PQAS
	Prior Quarter Adjustment Statement

	PRO
	Peer Review Organization

	Processed Refund
	The correction of claim history performed in accordance with the instructions attached to a provider refund check.

	Pro-DUR
	Prospective Drug Utilization Review

	Protest
	A complaint about a governmental action or decision brought by a prospective bidder to the appropriate administrative section with the intention of achieving a remedial result.

	PRT
	Performance Review Team

	PST
	Project Steering Team

	PS/2
	The eligibility system operated by the Oklahoma Department of Human Services; it is used to determine eligibility for AFDC, Medicaid, Food Stamps, etc.  This system interfaces with the OKMMIS to provide information about client eligibility.

	QA
	Quality Assurance

	QARI
	Quality Assurance Reporting Initiative

	QC
	Quality Control

	QISM
	Quality Improvement System for Managed Care

	QMBs
	Qualified Medicare Beneficiaries; Medicare Part A beneficiaries whose income is under one hundred percent (100%) of the poverty level but whose income or assets are too high to qualify for other regular Medicaid benefits.

	QWDI
	Qualified Working Disabled Individual

	RA 
	Remittance Advice

	RAM
	Random Access Memory

	RAS
	Remote Access Server

	RDBMS
	Relational Data Base Management System

	RDD
	Requirements Definition Document 

	RDT
	Requirements Definition Activity

	Refund
	A repayment made by a provider, usually needed because of an error in billing, receipt of a late insurance payment or a duplicate payment, which resulted in an overpayment by Medicaid for services rendered.

	Returned Claim
	A claim which is returned to the provider prior to entry into the system due to lack of clean claim data or a claim, which is returned after deletion.

	REVS
	Recipient Eligibility Verification System, under the MMIS/FA contract, the REVS consists of a voice response system accessed by a touch-tone telephone and an electronic communication system that can be accessed by a PC with a modem or point-of-sale device with a plastic swipe ID card.

	RFP
	Request For Proposal

	RFI
	Request For Information

	RHC
	Rural Health Clinic

	ROSI
	Reconciliation of State Invoices

	RRI
	Recognition Research Incorporated

	RSD
	Requirement Specifications Document

	SAVE 
	Systematic Alien Verification for Entitlements

	SBHN 
	Special Behavioral Health Needs

	SCHIP
	State Children’s Health Insurance Program 

	SDX
	State Data Exchange System; the Social Security Administration’s method of transferring SSI entitlement information to the State.

	SFY
	State Fiscal Year

	Shadow Claims
	Encounter claims equivalent to a regular claim

	Shall
	Indicates a mandatory requirement or condition to be met; see "must" and "will".

	SHIECAP
	State Health Information Exchange Cooperative Agreement Program

	LIMB
	Specified Low-Income Medicare Beneficiary; Medicare Part A beneficiaries under one hundred twenty percent (120%) of the Federal poverty level who have income or assets that are too high to qualify for regular Medicaid benefits.

	SMAC 
	State Maximum Allowable Cost

	SME
	Subject Matter Expert

	SMM
	State Medicaid Manual

	SMPs
	Symmetric Multiprocessing Computers

	SMSA
	Standard Metropolitan Statistical Area

	SNF
	Skilled Nursing Facility; an institution (nursing facility) licensed under State law and certified by Medicare to provide skilled nursing and rehabilitative services.

	SoonerCare
	The managed health care program through which the State of Oklahoma serves various populations, including the AFDC, Title XXI and the ABD client populations.

	SPSS 
	Statistical Package for Social Sciences

	Spenddown
	A periodic, usually six (6) month, “deductible” amount that must be incurred by medically needy recipients to reduce their income to Medicaid eligibility levels through payments to providers.

	SQL
	Structured Query Language for the definition, organization, and retrieval of data in a database management system (DBMS), including the tools for transaction, management, data integrity, and data administration.

	SSA
	Social Security Administration 

	SSN
	Social Security Number

	SSI
	Supplemental Security Income

	STO
	State Treasury Office

	State Plan
	The State Plan for Medical Assistance of the State of Oklahoma as approved by HHS for federal finan​cial participation under Title XIX of the Social Security Act, as amended. 

	State
	The State of Oklahoma; refers to policies, decisions, procedures, receipt of data, and the like that are defined by Oklahoma State agencies.

	SUL
	State Upper Limit

	Subcontractor
	Any and all corporations, partnerships, agents, and/or individuals retained by the contractor (with prior written approval from the State) to perform services under this RFP, regardless of the amount, duration, or scope of the services provided and regardless of whether identified in the contractor’s proposal in response to this RFP or subsequently retained during the contract term.

	SURS
	Surveillance and Utilization Review Subsystem; a federally mandated MMIS subsystem that builds a statistical base for health care delivery and utilization pattern profiles for both providers and recipients and generates a listing of potential abusers for review by the Oklahoma Medicaid Agency.

	TAD
	Turnaround Billing Document usually refers to the LTC reimbursement document.

	TANF
	Temporary Assistance for Needy Families

	TCN
	Transaction Control Number used to uniquely identify the MMIS health care claims.

	Time Slice
	The set of software and data files provided to the Contractor for system testing.  The time slice shall include MMIS source and object modules, job scripts, copy members, run‑time input parameters, production files listed below, and a copy of actual claim input data, all created at the initial step of a full adjudication/financial cycle.  Immediately prior to the running of a financial cycle, all files accessed in the complete adjudication and payment of a claim will be copied to tape by the current Contractor.  These files/data and the MMIS software provided should allow Contractor to dupli​cate the actual production run for the same cycle.

	Title IV-E
	The title of the Social Security Act, which is an entitlement program whereby there is Federal financial participation in the costs of foster care maintenance and adoption assistance payments.

	Title XIX
	Of the Social Security Act enacted Medicaid in 1965; synonymous with Medicaid.

	Title XVIII
	Of the Social Security Act (Medicare).

	Title XXI
	Of the Social Security Act.  Establish the child health care programs for the uninsured.

	TPL
	Third-Party Liability; also refers to the TPL subsystem of the MMIS.

	TPR
	Third-Party Resource

	TQM
	Total Quality Management

	TSO/ISPF
	Time Sharing Option/Interactive System Productivity Facility

	Turnover
	Refers to the period of time for the transition from the Incumbent FA to a replacement Contractor either at the fulfillment of the contract or in the event of contract termination during the term of the contract.

	UAT
	User Acceptance Testing

	UB-92
	Standard claim form used to bill hospital inpatient, outpatient, nursing facility, and other State-defined services.

	UCAT
	Uniform Comprehensive Assessment Tool 

	UPIN
	Universal Provider Identification Number

	UPS
	Uninterruptible Power Supply

	US
	United States

	USPS
	United States Postal Service

	Utilization Review
	A review performed to determine the quality, quantity, appropriateness, and cost of care and services provided and to compare the findings against established norms.

	VANs
	Value Added Networks

	VHA
	Veterans Health Administration

	VoIP
	Voice Over IP

	VPN
	Virtual Private Network

	WAC
	Wholesale Average Cost

	WAN
	Wide Area Network

	WHO
	World Health Organization

	WIC
	Women, Infants, and Children’s program

	Will
	Indicates a mandatory requirement or condition to be met; see "must" and "shall".

	Working Days
	Official hours of operation based on a five (5) day workweek, excluding Saturdays, Sundays, and official State holidays.

	Workshops
	General Statewide training sessions conducted by Contractor to educate providers regarding proper billing procedures.

	WORM
	Write Once, Read Many

	XML
	Extensible Markup Language

	YTD
	Year-to-date


10 Appendix B: Procurement Library Table of Contents

	CONTENT
	ACCESS LOCATION 

	Oklahoma State Medicaid Plan
	OHCA Procurement Site

	Oklahoma MMIS Systems Documentation (i.e. Project Workbook)
	On-site at OHCA

	Oklahoma MMIS User Documentation
	OHCA Procurement Site

	Current Oklahoma Medicaid Provider Manual
	OHCA Procurement Site

	Provider Enrollment Forms
	OHCA Procurement Site

	Financial Subsystem External (Input and Output) Files
	On-site at OHCA

	Current MMIS Edit Resolutions Manual
	On-site at OHCA

	LAN diagram
	OHCA Procurement Site

	Current listing of special and ad-hoc reports produced using State resources
	OHCA Procurement Site

	Standard State workstation configuration
	OHCA Procurement Site

	Information Technology Accessibility Standards
	OHCA Procurement Site

	HP Enterprise Services  Organizational Chart
	OHCA Procurement Site

	State Information Security Guidelines
	OHCA Procurement Site


11 Appendix C: Entities Currently Interfacing with OHCA
	Agency or System Interface
	MMIS Process

	
	Input
	Output
	Processing

	Data Services Division (OKDHS)
	X
	X
	X

	Aging Services Division (OKDHS)
	X
	X
	X

	State Treasurer's Office
	X
	X
	X

	Development Disability Services Division (OKDHS)
	X
	X
	X

	Department of Education 
	X
	X
	X

	Department of Mental Health
	X
	X
	X

	Department of Health
	X
	X
	X

	OHCA Great Plains Financial System
	X
	X
	X

	University of Oklahoma College of Pharmacy
	X
	X
	X

	Oklahoma Foundation for Medical Quality (PRO)
	X
	X
	X

	Oklahoma Tax Commission
	
	X
	

	Drug Manufacturers
	X
	X
	X

	Managed Care Health Plans
	X
	X
	X

	State Managed Care Enrollment Agent
	X
	X
	X

	Internal Revenue Service
	
	X
	

	Social Security Administration
	
	X
	

	CMS
	X
	X
	X


12 Appendix D: Claims Statistics
	Calendar

 Year
	Total

Claims Submitted
	Total

Claims Paid
	Total

Claims Denied
	Total

Dollars Paid

	2007
	23,417,938
	17,350,195
	6,067,743
	$3,155,363,578

	2008
	25,764,393
	18,779,001
	6,985,392
	$3,467,292,097

	2009
	26,265,223
	19,652,595
	6,612,628
	$3,540,299,443


13 Appendix E: As Is Hardware and Software Specifications

	Appendix E - OHCA iCE Hardware 

	Hardware
	Vendor
	Model
	O/S
	Purpose/Function

	Sunfire (2)
	SUN
	E6900
	Solaris 10
	Production iCE

	Sunfire (1)
	SUN
	E4810
	Solaris 10
	Production Mar/SUR Batch Processing

	Sunfire (1)
	SUN
	E4810
	Solaris 10
	DSS

	Storage System
	Hitachi
	9985
	N/A
	Storage for all SUN Servers

	Tape Libraries (2)
	QualStar
	412180
	N/A
	Tape Libraries for Production Servers.

	Sunfire
	SUN
	E4900
	Solaris 10
	Test, MOD, ACC

	Storage System
	SUN StorageTek
	6120 Disk Array
	N/A
	Test, MOD, ACC

	Tape Library
	QualStar
	4222
	N/A
	Test, MOD, ACC

	Kodak
	Kodak
	I830
	N/A
	Scanners for imaging

	Kodak
	Kodak
	I830
	N/A
	Scanners for imaging

	Pitney Bowes
	Pitney Bowes
	8 series
	N/A
	Mail inserting and metering

	Pitney Bowes
	Pitney Bowes
	DM-500
	N/A
	Mail metering

	Data Card
	Data Card
	500
	N/A
	ID cards

	Baum
	Pitney Bowes
	714 XLT
	N/A
	Mail folder

	Carrier – s8500
	Avaya
	V13
	
	

	IP Agent
	Avaya
	V5, v6
	
	

	CMS
	Avaya
	V13
	
	

	AVR
	Intervoice IQTalk
	V3.3
	
	

	TTS
	Intervoice IQTalk
	V3.3
	
	

	CTI
	Envox CT Connect
	V6.1.100
	
	

	Voicemail – Audix
	Avaya
	V3.2
	
	

	Opex
	Opex
	3600i
	
	Mail processing system for IO program


	Appendix E - SOFTWARE

	Software
	Vendor
	Version
	Function
	Comment

	Oracle
	Oracle
	10.2.0.3
	RDBMS
	

	ETG
	Ingenix
	6.00
	Episode Treatment Grouper
	ONLY in DSS ENVIRONMENT

	MapInfo
	Pitney Bowes
	14.20
	Address to Long/Lat conversion
	

	ACG
	John Hopkins
	8.10
	Adjusted Clinical Grouper
	ONLY in DSS ENVIRONMENT

	Autosys
	CA
	4.50
	Batch Job Scheduler
	

	DRG
	MedAssets
	v27
	Diagnosis code grouper
	

	HBOC
	McKesson
	8.5.43.1
	Claim Check
	

	C Compiler
	Sun
	Studio 11
	
	

	COBOL Compiler
	Micorofocus
	4.0.1 sp2
	
	

	Otsort
	Optech
	2003a
	
	

	Pkware
	PKWARE
	3.00
	Zip and UNZIP utilities
	

	X12 Translator
	Sybase
	4.2.3
	
	

	Atlantes
	HP
	9.00
	Care Management
	Version 9.0 is the current version - 9.5 could be installed by October 2010.

	RRI
	SunGard
	Formworks 4
	Optical Recognition
	RRI


	Appendix E - HARDWARE - SERVERS

	Purpose
	Manufacturer
	Model
	O/S
	Total Memory
	Processor Name
	CPUs
	Total Cores

	Atlantes' Model Office
	Dell Computer Corporation
	PowerEdge 2850
	Microsoft(R) Windows(R) Server 2003, Standard Edition
	2.00 GB
	Intel(R) Xeon(TM) CPU 3.60GHz
	2
	4

	Atlantes' Production
	Dell Computer Corporation
	PowerEdge 2850
	Microsoft(R) Windows(R) Server 2003, Standard Edition
	2.00 GB
	Intel(R) Xeon(TM) CPU 3.60GHz
	2
	4

	COLD Production
	Dell Computer Corporation
	PowerEdge 2850
	Microsoft(R) Windows(R) Server 2003, Standard Edition
	2.00 GB
	Intel(R) Xeon(TM) CPU 3.60GHz
	2
	4

	COLD Test Environment
	Compaq
	ProLiant DL360
	Microsoft(R) Windows(R) Server 2003, Standard Edition
	2.00 GB
	Intel(R) Pentium(R) III CPU - S         1266MHz
	2
	2

	COLD Test Environment
	VMware, Inc.
	VMware Virtual Platform
	Microsoft(R) Windows(R) Server 2003, Standard Edition
	511 MB
	Intel(R) Xeon(R) CPU           E7330  @ 2.40GHz
	1
	1

	Domain Controller
	Compaq
	ProLiant DL580
	 Microsoft(R) Windows(R) Server 2003, Enterprise Edition
	1.50 GB
	Intel(R) Pentium(R) III Xeon processor
	1
	1

	Domain Controller
	Dell Computer Corporation
	PowerEdge 2850
	Microsoft(R) Windows(R) Server 2003, Standard Edition
	1023 MB
	Intel(R) Xeon(TM) CPU 3.60GHz
	1
	2

	Domain controller
	HP
	ProLiant DL140
	Microsoft(R) Windows(R) Server 2003, Standard Edition
	1023 MB
	Intel(R) Xeon(TM) CPU 3.20GHz
	2
	4

	Domain security and monitoring
	Dell Computer Corporation
	PowerEdge 2850
	Microsoft(R) Windows(R) Server 2003, Standard Edition
	4.00 GB
	Intel(R) Xeon(TM) CPU 3.60GHz
	2
	4

	DSS Production (2)
	Dell Computer Corporation
	PowerEdge 2850
	Microsoft(R) Windows(R) Server 2003, Standard Edition
	2.00 GB
	Intel(R) Xeon(TM) CPU 3.60GHz
	2
	4

	DSS Test Environment
	IBM
	679021U
	Microsoft(R) Windows(R) Server 2003, Standard Edition
	254 MB
	Intel(R) Pentium(R) 4 CPU 1.80GHz
	1
	1

	DSS Test Environment
	Compaq
	ProLiant DL320
	Microsoft(R) Windows(R) Server 2003, Standard Edition
	1.50 GB
	Intel(R) Pentium(R) III CPU family      1133MHz
	1
	1

	Extranet
	Dell Computer Corporation
	PowerEdge 2850
	Microsoft(R) Windows(R) Server 2003, Standard Edition
	4.00 GB
	Intel(R) Xeon(TM) CPU 3.60GHz
	2
	4

	Extranet   
	Compaq
	ProLiant DL380 G2
	Microsoft(R) Windows(R) Server 2003, Standard Edition
	2.00 GB
	Intel(R) Pentium(R) III CPU family      1133MHz
	2
	2

	Extranet Test Environment
	IBM
	679021U
	 Microsoft(R) Windows(R) Server 2003, Web Edition
	1022 MB
	Intel(R) Pentium(R) 4 CPU 1.80GHz
	1
	1

	Fax Server
	HP
	ProLiant DL380 G5
	Microsoft(R) Windows(R) Server 2003, Standard Edition
	3.25 GB
	Intel(R) Pentium(R) III Xeon processor
	2
	4

	File server for internet servers
	Compaq
	ProLiant DL380 G2
	Microsoft(R) Windows(R) Server 2003, Standard Edition
	3.72 GB
	Intel(R) Pentium(R) III CPU family      1400MHz
	1
	2

	File server for internet servers
	Compaq
	TaskSmart N2400
	Microsoft Windows 2000 Advanced Server
	1023 MB
	Intel Pentium III processor
	2
	2

	File storage repository
	Dell Computer Corporation
	PowerEdge 2850
	Microsoft(R) Windows(R) Server 2003, Standard Edition
	4.00 GB
	Intel(R) Xeon(TM) CPU 3.60GHz
	2
	4

	Firewall support and control
	Dell Computer Corporation
	PowerEdge 2850
	Microsoft(R) Windows(R) Server 2003, Standard Edition
	2.00 GB
	Intel(R) Xeon(TM) CPU 3.60GHz
	1
	2

	iCE Development
	Dell Computer Corporation
	PowerEdge 2850
	Microsoft(R) Windows(R) Server 2003, Standard Edition
	4.00 GB
	Intel(R) Xeon(TM) CPU 3.60GHz
	2
	4

	iCE ITF Environment
	Dell Inc.
	PowerEdge 2950
	Microsoft(R) Windows(R) Server 2003, Standard Edition
	3.99 GB
	Intel(R) Xeon(R) CPU            5150  @ 2.66GHz
	2
	2

	iCE Model Office
	Compaq
	ProLiant DL380 G2
	Microsoft(R) Windows(R) Server 2003, Standard Edition
	3.00 GB
	Intel(R) Pentium(R) III CPU family      1400MHz
	1
	2

	iCE Production (3)
	HP
	ProLiant DL580 G5
	 Microsoft® Windows Server® 2008 Datacenter
	64.00 GB
	Intel(R) Xeon(R) CPU           E7440  @ 2.40GHz
	4
	16

	iCE Test Environment
	-
	-
	 
	0 b
	Not Assigned
	0
	 

	Internet front end
	Compaq
	ProLiant DL380 G2
	Microsoft(R) Windows(R) Server 2003, Standard Edition
	3.75 GB
	Intel(R) Pentium(R) III CPU family      1400MHz
	1
	2

	Internet front end
	Dell Computer Corporation
	PowerEdge 2850
	Microsoft(R) Windows(R) Server 2003, Standard Edition
	2.00 GB
	Intel(R) Xeon(TM) CPU 3.60GHz
	2
	4

	Intrusion Prevention
	VMware, Inc.
	VMware Virtual Platform
	Microsoft(R) Windows(R) Server 2003, Standard Edition
	3.62 GB
	Intel(R) Xeon(R) CPU           E7330  @ 2.40GHz
	1
	1

	K2 Production
	Dell Inc.
	PowerEdge 2950
	Microsoft(R) Windows(R) Server 2003, Standard Edition
	3.99 GB
	Intel(R) Xeon(R) CPU            5160  @ 3.00GHz
	1
	2

	K2 Test
	Compaq
	ProLiant DL380 G2
	Microsoft(R) Windows(R) Server 2003, Standard Edition
	3.75 GB
	Intel(R) Pentium(R) III CPU family      1400MHz
	2
	2

	Medai Web Server
	HP
	ProLiant DL360 G5
	 Microsoft(R) Windows(R) Server 2003, Enterprise Edition
	3.25 GB
	Intel(R) Pentium(R) III Xeon processor
	2
	8

	MMIS front end support
	Dell Computer Corporation
	PowerEdge 2850
	Microsoft(R) Windows(R) Server 2003, Standard Edition
	1023 MB
	Intel(R) Xeon(TM) CPU 3.60GHz
	1
	2

	Network monitoring
	Intel
	S28
	 Microsoft(R) Windows(R) Server 2003, Web Edition
	2.00 GB
	Intel(R) Xeon(TM) CPU 2.80GHz
	2
	4

