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14.0 Managed Care

14.1 Managed Care Subsystem Narrative

14.1.1 Subsystem Overview

The New Mexico OmniCaid MMIS Managed Care Subsystem supports manual and automated online and batch enrollment of Medicaid recipients into Centennial Care managed care plans.   Through the OmniCaid application online windows, it allows the user to define and maintain plan eligibility criteria, coverage, and capitation rates, and to define rate cohorts for various Medicaid recipient populations using various combinations of rate type, COE/FM, age range, and gender.
On a daily basis, it reassesses the eligibility of recipients, and if eligible and not enrolled, automatically enrolls them for the upcoming enrollment month and retroactively for prior enrollment months.  If no longer eligible, the system either disenrolls them as of the day before the upcoming enrollment month or voids their upcoming month enrollment.  The subsystem also produces daily supplemental enrollment rosters and related 834s for each Centennial Care plan.  
On a monthly basis, four business days before the end of the month, and again on the first day of the following month or the last day of the current month when a Saturday, the subsystem performs the same eligibility reassessment and enrollment processes, but also generates capitation claims and produces supplemental enrollment rosters and X12 834s for each Centennial Care plan. 
The managed care subsystem generates a recipient letter extract file that is used to produce both English and Spanish versions of the recipient enrollment confirmation, enrollment closure, and open enrollment reminder letters as needed.  Confirmation and closure notices are generated daily but are only sent out during the Full and Update monthly managed care cycles. Open enrollment reminders will be sent out when they are generated.  Refer to section 14D-5exhb, Managed Care Subsystem Exhibits, for samples of the letter text and formatting.

Due to the broad range of managed care functionality, certain managed care functions are supported by other subsystems within the MMIS.  The following lists managed care functions and the supporting subsystems:

	Managed Care Function/Related Topic
	Subsystem

	Online Plan Enrollment
	Web Portal / Voice Response / OmniCaid Client Lockin

	Online Plan Exemption and Recoupment
	OmniCaid Client Lockin

	Batch Plan Enrollment, Exemption, and Recoupment
	Managed Care

	MCO Provider Addition, Maintenance, and Affiliation 
	Web Portal / Provider 

	Capitation Claim Adjudication and Payment 
	Claims 

	Encounter Processing 
	EDI / PBM OS+ / Claims 

	Excluded Service System Lists
	OmniCaid General System Lists


The integrated relationship among these subsystems and the data they maintain are the foundation of the MMIS Managed Care capabilities.  The Client Subsystem maintains recipient eligibility, demographic, and other information necessary for plan enrollment.  The Provider Enrollment web portal and Provider subsystem load new provider and affiliation information from plan providers.  The capitation claims generated by the Managed Care Subsystem are input to the Claims Processing Subsystem for duplicate checking, final adjudication, and payment, and stored in claims history.  The MMIS EDI, PBM OS+, and Claims Processing Subsystems process 837 and NCPDP encounter data submitted by the MCOs from their plan providers.  The General Subsystem supports definitions of lists of services excluded from coverage under a managed care plan.
Following are the functions performed by the New Mexico OmniCaid MMIS Managed Care Subsystem:

· Eligibility Reassessment / Enrollment

· Capitation Generation
· Open Enrollment
· Automatic Disenrollment Module
· Recipient Trigger Generation
· Plan Reporting
· Voice Response Enrollment
· Recoupments

· X12 834 Enrollment Transaction IRL File Generation
14.1.1.1 Managed Care Cycles
Managed care daily cycles consist of a full daily and a regular daily cycle:

· The full daily cycle runs on the 2nd of the month unless the 2nd is a Sunday, in which case the full daily cycle runs on Monday the 3rd of the month.

· Regular daily cycles run on all other days of the month except Sundays and never on the same date as either the full or the update monthly cycles.  

Daily cycles perform ongoing reassessment of Centennial Care plan eligibility, prospective and retroactive enrollment to Centennial Care plans, reenrollment of eligible recipients who have regained eligibility within 180 days of their most recent Centennial Care plan enrollment, MCO choice enrollment for recipients who have chosen a Centennial Care plan, and retroactive enrollment of newly eligible newborns into their mother’s Centennial Care plan. 
The daily cycles also produce supplemental enrollment rosters and 834s for each Centennial Care plan MCO to report enrollment activity that has occurred since the prior daily cycle.  The rosters include all roster record types – that is, retroactive prior month enrollments, new and ongoing enrollments for the upcoming month, recoupments, terminations for ongoing enrollments and voids of upcoming month enrollments. See the Centennial Care Enrollment Functionality by Cycle table below for a description of the managed care processes that occur during each cycle.
The two managed care monthly cycles are the full monthly cycle and the update monthly cycle:

· The full monthly cycle, which runs on the night of the 4th business day before the end of a month, includes all of the enrollment-related functionality that occurs during daily cycles.  In addition, the full monthly cycle generates capitation claims.  The full monthly cycle creates supplemental enrollment rosters and 834s for each Centennial Care plan MCO to report enrollment activity that has occurred during the month.  The rosters include all roster record types – that is, records for all capitated retroactive prior month enrollments, and for all capitated new and ongoing enrollments for the upcoming month, recoupments done since the prior daily cycle, as well as all terminations of ongoing enrollments and voids of upcoming month enrollments that have occurred during the month.
· The update monthly cycle runs on the night of the 1st of each month unless the 1st is a Sunday, in which case the update monthly cycle runs on the prior night which will be both a Saturday and the last day of the prior month.  This cycle includes all of the enrollment-related functionality that occurs during daily cycles except that the recipients evaluated during the cycle are limited to newly eligible recipients or existing recipients whose eligibility has changed since the previous regular daily cycle.   
The update monthly cycle also generates capitation claims for any non-capitated lockin spans, supplemental enrollment rosters and 834s for each Centennial Care plan MCO to report enrollment activity that has occurred since the full monthly cycle.  The rosters include all roster record types – that is, records for all capitated retroactive prior month enrollments that occurred since the full monthly cycle, and for all capitated new and ongoing enrollments for the upcoming month that have occurred since the full monthly cycle, recoupments done since the prior daily cycle, as well as all terminations of ongoing enrollments and voids of upcoming month enrollments since the full monthly cycle.
The Centennial Care Enrollment Functionality by Cycle table on the following pages describes the functionality that is included in each of the managed care cycles.
	Centennial Care Enrollment Functionality by Cycle

	Functional Item
	Functionality Description
	Full Daily 
	Regular Daily
	Full Monthly
	Update Monthly

	1 
	· Use managed care subsystem parameter 0006 span that covers the cycle date on managed care subsystem parameter 0002 to determine the current enrollment month.
	X
	X
	
	X

	2 
	· Use managed care subsystem parameter 0003 span that covers the cycle date on managed care subsystem parameter 0002 to determine the current enrollment month.
	
	
	X
	

	3 
	Create Potential Retroactive Enrollment Recipient Triggers

· Create recipient triggers for all recipients who are candidates for retroactive Centennial Care enrollment.  This includes all recipients with a managed care recipient trigger extract record – indicating that Centennial Care enrollment related data may have been updated since the last managed care cycle – who also have a non-voided COE span that begins prior to or at any time during the current cycle date month, and that ends on or after the most recent 23 months prior to the current enrollment month and after the Centennial Care start date of 01/01/2014.
	X
	X
	X
	X

	4 
	Create Current Month Eligibility Reassessment / Enrollment Recipient Triggers
· Includes all recipients who have a either a non-voided COE span that overlaps the current enrollment month or a non-voided Centennial Care (CCO) lockin span that overlaps the current enrollment month.  
· These triggers are combined with the potential retroactive enrollment triggers to produce a recipient trigger file containing only the unduplicated recipient system IDs.  Potential retroactive enrollments triggers are kept over current month triggers so that the client will be considered for retroactive enrollment as well as for current month enrollment.
	X
	
	X
	

	5 
	Create Current Month Eligibility Reassessment / Enrollment Recipient Triggers for Updated Recipients
· Includes only those recipients with a managed care recipient trigger extract record which indicates that Centennial Care enrollment related data may have been updated since the last managed care cycle.
· These triggers are combined with the potential retroactive enrollment triggers to produce a recipient trigger file containing only the unduplicated recipient system IDs.  Potential retroactive enrollments triggers are kept over current month triggers so that the client will be considered for retroactive enrollment as well as for current month enrollment.
	