	Network server backup
	Dell Computer Corporation
	PowerEdge 2850
	Microsoft(R) Windows(R) Server 2003, Standard Edition
	1023 MB
	Intel(R) Xeon(TM) CPU 3.60GHz
	1
	2

	Online Enrollment (3)
	HP
	ProLiant DL380 G6
	Microsoft(R) Windows(R) Server 2003, Standard Edition
	3.99 GB
	Intel(R) Pentium(R) III Xeon processor
	2
	8

	Patch server for maintaining servers
	VMware, Inc.
	VMware Virtual Platform
	Microsoft(R) Windows(R) Server 2003, Standard Edition
	1023 MB
	Intel(R) Xeon(R) CPU           E7330  @ 2.40GHz
	1
	1

	Phone system support
	IBM
	679021U
	Microsoft(R) Windows(R) Server 2003, Standard Edition
	1022 MB
	Intel(R) Pentium(R) 4 CPU 1.80GHz
	1
	1

	Phone voice response (2)
	American Megatrends Inc.
	Atlantis
	 Microsoft Windows 2000 Server
	1023 MB
	Intel Pentium III processor
	2
	2

	Remote dial in for website
	Compaq
	-
	 
	0 b
	Not Assigned
	 
	0

	RRI (6)
	Dell Computer Corporation
	PowerEdge 2850
	Microsoft(R) Windows(R) Server 2003, Standard Edition
	2.00 GB
	Intel(R) Xeon(TM) CPU 3.60GHz
	2
	4

	SQL server
	Dell Computer Corporation
	PowerEdge 6850
	 Microsoft(R) Windows(R) Server 2003, Enterprise Edition
	20.00 GB
	Intel(R) Xeon(TM) CPU 3.00GHz
	4
	16

	SQL server
	VMware, Inc.
	VMware Virtual Platform
	 Microsoft(R) Windows(R) Server 2003, Enterprise Edition
	3.75 GB
	Intel(R) Xeon(R) CPU           X7350  @ 2.93GHz
	2
	4

	Terminal Server for OHCA field staff
	VMware, Inc.
	VMware Virtual Platform
	Microsoft(R) Windows(R) Server 2003, Standard Edition
	383 MB
	Intel(R) Xeon(TM) CPU 3.60GHz
	1
	1

	Terminal server for remote user access
	Dell Computer Corporation
	PowerEdge 2850
	Microsoft(R) Windows(R) Server 2003, Standard Edition
	4.00 GB
	Intel(R) Xeon(TM) CPU 3.60GHz
	2
	4

	Text to Speech server
	Dell Computer Corporation
	PowerEdge 500SC
	 Microsoft Windows 2000 Server
	1023 MB
	Intel Pentium III processor
	1
	1


	Appendix E - Network Devices

	Device Type
	Vendor
	Model
	Comments

	Router
	Cisco
	2800
	GSN router

	IPS appliance
	ISS
	GX4002
	Link IPS

	Firewall appliance (2)
	Resilience
	NDurant 40
	Link firewall - pair

	Switch
	Cisco
	4506
	User switch - main

	Switch (2)
	Cisco
	3750
	User switch - build out

	Switch
	Cisco
	3548
	 

	Switch
	Cisco
	4507
	Server switch

	Firewall appliance (2)
	Resilience
	NDurant 40
	DMZ firewall pair

	NAC appliance
	Consentry
	CS1000
	NAC

	IPS appliance
	ISS
	GX5008
	DMZ IPS

	Concentrator (2)
	Cisco
	3060
	VPN concentrator

	Switch
	Cisco
	3750
	DMZ switch pair

	SSL Appliance (2)
	Array Networks
	APV1200
	SSL accelerator

	PIX firewall (2)
	Cisco
	PIX-515E
	DMZ front firewall pair

	Internet router
	Cisco
	2821
	Internet router

	Internet router
	Cisco
	2921
	Internet router Cox

	Router
	Cisco
	3700
	OKL003 - customer link

	SSL Appliance
	Array Networks
	APV1200
	Load balancer for iCE servers

	Router (2)
	Cisco
	2821
	NWD connection to internet

	IPS (2)
	Tippingpoint
	TP10
	NWD Intrusion Prevention

	SSL Appliance (2)
	Array Networks
	APV1200
	NWD Load balancing

	Firewall Appliance (2)
	Resilience
	NDurant 40
	NWD Backend firewall

	Switch (2)
	HP
	3400cl
	NWD DMZ switch


14 Appendix F: Open Change Order Listing
	Change Order Listing

	Change Order #
	Description

	2084
	SUR CT - Copy Case Selection Information to Directory

	5236
	ClaimCheck Related History for CC Edits

	5614
	Report to file 64.9A with CMS

	5731
	Site Re-Design

	5780
	Encrypt Internet Password

	5878
	Provide for (1) Logon ID and Password

	5922
	Modify Case Selection Windows

	6015
	Online Report Windows

	6132
	Cash Receipt Disposition

	6270
	Trace Internet Activity

	6423
	Remove ActiveX Objects

	6723
	Add Proc Code Field

	6742
	Modify the 271 Transaction Update Process

	6852
	Add Coordinating Modifier

	6888
	Public Web Site Drug Pricing

	6923
	Risk Management Plan Vulnerability

	6924
	Risk Management Plan Vulnerability

	6964
	Pay Out of State Claims within the MMIS

	6988
	LTC Rates/Performance

	7092
	Web PMP Mile Radius Search

	7131
	DRG in SUR

	7134
	Stop PIN Reset Process from Removing All Child Users

	7149
	Call Center Taking Demographics

	7150
	Add "Send PIN" Function

	7193
	LTC Reporting

	7239
	Incorporate O-EPIC Phase I Portion into iCE

	7260
	Previous SSN Panel

	7291
	PMP to Recip Distance

	7717
	Modify Recipient "Base Information" Panel

	7742
	Add New Filter Condition to Randon Sample Window

	8311
	Create way to Adj Claims with refund

	8351
	Separate ENET-Mail Admin from ENET-Admin Security Profile

	8353
	Make the PCP Selection Page More User Friendly

	[image: image8.jpg]


8354
	Add Alphabetic Navigation to O-EPIC PCP Search Screen

	8355
	Enhance PCP Selection Funtionality

	8357
	Modify Save Functionality

	8360
	Provider Internet Password Expiration Warning

	8363
	Create Quality of Care Fee Invoices on Internet

	8413
	Create a New Web App on the Provider Secure Site

	8431
	Change Code for ETG

	8471
	Create Internet All Claims Inquiry Transaction by Client

	8483
	Add Small "Cancel" Button

	8487
	Correct "Save" Button Click Behavior

	8491
	MMA Medicare Part D File Info in MMIS

	8493
	Translate MMA File Creation to SQL

	8497
	Change Secure Site E-mail to Allow Reply more than Once

	8498
	Change SUR 130/160 Input/Output Format

	8501
	Barcode Report ELG-9001 for Mailing Efficiency

	8504
	Add First Databank Table Information to DSS

	8507
	Move Limit Audit Entry to Proc, Revenue and ICD-9 Panels

	8547
	Create PCP ER Visit Notification

	8572
	Add History and Audit to Security

	8575
	Create DSS Tables for CO 7149

	8588
	Restrict Revenue Codes to Specific Diagnoses

	8663
	Import Federal Upper Limit

	8681
	Import Federal Upper Limit (FUL)/.MAC and Average Manufacturer's Price (AMP)

	8709
	No Wrong Door

	8760
	Add edit to I/T/U on Insure Oklahoma PCP lists

	8762
	Modify edit 2109

	8769
	Develop automated correspondence for provider relations

	8771
	Add additional fields to Step Therapy Panel

	8803
	Create Batch jobs

	8804
	iCE Panel for NB-1 Paper Exception Forms for Crosswalk

	8812
	Medical Home-On-line Provider Enrollment

	8826
	New Prem Assistance Eror For Unkown DHS Codes

	8848
	Implement Row Level Security

	8887
	O-EPIC back date eligibility

	8889
	Drug rebate invoices on web

	8896
	SURS CT Record Updates

	8898
	Limit MRLP MAR Report to Days of Care Revenue Codes

	8899
	Automate HMP Clinical Health Indicator

	8924
	NW-Update NWD Panels

	8933
	NW-Documentation Link Panel

	8935
	NW-Display Letters

	8936
	NW-Store Ltr Images for 45 Days

	8946
	NW-Update Return Mail Flag

	8962
	NW- Possible Benefit Recovery Report

	8963
	NW- Benefit Recovery Needed Report

	8965
	PA Web Submission - Show button

	8975
	NW-App Deny Due to Custody Rpt

	8976
	NW-Previous Pregnancy App Rpt

	8977
	NW-Newborn without SSN Rpt

	8979
	NW-Workflow Activity/Stats Rpt

	8983
	Citizenship Changes

	8985
	Barcodes added to invoices

	8986
	Barcodes added to Letters

	8995
	NW-End Mom Pregnancy - eNB1 Baby

	9021
	NW-WF Task Panel Alerts

	9024
	NW-DMZ and Server Setup

	9028
	NW-EVVE Citizen Verif Process

	9058
	NW-Monthly Roll Recon Reporting         

	9060
	NW-Benefit Recovery One Year Rpt        

	9061
	NW-Chg Case Appl Source Rpt    

	9065
	Create an email communication process for provider auto enrollment

	9066
	Walkthroughs/Other SE Time

	9067
	NW-Daily Date of Birth Report

	9083
	NW-Create Error Prone Process

	9088
	NW-EVS Request Change   

	9095
	NW-EVS Request Change   

	9103
	NW-Add TPL and Reprocess App   

	9106
	NW-Modify PS2/TPL Report

	9129
	NW-Create PERM Data for DHS

	9130
	NW-Create MEQC Data for DHS

	9133
	NW-Install Initiate Software

	9138
	Insure Oklahoma Workflow

	9146
	Create electronic rosters

	9155
	Electronic Remittance Advice

	9158
	iCE-MAR Report Session Tool

	9175
	Dental - PA Workflow

	9265
	Medical Home-Modify the secure site for medical home eligibility 

	9266
	ICD-10

	9276
	Implement EDS*Pay

	9281
	Quarterly 416 Report

	9296
	NW-Agency Batch File for recerts

	9297
	NW-DHS Citizen/ID Chck Real-Time

	9298
	NW-DHS Citizen/ID Chck Batch

	9411
	Extranet Access for Employers (Employer Secure Site)

	9429
	I.H.S. Day specific enrollment and cap modification

	9447
	Modify DHS Procedure Code Fee Schedule File Layout

	10007
	Single logon for secure site

	10012
	Prior Authorization thru ATLANTES

	10014
	Add Role to Secure Site Clerk Roles

	10015
	Insure OK - Add New Health Plan on Approved App

	10019
	Revision of eNB-1 Newborn Gender Field

	10020
	Revision of eNB-1 Mother's Copy to Include Educational Information

	10047
	Add functions from Recipient substem "Other" link to Member pannel navigator - Modify left navigator to include the links under Related Data/Other

	10048
	Display Member Info panel in a separate web brouser

	10049
	Add last 3 tab options to the main recipient home page

	10057
	NW- Sungard Paper App OCR/DE

	10061
	MEDai Data in Atlantes

	10062
	Extranet Admin User Search

	10079
	Please allow custody children to be enrolled in managed care. OHCA will provide a list of custody status' to be enrolled. Analysis meeting required.

	10089
	EPE Change to view contract language

	10091
	Allow Custom Days before secure message expires

	10092
	Expand ALL items in Security

	10094
	Breast and Cervical Screeening letter

	10095
	CO Written 9/2/09

	10107
	MAR Report Revision for EPSDT

	10108
	Add Interest to A/R's

	10114
	MFP W-P2/ LOCMR One-Day Overlap

	10119
	Order Panel Presentation

	10120
	Load Related Claim Detail

	10122
	NCPDP 5.1 to D.O

	10123
	Day specific enrollment for I.H.S

	10124
	Modify I.H.S. to Medical Home

	10125
	Move IP to the Medical Home Model.

	10131
	Open COLD Documents From iCE

	10137
	IO Self- declaring Native American Modifications

	10144
	Online Enrollement- New Waivers

	10145
	Modify Insure Oklahoma to Use No Wrong Door Member information

	10146
	Display Provider Practice ID in Atlantes

	10156
	NW- 508 Compliance

	10165
	Redesign Medical ID card

	10166
	No ID card request through panel for member who has only one DMH program.

	10180
	Care connect to Atlantes

	10181
	Create Secure Communication Table Maintenance Area

	10182
	Modify iCE Pref's Functionality

	10183
	Online Dental PA Submission

	10184
	NW=ODMHSAS Customer Enrollment

	10185
	Create a new process to send quarterly capitation payments to Health Access Networks

	10203
	Enhance Pricing Information for Provider

	10204
	Native American Cost Sharing

	10213
	IP Refund Job Changes

	10216
	Additional values for CN-1

	10217
	Modify and Create FPL Edits on Subscriber Application

	10218
	Making of SSN in EVS

	10220
	Expand Cos and Sub-Cos from 2 to 3 digits

	10221
	Create an Incentive Payment for Providers in iCE and EPE

	10223
	Create an Incentive Payment for Providers in iCE and EPE

	10256
	Allow College Students Entry on Extranet

	10259
	MSIS ELIG Dual Codes

	10273
	Allow User to Assign Providers

	10293
	Modify the Unemployment Questions On Subscriber Application

	10302
	Create a drop down and switch transfer to CM Toll Free

	10304
	Modify report MGD-0173- D

	10305
	New PI (SURS) letter template for Workpapers

	10310
	Initiate AR Letters to subscribers who eligibility has ended but still owe money

	10331
	EHR Incentive Payments-MAR

	10333
	EHR Incentive Payments- National Level Reigstry Interface

	10336
	Import EPE Signature Name

	10337
	Ownership Type

	10338
	Implement MEDai Provider Portal

	10339
	Provide Weekly Deliverables

	10340
	ClaimCheckCCI Edits

	10344
	(to be worked once we receive the details from CMS) upcoming revisions to the CMS 416 report

	10356
	NW-Sending Citizen Check Batch to OKDHS

	10370
	Change End Date for Medicaid or Medicare-eligible ESI Subscribers

	10372
	Modify the Mailing of I/O PMP Rosters

	10374
	DME claims for IP Providers

	10383
	Change 64 reports Family Planning Logic

	10386
	STBS Expenditures

	10388
	Add New Poverty Percent Breakout Columns

	10389
	Need new specialty for free standing ambulatory clinics

	10390
	CAP payments in 64 reports

	10412
	Modify Claims Extracts MDC0001a.date and d.dat 

	10413
	Add a question to the online and paper SoonerCare Application

	10414
	Create an electronic method to pay application fee's to Health Department

	10415
	Use Modifiers on Current Screening Codes


15 Appendix G: MMIS Statistics 
This section includes the transaction/information exchange totals for most of the activity among the external entities and the MMIS. These numbers do not include the local OHCA intranet user’s activities.

	October 2009 Claim volume
	
	
	October 2009 Eligibility (PS2) txns
	1,381,207

	TOTAL

2,464,149
	EDI1
	WEB2
	PAPER
	
	
	
	
	
	
	

	
	1,944,241
	430,245
	89,663
	
	
	October 2009 Auto Voice Response
	

	
	
	
	
	
	
	
	Eligibility Verification System
	16,057

	October 2009 Provider Enrollment
	460
	
	
	Insure Oklahoma
	17,875

	
	
	
	
	
	
	
	OHCA
	51,195

	October 2009 Other WEB Transactions
	
	
	
	SoonerCare
	58,503

	Eligibility Inquiry
	1,139,625
	
	
	
	

	Claim Status
	250,544
	
	
	
	

	
	
	
	
	
	October 2009 Call Center Activity
	

	
	
	
	
	
	OHCA Call Units
	19868

	
	
	
	
	
	
	
	Fiscal Agent  Call Units
	45,512

	October 2009 Other EDI Transactions
	
	
	
	Life Care Call Units
	53,887

	Eligibility Inquiry
	205,497
	
	
	Pharmacy Help Desk (OU) Call Units
	13,001


1 EDI includes all X12 and NCPDP standard transactions.
2 WEB are interactive transactions with the MMIS including Pharmacy point of sale.

16 Appendix H: MMIS Architecture

This Appendix consists of three parts:
The first part is a context diagram for the MMIS.  This diagram depicts the external entities that exchange information with the MMIS through different medium, format, and frequency.  Each box on the diagram – other than the MMIS box – identifies the entity by name.

The second part lists the external entities that appear on the diagram in the first part.  Each row on the table, besides the name, describes properties about the content and type of information exchanged between the entity and the MMIS.

The third part summarizes the volumes for the majority of transactions exchanged between the MMIS and the external entities.
Appendix H - Context Diagram of MMIS External Entities
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Details of External Entities Interfacing with MMIS

The first column of this table corresponds to the name of an entity on the diagram above.

The second column indicates, from the MMIS perspective, that the information is received/sent (I/O respectively) from/to the entity.

The column “Organization Source/Target” identifies the receiver or sender of the information from the MMIS perspective.  For example, if a file is created by the MMIS and last handled by the Fiscal Agent to send out, then FA will appear in this column.
	Appendix H - Details of External Entities Interfacing with MMIS

	Entity
	I/O
	Description of Information
	Subject Area
	Subsystem
	Transmission/Media
	Organization Source/
Target
	Freq 
	When

	APS (Peer Review Organization)
	O
	Member Eligibility Extract
	Recipient
	Recipient
	FTP
	MMIS
	Daily
	M - F

	APS (Peer Review Organization)
	O
	Provider Extract File
	Provider
	Provider
	FTP
	MMIS
	Weekly
	 

	APS (Peer Review Organization)
	I
	Behavioral Health PA Update
	PA
	Case Management
	FTP
	FA
	Daily
	M - F

	APS (Peer Review Organization)
	O
	PA Update Report
	PA
	PA
	FTP
	FA
	Daily
	M-F

	APS (Peer Review Organization)
	O
	PA Error Report
	PA
	PA
	FTP
	FA
	Daily
	M-F

	APS (Peer Review Organization)
	I
	MMIS/iCE Access, Claims, Provide, Recipient, TPL, Drug Rebate, Reference, PA, Managed Care, Financial.
	Multiple
	Online
	Interactive
	MMIS
	Daily
	 

	Atlantes (Case Management System)
	O
	Recipient Enrollee Data
                                                                        
	Recipient
	Case Management
	FTP
	MMIS
	Daily 
	M - F

	Atlantes (Case Management System)
	O
	Alert Extract File
                                                                      
	Recipient
	Case Management
	FTP
	MMIS
	Daily 
	M - F

	Atlantes (Case Management System)
	O
	Perinatal Program Extract File  
                                                                        
	Recipient
	Case Management
	FTP
	MMIS
	Daily 
	M - F

	Atlantes (Case Management System)
	O
	Provider Extract File
	Provider
	Case Management
	FTP
	MMIS
	Daily 
	M - F

	Atlantes (Case Management System)
	O
	Immunization Record  
                                                                    
	Recipient
	Case Management
	FTP
	MMIS
	Monthly
	 

	Atlantes (Case Management System)
	O
	NDC Extract File
	Drug
	Case Management
	FTP
	MMIS
	Weekly
	 

	Atlantes (Case Management System)
	O
	ER Claims Extract File                                                                           
	Claims
	Case Management
	FTP
	MMIS
	Monthly 
	 

	Atlantes (Case Management System)
	I
	Recipient Care Manager 
	Recipient
	Case Management
	FTP
	MMIS
	Real-time
	M - F

	Call Center / OKDHS / Eligibility
	I/O
	MMIS/iCE Access, Claims, Provide, Recipient, TPL, Drug Rebate, Reference, PA, Managed Care, Financial.
	Multiple
	Online
	Interactive
	MMIS
	Daily
	 

	Call Center / HP / Insure OK 
	I/O
	MMIS/iCE Access, Claims, Provide, Recipient, TPL, Drug Rebate, Reference, PA, Managed Care, Financial.
	Multiple
	Online
	Interactive
	MMIS
	Daily
	 

	Call Center / HP/OHCA First Tier 
	I/O
	MMIS/iCE Access, Claims, Provide, Recipient, TPL, Drug Rebate, Reference, PA, Managed Care, Financial.
	Multiple
	Online
	Interactive
	MMIS
	Daily
	 

	Call Center / Life Care / SoonerCare Help Line
	I/O
	MMIS/iCE Access, Claims, Provide, Recipient, TPL, Drug Rebate, Reference, PA, Managed Care, Financial.
	Multiple
	Online
	Interactive
	MMIS
	Daily
	 

	Call Center / OK University Health Sciences Center / College of Pharmacy Pharmacy Help Desk
	I/O
	MMIS/iCE Access, Claims, Provide, Recipient, TPL, Drug Rebate, Reference, PA, Managed Care, Financial.
	Multiple
	Online
	Interactive
	MMIS
	Daily
	 

	Care Management Technologies
	O
	Claims extracts are sent to perform Retro-DUR.
	Claims
	Retro-DUR
	FTP
	FA
	Weekly
	 

	Center for Medicare and Medicaid Services (CMS)
	O
	HCFA Input File For Drug Rebate and Drug Manufacture Address File
	Drug Labeler
	Drug Rebate
	Tape (Cart.)
	 