	X
	
	X

	6 
	Centennial Care Eligibility and Plan Eligibility Reassessment 

· Reassess eligibility of new and ongoing recipients as follows:

· Call the Centennial Care enrollment eligibility subroutine to determine whether the recipient is eligible or ineligible for enrollment.

· Call the managed care plan eligibility module to ensure that eligible recipients are still eligible for enrollment with their plan.  

· Call the managed care automatic disenrollment module to disenroll Centennial Care program and plan ineligible recipients as needed.
	X
	X
	X
	X

	7 
	Retro Newborn Enrollment /Reenrollment / MCO Choice Enrollment
For eligible and not currently enrolled recipients, attempt to enroll them into Centennial Care using one of the following methods when applicable – see 14.1.2.2.3 below for additional processing details:

· Newborn enrollment with mother’s Centennial Care MCO retroactive to the first day of the birth month for recipients under 1 year old as of the current enrollment month and when the mother was also enrolled in Centennial Care during the birth month.
· For required enrollees (Non-Native Americans and any recipient with Medicare and/or with LTC NFL level of care/LTC setting of care INF, ADB, ANW, ADB, SDB, SNW) 
· If prior enrollment exists, reenroll to prior Centennial Care MCO if the recipient was previously enrolled within 180 days of the current enrollment month

· Otherwise, enroll to MCO choice enrollment if an MCO choice span with one of the Centennial Care MCOs exists that covers the current enrollment month.  
· For Native American opt-in recipients, 

· If no prior enrollment exists, enroll to MCO choice if an MCO choice span with one of the Centennial Care MCOs exists that covers the current enrollment month.  
· If a prior enrollment exists and recipient has opted out of Centennial Care (that is, their most recent prior lockin was ended with change reason code CC, CR, or OV), 
· Use MCO choice that covers the current enrollment month to enroll the recipient only when the MCO choice begin date is later than the prior enrollment’s end date
· otherwise, no enrollment occurs

· If a prior enrollment exists and recipient has not opted out of Centennial Care (that is, their most recent prior lockin was ended with change reason code other than CC, CR, or OV), 

· Reenroll to prior Centennial Care MCO if the recipient was previously enrolled within 180 days of the current enrollment month
· Otherwise, enroll to MCO choice if an MCO choice span with one of the Centennial Care MCOs exists that covers the current enrollment month
	X
	X
	X
	X

	8 
	Case Continuity Enrollment

· For Centennial Care eligible recipients who could not be enrolled by one of the above methods, enrollment to the Centennial Care MCO that has the most other members of the same case enrolled to it.

· Create random auto assignment IH450 interface records for all eligible recipients who could not be enrolled via case continuity enrollment.
	X
	X
	X
	X

	9 
	Random Auto Assignment

· For Centennial Care eligible recipients who could not be enrolled via Case Continuity, enrollment of all members of the same randomly ordered case numbers to one of the available Centennial Care MCOs based on its random assignment percentage.
	X
	X
	X
	X

	10 
	Bypass Enrollment Due to Current Month Recoupment For Same MCO

· During daily cycles between the full monthly and the update monthly cycles, bypass reenrollment and MCO choice enrollment for recipients who already have a Centennial Care recoupment span for the current enrollment month on file for their prior MCO or MCO choice MCO.
	
	X
	
	X

	11 
	Retroactive Enrollment 

· Create retroactive Centennial Care enrollment lockin spans by filling in enrollment gaps for any retroactive months within the 2 years of the current enrollment month where the recipient is eligible for Centennial Care retroactive enrollment.  
· Bypass retroactive enrollment for recipients determined by the Centennial Care eligibility subroutine to be in the Native American opt-in population for the retroactive month in question.  They are not eligible for retroactive enrollment into Centennial Care.
	X
	X
	X
	X

	12 
	Create MC Interface Records

· Create IH100 MC enrollment interface records that carry enrollment information pertinent to the current enrollment month all recipients who have been reassessed during the cycle.  

· Create case continuity IH450 interface records for all eligible recipients who could not be enrolled for the upcoming month via reenrollment, MCO choice enrollment, or retro newborn enrollment.

· Create random auto assignment IH450 interface records for all eligible recipients who could not be enrolled for the upcoming month via reenrollment, MCO choice enrollment, retro newborn enrollment, or case continuity enrollment.
	X
	X
	X
	X

	13 
	Create Daily Cycle MC Interface Records

· During full daily cycles, create supplemental roster IH470 interface enrollment records for all eligible recipients who are new enrollees with their MCO for the upcoming enrollment month whether they were enrolled for the upcoming month prior to or during that full daily cycle.

· Create supplemental roster IH470 interface records for each recipient enrolled during the cycle for the upcoming enrollment month and for each retroactive enrollment month.

· During regular daily cycles between the full monthly and the update monthly cycles, produce open enrollment reminder IH015 interface records for recipients who, due to having been automatically reenrolled to their prior MCO, are now in the tenth month of a continuous twelve month enrollment with the same MCO.
	X
	X
	
	

	14 
	Create Supplemental Enrollment Rosters / 834 EDI transaction IRLs

· Create supplemental enrollment roster files which includes all roster record types: retroactive month (R4) records, new and ongoing upcoming month (E1 and E2) records enrollment termination (T3) records, and recoupment (X5) records.  The supplemental roster file is also input along with managed care TPL coverage data into the 834 generation process in order to create the 834 IRL sent to EDI for translation into the X12 834 transactions for each MCO plan. 
	X
	X
	X
	X

	15 
	Update Supplemental  Enrollment Roster Reconciliation Table

· Update supplemental enrollment roster reconciliation table to reflect all enrollment and termination roster records produced by the cycle so that it can be determined whether the last activity reported for the recipient to an MCO was an enrollment or a termination.
	X
	X
	X
	X

	16 
	Create Monthly Cycle MC Interface Records

· Create monthly capitation claim generation process IH460 interface records for all eligible recipients who are already enrolled for the upcoming enrollment month.

· Create monthly capitation claim generation process IH460 interface records for all recipients who were retroactively enrolled or who were enrolled to Centennial Care for the upcoming enrollment month during the cycle.

· Produce open enrollment reminder letter IH015 interface records for recipients who are in the tenth month of a continuous twelve month enrollment with the same MCO.
	
	
	X
	X

	17 
	Generate Capitation Claim Interface Records

· Create monthly capitation claim / supplemental roster IH470 interface records for all recipients for all retroactive and current capitated enrollment months.

· Create monthly capitation claim / supplemental roster IH470 interface records with defaulted cohort number and rate amounts for all enrolled recipients who could not be capitated because no matching cohort could be found.
	
	
	X
	X

	18 
	Generate Capitation Claim Records

· Drop IH470 capitation claim interface records created during the full monthly cycle for any capitation months where the recipient is no longer enrolled in Centennial Care.
· Generate capitation claims from IH470 capitation claim interface records created during full and update monthly cycles.
	
	
	
	X

	19 
	Create Supplemental Enrollment Roster Termination Records
· Create supplemental enrollment roster termination records during the roster reconciliation process for any recipient who was previously reported to an MCO as an enrollment and who is no longer enrolled with that MCO by reviewing the last activity reported to the MCO for the recipient on the roster reconciliation table.
	
	
	X
	X


14.1.2 Eligibility Reassessment / Enrollment
The Eligibility Reassessment / Enrollment process uses recipient triggers to reassess Centennial Care eligibility and to identify those recipients who are eligible for Centennial Care plan enrollment, but not currently enrolled, as well as those who are currently enrolled, but no longer eligible.
The process immediately enrolls all Centennial Care eligible recipients for the upcoming enrollment month as well as for any retroactive months using one of the enrollment methods described in section 14.1.2.2 below.  It also disenrolls all recipients who are no longer eligible to be enrolled in Centennial Care.  The process also produces enrollment confirmation and closure letters for each recipient who is enrolled or disenrolled.
Inputs to the process are as follows:

· Client Address Table (B_ADDR_TB)

· Client Alternate ID Table (B_ALT_ID_TB)

· Client COE Span Table (B_COE_SPN_TB)

· Client Detail Table (B_DETAIL_TB)

· Client Lockin Table (B_LOCKIN_TB)

· Client LTC Table (B_LTC_SPN_TB)

· Client Medicare/Buyin Table (B_MCARE_SPN_TB)

· Client MCO Preference Table (B_MC_PREF_TB)

· MC COE/FM Table (H_COE_FM_TB)

· Plan COE FM Table (H_PLN_COE_TB)

· Plan County Table (H_PLN_CNTY_TB)

· Plan Table (H_PLAN_DETAIL_TB)

· Provider Table (P_PROV_TB)

· System List Detail Table (G_LIST_DTL_TB)

· System List Table (G_LIST_TB)

· System Parameter Detail Table (G_PARAM_DTL_TB)

· System Parameter Table (G_PARAM_TB)

· TPL Client Coverage Table (T_CVRG_CLNT_TB)

· TPL HIPP Coverage Table (T_CVRG_HIPP_TB)

· TPL Policy Coverage Table (T_CVRG_PLCY_TB)

Outputs from the Eligibility Reassessment / Enrollment process are as follows: 

· Client Detail Table (B_DETAIL_TB)

· Client Lockin Table (B_LOCKIN_TB)

· MC Report Data Table (H_RPT_DATA_TB)

· RH230 – Notice Generation Error Report

· RH400 – Random Assignment Error Report

The Eligibility Reassessment / Enrollment process performs the following functions:

· Eligibility Reassessment
· Enrollment
Each function is described in detail below.  

14.1.2.1 Eligibility Reassessment

A recipient is eligible for Centennial Care plan enrollment if the recipient is Medicaid eligible and neither exempted nor excluded from participating in the program.  Note that the recipient’s COE span does not have to cover the full month.  The recipient needs to be eligible only on the first of the month.  Even if eligibility ends on the first of the month, the recipient is considered eligible for plan enrollment for that month.  The system applies the following tests to each recipient when determining their eligibility for enrollment into a Centennial Care plan.
14.1.2.1.1 Ineligibility Criteria
The system considers recipients who meet any of the criteria below to be ineligible for Centennial Care plan enrollment.  The Centennial Care eligibility module evaluates each of the criteria in the following order and stops as soon as it meets the first criteria that renders the recipient ineligible for the enrollment month in question.  

14.1.2.1.1.1 Death
The system considers recipients with a date of death on or before the first day of the enrollment month to be ineligible for enrollment. 

14.1.2.1.1.2 Ineligible Lockin Types

The system determines if the recipient has a departmental exemption, PACE provider lockin, or medical management physician or pharmacy lockin span in effect.  These spans are stored as lockin spans with one of the following lockin types:

DEX  – Departmental Exemption   

PAC   – PACE

MRX  – Medical Management Pharmacy

MMD – Medical Management Physician

If the recipient has one of the above lockin spans in effect, the recipient is not eligible for enrollment.

The Centennial Care eligibility subroutine also detects if a hospice lockin span (lockin type HSP) exists that is in effect for the current enrollment month.  The presence of a hospice span does not make the recipient ineligible for Centennial Care enrollment.  Instead, the subroutine sets an indicator so that the subsequent enrollment processes know that the hospice span needs to be ended when one day prior to the start of the Centennial Care enrollment.
14.1.2.1.1.3 TPL Policy with Active HIPP Status

Recipients for whom the State pays the third party insurance premiums are ineligible for enrollment into Centennial Care plans.  The system looks for a TPL policy that covers the recipient during the enrollment month and that has an active HIPP status (03).  If the system finds that the recipient is covered under one or more policies that meet these criteria, it considers the recipient ineligible for enrollment.
14.1.2.1.1.4 Excluded COE/FMs

NOTE:  The system logic supports this ineligibility reason should it ever become necessary to exclude recipients with certain COE/FMs from enrollment.

If the recipient is Medicaid eligible, the system checks whether any of the recipient’s current eligibility spans have a COE/FM combination listed in the table of excluded COE/FM combinations.  If the COE/FM from any of the recipient’s non-voided eligibility spans that are in effect on the eligibility date is in the list of excluded COE/FMs for the plan type, the recipient is not eligible for enrollment in the associated managed care or coordinated services program regardless of any other Medicaid eligibility they may have on the eligibility date.

14.1.2.1.1.5 COE 100 Alternative Benefit Plan (ABP) Recipients with Medicare
The system considers recipients eligible under COE 100, the Alternative Benefit Plan (ABP), who also have Medicare Part A, Medicare Part B, or both in effect during the enrollment month to be ineligible for Centennial Care enrollment.  These ABP recipient ineligibility criteria were included to allow for the lag time that may occur between when a recipient gets Medicare and when the ASPEN eligibility interface sends over a closure of their COE 100 eligibility span.
14.1.2.1.1.6 Recipients With ICF Level of Care

The system considers recipients ineligible for Centennial Care if they are in long term care with a level of care of MR1, MR2 or MR3 and the span dates cover the enrollment month and for 60 days past the end of the long term care span. 
14.1.2.1.2 Special Recipient Eligibility Groups 
14.1.2.1.1.7 Centennial Care Required Enrollees

The Centennial Care required enrollee population consists of Centennial Care eligible recipients who meet any of the following criteria:

· LTC span in effect during the enrollment month with a NFL  (Nursing Facility) level and one of the following settings of care:

· ADW – Agency Directed Waiver

· ANW – Agency Directed Non-Waiver

· INF – Institutional Nursing Facility   

· SDW – Self Directed Waiver

· SNW – Self Directed Non-Waiver
· Medicare Part A or Part B span in effect during the enrollment month
· Recipient is a not a Native American.
14.1.2.1.1.8 Native American Opt-in Recipients 

Native American Opt-in recipients are Native Americans who are not in a  LTC setting with NFL level of care, not Medicare dual eligibles, and who are otherwise eligible for Centennial Care enrollment.  The Centennial Care eligibility module considers these recipients eligible for enrollment as long as they are not ineligible for any of the ineligibility reasons listed in section 14.1.2.1.1 Ineligibility Criteria above.  Considering them eligible for Centennial Care allows them to remain enrolled in Centennial Care once they have chosen to opt-in.  However, although these recipients are considered eligible for Centennial Care enrollment for ongoing eligibility reassessment purposes, the system does not automatically enroll them into Centennial Care if they are not already enrolled.  Instead the system will only enroll or reenroll a Native American opt-in recipient if they meet the following criteria:
· If a prior CCO lockin exists for the Native American opt-in recipient                               

· If the recipient previously opted out - that is, their prior CCO lockin span was ended with CC, CR, or OV change reason
· If MCO choice begin date is after the prior CCO span ended and their MCO choice span covers the current enrollment month

· Enroll the Native American opt-in recipient as of the current enrollment month begin date to their MCO choice using assignment reason CC
· If the recipient did not previously opt out - that is, the prior span was ended with a change reason other than CC, CR, or OV

· If the recipient’s prior enrollment ended within the past 180 days prior to the current enrollment date

· Reenroll the recipient to their prior MCO as of the current enrollment month begin date using assignment reason RE
· If the recipient’s prior enrollment ended more than 180 days prior to the current enrollment date and they have an MCO choice span that covers the current enrollment month
· Enroll the recipient to their MCO choice as of the current enrollment month begin date using assignment reason CC
· If no prior CCO lockin exists for the Native American opt-in recipient and they have an MCO choice span that covers the current enrollment month 

· Enroll the recipient to their MCO choice as of the current enrollment month begin date using assignment reason CC.
Note that the system does not retroactively enroll Native American opt-in recipients.  They are only enrolled or reenrolled for the current enrollment month going forward.

14.1.2.1.1.9 Recipients with Temporary vs. Permanent Departmental Exemption 

Departmental exemption spans entered with any assignment reason code value will permanently exempt both Native American opt-in recipients and non-Native American recipients in the required Centennial Care enrollment population from enrollment.  

Only departmental exemption spans entered using the Administrative Assignment (AE) assignment reason code value will permanently exempt Native American recipients who are in the Centennial Care required enrollment population.  This permanent exemption is only to be used by State staff under extreme conditions.  The system ignores departmental exemption spans entered with an assignment reason code other than Administrative Assignment (AE) for Native American recipients who are in the required enrollment population.  