	 
	 

	Center for Medicare and Medicaid Services (CMS)
	I
	Rates Received
	Drug Rebate
	Drug Rebate
	Tape (Cart).
	 
	Quarterly
	 

	Center for Medicare and Medicaid Services (CMS)
	I
	Annual HCPCS Procedure Update
	Procedure
	Reference
	Web
	OHCA
	Annually
	 

	Center for Medicare and Medicaid Services (CMS)
	I
	Annual Physician Fee Schedule Update
	Procedure
	Reference
	Web
	OHCA
	Bi-Annual
	 

	Center for Medicare and Medicaid Services (CMS)
	O
	Creates MSIS claim files 
	Multiple
	MAR
	Gen Online Mailbox
	FA
	Quarterly
	 

	Center for Medicare and Medicaid Services (CMS)
	O
	Creates the MSIS 'regular' eligibility file 
	Multiple
	MAR
	Gen Online Mailbox
	FA
	Quarterly
	 

	Center for Medicare and Medicaid Services (CMS)
	O
	MMA dual eligible and prospectives weekly and monthly files
	Recipient 
	Data Warehouse
	Online GENTRAN mailbox
	OHCA
	Weekly, Monthly
	 

	Center for Medicare and Medicaid Services (CMS)
	I
	MMA Response Files
	Recipient / OHCA SQL
	Recipient / OHCA SQL
	Online GENTRAN mailbox
	OHCA
	Weekly, Monthly
	 

	Casualty Case Entity (Attorney, Tort-feasor, Carrier)
	I/O
	Letters, documents, faxes, email.
	TPL
	TPL
	paper, Internet, phone
	OHCA TPL unit
	As requested
	 

	Cerner 
	O
	Pharmacy Claims, Provider, Member data (E-Prescribing CO 6989)
	Multiple
	Claims
	SFTP
	FA
	Daily (Claims), Weekly (Provider, Member)
	 

	Cherokee Elder Care Providers
	O
	X12 - 820 payments for capitated services
	Financial
	EDI
	TCP/IP
	MMIS
	Monthly
	 

	Child Support Enforcement Division (CSED)
	O
	OKDHS Carrier File (Other Insurance Coverage)
	Carrier
	TPL
	FTP
	FA
	Weekly
	 

	Data Niche Associates
	O
	Drug Claims Extract - Extract files are sent to Data Niche for analysis.
	Claims
	Drug Rebate
	CD
	 
	Quarterly
	 

	Department of Mental Health and Substance Abuse Services
	O
	Claims Extract (Universal Claim Extractor - UCE)
	Claims
	Claims
	FTP
	FA
	Monthly
	 

	Drug Manufacturers
	O
	Invoice Files
	Drug Rebate
	Drug Rebate
	Diskette, Paper
	FA
	Quarterly
	 

	Drug Manufacturers
	I
	Rebate Payment 
	Drug Rebate
	Drug Rebate
	Check
	OHCA
	Quarterly
	 

	EPOCRATES
	O
	Drug Formulary update
	Drug
	Pharmacy
	Internet
	OHCA / Pharmacy
	 
	 

	Federal Agency / Department of Defense - DEERS
	I
	CHAMPUS Eligibility Information Sent from DEERS
	Recipient
	TPL
	SFTP
	FA
	Annually
	 

	Federal Agency / Department of Defense - DEERS
	O
	Medicaid Eligibility Information Sent to DEERS
	Recipient
	TPL
	SFTP
	FA
	Annually
	 

	Federal Agency / IRS
	O
	Federal 1099
	Provider
	Financial
	Web
	OHCA
	Annually
	 

	Federal Agency / Social Security Administration
	O
	Quarterly and Annual FICA
	Financial
	Internet
	Web
	MMIS
	Quarterly, Annually
	 

	First Data Bank
	I
	Drug File Update.
	Drug
	Reference
	Cart.
	FA
	Weekly
	 

	Freedom of Information (FOI)
	O
	FOI  Provider extract per CO 1504
	Provider
	Provider
	FTP
	FA
	Weekly
	 

	Great Plains 
	I
	Cash Receipt File, administrative expenditures, trial balance reports, account summaries, etc. 
	Financial
	Financial
	FTP
	FA
	Monthly
	 

	Health Integrity LLC
	O
	Medi-Medi Claims Data. Currently there is no formal feedback on the results of the analysis. In some situations Health Integrity may communicate exceptional conditions. 
	Claims
	Claims
	CD
	Janet Scott/Kelly Schropshire 
	Monthly
	 

	Health Management Systems (HMS)
	O
	MMA Response Files
	TPL
	TPL
	SFTP
	FA
	Bi-Weekly
	 

	Health Management Systems (HMS)
	O
	Paid & Denied Claims
	Claims
	TPL
	SFTP
	FA
	Monthly
	1st day

	Health Management Systems (HMS)
	O
	Provider
	Provider
	TPL
	SFTP
	FA
	Monthly
	1st day

	Health Management Systems (HMS)
	O
	Recipient - Eligibility
	Recipient
	TPL
	SFTP
	FA
	Monthly
	1st day

	Health Management Systems (HMS)
	O
	Carrier
	TPL
	TPL
	SFTP
	FA
	Monthly
	1st day

	Health Management Systems (HMS)
	O
	Resource
	TPL
	TPL
	SFTP
	FA
	Monthly
	15th day

	Health Management Systems (HMS)
	I
	Cost Avoidance
	TPL
	TPL
	SFTP
	FA
	Monthly
	Friday 1-5 pm

	Health Management Systems (HMS)
	I
	Check File
	Financial
	TPL
	SFTP
	FA
	Weekly
	15th day

	Health Management Systems (HMS)
	I
	Account Receivable
	TPL
	TPL
	SFTP
	FA
	Monthly
	 

	Ingenix
	I
	ICD-9 Diagnosis and Surgical Procedures
	Reference
	Web
	Internet
	OHCA
	Annually
	Prior to 10/1

	Iowa Foundation for Medical Care
	I
	Health Management Program status update file
	HMP
	Multiple
	SFTP
	FA
	Monthly
	 

	Iowa Foundation for Medical Care
	O
	Claims, Recipient, Provider extracts
	HMP
	Multiple
	SFTP
	FA
	Weekly
	 

	Iowa Foundation for Medical Care
	O
	Weekly HMU files (claims, provider, recipient extracts)
	Multiple
	Data Warehouse
	FTP
	FA
	Weekly
	 

	Iowa Foundation for Medical Care
	O
	Weekly HMU files
	Multiple
	Data Warehouse
	FTP
	FA
	Monthly
	 

	Life Care
	O
	EBS File (Enrollment Broker)
	Recipient
	Recipient
	FTP
	FA
	Daily
	 

	Long Term Care Authority (LTCA) 
	I
	Money Follows the Person program PA Update
	PA
	PA
	SFTP
	FA
	Daily 
	M-F

	Long Term Care Authority (LTCA) 
	O
	Money Follows the Person program Provider extract
	Provider
	Provider
	SFTP
	FA
	Weekly
	M-F

	Long Term Care Authority (LTCA) 
	O
	Money Follows the Person program Units Used file
	PA
	PA
	SFTP
	FA
	Weekly
	 

	Long Term Care Authority (LTCA) 
	O
	PA Update Report
	PA
	PA
	FTP
	FA
	Daily
	M-F

	Long Term Care Authority (LTCA) 
	O
	PA Error Report
	PA
	PA
	FTP
	FA
	Daily
	M-F

	Long Term Care Authority (LTCA) 
	O
	Claims Extract (Universal Claim Extractor - UCE)
	Claims
	Claims
	FTP
	FA
	Monthly
	 

	Medical artificial intelligence (MEDai)
	I
	Recipient Data
	Recipient
	Recipient
	SFTP
	FA
	 
	 

	Medical artificial intelligence (MEDai)
	O
	Monthly HMU files
	Claims
	Data Warehouse
	SFTP
	FA
	Monthly
	 

	OK Auditor and Inspector
	O
	Claims extract of lines for the Federal 64 report data
	Claims
	MAR
	CD
	OHCA
	Quarterly
	 

	OK Department of Education
	O
	Student eligibility match files - the most current eligibility dates up to 12 segments
	Recipient
	EDI
	TCP/IP
	MMIS
	 
	 

	OK Department of Education
	O
	Termed pregnancy, delivery, and newborn data matching
	Recipient
	Data Warehouse
	DVD
	FA
	By request
	 

	OK Department of Education
	O
	Claims Extract (Universal Claim Extractor - UCE)
	Claims
	Claims
	FTP
	FA
	Monthly
	 

	OK Department of Health
	I
	Client eligibility match files - the most current eligibility dates up to 12 segments
	Recipient
	EPSDT
	FTP
	 
	 
	 

	OK Department of Health / OSIIS (OK Immunization Information Services)
	I
	Immunizations
	Recipient
	Data Warehouse
	FTP
	FA
	Weekly
	 

	OK Department of Health / Vital Records
	I
	Death Data 
	Recipient
	Data Warehouse
	FTP
	FA
	Monthly
	 

	OK Department of Human Services (OKDHS)
	O
	OKDHS Vendor Update
	Provider
	Provider
	FTP
	FA
	Daily, Weekly
	 

	OK Department of Human Services (OKDHS)
	O
	MMIS/iCE Access
	Multiple
	Multiple
	Online/Internet 
	MMIS
	Interactive
	 

	OK Department of Human Services (OKDHS)
	I
	PS2 Personal Care PA Update
	PA
	PA
	FTP
	FA
	Daily
	M-F

	OK Department of Human Services (OKDHS)
	I
	PS/2 System TPL Transactions
	TPL
	TPL
	FTP
	FA
	Daily
	 

	OK Department of Human Services (OKDHS)
	I
	Advantage Waiver PA Update
	PA
	PA
	FTP 
	FA
	Daily
	M-F

	OK Department of Human Services (OKDHS)
	I
	Medicare Beneficiary Information (BENDEX)
	Recipient
	Recipient
	FTP
	FA
	Monthly
	 

	OK Department of Human Services / Developmental Disabilities Services Division
	I
	DDSD/HCBW PA Update
	PA
	PA
	FTP
	FA
	Daily
	M-F

	OK Department of Human Services / Developmental Disabilities Services Division
	I
	DDSD PA Update
	PA
	PA
	FTP 
	FA
	Daily
	M-F

	OK Department of Human Services / Developmental Disabilities Services Division
	O
	PA Update Report
	PA
	PA
	FTP
	FA
	Daily
	M-F

	OK Department of Human Services / Developmental Disabilities Services Division
	O
	PA Error Report
	PA
	PA
	FTP
	FA
	Daily
	M-F

	OK Department of Human Services / Developmental Disabilities Services Division
	O
	Claims Extract (Universal Claim Extractor - UCE)
	Claims
	Claims
	FTP
	FA
	Daily
	M-F

	OK Department of Human Services / IV Department 
	I
	Eligibility Information - Absent parent
	Recipient
	TPL
	CD
	FA
	Quarterly
	M-F

	OK Department of Human Services / PS/2 System
	I
	PS/2 Monthly Roll Eligibility Update Transactions
	Recipient
	Recipient
	FTP
	FA
	Monthly
	 

	OK Department of Human Services / PS/2 System  
	I
	PS/2 Real-Time Eligibility Update Transactions
	Recipient
	Recipient
	Online
	FA
	Interactive
	 

	OK Department of Human Services / PS/2 System  
	O
	Recipient EPSDT Abnormality Information
	Recipient
	Recipient
	FTP
	FA
	 
	 

	OK Employment Security Commission
	 
	 
	 
	 
	 
	 
	Weekly
	 

	OK Foundation for Medical Quality and Focus System (OFMQ)
	O
	Claims Extract (Universal Claim Extractor - UCE)
	Claims
	Claims
	FTP
	FA
	Monthly
	 

	OK Medical Association
	I
	Provider License File
	Provider
	Provider
	FTP
	FA
	 
	 

	OK Office of Attorney General
	 
	MMIS/iCE access
	Program Integrity
	Multiple
	Secure extranet connection
	MMIS
	Interactive
	 

	OK Office of Inspector General
	O
	MMIS/iCE access
	Program Integrity
	Multiple
	Secure extranet connection
	MMIS
	Interactive
	 

	OK Office of Juvenile Affairs (OJA)
	I/O
	Claims, claims extract 
	Claims
	EDI
	FTP
	FA
	Monthly
	 

	OK Office of Juvenile Affairs (OJA)
	O
	Recipient eligibility
	Recipient
	Recipient
	 
	 
	 
	 

	OK Office of Juvenile Affairs (OJA)
	O
	Claims Extract (Universal Claim Extractor - UCE)
	Claims
	Claims
	FTP
	FA
	Monthly
	 

	OK State Treasurer’s Office
	O
	Disbursement file to request warrants
	Financial
	Financial
	FTP
	FA
	Weekly
	 

	OK State Treasurer’s Office
	I
	Cancel by Statute File
	Financial
	Financial
	FTP
	FA
	Weekly
	 

	OK State Treasurer’s Office
	O
	Payment Issue File to STO
	Financial
	Financial
	FTP
	FA
	Weekly
	 

	OK State Treasurer’s Office
	I
	Register File - This is an issue file return with possible issue date changes for the EFT's and On-Us Transfers.
	Financial
	Financial
	FTP
	FA
	Weekly
	 

	OK State Treasurer’s Office
	I
	Returns File - This is a list of failed EFTs.
	Financial
	Financial
	FTP
	FA
	Weekly
	 

	OK State Treasurer’s Office
	I
	Statement File - This is the check clears file from the STO.  
	Financial
	Financial
	FTP
	FA
	Weekly
	 

	OK State Treasurer’s Office
	I
	EFT Information
	Provider
	Provider
	FTP
	FA
	Weekly
	 

	OK State Treasurer’s Office
	I
	Eligibility Information
	Recipient
	TPL
	CD
	 
	Semi-Annually
	 

	OK Tax Commission
	O
	File input to State 1099 Process
	Financial
	Financial
	CD
	FA
	Annually
	 

	OK University Health Sciences Center / College of Pharmacy
	I
	College of Pharmacy will use the online PA system to enter and maintain the PA data
	PA
	PA
	Online 
	MMIS
	Interactive
	 

	OK University Health Sciences Center / College of Pharmacy
	O
	Pharmacy extract per CO 1509
	Provider
	Provider
	FTP 
	FA
	Weekly
	 

	OK University Health Sciences Center / College of Pharmacy
	O
	Claims extracts are sent to the College of Pharmacy to perform Retro-DUR.
	Claims
	Retro-DUR
	FTP
	FA
	Monthly
	 

	Online Survey Certification and Reporting (OSCAR)
	I
	CLIA File
	Provider
	Provider
	FTP
	FA
	3/Week
	M,W,F

	Pacific Health Policy Group (PHPG)
	O
	HMU files for HMP evaluation (claims, Provider, recipient data)
	Multiple
	Data Warehouse
	DVD
	FA
	As requested
	 

	Pacific Health Policy Group (PHPG)
	O
	Soon-to-be-Sooner weekly HMU files (claims, Provider, recipient data)
	Multiple
	Data Warehouse
	 
	 
	 
	 

	Provider
	I
	Claims
	Claims
	EDI
	Paper, EDI, Web, CD etc
	FA
	Daily
	 

	Provider
	I/O
	Letters, documents.
	Provider
	Provider
	Paper, Fax, E-mail
	Provider Contracting
	Daily
	 

	Provider 
	O
	835 Financial Remittance Advice
	Financial
	EDI
	web, EDI, paper
	FA
	Weekly
	 

	Recipient
	O
	Recipient information/letters, notices, Claims, EOMBs
	Multiple
	Online
	TCP/IP
	MMIS
	Daily
	 

	Vendor / Envoy Corporation/Web MD
	I/O
	X12 270/271,837, 835, NCPDP (Drug Claims)
	Multiple
	EDI
	TCP/IP
	MMIS
	Daily
	 

	Vendor / HBOC (McKesson)
	I
	Claims Check
	Claims
	Claims
	FTP
	FA
	Bi-Annual
	1st day

	Vendor / Healthcare Data Exchange
	I/O
	X12 270/271
	Multiple
	EDI
	TCP/IP
	MMIS
	Daily
	 

	Vendor / HealthNet Data Link, Inc
	I/O
	X12 270/271
	Multiple
	EDI
	TCP/IP
	MMIS
	Daily
	 

	Vendor / MedeAmerica
	I/O
	Recipient Eligibility Verification Vendor 
	Multiple
	EDI
	TCP/IP
	MMIS
	Daily
	 

	Vendor / Medifax (The Potomac Group)
	I/O
	Recipient Eligibility Verification Vendor 
	Multiple
	EDI
	TCP/IP
	MMIS
	Daily
	 

	Vendor / National Data Corporation
	I/O
	Recipient Eligibility Verification Vendor/POS Vendor
	Multiple
	EDI
	TCP/IP
	MMIS
	Daily
	 


17 Appendix I-1A: Bidder’s Proposal Submission Requirements Checklist – MMIS Takeover with Enhancements

This Appendix identifies the requirements for the technical and cost proposals for the MMIS Takeover with Enhancements.  Failure in whole or part, to respond to a specific requirement may negatively impact a bidder’s score, or result in rejection of the bid during the evaluation phase.

	 Bidder’s Proposal Submission Requirements Checklist

MMIS Takeover with Enhancements 
	Acknowledgement

“(”   or   “X”

	
	

	1. Was the proposal submitted to OHCA on the date and time as specified in the RFP?
	

	2. Were there separate Technical and Cost proposals?
	

	3. Was a signed Transmittal Letter included with the Technical Proposal?
	

	4. Does the Technical Proposal include one (1) original, (10) paper copies, and 1 copy on CD of the Technical Proposal?
	

	5. Is the Technical Proposal include the following 8 (eight) separate sections?
	

	a. Section A – Transmittal Letter
	

	b. Section B – Bidder’s Proposal Submission Requirements Checklist
	

	c. Section C – Executive Summary
	

	d. Section D – Project Management Plan
	

	e. Section E – MMIS Technical and Functional Approach
	

	f. Section F – Staff Qualifications and Experience
	

	g. Section G – Past Performance and Qualifications
	

	h. Section H – Corporate Stability and Resources
	

	i.  Appendix I-2A: Requirements List – MMIS
	

	j. Appendix N: Proposed Software and Hardware Inventory – Schedules A & B
	

	6. Are any Cost Proposal values included in the Technical Proposal?
	

	7. Have the page limits been adhered to? 
Excess pages will be removed during the Mandatory Requirements Review.
	

	8. Is the Transmittal Letter signed by an individual authorized to legally bind the company to the proposal?
	

	9. Does the Transmittal Letter include all of the items listed in the RFP subsection 5.2.1?
	

	10. Is a completed Bidder’s Proposal Submission Requirements Checklist included with the proposal?
	

	11. Are there any Bidder’s Proposal Submissions Requirements Checklist items that are not met?
	

	12. Are items one (1) thru three (3) specified in RFP subsection 5.2.3 included in the Executive Summary and Technical Proposal Section C?
	

	13. Does the Project Management Plan, Technical Proposal Section D, contain the required elements specified in RFP subsection 5.2.4?
	

	14. Does the MMIS Technical and Functional Capabilities, Technical Proposal Section E, contain the required element specified in RFP subsection 5.2.5?
	

	15. Does the Staff Qualifications and Experience, Technical Proposal Section F, contain the required elements specified in RFP subsection 5.2.6?
	

	16. Does the Firm Past Performance and Qualifications Technical Proposal Section G, contain the required elements specified in RFP subsection 5.2.7?
	

	17. Does the Corporate Stability and Resources, Technical Section H, contain the required elements specified in RFP subsection 5.2.8?
	

	18. Was OHCA’s “Solicitation Request” form, signed in ink by the bidder (or officer of the bidder who is legally authorized to bind the bidder to the proposal)?
	

	19. Was a “Certification for Competitive Bid and/or Contract (DCS-FORM-CP-004)” form, signed in ink by the bidder (or officer of the bidder who is legally authorized to bind the bidder to the proposal)?
	

	20. Was a “Professional Service Contract Certification (DCS-FORM-CP-021)” form, signed in ink by the bidder (or officer of the bidder who is legally authorized to bind the bidder to the proposal)?
	

	21. If subcontractors are proposed, has each subcontractor submitted a statement, on official letterhead, signed by an individual authorized to legally bind the subcontractor to perform the scope of work?
	