This capability allows a user to decide when entering a departmental exemption for a Native American opt-in recipient whether it will be only a ‘temporary’ exemption, which exempts the recipient only while they are not in the required enrollment population, or a ‘permanent’ exemption, that applies regardless of whether the recipient is in either the opt-in or the required enrollment population.

14.1.2.1.3 Enrollment Eligibility 
14.1.2.1.3.1 Centennial Care Eligible COE/FMs
If the recipient is not ineligible, the system determines if the recipient has COE/FM in effect on the eligibility date that is eligible for Centennial Care enrollment.  It does so by using the Centennial Care plan type (M) to determine the eligible COE/FM combinations from the table below.  

	COE Description
	COE
	FM
	COE
Ranking

	SSI Aged and Mcaid Ext-Aged
	001
	X
	500

	SSI Aged and Mcaid Ext-Aged
	001
	1
	500

	SSI Blind & Mcaid Exten- Blind
	003
	X
	500

	SSI Blind & Mcaid Exten- Blind
	003
	1
	500

	SSI Disbl & Mcaid Exten-Disabl
	004
	X
	500

	SSI Disbl & Mcaid Exten-Disabl
	004
	1
	500

	Foster Care Child Protect Svcs
	006
	1
	300

	Subsidy Adoption Other States
	017
	1
	300

	Post Closure-Eligible 4 Months
	027
	1
	501

	Transitional Medicaid
	028
	1
	501

	Med Assist- Pregnant Women
	030
	1
	501

	Newborns
	031
	1
	501

	133% Of Poverty Kids
	032
	1
	501

	Deemed Income Disregard
	033
	1
	501

	Deemed Income Disregard
	034
	1
	501

	Preg Wm FM 3 Presumptive Elig
	035
	1
	502

	185% Of Poverty Kids
	036
	1
	200

	Subsidy Adoption Title IV-E
	037
	1
	300

	Breast & Cerv Cancer Pretreat
	052
	1
	501

	Breast & Cerv Cancer Pretreat
	052
	3
	700

	Juvenile Justice Non IV-E
	060
	1
	501

	Juvenile Justice Title IV-E
	061
	1
	501

	Foster Care Title IV-E
	066
	1
	300

	235% Pov SCHIPS FM3 PE FM2 PAK
	071
	1
	200

	235% Pov SCHIPS FM3 PE FM2 PAK
	071
	3
	700

	Non-TANF
	072
	1
	501

	Non-TANF
	072
	3
	501

	12 Month Extension
	073
	1
	501

	Qualified Working Disabled
	074
	1
	500

	Institutional Care - Aged
	081
	1
	500

	Institutional Care - Aged
	081
	4
	500

	Institutional Care - Blind
	083
	1
	500

	Institutional Care - Blind
	083
	4
	500

	Institutional Care - Disabled
	084
	1
	500

	Institutional Care - Disabled
	084
	4
	500

	FC Child From Another State
	086
	1
	300

	HCBW - AIDS
	090
	1
	600

	HCBW - AIDS
	090
	4
	600

	HCBW - Handicapped & Elderly
	091
	1
	600

	HCBW - Handicapped & Elderly
	091
	4
	600

	HCBW - Brain Injury
	092
	1
	600

	HCBW - Hndcapped & Eldy(Blind)
	093
	1
	600

	HCBW - Med Hndcapped - Disable
	094
	1
	600

	HCBW - Medically Fragile
	095
	1
	100

	HCBW - Developmentally Disable
	096
	1
	100

	Other Adults (133% FPL)
	100
	1
	100

	Other Adults (133% FPL)
	100
	3
	700

	Parents & Caretaker Relatives
	200
	1
	501

	Parents & Caretaker Relatives
	200
	3
	700

	Full MA for Pregnant Wmn 0-138
	300
	1
	502

	Full MA for Pregnant Wmn 0-138
	300
	3
	700

	Pregnancy Rltd MA 138-250 FPL
	301
	1
	502

	Pregnancy Rltd MA 138-250 FPL
	301
	3
	700

	Childrens Mcaid 0-5 0-200 FPL
	400
	1
	501

	Childrens Mcaid 0-5 0-200 FPL
	400
	3
	700

	Childrens Mcaid 6-18 0-138 FPL
	401
	1
	501

	Childrens Mcaid 6-18 0-138 FPL
	401
	3
	700

	Children Mcaid 0-5 200-240 FPL
	402
	1
	200

	Children Mcaid 0-5 200-240 FPL
	402
	3
	700

	Children Mcaid 6-18 138-190FPL
	403
	1
	200

	Children Mcaid 6-18 138-190FPL
	403
	3
	700

	CHIP 0-5 240-300% FPL
	420
	1
	200

	CHIP 0-5 240-300% FPL
	420
	3
	700

	CHIP 6-18 190-240% FPL
	421
	1
	200

	CHIP 6-18 190-240% FPL
	421
	3
	700


The recipient must have active eligibility as of the enrollment date in at least one COE/FM combination listed in the table above to be eligible for Centennial Care enrollment.  If none of the recipient’s eligibility span COE/FM combinations are listed in the table, the recipient is not eligible for enrollment.

There are currently no COE/FM combinations that exclude a recipient from Centennial Care enrollment.  However, it should be noted that a recipient is not eligible if any eligibility span in effect for the enrollment month has an excluded COE/FM combination, even when they have one or more other eligibility spans in effect with a Centennial Care eligible COE/FM combination.  

The Centennial Care eligibility reviews all active eligibility spans that are eligible for Centennial Care enrollment.  If the recipient has more than one Centennial Care eligible COE in effect during the enrollment month, the system will then choose the COE with the lowest COE ranking value from the table above.  
When a recipient is eligible under multiple Centennial Care COEs that have the same ranking value, the system uses the following tie-break logic to pick the COE upon which the recipient’s capitation cohort will be based:

· Choose the COE span with the most recent begin date, or
· When the COE span begin dates are the same, choose the COE span with the most recent audit add date, or
· When both the COE span begin dates and COE span audit add dates are equal, choose the COE span with the most recent audit add time.
14.1.2.1.3.2 Cohort Rate Type Determination
For eligible recipients, the eligibility module returns the appropriate physical and behavioral health cohort rate types that will be used to determine the capitation rate cohort for a recipient for the enrollment month.  The module sets the cohort rate types by matching against the following combinations of rate type determination criteria in the order shown below. It assigns the physical and corresponding behavioral health cohort rate type when it finds the first matching combination.  
See also the more detailed Centennial Care capitation cohort definitions in section 14.1.3.2.1.2.
	LTC Level of Care
	LTC Setting of Care
	Medicare Dual Eligible?
	Recipient or LTC Provider County
	ABP 

(COE 100) Recipient?
	Recipient age > 2 months?
	Physical Health Cohort Rate Type
	Behavioral Health Cohort Rate Type

	n/a
	n/a
	N
	n/a
	Y
	n/a
	ABP
	BH – ABP

	NFL
	SDB

SNW
	Y
	n/a
	N
	n/a
	Dual – MiVia
	BH – LTC Dual

	NFL
	SDB

SNW
	N
	n/a
	N
	n/a
	Non-Dual – MiVia
	BH – LTC Non-Dual

	NFL
	ADB

ANW
	Y
	Recipient residence Phase 2 county
	N
	n/a
	Dual – NF LOC Ph2
	BH – LTC Dual

	NFL
	INF
	Y
	LTC provider location Phase 2 county
	N
	n/a
	Dual – NF LOC Ph2
	BH – LTC Dual

	NFL
	ADB

ANW
	Y
	Recipient residence Phase 5 county
	N
	n/a
	Dual – NF LOC Ph5
	BH – LTC Dual

	NFL
	INF
	Y
	LTC provider location Phase 5 county
	N
	n/a
	Dual – NF LOC Ph5
	BH – LTC Dual

	NFL
	ADB

ANW
	Y
	All other recipient residence counties
	N
	n/a
	Dual – NF LOC 
	BH – LTC Dual

	NFL
	INF
	Y
	All other LTC provider counties
	N
	n/a
	Dual – NF LOC 
	BH – LTC Dual

	NFL
	ADB

ANW
	N
	Recipient residence Phase 2 county
	N
	n/a
	Non-Dual – NF LOC Ph2
	BH – LTC Non-Dual