	22. Does the Transmittal Letter (see RFP subsection 5.2.1.1) explicitly identify and explain where the proposal deviates, in any way whatsoever, for, the detailed specifications and requirements in the RFP?  (OHCA reserves the right to reject any proposal containing such deviations or to require modification and/or clarification before acceptance.)
	

	Signature
	Title

	Date




18 Appendix I-1B: Bidder’s Proposal Submission Requirements Checklist – PI Replacement System 

This Appendix identifies the requirements for the Technical and Cost proposals for the PI Replacement System.  Failure in whole or part, to respond to a specific requirement may negatively impact a bidder’s score, or result in rejection of the bid during the evaluation phase.

	 Bidder’s Proposal Submission Requirements Checklist
PI Replacement System 
	Acknowledgement

“(”   or   “X”

	1. Was the proposal submitted to OHCA on the date and time as specified in the RFP?
	

	2. Were there separate Technical and Cost proposals?
	

	3. Was a signed Transmittal Letter included with the Technical Proposal?
	

	4. Does the Technical Proposal include one (1) original, (10) paper copies, and 1 copy on CD of the Technical Proposal?
	

	5. Is the Technical Proposal include the following 8 (eight) separate sections?
	

	a. Section A – Transmittal Letter
	

	b. Section B – Bidder’s Proposal Submission Requirements Checklist
	

	c. Section C – Executive Summary
	

	d. Section D – Project Management Plan
	

	e. Section E – MMIS Technical and Functional Approach
	

	f. Section F – Staff Qualifications and Experience
	

	g. Section G – Past Performance and Qualifications
	

	h. Section H – Corporate Stability and Resources
	

	i.  Appendix I-2B: Requirements List – PI Replacement System
	

	6. Are any Cost Proposal values included in the Technical Proposal?
	

	7. Have the page limits been adhered to? 
Excess pages will be removed during the Mandatory Requirements Review.
	

	8. Is the Transmittal Letter signed by an individual authorized to legally bind the company to the proposal?
	

	9. Does the Transmittal Letter include all of the items listed in the RFP subsection 5.2.1?
	

	10. Is a completed Bidder’s Proposal Submission Requirements Checklist included with the proposal?
	

	11. Are there any Bidder’s Proposal Submissions Requirements Checklist items that are not met?
	

	12. Are items four (4) thru six (6) specified in RFP subsection 5.2.3 included in the Executive Summary and Technical Proposal Section C?
	

	13. Does the Project Management Plan, Technical Proposal Section D, contain the required elements specified in RFP subsection 5.2.4?
	

	14. Does the MMIS Technical and Functional Capabilities, Technical Proposal Section E, contain the required element specified in RFP subsection 5.2.5?
	

	15. Does the Staff Qualifications and Experience, Technical Proposal Section F, contain the required elements specified in RFP subsection 5.2.6?
	

	16. Does the Firm Past Performance and Qualifications Technical Proposal Section G, contain the required elements specified in RFP subsection 5.2.7?
	

	17. Does the Corporate Stability and Resources, Technical Section H, contain the required elements specified in RFP subsection 5.2.8?
	

	18. Was OHCA’s “Solicitation Request” form, signed in ink by the bidder (or officer of the bidder who is legally authorized to bind the bidder to the proposal)?
	

	19. Was a “Certification for Competitive Bid and/or Contract (DCS-FORM-CP-004)” form, signed in ink by the bidder (or officer of the bidder who is legally authorized to bind the bidder to the proposal)?
	

	20. Was a “Professional Service Contract Certification (DCS-FORM-CP-021)” form, signed in ink by the bidder (or officer of the bidder who is legally authorized to bind the bidder to the proposal)?
	

	21. If subcontractors are proposed, has each subcontractor submitted a statement, on official letterhead, signed by an individual authorized to legally bind the subcontractor to perform the scope of work?
	

	22. Does the Transmittal Letter (see RFP subsection 5.2.1.1) explicitly identify and explain where the proposal deviates, in any way whatsoever, for, the detailed specifications and requirements in the RFP?  (OHCA reserves the right to reject any proposal containing such deviations or to require modification and/or clarification before acceptance.)
	

	Signature
	Title

	Date
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	Appendix I-2A: Requirements List – MMIS Takeover w/Enhancements

	
	
	

	
	
	Discussion Points (Appendix I-3)
	
	
	

	Requirement Number
	Technical Bid Section
	1 - Understanding 
	2 - Approach 
	3 - Deliverable development
	4 - Prototypes
	5 - Experience and capability
	6 - Hardware and software
	7 - Agreement or  acknowledgement
	8 - Staff qualifications
	9 - Discussion of requirement 
	10 - Discussion of solution 
	Vendor Check-Off
	Vendor Bid Cross-Reference
	Modification Evaluation: Appendix I-4

	Executive Summary
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	5.2.3
	 C
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	Project Management Plan
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	5.2.4
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.1
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.1.1
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.1.1.1
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.1.1.2.1.1
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.1.1.2.1.2
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.1.1.2.1.3
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.1.1.2.1.4
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.1.1.2.1.6
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.1.1.2.1.7
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.1.1.2.1.8
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.1.1.2.1.9
	 D
	X
	X
	X
	X
	X
	 X
	X
	 
	X
	X
	
	
	

	3.1.1.2.2.1
	 D
	X
	X
	X
	X
	X
	X
	X
	 
	X
	X
	 
	 
	 

	3.1.1.2.2.2
	 D
	 
	 
	 
	 
	 
	 
	X
	 
	 
	 
	 
	 
	 

	3.1.1.2.2.3
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.1.1.2.2.4
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.1.1.2.3
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.1.1.2.4.1
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.1.1.2.4.2
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.1.1.2.5
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.1.2
	D
	X
	X
	
	
	X
	
	X
	
	X
	X
	
	
	

	3.1.2.1
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.1.2.2
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.1.2.3
	 D
	 
	 
	 
	 
	 
	 
	X
	 
	 
	 
	 
	 
	 

	3.1.2.4
	 D
	X
	X
	 
	 
	 
	 
	X
	 
	X
	X
	 
	 
	 

	3.1.2.5
	 D
	X
	X
	 
	 
	X
	X
	X
	 
	X
	X
	 
	 
	 

	3.1.2.6
	 D
	X
	X
	 
	 
	X
	X
	X
	 
	X
	X
	 
	 
	 

	3.1.2.7
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.1.2.8
	D
	X
	X
	
	
	X
	
	X
	
	X
	X
	
	
	

	3.1.2.8.1
	 D
	X
	X
	 
	 
	X
	X
	X
	 
	X
	X
	 
	 
	 

	3.1.2.8.2
	 D
	X
	X
	 
	 
	X
	X
	X
	 
	X
	X
	 
	 
	 

	3.1.2.8.3
	 D
	X
	X
	 
	 
	X
	X
	X
	 
	X
	X
	 
	 
	 

	3.1.2.9
	 D
	X
	X
	 
	 
	X
	X
	X
	 
	X
	X
	 
	 
	 

	3.2
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.1
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.1.1
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.1.3
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.1.5
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.1.6
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.2
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.2.1
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.2.3
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.2.5
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.2.6
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.3.5
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.3.5.1
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.3.5.2
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.3.6
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.3.6.1
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.3.6.2
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.3.7
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.2
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.3
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.4
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.5
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.5.2
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.5.3
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.5.3.1
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.5.3.2
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.5.3.3
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.5.3.4
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.6
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.6.2
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.6.3
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.6.3.1
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.6.3.2
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.6.3.3
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.6.3.4
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.6.3.5
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.6.3.6
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.6.3.7
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.6.3.8
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.6.3.9
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.6.4
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.7
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.7.2
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.7.3
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.7.3.1
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.7.3.2
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.7.3.3
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.7.3.4
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.8
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.8.2
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.8.3
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.8.4
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.9
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.9.2
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.9.3
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.9.4
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.9.5
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.9.5.1
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.4
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.4.2
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.4.2.1
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.4.2.2
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.4.2.3
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.4.2.4
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.4.2.5
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.4.3
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.5
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.5.1
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	MMIS Technical and Functional Approach
	 
	 
	 
	 
	 
	 
	 
	 

	5.2.5
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.3.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.3.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.3.2.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.3.2.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.3.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.3.4
	 E
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.3.8
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.3.9
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.3.10
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.3.10.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.3.10.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.4
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.1.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.1.1.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.1.1.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.1.1.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.1.1.4
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.1.1.6
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.1.1.7
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.1.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.1.2.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.1.2.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.1.2.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.1.2.4
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	 E
	X
	
	
	
	
	
	
	
	
	
	 
	 
	 

	4.4.2.6
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.4.2.7
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.4.3.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.4.3.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.4.3.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.4.3.4
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.4.3.6
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.4.3.7
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.4.4.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.4.4.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.4.4.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.4.4.4
	 E
	X
	
	
	
	
	
	
	
	
	
	 
	 
	 

	4.4.4.6
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.4.4.7
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.4.5.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.4.5.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.4.5.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.4.5.4
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.4.5.6
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.4.5.7
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.4.6
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.4.6.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.4.6.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.4.6.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.4.6.4
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.4.6.6
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.4.6.7
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.4.7
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.4.7.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.4.7.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.4.7.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.4.7.4
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.4.7.6
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.4.7.7
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.4.8
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.4.8.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.4.8.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.4.8.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.4.8.4
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.4.8.6
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.4.8.7
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.1.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.1.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.1.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.1.4
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.1.6
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.1.7
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.2.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.2.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.2.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.2.4
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.2.6
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.2.7
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.3.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.3.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.3.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.3.4
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.3.6
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.3.7
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.6.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.6.1.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.6.1.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.6.1.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.6.1.4
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.6.1.6
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.6.1.7
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.6.2.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.6.2.2.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.6.2.2.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.6.2.2.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.6.2.3.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.6.2.3.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.6.2.3.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.6.2.4
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.6.2.6
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.6.2.7
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.6.3.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.6.3.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.6.3.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.6.3.4
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.6.3.6
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.6.3.7
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.6.4.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.6.4.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.6.4.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.6.4.4
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.6.4.6
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.6.4.7
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.6.5.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.6.5.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.6.5.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.6.5.4
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.6.5.6
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.6.5.7
	 E
	X
	
	
	
	
	
	
	
	
	
	 
	 
	 

	4.7.1.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.7.1.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.7.1.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.7.1.4
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.7.1.6
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.7.1.7
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.8.1.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.8.1.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.8.1.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.8.1.4
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.8.1.6
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.8.1.7
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.9.1.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.9.1.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.9.1.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.9.1.4
	 E
	X
	
	
	
	
	
	
	
	
	
	 
	 
	 

	4.9.1.6
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.9.1.7
	 E
	X
	
	
	
	
	
	
	
	
	
	 
	 
	 

	4.10.1.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.1.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.1.4
	 E
	X
	
	
	
	
	
	
	
	
	
	 
	 
	 

	4.10.1.6
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.1.7
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.2.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.2.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.2.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.2.4
	 E
	X
	
	
	
	
	
	
	
	
	
	 
	 
	 

	4.10.2.6
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.2.7
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.3.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.3.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.3.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.3.4
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.3.6
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.3.7
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.4
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.4.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.4.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.4.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.4.4
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.4.6
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.4.7
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.5
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.5.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.5.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.5.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.5.4
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.5.6
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.5.7
	 E
	X
	
	
	
	
	
	
	
	
	
	 
	 
	 

	4.10.6
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.6.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.6.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.6.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.6.4
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.6.6
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.6.7
	 E
	X
	
	
	
	
	
	
	
	
	
	 
	 
	 

	4.10.7.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.7.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.7.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.7.4
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.7.6
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.7.7
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.8
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.8.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.8.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.8.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.8.4
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.8.6
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.8.7
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.9
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.9.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.9.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.9.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.9.4
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.9.6
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.9.7
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.10
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.10.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.10.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.10.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.10.4
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.10.6
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.10.7
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.11.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.11.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.11.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.11.4
	 E
	X
	
	
	
	
	
	
	
	
	
	 
	 
	 

	4.10.11.6
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.11.7
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	Staff Qualifications and Experience
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	5.2.6
	 F
	X
	X
	 
	 
	X
	 
	X
	X
	X
	X
	 
	 
	 

	3.1.1.2.1.5
	 F
	X
	X
	X
	X
	X
	 
	X
	X
	X
	X
	 
	 
	 

	3.2.1.2
	 F
	X
	X
	X
	X
	X
	 
	X
	X
	X
	X
	 
	 
	 

	3.2.2.2
	 F
	X
	X
	 
	 
	X
	 
	X
	X
	X
	X
	 
	 
	 

	3.3.1
	 F
	X
	X
	 
	 
	X
	 
	X
	X
	X
	X
	 
	 
	 

	Firm Past Performance and Qualifications
	 
	 
	 
	 
	 
	 
	 
	 

	5.2.7
	 G
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	Corporate Stability and Resources
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	5.2.8
	 H
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	MMIS Takeover Software  and Hardware
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Appendix N Schedule A
	 E
	
	
	
	
	
	X
	
	
	
	
	 
	 
	 

	Appendix N Schedule B
	 E
	
	
	
	
	
	X
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	Appendix I-2B: Requirements List – PI Replacement System
	
	
	

	
	
	Discussion Points (Appendix I-3)
	
	
	

	Requirement Number
	Technical Bid Section
	1 - Understanding 
	2 - Approach 
	3 - Deliverable development
	4 - Prototypes
	5 - Experience and capability
	6 - Hardware and software
	7 - Agreement or  acknowledgement
	8 - Staff qualifications
	9 - Discussion of requirement 
	10 - Discussion of solution 
	Vendor Check-Off
	Vendor Bid Cross-Reference
	Modification Evaluation: Appendix I-4

	Executive Summary
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	5.2.3
	 C
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	Project Management Plan
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	5.2.4
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.1
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.1.1
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.1.1.1
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.1.1.2.1.1
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.1.1.2.1.2
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.1.1.2.1.3
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.1.1.2.1.4
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.1.1.2.1.6
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.1.1.2.1.7
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.1.1.2.1.8
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.1.1.2.2.1
	 D
	X
	X
	X
	X
	X
	X
	X
	 
	X
	X
	 
	 
	 

	3.1.1.2.2.2
	 D
	 
	 
	 
	 
	 
	 
	X
	 
	 
	 
	 
	 
	 

	3.1.1.2.2.3
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.1.1.2.2.4
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.1.1.2.3
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.1.1.2.4.1
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.1.1.2.4.2
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.1.1.2.5
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.1.2.3
	 D
	 
	 
	 
	 
	 
	 
	X
	 
	 
	 
	 
	 
	 

	3.1.2.4
	 D
	X
	X
	 
	 
	 
	 
	X
	 
	X
	X
	 
	 
	 

	3.1.2.7
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.1
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.1.1
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.1.3
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.1.5
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.1.6
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.2
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.2.1
	D
	X
	X
	
	
	X
	
	X
	
	X
	X
	
	
	

	3.2.2.5
	D
	X
	X
	
	
	X
	
	X
	
	X
	X
	
	
	

	3.2.2.6
	D
	X
	X
	X
	X
	X
	
	X
	
	X
	X
	
	
	

	3.2.3.5
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.3.5.1
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.3.5.2
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.3.6
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.3.6.1
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.3.6.2
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.3.7
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.2
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.3
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.4
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.5
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.5.2
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.5.3
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.5.3.1
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.5.3.2
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.5.3.3
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.5.3.4
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.6
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.6.2
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.6.3
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.6.3.1
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.6.3.2
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.6.3.3
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.6.3.4
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.6.3.5
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.6.3.6
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.6.3.7
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.6.3.8
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.6.3.9
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.6.4
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.7
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.7.2
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.7.3
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.7.3.1
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.7.3.2
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.7.3.3
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.7.3.4
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.8
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.8.2
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.8.3
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.8.4
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.9
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.9.2
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.9.3
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.9.4
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.9.5
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.3.2.9.5.1
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.4
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.4.2
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.4.2.1
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.4.2.2
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.4.2.3
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.4.2.4
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.4.2.5
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.4.3
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.5
	 D
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.5.1
	 D
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	MMIS Technical and Functional Approach
	 
	 
	 
	 
	 
	 
	 
	 

	5.2.5
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.3.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.3.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.3.2.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.3.2.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.3.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.3.4
	 E
	X
	X
	X
	X
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.3.8
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.3.9
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.3.10
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.3.10.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	3.2.3.10.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.4
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.4.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.4.1.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.4.1.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.4.1.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.4.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.4.2.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.4.2.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.4.2.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.4.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.4.3.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.4.3.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.4.3.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.4.4
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.4.4.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.4.4.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.4.4.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.4.6
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.4.6.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.4.6.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.4.6.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.4.7
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.4.7.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.4.7.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.5.4.7.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.1.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.1.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.1.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.1.4
	 E
	X
	
	
	
	
	
	
	
	
	
	 
	 
	 

	4.10.1.6
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.1.7
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.2.1
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.2.2
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.2.3
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.2.4
	 E
	X
	
	
	
	
	
	
	
	
	
	 
	 
	 

	4.10.2.6
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	4.10.2.7
	 E
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	Staff Qualifications and Experience
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	5.2.6
	 F
	X
	X
	 
	 
	X
	 
	X
	X
	X
	X
	 
	 
	 

	3.1.1.2.1.5
	 F
	X
	X
	X
	X
	X
	 
	X
	X
	X
	X
	 
	 
	 

	3.2.1.2
	 F
	X
	X
	X
	X
	X
	 
	X
	X
	X
	X
	 
	 
	 

	3.2.2.2
	 F
	X
	X
	 
	 
	X
	 
	X
	X
	X
	X
	 
	 
	 

	3.3.1
	 F
	X
	X
	 
	 
	X
	 
	X
	X
	X
	X
	 
	 
	 

	Firm Past Performance and Qualifications
	 
	 
	 
	 
	 
	 
	 
	 

	5.2.7
	 G
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
	 
	 
	 

	Corporate Stability and Resources
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	5.2.8
	 H
	X
	X
	 
	 
	X
	 
	X
	 
	X
	X
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1. Understanding of the requirement.

2. Approach to meeting the requirement if different than specified in the requirement, including why the selected approach is being proposed and why it is the best approach for Oklahoma.

3. How deliverables will be developed, what their contents will be, sample format and material, how completeness and timeliness will be assured, and how review periods will be provided for.

4. Examples or preliminary versions of screens, reports, documents, work plans, charts, matrices, and the like which are relevant to this requirement.

5. Experience and capability to meet the requirement.

6. The hardware and/or software proposed if not specified in the requirement, or different than specified in the requirement, and their capability to meet the requirement.

7. Agreement that the requirement will be met or, for requirements that are State responsibilities, a statement as to the bidder’s understanding that only those requirements identified are the State’s responsibility; detailed narrative not required.

8. Bidder staff qualifications expressed through narratives which include discussion of:

o
experience particularly relevant to the Oklahoma project,

o
reason for proposing an individual for a particular position,

o
staff roles and relationships to other contractor staff, and

o
current assignments.

9. Discussion topics are included in the text of the numbered requirement; reference RFP requirement.

10. Discussion on the overall general, technical or functional area of the section (section is indicated by the first three numbers of each requirement) in narrative form.  Include how the proposed solution for the section, considering all of the requirements, would benefit the State and how the proposed solution meets the State’s needs for this general, technical or functional area.  All individual responses to requirements of the section will be considered.

22 Appendix I-4: Modification Evaluation

Vendors Must Indicate the Relative Level of Effort Necessary to Address Each Requirement.  Each requirement’s effort should be rated on a scale of 1 to 7.

The following guidelines should be utilized in determining the level of effort:

1. Little or no effort in terms of staff or other resources.

2. More than a little effort in terms of staff or other resources.

3. Minor effort in terms of staff or other resources.

4. Mid-point between little or no effort and significant effort in terms of personnel and other resources.  

5. Beyond the mid-point between no effort and significant effort in terms of personnel and other resources.  

6. Significant effort in terms of either personnel or other resources. 

7. Significant effort in terms of both personnel and other resources such as hardware, software, infrastructure, and so forth.  Represents the most significant requirement of the contract and all those of roughly equal magnitude.
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	Appendix J - PI Detailed Requirements

	RFP Subsection 
X-reference
	Requirement Description

	4.5.4.1.1
Inputs

 (Case Management)
	1. Provide the capability to receive case referral data from any source (agency, public, individual, etc.) as specified by OHCA, that includes an indication of the source contact information of the referral.  

1.1. CMS Medicare/Medicaid Case Referrals.

1.2. Medicaid Integrity Program/Medicaid Integrity Contractor (MIP/MIC).

1.3. Other State Medicaid Agency.

1.4. Public Individual.
128.5. Other OHCA units.
128.6. EOMB responses.

	4.5.4.1.1
Inputs

 (Case Management)
	129. Provides the capability to track and manage multiple types of cases, with different types of data for each as specified by the State.

129.1. Medical Review cases

129.2. Data Processing cases, including the ability to track and roll up information relating to additional “sub” cases which are part of the original case.

129.3. Internal Audit cases

129.4. Claims payment accuracy review cases, including the ability to track and roll up information relating to additional “sub” cases which are part of the original case.

129.5. Self audit cases

129.6. Payment Error Rate Measurement (PERM) cases

129.7. Audit Responses cases to track assignments, house spent and other data related to work creating audit responses for external agencies.

	4.5.4.1.1
Inputs

 (Case Management)
	130. Provides the capability to collect all data needed to support the State PI Assessment report (SPIA)

130.1. Descriptive information that depicts the core areas of State PI activities.

130.2. Medical and Administrative Medicaid expenditure and PI recovery data.

130.3. Accounting for return on investment from Medicaid integrity.

	4.5.4.1.1
Inputs

 (Case Management)
	131. Provide the capability for the manager or supervisor to assign/reassign cases to staff and produce management reports as defined by the State.

131.1. Assign the case to an Auditor

131.2. Reassign the case to a different Auditor

131.3. Assign the case to multiple auditors simultaneously

131.4. See the process and status of the case

131.5. Add an informal comment or note to the case assigned to an auditor

131.6. See weekly percent of time spent on different cases by their staff

131.7. Drill down from summary case information to detailed case information

131.8. See a peer to peer comparison of auditors with respect to aging, time to initiate types of cases.

131.9. See how individual and aggregated auditor time has been spent on various tasks within their assigned cases and other activities (meetings, case related travel, non case related travel, agency functions, etc.)

	4.5.4.1.1
Inputs

 (Case Management)
	132. Capability to receive and archive claims universe data relating to a specific case from the Medical Review (SURS) system and store it in a database format attached to that case.

132.1. Capability to save sampling parameters in the PI Case Management system.

132.2. Capability to save the seed information from sampling tool (such as RATSTATS)

132.3. Capability to save the data analytics algorithm with ease.

132.4. Capability to save the criteria for ranking and exception reports from the Medical Review system in addition to the reports themselves.

	4.5.4.1.1
Inputs

 (Case Management)
	133. Provides the capability for the agency to maintain any applicable time limits related to PI events (audit notification, Medical Advisory Committee Appeal, CEO appeal, etc.) such as:

133.1. How many days providers are allowed to respond/appeal various actions.

133.2. How many days the agency has to respond to the providers appeal.

133.3. When the days have run out, workflow processing should be automatically initiated to go to the next step (i.e. alert/email the auditor.)

	4.5.4.1.1
Inputs

 (Case Management)
	134. Provides update capability and direct online entry to document and maintain cases with on-and off-site scans, notes, and results of an on-site audits conducted at provider’s facilities.

134.1. The capability includes direct online entry to the Case Management system. Information to be documented includes reviewer’s notations on specific claims; claims detail history report, photocopied medical records, and worksheet.  Any photocopied documents obtained from a provider while conducting an on-site audit are imaged and added to the specific case record for the provider being audited.

	4.5.4.1.1
Inputs

 (Case Management)

	135. Provides the capability to document the physical characteristics and focused observations of a provider’s facility to the specific case and the ability to export information from a portable computer or by direct online entry.

135.1. Information documented includes information required in order to be eligible as a provider under the Oklahoma Medicaid Program.

	4.5.4.1.1
Inputs

 (Case Management)
	136. Provides online capability to capture the dates and associated information related to cases filed on appeal.

136.1. This includes the decision, action to be taken, actual dates, responses from the notification letters and questionnaires received from providers.  This also includes the ability to see the appeal response period days relating to each type of appeal (informal reconsideration, Medical Advisory Committee, CEO, District Court).  This also includes the ability to link pertinent information and document any related Case.

	4.5.4.1.1
Inputs

 (Case Management)
	137. Provider an event log/chronology showing past and current statuses of the case as well as other data as specified by the State.

137.1. Includes changes in auditor(s), letters sent, appeals filed to our Medical Advisory Committee, legal appeals, hearing dates, results, effective and posting dates, settlement amount and documentation relating to each event such as letters received.

	4.5.4.1.1
Inputs

 (Case Management)
	138. Provides ability to track and report on source of referrals.

138.1. Referrals could come from anywhere (public, any agency, etc.)

	4.5.4.1.1
Inputs

 (Case Management)

	139. Provides the capability for auditors to enter their daily hours spent on various tasks within their assigned cases and other activities (meetings, case-related travel, non-case related travel, agency functions, training, CEU tracking, etc.).  

139.1. This information does not have to interface to our timesheet or payroll system

	4.5.4.1.1
Inputs

 (Case Management)
	140. Provides the capability for OHCA to maintain and track any applicable time limits, overpayments, recoveries, and  settlements related to PI events (audit notification, Medical Advisory Committee Appeal, CEO appeal, etc.), as specified by OHCA.

	4.5.4.1.1
Inputs

 (Case Management)
	141. Provides the capability to track dates of each task and event specific to each case.

	4.5.4.1.1
Inputs

 (Case Management)
	142. Provides the capability to track identified overpayment amount, amount recovered to date, settlement amount, cost avoidance amount, amount sent to bad debt, and balance due.

	4.5.4.1.1
Inputs

 (Case Management)
	143. Provides documentation update capabilities and direct online entry to document and maintain cases with on-site and off-site scans, notes, and results of on-site audits conducted at provider's facilities.  

	4.5.4.1.1
Inputs

 (Case Management)
	144. Provides the capability to document the physical characteristics and focused observations of a provider's facility to the specific case and the ability to export information from a portable computer or by direct online entry.  

	4.5.4.1.1
Inputs

 (Case Management)
	145. Provides the online capability to utilize functions as specified by OHCA to increase work flow production, capture data and information during site visits, and maintain audit trails. 

	4.5.4.1.1
Inputs

 (Case Management)
	146. Provides the online capability for a specific area for consultants to document their recommendations on member or provider case reviews.  

	4.5.4.1.1
Inputs

 (Case Management)
	147. Automatically generates claim facsimiles or secure emails, which can be sent to members, providers, and State agencies involved in the case.

	4.5.4.1.1
Inputs

 (Case Management)
	148. Provides the capability of allowing users to electronically sign and date that they have reviewed documents related to the case. This includes providing a queue or list of unsigned electronically formatted documents needing review to the manager.

	4.5.4.1.1
Inputs

 (Case Management)
	149. Provides the capability for the auditor to electronically associate the source and purpose of to-be-signed documents attached with the case.

	4.5.4.1.1
Inputs

 (Case Management)
	150. Provides the capability for auditors to enter their daily hours spent on various tasks within their assigned cases and other activities (meetings, case-related travel, non-case related travel, agency functions, training, CEU tracking, etc.).  

	4.5.4.1.1
Inputs

 (Case Management)
	151. Provides the capability to link all documentation as specified by OHCA to the PI case using the unique identifier.

	4.5.4.1.1
Inputs

 (Case Management)
	152. Provides the capability to create a feed from the MMIS financial function to the PI Case Management function to report recovery progress at the case level each week.  

	4.5.4.1.1
Inputs

 (Case Management)
	153. Provides the ability to add or delete claims that are included in any PI case created.

	4.5.4.1.1
Inputs

 (Case Management)
	154. Provides the ability to maintain all open and closed PI cases online indefinitely.  

	4.5.4.1.1
Inputs

 (Case Management)
	155. Provides the capability for reviewers to update information to the PI case.

	4.5.4.1.1
Inputs

 (Case Management)
	156. Provides the capability to utilize point and click functionality 

	4.5.4.1.1
Inputs

 (Case Management)
	157. Provides the capability of maintaining Performance Measures by individual auditor and/or collectively for the entire PI unit within the Case Management system. 

	4.5.4.1.1
Inputs

 (Case Management)
	158. Provides the online capability to allow reviewers to update any of the case information in their caseload.  This capability also allows supervisors/managers to set overrides

	4.5.4.1.1
Inputs

 (Case Management)
	159. Provides the capability to maintain data on each PI case as specified by OHCA. 

	4.5.4.1.1
Inputs

 (Case Management)
	160. Provides data access and update capability to PI cases with security at a user, screen, record, and field level.

	4.5.4.1.1
Inputs

 (Case Management)
	161. Provides update capability to document PI cases with results of on-site audits conducted at provider's facilities with the ability to export information from a Portable Computer or by direct online entry to the PI Case Management system.  

	4.5.4.1.1
Inputs

 (Case Management)
	162. Provides the capability to document the physical characteristics and focused observations of a provider's facility to the specific PI case

	4.5.4.1.1
Inputs

 (Case Management)
	163. Provides the ability to capture and utilize data pertaining to PI employees such as experience level, areas of expertise, and so on, to assure the appropriateness of case assignment through the automated assignment process.  

	4.5.4.1.1
Inputs

 (Case Management)
	164. Provides the ability to document all activities (as defined by OHCA) throughout the entire case review process.

	4.5.4.1.1
Inputs

 (Case Management)
	165. Provides the online capability for capturing and tracking dates and associated information pertaining to implemented actions on case reviews throughout the review process including processes such as reconsiderations, appeals, and settlements.  This includes the ability to link pertinent information and document to any related PI Case.

	4.5.4.1.1
Inputs

 (Case Management)
	166. Provides the capability for online access and inquiry to the PI Case Management system to obtain information pertaining to a specific case or several cases.  

	4.5.4.1.1
Inputs

 (Case Management)
	167. Provides the online capability for capturing and tracking dates and associated information pertaining to implemented actions on case reviews throughout the review process including processes such as reconsiderations, appeals, and settlements.  This includes the ability to link pertinent information and document to any related PI Case.

	4.5.4.1.1
Inputs

 (Case Management)
	168. Provides the capability to connect from the PI Case Management function to MMIS subsystems as specified by OHCA.

	4.5.4.1.1
Inputs

 (Case Management)
	169. Provides the capability to receive and track complaints about providers and members, referrals from an outside agency.

	4.5.4.1.1
Inputs

 (Case Management)
	170. Provides the capability to accept updates in the Medical Review function pertaining to the identification of exceptions.

	4.5.4.1.1
Inputs

 (Case Management)
	171. Provides the online capability to capture the date and associated information related to cases filed with the Circuit Court Administrative Review or Court of Appeals.

	4.5.4.1.1
Inputs

 (Case Management)
	172. Provides the online capability to capture the date and associated information related to Implemented Settlement Agreements.

	4.5.4.1.1
Inputs

 (Case Management)
	173. Provides the online capability for notifying the provider, capturing and tracking dates and associated information pertaining to an PI case reaching final recommendation stage regarding the disposition and the specific circumstances of the findings and final recommendation,  This includes all phases of the PI Review process, Due Process, Suspension/Termination, and so on.

	4.5.4.1.1
Inputs

 (Case Management)
	174. Provides the capability to edit all data for presence, format and consistency with other data in the update transaction and on all Case Management processing and data related files.

	4.5.4.1.1
Inputs

 (Case Management)
	175. The ability to generate claim facsimiles, which can be sent to members, providers, and State agencies involved in the SUR case as specified by OHCA.

	4.5.4.1.1
Inputs

 (Case Management)
	176. Provides the capability to incorporate workflow processing into the Case Management system, so that:

176.1. All steps required to complete the care are incorporated within the Case Management system.

176.2. Approval signatures can be accomplished electronically

176.3. Transfers of cases to other individuals can be accomplished electronically

176.4. Notification of actions needed is sent to individuals’ email or Case Management system queue.

176.5. Estimation of timeframes associated with each step of workflows can be established for resource allocation/assignment purposes.

176.6. Consistency in auditor approach to case workflow can be maintained.

176.7. Allow for configuration of case assignment, timelines, referrals, etc.

	4.5.4.1.1
Inputs

 (Case Management)
	177. Provides the capability to automatically download and upload case information from field worker laptop from/to the PI case to which it pertains.

	4.5.4.1.1
Inputs

 (Case Management)
	178. Provides the capability of linking all PI Case documents to a specific PI Case by using the unique identifier.  Each document within a case is cross-referenced with the specific service listed on the PI Claims Detail, PI Worksheet, Medical Record, and so on.  This provides an internal tracking within a PI Case Review to allow a case to stand independently so anyone could establish the trail of the reviewer’s process and decisions made.

	4.5.4.1.1
Inputs

 (Case Management)
	179. Provides the capability to capture information pertaining to Medical Standards.  Information captured includes requestor name and address, source name and address, title of the published medical standards produced by the organization, the effective date of standards, and the date the material is requested and received.

	4.5.4.1.1
Inputs

 (Case Management)
	180. Provides the capability for a user to add a new field to the input screen, tab, dashboard, etc. without requiring programming changes.

	4.5.4.1.1
Inputs

 (Case Management)
	181. Provides the capability to create ad hoc new workflows that react based on information provided in the case. 

	4.5.4.1.1
Inputs

 (Case Management)
	182. Provides the capability to maintain current unique case ID’s numbering system

	4.5.4.1.1
Inputs

 (Case Management)
	183. Provides the capability to have a section of the system dedicated to electronic versions of (preferred), or links to, industry standards, policies, yellow book (auditing standards)/document knowledge base to store PI-related documents, books, articles where information could be copied over to specific cases as supporting documentation.

	4.5.4.1.1
Inputs

 (Case Management)
	184. Provides the capability for users to bookmark certain pages in electronic documents that they use frequently, and to be able to quickly access those pages within two mouse clicks.

	4.5.4.1.1
Inputs

 (Case Management)
	185. Provides subscriptions to resource updates and automatic notifications to users when there are updates, describing the updated information.

	4.5.4.1.1

Inputs 

(Case Management)
	186. Provides the capability to query the system for a specific case type.

186.1. Such as Medical Review, Payment Error Rate Measurement, Data Analytics, Internal Review, etc.

	4.5.4.1.1

Inputs 

(Case Management)
	187. Provides the capability to generate a unique new case ID

187.1. ID will have meaning and will include a representation of the year and case type so it is easy to figure out these things when only the ID is given.

	4.5.4.1.1
Inputs

 (Case Management)
	188. Provide the capability to receive case referral data from any source (agency, public, individual, etc.) as specified by OHCA, that includes an indication of the source contact information of the referral.  

188.1. CMS Medicare/Medicaid Case Referrals.

188.2. Medicaid Integrity Program/Medicaid Integrity Contractor (MIP/MIC).

188.3. Other State Medicaid Agency.

188.4. Public Individual.

188.5. Other OHCA units.

188.6. EOMB responses.

	4.5.4.1.2
Inputs 

(Data Analytics)
	1. Provides the capability for ad hoc data files from external sources as identified by OHCA.

1.1. Such as Vital Statistics death certificate information, OIG Exclusions database, internally generated Excel spreadsheets, access files, comma delimited files, MS SQL database, etc.

	4.5.4.2.1
Processing 

(Case Management)
	1. Provides the capability to link all documentation as specified by OHCA to the PI case using the unique identifier.

1.1. Imaged documents, PI Reports, letters, spreadsheets, electronically formatted emails and faxes.

	4.5.4.2.1
Processing 

(Case Management)
	2. Provides the capability to image correspondence regarding PI cases and attach images to the case.

2.1. Correspondence could be received from providers, members, and other entities involved in the PI case, and attached as imaged documents to the case in which they pertain.

	4.5.4.2.1
Processing 

(Case Management)
	3. Provides the capability to generate a feed from the PI Case Management function to the MMIS financial accounting function to generate claim adjustments through a batch process.  This would allow the auditor to release cases for recoupment once the case has been finished.

	4.5.4.2.1
Processing 

(Case Management)
	4. Provides the capability to send confirmation letters to providers to verify the scheduled review date and indicate what is to be reviewed and whether or not there are any records being requested for review.

	4.5.4.2.1
Processing 

(Case Management)
	5. Provides the capability to access the queue and select PI cases for validation. 

5.1. Once the validated status indicator is entered for the case, the case will be ready for recoupment.

	4.5.4.2.1
Processing 

(Case Management)
	6. Provides the capability to review cases assigned to a unit and/or analyst, validate or modify the automated assignments, and assign a unit and/or analyst to those cases that could not be automatically assigned.

	4.5.4.2.1
Processing 

(Case Management)
	7. Provides the capability to automatically or manually select or deselect providers and members for utilization review based on user-defined criteria.

7.1. Such as internal requirements for the number of cases which are reviewed, the Exception Log Report, provider or members status within the Medicaid program, review status, referral status, and re-evaluation status.

	4.5.4.2.1
Processing 

(Case Management)
	8. Provides the capability to request information from the provider under review, or from a sample of members for whom Medicaid claims were paid to the provider, and/or from external entities who can supply information needed to complete the review.

8.1. The information includes the requesting/receiving medical records on a member and other notices to the provider being reviewed.

	4.5.4.2.1
Processing 

(Case Management)
	9. Provides the capability to receive and track complaints about providers and members, referrals from an outside agency or other requests for information

	4.5.4.2.1
Processing 

(Case Management)
	10. Provides the capability to utilize point and click functionality

10.1. Capability to select providers and/or members to be reviewed from Exception Log and Ranking List generated from the Medical Review Reporting system.

	4.5.4.2.1
Processing 

(Case Management)
	11. Provides case management and tracking capabilities to support referral and recovery for criminal or administrative sanctions.

11.1. Retains all pertinent electronic documentary evidence for referral and recovery when criminal or administrative sanctions appear warranted.

	4.5.4.2.1
Processing 

(Case Management)
	12. Provides update capability to document PI cases with results of on-site audits conducted at provider's facilities with the ability to export information from a Portable Computer or by direct online entry to the PI Case Management system.  

12.1. Information to be documented includes reviewer’s notations on specific claims; claims detail history report, photocopied medical records, and PI Worksheet.  

12.2. Any photocopied documents obtained from a provider while conducting an on-site audit are imaged and directly added to the specific case for the provider being audited.

	4.5.4.2.1
Processing 

(Case Management)
	13. Provides the capability of maintaining Performance Measures (defined by the State) by individual auditor and/or collectively for the entire PI unit within the Case Management system.  

13.1. Performance Measures include: number of cases reviewed; number of claims included in the universe, the number of actual claims reviewed in the sample, the total dollars reimbursed for cases included in the universe, the total dollars reimbursed for actual claims reviewed in the sample, and total dollars identified as overpayments for claims reviewed included in sample size.  

13.2. Also include as Performance Measures such items as the total dollars requested to be recouped within each step of the Due Process Reconsiderations, MAC Appeal and CEO Appeal)  Performance Measures include the ability to report by Quarter, Calendar Year, or Fiscal Year by individual auditor or selectively by the case type of the entire PI division.

	4.5.4.2.1
Processing 

(Case Management)
	14. Provides the ability to document all activities as defined by OHCA throughout the entire case review process.

14.1. Includes abilities such as documenting case status, correspondence development and supervisor approval, summarization of findings, imagining of all hardcopy documents obtained throughout the case review process linking and cross referencing of services to associated notations and documents, etc.

	4.5.4.2.1
Processing 

(Case Management)
	15. Provides the capability for tracking appeals and hearing throughout the due process period and includes the ability to link pertinent information.

15.1. This includes all correspondence, meetings, hearings, findings and notifications.  

15.2. This includes the ability to link pertinent information and document any related PI Case

	4.5.4.2.1
Processing 

(Case Management)
	16. Provides the online capability of documenting decisions of the appeals and hearings. 

16.1. Medical Advisory Committee (MAC), State Medicaid Director, and the Chief Executive Officer of the Oklahoma Health Care Authority.  

16.2. This includes the decision, action to be taken, dates and so on.  

16.3. This also includes the ability to link pertinent information and document any related PI Case.

	4.5.4.2.1
Processing 

(Case Management)
	17. Provides the online capability to capture the date and associated information related to cases filed with the Circuit Court Administrative Review or Court of Appeals.

17.1. This includes the decision, action to be taken, and dates.  

17.2. This also includes the ability to link pertinent information and document to any related case

	4.5.4.2.1
Processing 

(Case Management)
	18. Provides the online capability to capture the date and associated information related to Implemented Settlement Agreements.

18.1. This includes the decision, action to be taken, dates, settlement amount, and terms of the settlement.  

18.2. This also includes the ability to link pertinent information and document to any related PI Case.

	4.5.4.2.1
Processing 

(Case Management)
	19. Provides the online capability for documenting consultant recommendations on member or provider case reviews.

19.1. This includes the ability to link pertinent information and document to any related PI Case.

	4.5.4.2.1
Processing 

(Case Management)
	20. Provides the capability for online access and inquiry to the PI Case Management system to obtain information pertaining to a specific case or several cases.

20.1. Information is limited to the security level of the inquirer.  

20.2. A separate screen allows for a central entry point that would control access and allows for the use of selection to focus the inquiry.

	4.5.4.2.1
Processing 

(Case Management)
	21. Provides the capability for online access and inquiry to the PI Case Management system to obtain information pertaining to a specific case or several cases.