	NFL
	INF
	N
	LTC provider location Phase 2 county
	N
	n/a
	Non-Dual – NF LOC Ph2
	BH – LTC Non-Dual

	NFL
	ADB

ANW
	N
	Recipient residence Phase 5 county
	N
	n/a
	Non-Dual – NF LOC Ph5
	BH – LTC Non-Dual

	NFL
	INF
	N
	LTC provider location Phase 5 county
	N
	n/a
	Non-Dual – NF LOC Ph5
	BH – LTC Non-Dual

	NFL
	ADB

ANW
	N
	All other recipient residence counties
	N
	n/a
	Non-Dual – NF LOC
	BH – LTC Non-Dual

	NFL
	INF
	N
	All other LTC provider counties
	N
	n/a
	Non-Dual – NF LOC
	BH – LTC Non-Dual

	n/a
	n/a
	Y
	n/a
	N
	n/a
	Healthy Duals
	BH – LTC Dual

	n/a
	n/a
	N
	n/a
	N
	Y
	Regular
	BH – Non-LTC, Non-Dual, Non-ABP

	n/a
	n/a
	N
	n/a
	N
	N
	Newborn*
	BH – Non-LTC, Non-Dual, Non-ABP


* - can ultimately end up being changed to ‘Regular’ for month two of life during the full or update monthly capitation processes if the recipient is not also enrolled with the same MCO during the first month of life.
NOTE:  The eligibility module makes the assumption that an eligible recipient who is one or two months old will ultimately end up being enrolled with the same MCO for both the first and second months of life.  Therefore, it assigns them the ‘Newborn’ physical health cohort rate type based strictly on their age during the enrollment month when assessing their Centennial Care eligibility.  

The possibility exists that a one or two month old recipient could end up not being enrolled with the same MCO for both months one and two of life at the time of monthly capitation generation, so that process determines whether the recipient was actually enrolled during month one and enrolled with the same MCO during month two.  If the process determines that the recipient was not enrolled with the same MCO for months one and two, it will change the cohort rate type for month two of life from ‘Newborn’ to ‘Regular’ during capitation rate cohort assignment.

14.1.2.2 Enrollment
The system immediately enrolls Centennial Care eligible recipients into Centennial Care plans during all managed care cycles.  It also automatically retroactively enrolls recipients into Centennial Care plans whenever they become eligible for a retroactive month or months due to COE span updates.  Once a recipient has been enrolled, the system generates Centennial Care enrollment confirmation letters for recipients whose enrollment span extends beyond the begin date of the current enrollment month.
14.1.2.2.1 Plan Eligibility

Before a recipient is enrolled in a plan, the system performs the following edits to ensure the recipient is eligible for that plan during the enrollment period being evaluated:

· The plan must exist on the MC plan database.

· For Native American recipients, the plan must cover Native Americans only or both Native and Non-Native Americans.  For other recipients, the plan must cover Non-Native Americans only or both Native and Non-Native Americans.

· For Medicare eligible recipients, the plan must cover Medicare Part A, Part B or both, depending on the recipient’s specific Medicare coverage situation.

· The recipient’s geographic county from the highest ranked COE/FM span must be covered by the plan.  

· The recipient’s COE/FM combination in the highest ranked COE/FM span must be one of the COE/FM combinations covered by the plan.

14.1.2.2.2 Enrollment Lockin Spans
Centennial Care enrollments are stored as lockin type CCO spans. These spans can be manually entered or updated online by authorized users via the Omnicaid Client Lockin window, added by making an MCO selection via the Xerox NM web portal, or by making an MCO selection via the CSI Centennial Care Enrollment voice response line (VRS).  The same eligibility rules are applied to manual, web portal, and VRS online enrollments as are applied to batch cycle enrollments.  
Centennial Care enrollment information is displayed on the Omnicaid Client Lockin window.  Each span consists of the following fields:

· Lockin type

· Enrollment begin date

· Enrollment end date

· Assignment reason

· Provider number

· Plan ID 

· Plan effective date

· Change reason

· Last capitation date

· Add source

· Add date

· Add time

· Last update source

· Last update date

· Last update time

The system accomplishes Centennial Care enrollment via a number of different enrollment methods which are applied in the order listed below:

· Reenrollment / MCO Choice Enrollment / Newborn Retroactive Enrollment

· Case Continuity Auto Assignment

· Random Auto Assignment

· Retroactive Enrollment
If a recipient has previously been locked out of a Centennial Care plan – that is, their most with the plan was ended with change reason LO (lockout), the recipient will not be reassigned to that plan by any of the enrollment methods.  If the system detects that a recipient is locked out during the random auto assignment method, it will continue and check to see if the recipient is locked out of the next available Centennial Care plan until it finds a plan for which the recipient is eligible and not locked out, or until it has exhausted the list of available plans.

When the system enrolls a recipient for the current enrollment month, it automatically terminates any open hospice lockin span (lockin type HSP) for that recipient with an end date of one day prior to the current enrollment month begin date.

Each of the different enrollment methods are described in more detail below.

14.1.2.2.3 Retroactive Newborn Enrollment / Reenrollment / MCO Choice Enrollment 
14.1.2.2.3.1 Retroactive Newborn Enrollment 

Retroactive newborn enrollment occurs first so that enrollment to the mother’s MCO plan takes precedence over any MCO choice span that might be on file for the newborn.  The system attempts to retroactively newborns to their mother’s Centennial Care plan.  The system identifies a recipient as a candidate for newborn retroactive enrollment using the following criteria:

· The recipient has no prior Centennial Care enrollment span. 
· The recipient is less than 1 year old.

· The recipient’s relationship to head of household indicator is son or daughter.

The system then queries the Client database attempting to find the newborn recipient’s mother who must have been enrolled in a Centennial Care plan on the newborn’s birth date, and must be the only female designated as head of household with the same case number as the newborn.  For non-ASPEN recipients, an additional criterion requires that one of the mother’s alternate ID’s is the same as the newborn’s case number preceded by leading zeros.
If the system identifies the newborn’s mother, it proceeds to check the newborn’s enrollment eligibility for each month from the birth month forward through the current enrollment month.  If the newborn is eligible through the current enrollment month, the system creates an open-ended Centennial Care enrollment span for the newborn with the same plan that their mother was enrolled in on the birth date.  If the newborn is not eligible for each month since the birth month, the system creates an enrollment span that covers each month the newborn is eligible from the birth date through the end of the month prior to the month when the newborn lost eligibility. 
Newborn recipients that cannot be retroactively enrolled with their mother’s MCO proceed through the enrollment process as would any other eligible recipient.

14.1.2.2.3.2 Enrollment Logic Flow - Native American opt-ins vs. Required Enrollees
Eligible recipients who do not meet retroactive newborn enrollment criteria proceed through the following logic flow which determines if they are eligible to be either automatically reenrolled (lockin assign reason code RE) or enrolled to their MCO choice (lockin assign reason code CC) for the current enrollment month.  Eligible recipients who are required enrollees (that is, not Native American opt-ins) and who do not meet the criteria for automatic reenrollment or enrollment via MCO choice proceed through the enrollment process and will ultimately be enrolled for the current enrollment month via either case continuity (lockin assign reason code FC)  or random MCO auto assignment(lockin assign reason code AA).
 (1) If Native American opt-in recipient      

(2) If prior CCO lockin exists                               

(3) If prior span was ended with CC, CR, or OV change reason - that is, Native American opt-in previously opted out

(4) If MCO choice begin date is after the prior CCO span ended and covers the current enrollment month

· Enroll Native American to MCO choice (assign reason CC)
(4) Otherwise, no MCO choice exists that starts after the prior enrollment ended  

· Do not enroll Native American opt-in
(3) Otherwise, the Native American opt-in did not opt-out, and was termed from Centennial Care for some other reason.

· If out of Centennial Care within the past 180 days, re-enroll Native American opt-in to prior MCO (assign reason RE)
· If out of Centennial Care for more than 180 days, enroll Native American opt-in to MCO choice (assign reason CC), if present for current enrollment month without regard to MCO choice begin date’s relationship to prior enrollment end date
· Otherwise, do not enroll Native American opt-in
(2) Otherwise, no prior enrollment exists for Native American opt-in recipient 

· Enroll Native American opt-in to MCO choice (assign reason CC) if present for current enrollment month without regard to MCO choice begin date’s relationship to prior enrollment end date. 