21.1. Information is limited to the security level of the inquirer.  

21.2. A separate screen allows for a central entry point that would control access and allows for the use of selection to focus the inquiry.  

21.3. This includes the ability to access the system remotely (off-site) through the use of a portable computer or other hand held device with modem or wireless access.

	4.5.4.2.1
Processing 

(Case Management)
	22. Provides the capability for Case Management systems seamless housing of all communications as specified by OHCA.

22.1. Communications are defined as verbal and written contracts, the documenting of the provider or members utilization reports, and the capability to store query criteria and analysis results without having to print and scan them in.

	4.5.4.2.1
Processing 

(Case Management)
	23. Provides the capability for the automatic and/or manual assignment of PI Cases.

23.1. Requiring re-evaluation where results from a previous PI review resulted in a finding requiring re-evaluation to be scheduled of a provider or member.

	4.5.4.2.1
Processing 

(Case Management)
	24. Provides the online capability for capturing and tracking dates and associated information pertaining to implementing and monitoring provider Suspension/Termination Proceedings.  

24.1. This includes the ability to link pertinent information and document to any related PI Case.

	4.5.4.2.1
Processing 

(Case Management)
	25. Provides the online capability for notifying the provider, capturing and tracking dates and associated information pertaining to any PI case reaching final recommendation stage regarding the disposition and the specific circumstances of the findings and final recommendation.  This includes all phases of the PI Review process, Due Process, Suspension/Termination, and so on.  

25.1. This also includes the ability to link pertinent information and document to any related PI Case.

	4.5.4.2.1

Processing 

(Case Management)
	26. Provides the online capability for capturing and tracking event dates and associated information pertaining to the notification of disposition.  This includes the ability to link pertinent information and document to any related PI Case.

	4.5.4.2.1

Processing 
(Case Management)
	27. Provides the capability to maintain data on each PI case as specified by OHCA. including but not limited to:

27.1. Provides free form notes regarding the case.

27.2. Progress status of the review process, including management review results.

27.3. Indication that an appeal has been filed, the date appeal was filed, the type of appeal, and the filer.

27.4. The date of appeals notification, and the decision.

27.5. The date and decision, and any actions to be taken, regarding any outside entity reviews of the case.

27.6. Settlement date agreements on the case and the status and status dates of progress in the settlement.

27.7. PI management approval/disapproval

	4.5.4.2.1

Processing 
(Case Management)
	28. Provides the capability for system will allow for notification from the MMIS financial system to the PI Case Management function when a write-off is applied to a PI Accounts Receivable.

	4.5.4.2.1

Processing
 (Case Management)
	29. Provides the ability with as much systematic and automatic capabilities possible to document all activities throughout the entire management review and approval process.  This includes the ability to make notations to the case, instructions to the reviewer of necessary modifications or action, approval or rejection by the supervisor, etc.

	4.5.4.2.1

Processing
 (Case Management)
	30. Provides the capability to maintain an online audit trail of all updates to Case Management data.

30.1. Include who made the change, the date and time the change was made, what the previous value was and what was the changed.

	4.5.4.2.1

Processing
 (Case Management)
	31. Provide for a conversion of all of the cases and related documents in the current SURS Case Management system. (Provider audit and payment accuracy data will not be converted.) 
31.1. Keep our unique case ID's intact so that we can search for them easily and maintain consistency in referring to those cases.

 

	4.5.4.2.1

Processing 
(Case Management)
	32. Provides the capability to track and manage multiple types of cases, with different types of data for each as specified by OHCA.

32.1. Medical Review cases

32.2. Data Processing cases, including the ability to track and roll up information relating to additional “sub-“cases which are part of the original case.

32.3. Internal audit cases

32.4. Claims payment accuracy review cases, including the ability to track and roll up information relating to additional “sub-“cases which are part of the original case.

32.5. Self audit cases

32.6. Member Review cases

32.7. Payment Error Rate Measurement (PERM) cases

32.8. Audit Response cases – to track assignments, hours spent and other data related to work creating audit responses for external agencies

	4.5.4.2.1

Processing 
(Case Management)
	33. The system should work with the same version of internet browser and operating system that our MMIS is certified for, throughout the life of the contract.

	4.5.4.2.1

Processing 
(Case Management)
	34. Provide the ability to create standard and ad-hoc reports to fulfill  State and Federal requirements.

	4.5.4.2.1

Processing 
(Case Management)
	35. Utilize a minimum level of manual clerical effort in providing information that reveals potential defects in level of care and quality of service.

	4.5.4.2.2
Processing 
(Data Analytics)

	1. Provides the capability to support processing data using existing Business Objects structures.

1.1. If the universes already in place are not compatible with optimal data analytics processing, the contractor will work directly with the Contractor to create new database(s) which support optimal processing.

	4.5.4.2.2
Processing 
(Data Analytics)
	2. Provides the capability for user to optimize their query in order for it to run more efficiently.

	4.5.4.2.2
Processing 
(Data Analytics)
	3. Provides the capability to employ processing techniques which process queries on the central Business Objects server rather than on user’s local PC

	4.5.4.2.2
Processing 
(Data Analytics)
	4. Provides the capability to support the user saving inquiries to be used later with a different date range and share the model with others.

	4.5.4.2.2
Processing 
(Data Analytics)
	5. Provides the capability to export all objects to a variety of file formats as specified by the State. 

5.1. Such as: Word, Excel, HTML, PDF, and PowerPoint.

	4.5.4.2.2
Processing 
(Data Analytics)
	6. Ability to identify cases using algorithms based on clinical/ medical practices and activities / utilization.

	4.5.4.2.2
Processing 
(Data Analytics)
	7. Ability to save and automatically trigger algorithms against different date ranges of claims, as new data is added to the Data Analytics system.

	4.5.4.2.2
Processing 
(Data Analytics)
	8. Ability to pull / access all data residing in MMIS including denied and suspended claims (not just paid claims).

	4.5.4.2.2
Processing 
(Data Analytics)
	9. Support analysis of and provide reports for fraud and abuse analysis and investigations.

	4.5.4.2.2
Processing 
(Data Analytics)
	10. Identify and analyze program trends and directions in provider, member, and service utilization and expenditure patterns.

	4.5.4.2.2
Processing 
(Data Analytics)
	11. Automatically identify deficiencies and generate reports on levels of care and quality of care by provider type.

	4.5.4.2.2
Processing 
(Data Analytics)
	12. Automatically report on the details of the practice of providers identified as exceptions or outliers.

	4.5.4.2.2
Processing 
(Data Analytics)
	13. Automatically identify exceptions to norms of practice established by the agency for any type of provider covered by the State plan.

	4.5.4.2.2
Processing 
(Data Analytics)
	14. Profile primary care case managers, including all referrals and other services received by their enrollees.

	4.5.4.2.2
Processing 
(Data Analytics)
	15. Perform analysis of rendering, ordering, and billing practices to generate reports of aberrant utilization and/or billing patterns.

	4.5.4.2.2
Processing 
(Data Analytics)
	16. Apply clinically approved guidelines against episodes of care to identify instances of treatment inconsistent with guidelines.

	4.5.4.2.2
Processing 
(Data Analytics)
	17. Generate early warning reports of high-cost services and service mis-utilization based on current payment data to quickly identify high volume practices.

	4.5.4.2.2
Processing 
(Data Analytics)
	18.  Automatically identify exceptions to norms of utilization or quality of care standards established by OHCA for any type of member covered by the State plan.

	4.5.4.2.2
Processing 
(Data Analytics)
	19. Track Federally-assisted program participants separately from other categories of assistance.

	4.5.4.2.2
Processing 
(Data Analytics)
	20. Identify members who exceed program norms, ranked in order of severity.

	4.5.4.2.2
Processing 
(Data Analytics)
	21. Identify services received by members who are enrolled in selected programs.

	4.5.4.2.2
Processing 
(Data Analytics)
	22. Identify services received by members who have specified chronic and episodic diagnoses.

	4.5.4.2.2
Processing 
(Data Analytics)
	23. Link all services to a single member regardless of the number of historical changes in the member ID.

	4.5.4.2.2
Processing 
(Data Analytics)
	24. Profile all services provided to a member during a single episode of care.

	4.5.4.2.2
Processing 
(Data Analytics)
	25. Provide a methodology and generate a report to classify treatment modalities into peer group categories, by diagnosis or range of diagnosis codes.

	4.5.4.2.2
Processing 
(Data Analytics)
	26. Supports pattern recognition and provides an automated fraud and abuse profiling system for the ongoing monitoring of provider and member claims to detect patterns of potential fraud, abuse, and excessive billing.

	4.5.4.2.2
Processing 
(Data Analytics)
	27. Provides and stores all utilization reports in the medium designated by the State.

	4.5.4.2.2
Processing 
(Data Analytics)
	28. Maintains a process to apply weighting and ranking of exception report items to facilitate identifying the highest deviators.

	4.5.4.2.2
Processing 
(Data Analytics)
	29. Develops provider, physician, and patient profiles sufficient to provide specific information as to use the covered types of services and items, including prescribed drugs.

	4.5.4.2.3

Processing 

(Medical Review)
	1. Provides the capability to accept updates in the Medical Review function pertaining to the identification of exceptions.

1.1. Updates will come from the PI Case Management function to the Medical Review function.

	4.5.4.2.3

Processing 

(Medical Review)
	2. Provides the capability for reviewers to update information to the PI case.

2.1. Updates include the audit report and recommendation and information should be uploaded. This information is uploaded to case management.

	4.5.4.2.3

Processing 

(Medical Review)
	3. Provides a system configuration that supports the transfer of data from provider and claims functions without significant reformatting of incoming files, including the ability to retain payment information at the header level where it exists in the original claim.  


	4.5.4.2.3

Processing 

(Medical Review)
	4. Provides the capability to associate all referred services to the referring/admitting/prescribing provider.  

	4.5.4.2.3

Processing 

(Medical Review)
	5. Provides the capability to associate individual providers in their practice affiliation, such as a group practice.  

	4.5.4.2.3

Processing 

(Medical Review)
	6. Provides the capability to associate periods of eligibility with member service activity (i.e., match the eligibility and enrollment status of the member at a point in time with the service rendered at that time).

	4.5.4.2.3

Processing 

(Medical Review)
	7. Provides the capability to link all services to a single member regardless of the number of historical changes in member ID. 

	4.5.4.2.3

Processing 

(Medical Review)
	8. Provides the capability to cross-reference all provider IDs to a single ID, including the ability to profile on different types of provider IDs:  tax ID, NPI, group ID, rendering ID, billing ID.  Report selectively and collectively on provider utilization. 

	4.5.4.2.3

Processing 

(Medical Review)
	9. Provides the capability to associate services furnished in a clinic setting to both the clinic and servicing provider. 

	4.5.4.2.3

Processing 

(Medical Review)
	10. Allows users the capability, with help screens, to extract data from Medical Review reports, manipulate the extracted data, free form cut and paste, and specify the desired format and media of the output.  


	4.5.4.2.3

Processing 

(Medical Review)
	11. Provides the ability to print part of a report versus the complete report.

	4.5.4.2.3

Processing 

(Medical Review)
	12. Provides and maintains flexibility in coding structures and database structures by use of parameter and table oriented design techniques to enable rapid processing modifications in order to support Oklahoma health care program changes.

	4.5.4.2.3

Processing 

(Medical Review)
	13. Maintains an online audit trail of all updates to Medical Review data. 

	4.5.4.2.3

Processing 

(Medical Review)
	14. Provides processes and data to meet the minimum requirements of Part 11 of the State Medicaid Manual. 

	4.5.4.2.3

Processing 

(Medical Review)
	15. Provides the capability to perform pattern analysis of illogical or inappropriate billing patterns across any healthcare setting.

	4.5.4.2.3

Processing 

(Medical Review)
	16. Provides the capability for development of pre-defined templates, algorithms and the capability for a user to develop customized pattern-recognition queries. 

	4.5.4.2.3

Processing 

(Medical Review)
	17. Provides the capability to generate output files containing data that highlights patterns and/or practices that fall outside the bounds of predicted norms. 

	4.5.4.2.3

Processing 

(Medical Review)
	18. Provides the capability to allow analysis to be iterative, allowing for multiple real-time analysis review cycles. 

	4.5.4.2.3

Processing 

(Medical Review)
	19. Provides the ability to search for unmatched complementary services or diagnoses reported within user-defined timeframes. 

	4.5.4.3.1

Outputs

(Case Management)

	1. All reports are made available in data format for export and import purposes and through multiple media including paper, CD-ROM, and electronic file.

	4.5.4.3.1

Outputs

(Case Management)

	2.  Capability to export all or specific selected case data and attachments into a file and send securely to the internal Legal department and external State and Federal agencies as needed, such as the State Office of Inspector General, Federal Medicaid Integrity Contractor, Medicaid Integrity Contractor, etc. 

	4.5.4.3.1

Outputs

(Case Management)

	3. Capability of producing standardized letters relating to cases.

3.1. Capability to have agency-maintained letter templates so that programming changes are not required, including logos, letterhead, and merged data from the case record. 

3.2. Capability to automatically attach letters to a case when finalized. 

3.3. Capability to manually change letter text when needed, before finalizing. 

3.4. Capability to limit letter template selection to the user based on type of case, provider type, or event / case status.

	4.5.4.3.1

Outputs

(Case Management)

	4. PI recovery cases, indicating the sum, terms and schedule for the recoupment of each of the PI recovery cases.  

	4.5.4.3.1

Outputs

(Case Management)

	5. Capability to print all or part of selected case data and attachments for paper archival storage purposes, so that each item does not have to be opened and printed individually.  The specific order of documents to be printed will be specified by OHCA.

	4.5.4.3.1

Outputs

(Case Management)

	6. Provides the capability to compile a report to summarize reasons why provider was selected, provider's service record, the information collected during review and findings compiled following analysis of all data associated with the case. 

	4.5.4.3.1

Outputs

(Case Management)

	7. Provides for different menu to display available functions in role-appropriate sequences, depending on the user's role, such as: 

	4.5.4.3.1

Outputs

(Case Management)

	8. Director (all cases), individual and aggregate reporting by and within units, statuses, hours, types of cases, aging of cases, unassigned cases, auditor name, including graphical displays of these items.

	4.5.4.3.1

Outputs

(Case Management)

	9. Manager (all cases assigned to the manager's unit), individual and aggregate online reporting, statuses, types of cases, aging of cases,  unassigned cases, auditor name, including graphical displays of these items.

	4.5.4.3.1

Outputs

(Case Management)

	10. Auditor (all cases assigned to the auditor), individual queue, actions to be taken.

	4.5.4.3.1

Outputs

(Case Management)

	11. External user (read-only access), sometimes to only specific information.

	4.5.4.3.1

Outputs

(Case Management)

	12. Provide for all aspects of a case to be reached within one mouse click of the case main screen, attached documents and data files within two mouse clicks.  

	4.5.4.3.1

Outputs

(Case Management)

	13. Capability to create a Case Summary Report from case data entered into the notes and other fields.  This report should be in Word document format for user editing capability.  

	4.5.4.3.1

Outputs

(Case Management)

	14. Capability to view a chronological list of all events, case specific including dates and description of the event. The events would include but not be limited to actions, letters, emails, notes. 

	4.5.4.3.1

Outputs

(Case Management)

	15. Capability to drill down by clicking on the report field or line, from any report metric on any report.  

	4.5.4.3.1

Outputs

(Case Management)

	16. Capability to create and save multiple user-defined drill down formats.  

	4.5.4.3.1

Outputs

(Case Management)

	17. Capability to drag and drop report design. 

	4.5.4.3.1

Outputs

(Case Management)

	18. Provide graphics of report data for visual representation of results.

	4.5.4.3.1

Outputs

(Case Management)

	19. Capability to generate and review online multiple years of case history as specified by the State. 

	4.5.4.3.1

Outputs

(Case Management)

	20. Capability for users to send secure communication to each other or others in other State or Federal agencies, attaching encrypted case information, and automatically documenting this communication in the case.

	4.5.4.3.1

Outputs

(Case Management)

	21. Capability to identify services received by members who are enrolled in selected programs.

	4.5.4.3.1

Outputs

(Case Management)

	22. Provides ability to perform analyses and produce reports responsive to request from Title XIX managers, QIO, and State Medicaid Fraud Control Units by means of computerized exception processing techniques. 

	4.5.4.4.1

Interfaces

(Case Management)

	1. Provide the option to the PI staff to indicate whether or not to re-adjudicate the claim when adjusted, resulting in adjudication or not on the MMIS system.  

	4.5.4.4.1

Interfaces

(Case Management)

	2. If the batch of claims will be re-adjudicated in MMIS, provide a method to update the Case amount to be recouped, based on the difference between the original paid claim amounts and the newly re-adjudicated amounts.

	4.5.4.4.1

Interfaces

(Case Management)

	3. Provides the capability to generate a feed from the PI Case Management function to the MMIS financial accounting function to generate an Accounts Receivable transaction.  This option would be used when the recovery is the result of an extrapolation.  The A/R transaction in MMIS must carry the Case Management case ID for audit trail purposes.  

	4.5.4.4.1

Interfaces

(Case Management)

	4. Provide a Federal Exclusion database interface (providers).  Provide for an automatic check with each new provider added or edited in the Federal Exclusion database, based on provider information from MMIS.  If a match is found, notify the PI manager.  

	4.5.4.4.1

Interfaces

(Case Management)

	5. Import data from the CMS PERM secure website into a case.

	4.5.4.4.1

Interfaces

(Case Management)

	6. Provide a way to import data exported from the CMS Medi-Medi MIG/MIC secure website portal into a case.  

	4.5.4.4.1

Interfaces

(Case Management)

	7. If the vendor does not provide its own report generator that satisfies State and federal requirements, provide an extract of all case management data to our DSS / Data Warehouse for ad hoc querying in Business Objects.  Case management data must be in a format that supports State and federal reporting requirements, and must be current within 24 hours.  

	4.5.4.4.1

Interfaces

(Case Management)

	8. Capability to create and manage electronic documentation and/or interface with an electronic document management system, including all types of documentation for all of the types of cases investigated by the PI Division.

	4.5.4.6.1
FA Responsibilities

 (Case Management)

	1. Provides the capability for the Contractor to maintain support tables required and utilized in the development of the PI Case Management system and throughout the contract period as specified by the Oklahoma Health Care Authority.

	4.5.4.6.1
FA Responsibilities

 (Case Management)
	2. Provides and maintains flexibility in coding structures by use of parameter and table oriented design techniques to enable rapid processing modifications in order to support Oklahoma Health Care program changes.

	4.5.4.6.1
FA Responsibilities

 (Case Management)
	3. Provides and maintains access to data through user friendly systems navigation technology and a graphical user interface that allows users to move freely throughout the system using tabs, dashboards, or pull down menus and “point and click” navigation without having to enter identifying data multiple times.

	4.5.4.6.1
FA Responsibilities

 (Case Management)
	4. Provides context sensitive help on screens for each, “point and click” access to valid values and code definitions by screen field.

	4.5.4.6.1
FA Responsibilities

 (Case Management)
	5. Provides and maintains a user friendly online audit trail of all updates to Case Management data, showing what was changed, when it was changed, who changed it, the previous and changed values.

	4.5.4.6.1
FA Responsibilities

 (Case Management)
	6. Provides the capability to maintain data on each PI case, including but not limited to:

6.1. Notations such as physical characteristics and observations from provider on-site reviews

6.2. Responses from the notification letters and questionnaires received from providers.

6.3. An indicator to initiate proper action.

	4.5.4.6.1
FA Responsibilities

 (Case Management)
	7. Provides the online capability for capturing and tracking dates and associated information pertaining to research, responses to Freedom of Information Requests, and referrals from other agencies, complaints about providers/members and other requests for information or investigation.  

7.1. This includes the ability to link pertinent information and document to any related PI Case.

	4.5.4.6.1
FA Responsibilities

 (Case Management)
	8. Provides the capability for online access and inquiry to the PI Case Management system to obtain information pertaining to a specific case or several cases.  

8.1. Information is limited to the security level of the inquirer.  

8.2. A separate screen allows for a central entry point that would control access and allows for the use of selection to focus the inquiry.  

8.3. This includes the ability to access the system remotely (off site) through the use of a portable computer or other hand held device with modem or wireless access.

	4.5.4.6.1
FA Responsibilities

 (Case Management)
	9. Provides and maintains current unique case ID’s numbering system.

9.1. Intact so that we can search for them easily and maintain consistency in referring to those cases.

	4.5.4.6.1
FA Responsibilities

 (Case Management)

	10. Provides the capability for the seamless housing of all communications as specified by the State for case management.

10.1. Verbal and written contacts, the documenting of the provider or beneficiary’s utilization reports, and the capability to store query criteria and analysis results without having to print and scan them in.