(1) Otherwise recipient is a required enrolled, so continue with required Centennial Care enrollee logic below. 

Recipients who make it to this point are required Centennial Care enrollees so continue through all the Centennial Care enrollment logic below.

· If prior enrollment exists within the past 180 days, re-enroll to prior MCO (assign reason RE).

· If no prior enrollment, or if prior enrollment exists, but ended more than 180 days ago, enroll to MCO choice (CC), when present for current enrollment month, without regard to choice begin date.  Otherwise, continue through enrollment via Case Continuity (assign reason FC) or random MCO Auto Assignment (assign reason AA) processes.
14.1.2.2.3.3 Reenrollment 
The system reenrolls Centennial Care eligible recipients in the required enrollment population with their prior Centennial Care MCO with a begin date of the first day of the current enrollment month when the following conditions are met:

· the recipient was previously enrolled with a Centennial Care plan within the 180 days prior to the current enrollment month begin date

· the recipient is still eligible for that plan

Native American opt-in recipients are also candidates for reenrollment if they meet the criteria above; however, the system bypasses reenrollment for these recipients when the change reason for their prior enrollment span indicates that they had actively chosen to end their Centennial Care enrollment by opting out.  Native American opt-out is indicated by their most recent Centennial Care lockin span having been closed with one of the following lockin change reasons - CC (Client Choice), CR (Disenroll-Client Request), or OV (Override 12-month lockin).  See also section 14.1.2.1.2.2  Native American Opt-in Recipients above.
14.1.2.2.3.4 MCO Choice Enrollment 
A recipient’s MCO choice is primarily communicated through the ASPEN eligibility interface for new recipients and those who have been ineligible for more than 180 days.  A recipient’s MCO choice can also be entered online via the web portal during the entry of presumptive eligibility, or via the Omnicaid Client Detail window’s Managed Care tab.
MCO choice enrollment uses the MCO choice indicated on the recipient’s MCO preference span to enroll them in Centennial Care when all of following conditions are met:
· No prior enrollment exists within the past 180 days

· the recipient’s MCO choice indicates one of the Centennial Care MCOs
· the preference span’s begin and end dates cover the current enrollment month
· the recipient is eligible for enrollment with the chosen plan
14.1.2.2.4 Case Continuity Enrollment
This enrollment method uses the case number from the recipient’s highest-ranked COE span for plan enrollment to identify other members of the same case.  If there are other members of the same case who are also enrolled in Centennial Care, the system enrolls the recipient with the plan to which the majority of the other case members are enrolled.  If an equal number of case members are enrolled with different Centennial Care plans, the system arbitrarily assigns the recipient to any one of those plans.
14.1.2.2.5 Random MCO Auto Assignment
This enrollment method treats all recipients in the same case as a single enrollment unit and assigns a random number to each unique case number.  The system then determines the total number of recipients to be assigned.  The randomly ordered cases are assigned to the plans in the order of descending assignment percentage.  The system continues to assign recipients to each plan until that plan has reached its quota of recipients.  They system will complete the assignment of all members of a case to the same plan even after that plan’s enrollment maximum is reached.
14.1.2.2.6 Retroactive Enrollment
NOTE:  The system does not retroactively enroll recipients in the Native American opt-in population.  They are only enrolled or reenrolled for the current enrollment month going forward.

The system creates recipient triggers in all cycles to identify potential Centennial Care retroactive enrollment candidates who may have become eligible for Centennial Care retroactive enrollment due to updates to any of the criteria that affect their eligibility.  The retroactive enrollment process assesses each candidate’s eligibility for retroactive enrollment, filling in any retroactive gaps in Centennial Care enrollment for recipients in the required enrollment population if they are eligible.  
The system fills in the retroactive enrollment gaps using the MCO and plan number from the recipient's next most recent Centennial Care enrollment immediately following the gap.  When there is not a more recent enrollment immediately following the retroactive gap in enrollment, the system fills in the gap using the Centennial Care MCO and plan from the recipient's most recent Centennial Care enrollment immediately prior to the gap.  
When a Centennial Care eligible recipient who has never been previously enrolled is granted only retroactive eligibility, there is no current or prior Centennial Care plan upon which to base the enrollment for those retroactive months.  In this case, the retroactive enrollment process uses the following methods in the order listed below in an attempt to determine a Centennial Care plan to use to fill in the retroactive gap.  Once a plan is found, no further methods are attempted.
· MCO choice – the system looks for an MCO choice span that was in effect during the first month of the retroactive enrollment gap.  If found, the system uses that plan to fill the retroactive enrollment gap
· Case Continuity – the system uses case continuity auto assignment logic as described in section 14.1.2.2.4 above along with the begin date of the first month of the retroactive enrollment gap to find an MCO plan to use for the gap.  
· Random MCO selection – the system tables all available Centennial Care plans that were in effect on the begin date of the first month of the retroactive enrollment gap.  It then divides the last two digits of the system timestamp by the total number of plans to calculate a remainder.  It then adds 1 to the remainder and uses the result as in index into the available plan table, picking the MCO plan residing at that relative index location to use for the gap.  For example, using four available plans, the calculated remainder will always be 0, 1, 2, or 3.  Adding 1 to the remainder will result in a table index value of 1, 2, 3, or 4.  The system then uses that index value to choose the MCO plan residing at that location in the available plan table.
 

Once the system has determined a Centennial Care plan to use for filling in the retroactive enrollment gap, the process continues checking the recipient's eligibility for each month of a gap in enrollment, and then it creates retroactive Centennial Care enrollment spans to cover every month where the recipient is eligible for the plan.  The process also generates supplemental enrollment roster interface records for retroactive enrollment month to that they will be reported on the MCO’s supplemental enrollment roster in that same night’s cycle.
There is no immediate retroactive enrollment for enrollments entered online via the Client Lockin window, Xerox NM web portal, or the CSI Centennial Care enrollment VRS at the time the enrollment is entered.  However, if the recipient meets the eligibility criteria for retroactive Centennial Care enrollment, the nightly batch process will fill in any enrollment gaps that were not filled in manually by the user entering the enrollment into Omnicaid, or by the web portal and VRS.
14.1.3 Capitation Generation
Inputs to the Capitation Generation process are as follows:

· Client Address Table (B_ADDR_TB)

· Client Alternate ID Table (B_ALT_ID_TB)

· Client COE Span Table (B_COE_SPN_TB)

· Client Detail Table (B_DETAIL_TB)

· Client Lockin Table (B_LOCKIN_TB)

· Client LTC Table (B_LTC_SPN_TB)

· Client Medicare/Buyin Table (B_MCARE_SPN_TB)

· MC COE/FM Table (H_COE_FM_TB)

· Plan COE FM Table (H_PLN_COE_TB)

· Plan County Table (H_PLN_CNTY_TB)

· Plan Rates Table (H_PLN_RATE_TB)

· Plan Table (H_PLAN_DETAIL_TB)

· Provider Table (P_PROV_TB)

· Rate Cohort Age Ranges Table (H_COHRT_AGE_TB)

· Rate Cohort COE/FM Table (H_COHRT_COE_TB)

· Rate Cohort Detail Table (H_COHRT_DETAIL_TB)

· Rate Cohort Gender Table (H_COHRT_GENDER_TB)

· System List Detail Table (G_LIST_DTL_TB)

· System List Table (G_LIST_TB)

· System Parameter Detail Table (G_PARAM_DTL_TB)

· System Parameter Table (G_PARAM_TB)

· TPL Client Coverage Table (T_CVRG_CLNT_TB)


Outputs from the Capitation Claim Generation process are as follows: 

· Capitation Claims File

· Client Lockin Table (B_LOCKIN_TB)

· MC Report Data Table (H_RPT_DATA_TB)

· RH410 - Client Capitation Error Report

· RH420 - Capitation Summary Report

· RH430 - MCO Enrollment Counts Report

· MC Interface Data Table (H_IFACE_DATA_TB)

· Supplemental Enrollment Roster Interface

· TPL File Interface

The Managed Care Subsystem generates capitation claims using recipient enrollment and demographic information from various Client database tables as well as information from the Managed Care plan and rates tables. The system determines whether the recipient is eligible for the plan.  If the recipient is not eligible, the system performs termination processing as defined in the Automatic Disenrollment Module section 14.1.5.   