	4.5.4.6.2

FA Responsibilities

 (Data Analytics)
	1. Provides the capability to access historical data, using predictive models to determine expected provider/member relationships and health care services and gives the State the ability to analyze claims to look for those services which are contradictory or not supported by past services or relationships.
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Schedule A – MMIS Takeover with Enhancements plus Operations – Summary Cost
	PRICING

SCHEDULES
	MMIS Takeover with Enhancements
	Firm Fixed Price

	A1
	Takeover Hardware/Software Refresh
	

	A2
	X12 5010-NCPDP 
	

	A3
	ICD-10 
	

	A4
	ARRA/HIE/EHR
	

	A5
	Self-Directed Services 
	

	A6
	Online Enrollment 
	

	A7
	Insure Oklahoma 
	

	A8
	CTI & Call Tracking 
	

	A9
	Document Management and Imaging 
	

	A10
	Letter Generator/Correspondence 
	

	A11
	MMIS Operations, Maintenance and Modifications
	

	A12
	Insure Oklahoma Operations, Maintenance, and Modifications
	

	Grand Total - Firm Fixed Price
	

	Corporation Name:

	Signature:
	Title:
	Date:


Schedule B – MMIS Operational Enhancements – Summary Cost
	PRICING

SCHEDULES
	MMIS Operational Enhancements
	Firm Fixed Price 

	B1
	Medical Policy Review & Evaluation
	

	B2
	Claims Rules Engine 
	

	B3
	Claims Resolution Workflow 
	

	B4
	Secure Provider Portal 
	

	B5
	Secure Member Portal 
	

	B6
	Finance 
	

	
	
	

	Grand Total - Firm Fixed Price
	

	Corporation Name:

	Signature:
	Title:
	Date:


Schedule C – Program Integrity Replacement System – Summary Cost
	PRICING

SCHEDULES
	Program Integrity Replacement System 
	Firm Fixed Price 

	C1
	Program Integrity Replacement System - DDI
	

	C2
	Program Integrity Replacement System Operations
	

	
	
	

	Grand Total - Firm Fixed Price
	

	Corporation Name:

	Signature:
	Title:
	Date:


Schedule A1 – Takeover Hardware/Software Refresh – DDI Cost
	
	Contract Years
	

	
	2012
	2013
	2014
	2015
	2016
	2017
(Option Year 1)
	
	
	TOTALS

	Personnel Cost
	
	
	
	
	
	
	
	
	

	Hardware Cost
	
	
	
	
	
	
	
	
	

	Software Cost
	
	
	
	
	
	
	
	
	

	Firm Fixed

Total Cost
	
	
	
	
	
	
	
	
	

	

	1Portion of 
Firm Fixed Total Cost
Eligible for 90% FFP*
	
	
	
	
	
	
	
	
	

	1Portion of 
Firm Fixed Total Cost
Eligible for 75% FFP*
	
	
	
	
	
	
	
	
	

	1Portion of 
Firm Fixed Total Cost
Eligible for 50% FFP*
	
	
	
	
	
	
	
	
	

	Corporation Name:

	Signature
	Title
	Date


* Reference CMS’s State Medicaid Manual, Section 11276.11-List of Reimbursable Costs for State Systems.
1Portion of the Firm Fixed Total Cost that is eligible for 90%, 75% and 50% Federal Financial Participation (FFP).

Schedule A2 – X12 5010-NCPDP – DDI Cost
	
	Contract Years
	

	
	2012
	2013
	2014
	2015
	2016
	2017
(Option Year 1)
	
	
	TOTALS

	Personnel Cost
	
	
	
	
	
	
	
	
	

	Hardware Cost
	
	
	
	
	
	
	
	
	

	Software Cost
	
	
	
	
	
	
	
	
	

	Firm Fixed

Total Cost
	
	
	
	
	
	
	
	
	

	

	1Portion of 
Firm Fixed Total Cost
Eligible for 90% FFP*
	
	
	
	
	
	
	
	
	

	1Portion of 
Firm Fixed Total Cost
Eligible for 75% FFP*
	
	
	
	
	
	
	
	
	

	1Portion of 
Firm Fixed Total Cost
Eligible for 50% FFP*
	
	
	
	
	
	
	
	
	

	Corporation Name:

	Signature
	Title
	Date


* Reference CMS’s State Medicaid Manual, Section 11276.11-List of Reimbursable Costs for State Systems.
1Portion of the Firm Fixed Total Cost that is eligible for 90%, 75% and 50% Federal Financial Participation (FFP).

Schedule A3 – ICD-10 – DDI Costs

	
	Contract Years
	

	
	2012
	2013
	2014
	2015
	2016
	2017
(Option Year 1)
	
	
	TOTALS

	Personnel Cost
	
	
	
	
	
	
	
	
	

	Hardware Cost
	
	
	
	
	
	
	
	
	

	Software Cost
	
	
	
	
	
	
	
	
	

	Firm Fixed

Total Cost
	
	
	
	
	
	
	
	
	

	

	1Portion of 
Firm Fixed Total Cost
Eligible for 90% FFP*
	
	
	
	
	
	
	
	
	

	1Portion of 
Firm Fixed Total Cost
Eligible for 75% FFP*
	
	
	
	
	
	
	
	
	

	1Portion of 
Firm Fixed Total Cost
Eligible for 50% FFP*
	
	
	
	
	
	
	
	
	

	Corporation Name:

	Signature
	Title
	Date


* Reference CMS’s State Medicaid Manual, Section 11276.11-List of Reimbursable Costs for State Systems.
1Portion of the Firm Fixed Total Cost that is eligible for 90%, 75% and 50% Federal Financial Participation (FFP).

Schedule A4 – ARRA/HIE/EHR – DDI Costs

	
	Contract Years
	

	
	2012
	2013
	2014
	2015
	2016
	2017
(Option Year 1)
	
	
	TOTALS

	Personnel Cost
	
	
	
	
	
	
	
	
	

	Hardware Cost
	
	
	
	
	
	
	
	
	

	Software Cost
	
	
	
	
	
	
	
	
	

	Firm Fixed

Total Cost
	
	
	
	
	
	
	
	
	

	

	1Portion of 
Firm Fixed Total Cost
Eligible for 90% FFP*
	
	
	
	
	
	
	
	
	

	1Portion of 
Firm Fixed Total Cost
Eligible for 75% FFP*
	
	
	
	
	
	
	
	
	

	1Portion of 
Firm Fixed Total Cost
Eligible for 50% FFP*
	
	
	
	
	
	
	
	
	

	Corporation Name:

	Signature
	Title
	Date


* Reference CMS’s State Medicaid Manual, Section 11276.11-List of Reimbursable Costs for State Systems.
1Portion of the Firm Fixed Total Cost that is eligible for 90%, 75% and 50% Federal Financial Participation (FFP).

Schedule A5 – Self-Directed Services – DDI Costs

	
	Contract Years
	

	
	2012
	2013
	2014
	2015
	2016
	2017
(Option Year 1)
	
	
	TOTALS

	Personnel Cost
	
	
	
	
	
	
	
	
	

	Hardware Cost
	
	
	
	
	
	
	
	
	

	Software Cost
	
	
	
	
	
	
	
	
	

	Firm Fixed

Total Cost
	
	
	
	
	
	
	
	
	

	

	1Portion of 
Firm Fixed Total Cost
Eligible for 90% FFP*
	
	
	
	
	
	
	
	
	

	1Portion of 
Firm Fixed Total Cost
Eligible for 75% FFP*
	
	
	
	
	
	
	
	
	

	1Portion of 
Firm Fixed Total Cost
Eligible for 50% FFP*
	
	
	
	
	
	
	
	
	

	Corporation Name:

	Signature
	Title
	Date


* Reference CMS’s State Medicaid Manual, Section 11276.11-List of Reimbursable Costs for State Systems.
1Portion of the Firm Fixed Total Cost that is eligible for 90%, 75% and 50% Federal Financial Participation (FFP).

Schedule A6 – Online Enrollment – DDI Costs

	
	Contract Years
	

	
	2012
	2013
	2014
	2015
	2016
	2017
(Option Year 1)
	
	
	TOTALS

	Personnel Cost
	
	
	
	
	
	
	
	
	

	Hardware Cost
	
	
	
	
	
	
	
	
	

	Software Cost
	
	
	
	
	
	
	
	
	

	Firm Fixed

Total Cost
	
	
	
	
	
	
	
	
	

	

	1Portion of 
Firm Fixed Total Cost
Eligible for 90% FFP*
	
	
	
	
	
	
	
	
	

	1Portion of 
Firm Fixed Total Cost
Eligible for 75% FFP*
	
	
	
	
	
	
	
	
	

	1Portion of 
Firm Fixed Total Cost
Eligible for 50% FFP*
	
	
	
	
	
	
	
	
	

	Corporation Name:

	Signature
	Title
	Date


* Reference CMS’s State Medicaid Manual, Section 11276.11-List of Reimbursable Costs for State Systems.
1Portion of the Firm Fixed Total Cost that is eligible for 90%, 75% and 50% Federal Financial Participation (FFP).

Schedule A7 – Insure Oklahoma – DDI Costs

	
	Contract Years
	

	
	2012
	2013
	2014
	2015
	2016
	2017
(Option Year 1)
	
	
	TOTALS

	Personnel Cost
	
	
	
	
	
	
	
	
	

	Hardware Cost
	
	
	
	
	
	
	
	
	

	Software Cost
	
	
	
	
	
	
	
	
	

	Firm Fixed
Total Cost
	
	
	
	
	
	
	
	
	

	

	1Portion of 
Firm Fixed Total Cost
Eligible for 90% FFP*
	
	
	
	
	
	
	
	
	

	1Portion of 
Firm Fixed Total Cost
Eligible for 75% FFP*
	
	
	
	
	
	
	
	
	

	1Portion of 
Firm Fixed Total Cost
Eligible for 50% FFP*
	
	
	
	
	
	
	
	
	

	Corporation Name:

	Signature
	Title
	Date


* Reference CMS’s State Medicaid Manual, Section 11276.11-List of Reimbursable Costs for State Systems.
1Portion of the Firm Fixed Total Cost that is eligible for 90%, 75% and 50% Federal Financial Participation (FFP).

Schedule A8 – CTI & Call Tracking – DDI Costs

	
	Contract Years
	

	
	2012
	2013
	2014
	2015
	2016
	2017
(Option Year 1)
	
	
	TOTALS

	Personnel Cost
	
	
	
	
	
	
	
	
	

	Hardware Cost
	
	
	
	
	
	
	
	
	

	Software Cost
	
	
	
	
	
	
	
	
	

	Firm Fixed
Total Cost
	
	
	
	
	
	
	
	
	

	

	1Portion of 
Firm Fixed Total Cost
Eligible for 90% FFP*
	
	
	
	
	
	
	
	
	

	1Portion of 
Firm Fixed Total Cost
Eligible for 75% FFP*
	
	
	
	
	
	
	
	
	

	1Portion of 
Firm Fixed Total Cost
Eligible for 50% FFP*
	
	
	
	
	
	
	
	
	

	Corporation Name:

	Signature
	Title
	Date


* Reference CMS’s State Medicaid Manual, Section 11276.11-List of Reimbursable Costs for State Systems.
1Portion of the Firm Fixed Total Cost that is eligible for 90%, 75% and 50% Federal Financial Participation (FFP).

Schedule A9 – Document Management and Imaging – DDI Costs

	
	Contract Years
	

	
	2012
	2013
	2014
	2015
	2016
	2017
(Option Year 1)
	
	
	TOTALS

	Personnel Cost
	
	
	
	
	
	
	
	
	

	Hardware Cost
	
	
	
	
	
	
	
	
	

	Software Cost
	
	
	
	
	
	
	
	
	

	Firm Fixed
Total Cost
	
	
	
	
	
	
	
	
	

	

	1Portion of 
Firm Fixed Total Cost
Eligible for 90% FFP*
	
	
	
	
	
	
	
	
	

	1Portion of 
Firm Fixed Total Cost
Eligible for 75% FFP*
	
	
	
	
	
	
	
	
	

	1Portion of 
Firm Fixed Total Cost
Eligible for 50% FFP*
	
	
	
	
	
	
	
	
	

	Corporation Name:

	Signature
	Title
	Date


* Reference CMS’s State Medicaid Manual, Section 11276.11-List of Reimbursable Costs for State Systems.
1Portion of the Firm Fixed Total Cost that is eligible for 90%, 75% and 50% Federal Financial Participation (FFP).

Schedule A10 – Letter Generator/Correspondence – DDI Costs

	
	Contract Years
	

	
	2012
	2013
	2014
	2015
	2016
	2017
(Option Year 1)
	
	
	TOTALS

	Personnel Cost
	
	
	
	
	
	
	
	
	

	Hardware Cost
	
	
	
	
	
	
	
	
	

	Software Cost
	
	
	
	
	
	
	
	
	

	Firm Fixed
Total Cost
	
	
	
	
	
	
	
	
	

	

	1Portion of 
Firm Fixed Total Cost
Eligible for 90% FFP*
	
	
	
	
	
	
	
	
	

	1Portion of 
Firm Fixed Total Cost
Eligible for 75% FFP*
	
	
	
	
	
	
	
	
	

	1Portion of 
Firm Fixed Total Cost
Eligible for 50% FFP*
	
	
	
	
	
	
	
	
	

	Corporation Name:

	Signature
	Title
	Date


* Reference CMS’s State Medicaid Manual, Section 11276.11-List of Reimbursable Costs for State Systems.
1Portion of the Firm Fixed Total Cost that is eligible for 90%, 75% and 50% Federal Financial Participation (FFP).

Schedule A11 – MMIS Operations, Maintenance and Modifications 

	
	Contract Years
	

	
	2012
	2013
	2014
	2015
	2016
	2017
(Option Year 1)
	
	
	TOTALS 

	Firm Fixed Price: Operations Maintenance & Modification 
	
	
	
	
	
	
	
	
	

	Estimated Claims Volume Range
(Est. Vol. represents the Estimated Volume - Midpoint)
	-20%:

39,760,853
Est. Vol. :

49,701,066

+20%:
59,641,279
	-20%:
42,261,810
Est. Vol. :

52,827,263
+20%:
63,392,715
	-20%:

44,920,078
Est. Vol. :

56,150,098
+20%:
67,380,117
	-20%:

47,745,551
Est. Vol. :

59,681,939
+20%:
71,618,326
	-20%:

50,748,746
Est. Vol. :

63,435,933
+20%:
76,123,119
	-20%:

53,940,842
Est. Vol. :

67,426,053
+20%:
80,911,263
	
	
	

	

	1Portion of 
Total Firm Fixed Cost
Eligible for 75% FFP*
	
	
	
	
	
	
	
	
	

	1Portion of 
Firm Fixed Total Cost
Eligible for 50% FFP*
	
	
	
	
	
	
	
	
	

	Corporation Name:

	Signature
	Title
	Date


* Reference CMS’s State Medicaid Manual, Section 11276.11-List of Reimbursable Costs for State Systems.
1Portion of the Firm Fixed Total Cost that is eligible for 75% and 50% Federal Financial Participation (FFP).

Schedule A12 – Insure Oklahoma Operations, Maintenance and Modifications

	
	Contract Years
	

	
	2012
	2013
	2014
	2015
	2016
	2017
(Option Year 1)
	
	
	TOTALS 

	Firm Fixed Price: Operations Maintenance & Modification 
	
	
	
	
	
	
	
	
	

	Estimated Enrollment Figures

(Est. Enrollment represents the Estimated Enrollment - Midpoint)
	-20%:

44,800
Est. Enroll.:

56,000

+20%:
67,200
	-20%:
54,400
Est. Enroll. :

68,000
+20%:
81,600
	-20%:

64,000
Est. Enroll. :

80,000
+20%:
96,000
	-20%:

73,600
Est. Enroll. :

92,000
+20%:
110,400
	-20%:

83,200
Est. Enroll. :

104,000
+20%:
124,800
	-20%:

92,800
Est. Enroll. :

116,000
+20%:
139,200
	
	
	

	

	1Portion of 
Total Firm Fixed Cost
Eligible for 75% FFP*
	
	
	
	
	
	
	
	
	

	1Portion of 
Firm Fixed Total Cost
Eligible for 50% FFP*
	
	
	
	
	
	
	
	
	

	Corporation Name:

	Signature
	Title
	Date


* Reference CMS’s State Medicaid Manual, Section 11276.11-List of Reimbursable Costs for State Systems.
1Portion of the Firm Fixed Total Cost that is eligible for 75% and 50% Federal Financial Participation (FFP).

Schedule B1 – Medical Policy Review & Evaluation – Operational Enhancement

	
	Contract Years
	

	
	2012
	2013
	2014
	2015
	2016
	2017
(Option Year 1)
	
	
	TOTALS

	Personnel Cost
	
	
	
	
	
	
	
	
	

	Hardware Cost
	
	
	
	
	
	
	
	
	

	Software Cost
	
	
	
	
	
	
	
	
	

	Firm Fixed
Total Cost
	
	
	
	
	
	
	
	
	

	

	1Portion of 
Firm Fixed Total Cost
Eligible for 90% FFP*
	
	
	
	
	
	
	
	
	

	1Portion of 
Firm Fixed Total Cost
Eligible for 75% FFP*
	
	
	
	
	
	
	
	
	

	1Portion of 
Firm Fixed Total Cost
Eligible for 50% FFP*
	
	
	
	
	
	
	
	
	

	Corporation Name:

	Signature
	Title
	Date


* Reference CMS’s State Medicaid Manual, Section 11276.11-List of Reimbursable Costs for State Systems.
1Portion of the Firm Fixed Total Cost that is eligible for 90%, 75% and 50% Federal Financial Participation (FFP).

Schedule B2 – Claims Rules Engine – Operational Enhancement

	
	Contract Years
	

	
	2012
	2013
	2014
	2015
	2016
	2017
(Option Year 1)
	
	
	TOTALS

	Personnel Cost
	
	
	
	
	
	
	
	
	

	Hardware Cost
	
	
	
	
	
	
	
	
	

	Software Cost
	
	
	
	
	
	
	
	
	

	Firm Fixed
Total Cost
	
	
	
	
	
	
	
	
	

	

	1Portion of 
Firm Fixed Total Cost
Eligible for 90% FFP*
	
	
	
	
	
	
	
	
	

	1Portion of 
Firm Fixed Total Cost
Eligible for 75% FFP*
	
	
	
	
	
	
	
	
	

	1Portion of 
Firm Fixed Total Cost
Eligible for 50% FFP*
	
	
	
	
	
	
	
	
	

	Corporation Name:

	Signature
	Title
	Date


* Reference CMS’s State Medicaid Manual, Section 11276.11-List of Reimbursable Costs for State Systems.
1Portion of the Firm Fixed Total Cost that is eligible for 90%, 75% and 50% Federal Financial Participation (FFP).

Schedule B3 – Claims Resolution Workflow – Operational Enhancements

	
	Contract Years
	

	
	2012
	2013
	2014
	2015
	2016
	2017
(Option Year 1)
	
	
	TOTALS

	Personnel Cost
	
	
	
	
	
	
	
	
	

	Hardware Cost
	
	
	
	
	
	
	
	
	

	Software Cost
	
	
	
	
	
	
	
	
	

	Firm Fixed
Total Cost
	
	
	
	
	
	
	
	
	

	

	1Portion of 
Firm Fixed Total Cost
Eligible for 90% FFP*
	
	
	
	
	
	
	
	
	

	1Portion of 
Firm Fixed Total Cost
Eligible for 75% FFP*
	
	
	
	
	
	
	
	
	

	1Portion of 
Firm Fixed Total Cost
Eligible for 50% FFP*
	
	
	
	
	
	
	
	
	

	Corporation Name:

	Signature
	Title
	Date


* Reference CMS’s State Medicaid Manual, Section 11276.11-List of Reimbursable Costs for State Systems.
1Portion of the Firm Fixed Total Cost that is eligible for 90%, 75% and 50% Federal Financial Participation (FFP).

Schedule B4 – Secure Provider Portal – Operational Enhancement

	
	Contract Years
	

	
	2012
	2013
	2014
	2015
	2016
	2017
(Option Year 1)
	
	
	TOTALS

	Personnel Cost
	
	
	
	
	
	
	
	
	

	Hardware Cost
	
	
	
	
	
	
	
	
	

	Software Cost
	
	
	
	
	
	
	
	
	

	Firm Fixed
Total Cost
	
	
	
	
	
	
	
	
	

	

	1Portion of 
Firm Fixed Total Cost
Eligible for 90% FFP*
	
	
	
	
	
	
	
	
	

	1Portion of 
Firm Fixed Total Cost
Eligible for 75% FFP*
	
	
	
	
	
	
	
	
	

	1Portion of 
Firm Fixed Total Cost
Eligible for 50% FFP*
	
	
	
	
	
	
	
	
	

	Corporation Name:

	Signature
	Title
	Date


* Reference CMS’s State Medicaid Manual, Section 11276.11-List of Reimbursable Costs for State Systems.
1Portion of the Firm Fixed Total Cost that is eligible for 90%, 75% and 50% Federal Financial Participation (FFP).

Schedule B5 – Secure Member Portal – Operational Enhancement

	
	Contract Years
	

	
	2012
	2013
	2014
	2015
	2016
	2017
(Option Year 1)
	
	
	TOTALS

	Personnel Cost
	
	
	
	
	
	
	
	
	

	Hardware Cost
	
	
	
	
	
	
	
	
	

	Software Cost
	
	
	
	
	
	
	
	
	

	Firm Fixed
Total Cost
	
	
	
	
	
	
	
	
	

	

	1Portion of 
Firm Fixed Total Cost
Eligible for 90% FFP*
	
	
	
	
	
	
	
	
	

	1Portion of 
Firm Fixed Total Cost
Eligible for 75% FFP*
	
	
	
	
	
	
	
	
	

	1Portion of 
Firm Fixed Total Cost
Eligible for 50% FFP*
	
	
	
	
	
	
	
	
	

	Corporation Name:

	Signature
	Title
	Date


* Reference CMS’s State Medicaid Manual, Section 11276.11-List of Reimbursable Costs for State Systems.
1Portion of the Firm Fixed Total Cost that is eligible for 90%, 75% and 50% Federal Financial Participation (FFP).

Schedule B6 – Finance – Operational Enhancement

	
	Contract Years
	

	
	2012
	2013
	2014
	2015
	2016
	2017
(Option Year 1)
	
	
	TOTALS

	Personnel Cost
	
	
	
	
	
	
	
	
	

	Hardware Cost
	
	
	
	
	
	
	
	
	

	Software Cost
	
	
	
	
	
	
	
	
	

	Firm Fixed
Total Cost
	
	
	
	
	
	
	
	
	

	

	1Portion of 
Firm Fixed Total Cost
Eligible for 90% FFP*
	
	
	
	
	
	
	
	
	

	1Portion of 
Firm Fixed Total Cost
Eligible for 75% FFP*
	
	
	
	
	
	
	
	
	

	1Portion of 
Firm Fixed Total Cost
Eligible for 50% FFP*
	
	
	
	
	
	
	
	
	

	Corporation Name:

	Signature
	Title
	Date


* Reference CMS’s State Medicaid Manual, Section 11276.11-List of Reimbursable Costs for State Systems.
1Portion of the Firm Fixed Total Cost that is eligible for 90%, 75% and 50% Federal Financial Participation (FFP).

Schedule C1 – Program Integrity Replacement System – DDI Costs

	
	Contract Years
	

	
	2012
	2013
	2014
	2015
	2016
	2017
(Option Year 1)
	
	
	TOTALS

	Personnel Cost
	
	
	
	
	
	
	
	
	

	Hardware Cost
	
	
	
	
	
	
	
	
	

	Software Cost
	
	
	
	
	
	
	
	
	

	Firm Fixed
Total Cost
	
	
	
	
	
	
	
	
	

	

	1Portion of 
Firm Fixed Total Cost
Eligible for 90% FFP*
	
	
	
	
	
	
	
	
	

	1Portion of 
Firm Fixed Total Cost
Eligible for 75% FFP*
	
	
	
	
	
	
	
	
	

	1Portion of 
Firm Fixed Total Cost
Eligible for 50% FFP*
	
	
	
	
	
	
	
	
	

	Corporation Name:

	Signature
	Title
	Date


* Reference CMS’s State Medicaid Manual, Section 11276.11-List of Reimbursable Costs for State Systems.
1Portion of the Firm Fixed Total Cost that is eligible for 90%, 75% and 50% Federal Financial Participation (FFP).

Schedule C2 – Program Integrity Replacement System Operations

	
	Contract Years
	

	
	2012
	2013
	2014
	2015
	2016
	2017
(Option Year 1)
	
	
	TOTALS

	Personnel Cost
	
	
	
	
	
	
	
	
	

	Hardware Cost
	
	
	
	
	
	
	
	
	

	Software Cost
	
	
	
	
	
	
	
	
	

	Firm Fixed
Total Cost
	
	
	
	
	
	
	
	
	

	

	1Portion of 
Firm Fixed Total Cost
Eligible for 75% FFP*
	
	
	
	
	
	
	
	
	

	1Portion of 
Firm Fixed Total Cost
Eligible for 50% FFP*
	
	
	
	
	
	
	
	
	

	Corporation Name:

	Signature
	Title
	Date


* Reference CMS’s State Medicaid Manual, Section 11276.11-List of Reimbursable Costs for State Systems.
1Portion of the Firm Fixed Total Cost that is eligible for 75% and 50% Federal Financial Participation (FFP).

	Schedule D – Resource Descriptions

	Resource Type
	Description

	Programmer Trainee
	Job Requirements: experience can be substituted for education on a year for year basis.

	
	Experience: none.

	
	Education: associates degree.

	Business Analyst
	Job Requirements: performs requirements validation for system modifications and system testing as required.  Assists OHCA operational staff with testing functions.  Monitors and creates status reports for joint Fiscal Agent, partners and OHCA projects.  Leads or attends project status meeting.

	
	Experience: one (1) year of professional work experience (or) a combination of education and experience with OHCA approval. Preference given for Medicaid experience or experience in the medical insurance claims area.  Specific subject matter experience as requested by OHCA at time of request.

	
	Education: bachelor’s degree.

	Sr. Programmer
	Job Requirements: experience can be substituted for education on a year for year basis.

	
	Experience: 3 years experience as programmer/programmer trainee, one year of which will have been as team leader and one year of which will have been programming in the MMIS environment.

	
	Education: bachelor’s degree in computer science or equivalent experience.

	Programmer
	Job Requirements: experience can be substituted for education on a year for year basis.

	
	Experience: 1 year experience as programmer or trainee.

	
	Education: associates degree.

	Programmer Analyst
	Job Requirements: experience can be substituted for education on a year for year basis.

	
	Experience: 3 years experience as programmer/programmer trainee, one year of which will have been as team leader and one year of which will have been programming in the MMIS environment.

	
	Education: bachelor’s degree.

	Systems Analyst
	Job Requirements: experience can be substituted for education on a year for year basis.

	
	Experience: 2 years experience as programmer/programmer trainee, two years experience as programmer/analyst, one year of which will have been as team leader and two years of which will have been programming in the MMIS environment.

	
	Education: bachelor’s degree.

	Senior Systems Analyst
	Job Requirements: experience can be substituted for education on a year for year basis.

	
	Experience: 2 years experience as programmer/programmer trainee, four years experience as programmer/analyst or systems analyst, two years of which will have been as team leader and three years of which will have been programming or as an analyst in the MMIS environment.

	
	Education:

	Provider Relations Representative
	Job Requirements: performs analysis/needs assessment, mapping of specialists vs. recipients, identifies discrepancies, conduct cold calls, especially to specialists identified by OHCA as needed.  Analyzes providers available to participate in the program, attends medical meetings and conferences to advertise the Medicaid program, and establishes early relationship with new providers. Develops marketing materials/campaigns with an emphasis on Medicaid’s benefits to providers.

	
	Experience: one (1) year of professional work experience (or) a combination of education and experience with OHCA approval.

	
	Education: bachelor’s degree in public relations or communications.

	Data Reporting Specialist
	Job Requirements: creates complex queries, reports and data extracts on an ad hoc and on-going scheduled basis for user requests.  Train OHCA and partner DSS/DWW users on all OHCA query and analytical tools.  Maintain meta data and models as needed. Assist with user security setup.

	
	Experience: minimum of two years as a reporting specialist utilizing a large, complex data warehouse or decision support system.  Successful training on all OHCA DSS/DW query and analytical tools.

	
	Education:

	Statistical Data Analyst
	Job Requirements: creates complete queries, reports and data extracts claims and clinical data to support the Quality Assurance and Health Management programs. Perform statistical analysis on trends and outcomes.

	
	Experience: minimum of two years as a Statistical Data Analyst utilizing a large complex data warehouse.  Successful training on all OHCA DSS/DW query and analytical tools.  Experience with HEDIS and other reporting measures preferred.

	
	Education:

	Web Developer
	Job Requirements: supports the public website, development of on-line applications for Medicaid programs, and other related needs of OHCA.

	
	Experience: entry level.  Six months professional experience using Microsoft .net.

	
	Education: college degree in a computer related field.

	Advanced Web Developer
	Job Requirements: supports the public website, development of on-line applications for Medicaid programs, and other related needs of OHCA.

	
	Experience: designs, modifies, writes and tests web applications, client server applications, and window services using .Net.  Four years professional experience using Microsoft .net.  Design databases using current versions of MS SQL Server.

	
	Education: college degree in a computer related field.

	Database Administrator
	Job Requirements:

	
	Experience: at least three (3) years as a DSS or DW database administrator for an MMIS or other large-scale medical claims DSS or DW, plus 4 additional years previous experience with DSS or DW operations.

	
	Education:


Schedule E –Modification Staff in Addition to Base Contract – All-Inclusive Hourly Rate 

	
	Contract Years

	
	2012
	2013
	2014
	2015
	2016
	2017
(Option Year 1)
	
	

	Programmer Trainee
	
	
	
	
	
	
	
	

	Business Analyst
	
	
	
	
	
	
	
	

	Programmer
	
	
	
	
	
	
	
	

	Sr. Programmer
	
	
	
	
	
	
	
	

	Programmer Analyst
	
	
	
	
	
	
	
	

	Systems Analyst
	
	
	
	
	
	
	
	

	Senior Systems Analyst
	
	
	
	
	
	
	
	

	Provider Relations Representative
	
	
	
	
	
	
	
	

	Data Reporting Specialist
	
	
	
	
	
	
	
	

	Statistical  Data Analyst


	
	
	
	
	
	
	
	

	Wed Developer


	
	
	
	
	
	
	
	

	Advanced Wed Developer


	
	
	
	
	
	
	
	

	Corporation

	Signature
	Title
	Date


Schedule F –Operations Staff in Addition to Base Contract – All-Inclusive Monthly Rate
	
	Contract Years

	
	2012
	2013
	2014
	2015
	2016
	2017
(Option Year 1)
	
	

	Business Analyst
	
	
	
	
	
	
	
	

	Provider Relations Rep. - Insurance Liaison 
	
	
	
	
	
	
	
	

	Financial Analyst - Accountant
	
	
	
	
	
	
	
	

	Financial Analyst - Auditor-IO 
	
	
	
	
	
	
	
	

	Contract Coordinator
	
	
	
	
	
	
	
	

	Exceptional Needs Coordinator 


	
	
	
	
	
	
	
	

	Clinical Analyst


	
	
	
	
	
	
	
	

	Clerk - Mailroom and Imaging Center Ops.
	
	
	
	
	
	
	
	

	Clerk - Dental PA
	
	
	
	
	
	
	
	

	EDI Helpdesk Rep - EDI Helpdesk for EPE & Online Enrollment
	
	
	
	
	
	
	
	

	Corporation

	Signature
	Title
	Date


25 Appendix L-1: Cost Proposal - Mandatory Proposal Submission Requirements Checklist for MMIS Takeover with Enhancements DDI Plus Operations

	Cost Proposal
Mandatory Proposal Submission Requirements
MMIS Takeover with Enhancements DDI plus Operations
	Acknowledgement

“(”   or   “X”

	1. Is there a signed and completed Pricing Schedule A?
	

	2. Is there a signed and completed Pricing Schedule A-1?
	

	3. Is there a signed and completed Pricing Schedule A-2?
	

	4. Is there a signed and completed Pricing Schedule A-3?
	

	5. Is there a signed and completed Pricing Schedule A-4?
	

	6. Is there a signed and completed Pricing Schedule A-5?
	

	7. Is there a signed and completed Pricing Schedule A-6?
	

	8. Is there a signed and completed Pricing Schedule A-7?
	

	9. Is there a signed and completed Pricing Schedule A-8?
	

	10. Is there a signed and completed Pricing Schedule A-9?
	

	11. Is there a signed and completed Pricing Schedule A-10?
	

	12. Is there a signed and completed Pricing Schedule A-11?
	

	13. Is there a signed and completed Pricing Schedule A-12?
	

	
	

	Corporation Name



	Signature


	Title
	Date


26 Appendix L-2: Cost Proposal - Mandatory Proposal Submission Requirements Checklist for Operational Enhancements

	Cost Proposal
Mandatory Proposal Submission Requirements

Operational Enhancements
	Acknowledgement

“(”   or   “X”

	1. Is there a signed and completed Pricing Schedule B?
	

	2. Is there a signed and completed Pricing Schedule B-1?
	

	3. Is there a signed and completed Pricing Schedule B-2?
	

	4. Is there a signed and completed Pricing Schedule B-3?
	

	5. Is there a signed and completed Pricing Schedule B-4?
	

	6. Is there a signed and completed Pricing Schedule B-5?
	

	7. Is there a signed and completed Pricing Schedule B-6?
	

	
	

	Corporation Name



	Signature


	Title
	Date


27 Appendix L-3: Cost Proposal - Mandatory Proposal Submission Requirements Checklist for PI Replacement System 

	Cost Proposal
Mandatory Proposal Submission Requirements

Program Integrity System Replacement
	Acknowledgement

“(”   or   “X”

	1. Is there a signed and completed Pricing Schedule C?
	

	2. Is there a signed and completed Pricing Schedule C-1?
	

	3. Is there a signed and completed Pricing Schedule C-2?
	

	
	

	Corporation Name



	Signature


	Title
	Date


28 Appendix M: Operational Resource Requirements Above Base Contract

Resources identified in the table below are required to be available day one of operations, and are in addition to the resources requested in the base contract.
	Appendix M: Operational Resource Requirements Above Base Contract

	CLASSIFICATION
	Functional CLASSIFICATION
	QTY
	ConTRACT

Reference
	DESCRIPTION

	Provider Relations Representative
	Insurance Liaison
	1
	Personnel Expansion

Amendment One to the SFY2007 Operations Contract, section 3.11(B).


	Position Overview:

Under the direction of Insure Oklahoma (IO) program manager, this position interfaces with the insurance agent community to recruit and maintain independent insurance agent involvement and to impart specific knowledge of the IO program. This position responds to requests for instruction by scheduling meetings and presenting IO materials and assisting agents in understanding the application processes and rules pertaining to IO.

Requirements:
Bachelor’s Degree in Health or Business discipline from an accredited college or university and at least 5 years related experience in small group insurance marketing, sales, agent training and/or recruiting. 



	Financial Analyst
	Accountant
	1
	Amendment One to the SFY2007 Operations Contract, section 3.11(B).
	Position Overview:

Performs professional accounting work in accordance with a prescribed accounting system and generally accepted accounting principles. Maintains monthly expenditure and revenue reports of operations for financial statements; prepares other fiscal documents and worksheets as requested, such as for management or GAAP reporting. Analyzes and reconciles expenditure and revenue accounts; reconciles bank accounts. Coordinate the certification and payment of invoices from contractors. Reviews entries made to various financial records for proper coding and maintenance of proper accounting procedures. Answers a variety of inquiries and provides information regarding the assigned General Accounting activities.

Requirements:
Bachelor’s degree in a related field (e.g., business administration, etc) with coursework in accounting, OR 4 years of professional experience in accounting, auditing, finance and/or budgeting, OR An equivalent combination of education and experience, substituting thirty (30) semester hours for each year of experience.

	Financial Analyst
	Auditor-IO
	1
	Amendment One to the SFY2007 Operations Contract, section 3.11(B). 
	Position Overview:

Analyzes researches and/or investigates technically difficult requests for review and audit related to the eligibility requirements for the Insure Oklahoma ESI and IP Programs. Researches discrepancies that occur on subscriber applications. Initiates contact with OHCA/IO Division, clients or other agents to solicit information, correct errors or omissions on applications, and to investigate questionable data.

Requests and may initiate action to process recoupment of funds from a qualified employer or Insure Oklahoma member. Requests expenditures or recoupment based on investigation. Responds and resolves to oral and written inquiries from qualified employers, insurance agents, and members according to federal rules and procedures and agency rules.

Requirements:
Bachelor’s degree in a related field (e.g., business administration, etc) with, OR 4 years of professional experience in accounting, auditing, finance and/or budgeting, OR An equivalent combination of education and experience, substituting thirty (30) semester hours for each year of experience.

	Contract Coordinator
	Contract Specialist
	1
	Amendment One to the SFY2007 Operations Contract, section 3.11(B). 
	Position Overview:

Coordinates activates outlined in the fiscal agent contract.  Liaison between the fiscal agent and OHCA IO Division regarding the Insure Oklahoma Program.

Requirements:
Bachelor’s degree in a related field (e.g., business administration, etc), OR 4 years of professional experience in contract coordination. OR An equivalent combination of education and experience, substituting thirty (30) semester hours for each year of experience.



	Exceptional Needs Coordinator 

Must be on-site
	Nurse (RN)
	2
	Amendment One to the SFY2007 Operations Contract, section 3.11(B). 
	Position Overview:

Housed at the OHCA Care Management Unit. Identify medically complex/special health care needs members appropriate for Care Management through incident reports, verbal and written agency interfaces, provider referrals, and other State agency referrals. Provide care management support for identified Individual Plan members. Review, research, identify and effectuate removal of barriers to medically necessary care for persons with diverse and complex needs. Document Care Management needs of identified members and activities performed to meet those needs. Work with internal and external QA processes/ personnel to monitor program adherence to State and Federal guidelines and contracts.

Requirements:
RN (Current/Valid license); and 2 years of clinical experience, with at least 1 year in an acute care setting.

	Clinical Analyst


	
	1
	SFY2008 Ops Contract, section 2.13
	Position Overview

The Clinical Analyst must be a registered nurse or licensed practical nurse (RN or LPN) with the skill sets necessary to identify clients in need of specialized management (disease management, etc.) using predictive modeling software and the OHCA DSS/DWW.  Successful training on all OHCA DSS/DW query and analytical tools.

Requirements

RN or LPN with 1 year experience in data analysis.

	Clerk  
	Dental PA
	2
	Letter Agreement

HCA-09-060
	Position Overview

Accurate data entry in prior authorization subsystem. Accurate tracking of paperwork received, entered and scanned into permanent record keeping system.

Requirements

High School Diploma

	Clerk
	Mailroom and Imaging Center Ops.
	11
	SFY2010 Ops Contract

9 Related to Online Enrollment & 2 related to Electronic Provider Enrollment
	Position Overview

Unknown

Requirements

High School Diploma

	EDI Helpdesk Rep


	EDI Helpdesk for EPE & Online Enrollment
	6
	SFY2010 Ops Contract
	Position Overview

Support provider and third party biller inquiries regarding EDI transaction processing. Provide user support for the multiple OHCA websites. Respond to user inquires and technical questions in a timely manner.  Follow standard operating procedures for logging calls using call tracking software.

Requirements

Associates Degree or Two years previous Call Center experience


29 Appendix N: Proposed Software and Hardware Inventory

	APPENDIX N: PROPOSED SOFTWARE AND HARDWARE INVENTORY

SCHEDULE A: PROPOSED SOFTWARE INVENTORY

	Purpose
	Software
	Vendor
	Version
	Comments

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


	APPENDIX N: PROPOSED SOFTWARE AND HARDWARE INVENTORY

SCHEDULE B: PROPOSED HARDWARE INVENTORY

	Purpose
	Manufacturer
	Model
	O/S
	Total Memory
	Processor Name
	CPUs
	Total Cores

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


� Oklahoma Health Care Authority State Fiscal Year 2009 Annual Report July 2008 – 2009 (page 8, 92)


� Oklahoma Health Care Authority State Fiscal Year 2009 Annual Report July 2008 – 2009 (page 31)


� Oklahoma Health Care Authority State Fiscal Year 2009 Annual Report July 2008 – 2009 (page 34)
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MMIS


OK Department of Health 


OK Department Human Services 


Iowa Foundation Medical Care 


OK Oiffice Juvenile Affairs 


Department of Mental Health and Substance Abuse Services


OK UniversityHealth Sciences Center


PROVIDER


RECIPIENT


Long Term Care Authority 


Center Medicare Medicaid Services


Life Care


APS
(Peer Review Organization) 


Atlantes
(Case Management System)


Call Center


Care Management Technologies


Cerner


Data Niche Associates 


Drug Manufacturers


Federal Agency


Freedom Of Information 


Great Plains


Health Integrity LLC


Health Management Systems 


Medical Artificial Intelligence


Online Service Certification and Reporting


OK Tax Commission


Pacific Health Policy Group 


OK Office of Inspector General


Vendor


OK Foundation for Medical Quality


Cherokee Elder Care Provider


First Data Bank


Ingenix


Child Support Enforcement Division


OK Employment Security Commission


OK Auditor and Inspector


OK Department of Education


OK Medical Association


OK Office of Attorney General


OK State Treasurers Office


Casualty Case Entity


EPOCRATES