The system reviews the last capitation date of each Centennial Care enrollment span during the managed care full monthly and update monthly cycles to determine if a capitation payment should be created for the upcoming month or any retroactive months not previously capitated.  

Only lockin segments with CCO lockin type are considered for capitation.  If a capitation payment is to be made, the system generates a capitation claim.  To facilitate the automated capitation process, the system maintains the date of the last capitation payment made on each managed care enrollment span.  This field can only be updated by batch cycles or online through the Client Lockin window only by users with the highest level of security.

14.1.3.1 Capitation Month Determination

The system determines if capitation claims need to be generated for a recipient by comparing the last capitation payment date on the recipient’s enrollment span with the enrollment end date and the next capitation payment date.  If the last capitation payment date is prior to both dates, the system generates a capitation claim for every month after the last capitation payment date through the earlier of the enrollment end date or the next capitation payment date.  

14.1.3.2 Reports
The capitation process generates the following reports:

· RH410 - Client Capitation Error Report

· RH420 - Capitation Summary Report

· RH430 - MCO Enrollment Counts Report

See Managed Care Reports section 14.3 for a detailed description of each of the above reports.
14.1.3.2.1 Rate Cohort Determination

When a capitation payment is required for a month, the system first determines the appropriate physical health rate cohort to use for each capitation month by finding the lowest numbered cohort with an effective date that covers the capitation month and that matches the combination of all of the following capitation criteria: cohort rate type, recipient’s highest ranked eligible COE/FM for the capitation month, recipient’s age on the first day of the capitation month, and recipient’s gender.
The system then uses the recipient’s Centennial Care plan provider number, plan number, rate cohort number, and the capitation month to find the plan specific rate that is in effect for the rate cohort for that plan for the capitation month.  This rate is used to populate the submitted charge and procedure code ME003 is placed in the procedure code on the first line item of the capitation claim.

After the physical health rate has been determined, the same process is repeated to obtain the behavioral health cohort and plan specific capitation rate.  This rate is then used to populate the submitted charge and procedure code ME003 is placed in the procedure code on the second line item of the capitation claim.  
NOTE: The duplicate check indicator for procedure code ME003 is set to ‘Y’ on the Reference procedure table so that the first and second capitation claim lines will not be considered exact duplicates of each other.  The indicator must never be set to ‘N’ as this will result in the second line of every capitation claim denying as an exact duplicate of the first line.
14.1.3.2.1.1 Newborn Physical Health Cohort Rate Type

If a newborn has been enrolled with a Centennial Care plan since birth, and if the capitation period is for the recipient’s first or second month of life, the system uses the “Newborn” rate type  (cohort rate type “2”) when attempting to find the cohort that matches the recipient’s other capitation criteria (COE/FM, age, gender).  When the system creates the claim for the newborn rate type, it puts procedure code ME001 in the procedure code on the first (physical health cohort) claim line item of the capitation claim and procedure code ME003 on the second (behavioral health) claim line.  Newborns two months old or less who were not enrolled with their Centennial Care plan since birth are capitated using the regular rate as described above.  After the second month of life, all newborns are capitated using the regular capitation rate. 

The system repeats the above process for each month of the plan enrollment lockin span that has been determined to require a capitation payment until it has capitated the last month of the span or the current enrollment month, whichever is earlier.

14.1.3.2.1.2 Physical and Behavioral Health Rate Cohort Definitions

The table on the next several pages describes in detail the recipient populations covered by each of the Centennial Care capitation rate cohorts.

	Centennial Care Physical Health Cohorts*
*Alternative Benefit Plan (ABP) recipients are NOT included in these cohorts.  See Centennial Care ABP physical health cohorts in the next table below.

	Cohort

Number
	Cohort Description
	Cohort Rate Type
	MEG
	COE
	Low

Age
	High Age
	Gender
	LOC
	SOC
	Medicare (Part A or Part B or both)
	Geo County Code
(INF provider’s location county or non-INF recipient’s residence county)
	Description

	001
	TANF/AFDC, MA KIDS, CYFD 0-2 MONTHS
	2 - Newborn
	1 - TANF & RELATED
	006, 017, 027, 028, 031, 032,  037, 060, 061, 066,  086, 072, 400, 401
	0
	0
	F & M
	NONE
	N/A
	NO
	N/A
	

	001
	TANF/AFDC, MA KIDS, CYFD 0-2 MONTHS
	2 - Newborn
	7 - SCHIP
	036, 071,  402, 403, 420, 421
	0
	0
	F & M
	NONE
	N/A
	NO
	N/A
	

	002
	TANF/AFDC, MA KIDS 2 MOS THRU 20 YRS
	1- Regular
	1 - TANF & RELATED
	027, 028, 031, 032, 052, 072, 200,  400, 401
	0
	20
	F & M
	NONE
	N/A
	NO
	N/A
	

	002
	TANF/AFDC, MA KIDS 2 MOS THRU 20 YRS
	1- Regular
	7 - SCHIP
	036, 071, 402, 403, 420, 421
	0
	20
	F & M
	NONE
	N/A
	NO
	N/A
	

	003
	TANF/AFDC 21 THRU 49 FEMALE
	1- Regular
	1 - TANF & RELATED
	027, 028, 052, 072, 200
	19
	49
	F
	NONE
	N/A
	NO
	N/A
	

	004
	TANF/AFDC 21 THRU 49  MALE
	1- Regular
	1 - TANF & RELATED
	027, 028, 072, 200
	19
	49
	M
	NONE
	N/A
	NO
	N/A
	

	005
	TANF/AFDC 50+
	1- Regular
	1 - TANF & RELATED
	027, 028, 052, 072, 200
	50
	255
	F & M
	NONE
	N/A
	NO
	N/A
	

	006
	SSI & WAIVER 2 MOS TO 1 YEAR MALE AND FEMALE
	1- Regular
	2 - SSI Medicaid Only
	003, 004, 074, 081, 083, 084
	0
	0
	F &M
	NONE
	N/A
	NO
	N/A
	These are the recipients who are not in long term care or those recipients who are DD Waiver or Med Frag recipients or those recipients who are in an ICF/MR setting.  The recipients in this cohort have all their physical health needs covered in the cohort, and their DD/Med Frag waiver or ICF/MR services are paid FFS.   Effective 7/1/2015 Med Frag recipients will move to LTC and receive both acute & BH and LTC services in LTC.  Since it is possible for a D&E waiver recipient to have the financial eligibility for this category without accompanying LTC span in place, any recipient with waiver financial eligibility  but no LTC span will fall here

	006
	SSI & WAIVER 2 MOS TO 1 YEAR MALE AND FEMALE
	1- Regular
	4 - 217
	090, 091, 092, 093, 094, 095, 096
	0
	0
	F &M
	NONE
	N/A
	NO
	N/A
	

	007
	SSI & WAIVER 1 YEAR THRU 20 YEARS MALE & FEMALE
	1- Regular
	2 - SSI Medicaid Only
	003, 004, 074, 081, 083, 084
	1
	20
	F &M
	NONE
	N/A
	NO
	N/A
	

	007
	SSI & WAIVER 1 YEAR THRU 20 YEARS MALE & FEMALE
	1- Regular
	4 - 217
	090, 091, 092, 093, 094, 095, 096
	1
	20
	F &M
	NONE
	N/A
	NO
	N/A
	

	008
	SSI & WAIVER 21 THRU 39 FEMALE
	1- Regular
	2 - SSI Medicaid Only
	003, 004, 074, 081, 083, 084
	21
	39
	F
	NONE
	N/A
	NO
	N/A
	

	008
	SSI & WAIVER 21 THRU 39 FEMALE
	1- Regular
	4 - 217
	090, 091, 092, 093, 094, 095, 096
	21
	39
	F
	NONE
	N/A
	NO
	N/A
	

	009
	SSI & WAIVER 21 THRU 39 MALE
	1- Regular
	2 - SSI Medicaid Only
	003, 004, 074, 081, 083, 084
	21
	39
	F
	NONE
	N/A
	NO
	N/A
	

	009
	SSI & WAIVER 21 THRU 39 MALE
	1- Regular
	4 - 217
	090, 091, 092, 093, 094, 095, 096
	21
	39
	F
	NONE
	N/A
	NO
	N/A
	

	010
	SSI & WAIVER 40+
	1- Regular
	2 - SSI Medicaid Only
	001, 003, 004, 074,081, 083, 084,
	40
	255
	F &M
	NONE
	N/A
	NO
	N/A
	

	010
	SSI & WAIVER 40+
	1- Regular
	4 - 217
	090, 091, 092, 093, 094, 095, 096
	40
	255
	F &M
	NONE
	N/A
	NO
	N/A
	

	011
	PW/MA 15 THRU 49
	1- Regular
	1 - TANF & RELATED
	030, 035, 300, 301
	15
	49
	F
	NONE
	N/A
	NO
	N/A
	

	012
	CYFD 2 MONTHS THRU 20 YEARS
	1- Regular
	1 - TANF & RELATED
	006,  017, 037, 060, 061, 066, 086
	0
	26
	F &M
	NONE
	N/A
	NO
	N/A
	COE 066 expanded to age 26 starting in 1/2014, so we expanded the age of this cohort.

	300
	LTC - NF LOC DUALS
	V- Dual NFLOC
	3 - SSI Dual
	001, 003, 004, 006,  017, 027, 028, 030, 031, 032, 033, 034, 035, 037, 052, 060, 061, 066, 086, 072, 073, 074, 081, 083, 084, 200, 300, 301, 400, 401
	0
	255
	F & M
	NFL
	INF, ANW, ADB
	Y
	01, 03, 05, 06, 08, 13, 14, 15, 17,  20, 22, 23, 24, 26, 28, 30, 32, 33,
	CoLTS Mi Via (defined in CC as Self Directed Community Care with SOC values SNW or SDB) will not be included in this cohort.   All other recipients receiving the Agency Based Community Care (previously referred to as Disabled and Elderly Waiver and Personal Care) are in the NF LOC cohorts.

	300
	LTC - NF LOC DUALS
	V- Dual NFLOC
	7 - SCHIP
	036, 071,  402, 403, 420, 421
	
	
	
	
	
	
	
	

	300
	LTC - NF LOC DUALS
	V- Dual NFLOC
	5 - 217 Dual
	090, 091,  092, 093, 094
	
	
	
	
	
	
	
	

	301
	LTC - MI VIA Self Directed DUALS
	W - Dual MiVia
	5 - 217 Dual
	090, 091, 092, 093, 094,
	0
	255
	F & M
	NFL
	SNW, SDB
	Y
	N/A
	The population formerly described as Mi Via Elderly & Disabled are now termed Self Directed Community recipients.  The Self Directed Community services are now included in the CC cohort instead of paid FFS.  Medically Fragile will be moved into the LTC program for their HCBS services effective July 1, 2015.

	301
	LTC - MI VIA Self Directed DUALS
	W - Dual MiVia
	3 - SSI Dual
	001, 003, 004, 006, 017, 027, 028, 030, 031, 032, 033, 034, 035, 037, 052, 060, 061, 066, 086, 072, 073, 074, 081, 083, 084, 200, 300, 301, 400, 401
	0
	255
	F & M
	NFL
	SNW, SDB
	Y
	N/A
	The population formerly described as Mi Via Elderly & Disabled are now termed Self Directed Community recipients.  The Self Directed Community services are now included in the CC cohort instead of paid FFS.  Medically Fragile will be moved into the LTC program for their HCBS services effective July 1, 2015.

	302
	LTC - NF LOC NON DUALS
	X - Non-Dual NFLOC
	2 - SSI Medicaid Only
	001, 003, 004, 006, 017, 027, 028, 030, 031, 032, 033, 034, 035, 037, 052, 060, 061, 066, 086, 072, 073, 074, 081, 083, 084, 200, 300, 301, 400, 401
	0
	255
	F & M
	NFL
	INF, ANW, ADB
	NO
	01, 03, 05, 06, 08, 13, 14, 15, 17,  20, 22, 23, 24, 26, 28, 30, 32, 33,
	CoLTS Mi Via (defined in CC as Self Directed Community Care with SOC values SNW or SDB) will not be included in this cohort.   All other recipients receiving the Agency Based Community Care (previously referred to as Disabled and Elderly Waiver and Personal Care) are in the NF LOC cohorts

	302
	LTC - NF LOC NON DUALS
	X - Non-Dual NFLOC
	7 - SCHIP
	036, 071,  402, 403, 420, 421
	
	
	
	
	
	
	
	

	302
	LTC - NF LOC NON DUALS
	X - Non-Dual NFLOC
	4 - 217
	090, 091, 092, 093, 094
	
	
	
	
	
	
	
	

	303
	LTC - MI VIA Self Directed NON DUALS
	Y - Non-Dual MiVia
	4 - 217
	090, 091, 092, 093, 094,
	0
	255
	F & M
	NFL
	SNW, SDB
	NO
	N/A
	The population formerly described as Mi Via Elderly & Disabled are now termed Self Directed Community recipients.  The Self Directed Community services are now included in the CC cohort instead of paid FFS.  Medically Fragile will be moved into the LTC program for their HCBS services effective July 1, 2015.

	303
	LTC - MI VIA Self Directed NON DUALS
	Y - Non-Dual MiVia
	2 - SSI Medicaid Only
	001, 003, 004, 006, 017, 027, 028, 030, 031, 032, 033, 034, 035, 037, 052, 060, 061, 066, 086, 072, 073, 074, 081, 083, 084, 200, 300, 301, 400, 401
	0
	255
	F & M
	NFL
	SNW, SDB
	NO
	N/A
	

	304
	LTC - HEALTHY DUALS
	Z - Healthy Duals
	3 - SSI Dual
	001, 003, 004, 006,  017, 027, 028, 030, 031, 032, 033, 034, 035, 037, 052, 060, 061, 066, 086, 072, 073, 074, 081, 083, 084, 200, 300, 301, 400, 401
	0
	255
	F & M
	Not = NFL
	N/A
	Y
	N/A
	

	304
	LTC - HEALTHY DUALS
	Z - Healthy Duals
	5 - 217 Dual
	090, 091, 092, 093, 094, 095, 096
	
	
	
	
	
	
	
	

	304
	LTC - HEALTHY DUALS
	Z - Healthy Duals
	7 - SCHIP
	036, 071,  402, 403, 420, 421
	
	
	
	
	
	
	
	

	310
	LTC - NF LOC DUALS PH REG2
	Q - Dual NFLOC - Ph2
	3 - SSI Dual
	001, 003, 004, 006, 017, 027, 028, 030, 031, 032, 033, 034, 035, 037, 052, 060, 061, 066, 086, 072, 073, 074, 081, 083, 084, 200, 300, 301, 400, 401
	0
	255
	F & M
	NFL
	INF, ANW, ADB
	Y
	02, 07, 09, 12, 16, 19, 27
	CoLTS Mi Via (defined in CC as Self Directed Community Care with SOC values SNW or SDB) will not be included in this cohort.   All other recipients receiving the Agency Based Community Care (previously referred to as Disabled and Elderly Waiver and Personal Care) are in the NF LOC cohorts

	310
	LTC - NF LOC DUALS PH REG2
	Q - Dual NFLOC - Ph2
	7 - SCHIP
	036, 071,  402, 403, 420, 421
	
	
	
	
	
	
	
	

	310
	LTC - NF LOC DUALS PH REG2
	Q - Dual NFLOC - Ph2
	5 - 217 Dual
	090, 091,  092, 093, 094
	
	
	
	
	
	
	
	

	312
	LTC - NF LOC NON DUALS  PHREG2
	R - Non-dual NFLOC - Ph2
	2 - SSI Medicaid Only
	001, 003, 004, 006,  017, 027, 028, 030, 031, 032, 033, 034, 035, 037, 052, 060, 061, 066, 086, 072, 073, 074, 081, 083, 084, 200, 300, 301, 400, 401
	0
	255
	F & M
	NFL
	INF, ANW, ADB
	NO
	02, 07, 09, 12, 16, 19, 27
	CoLTS Mi Via (defined in CC as Self Directed Community Care with SOC values SNW or SDB) will not be included in this cohort.   All other recipients receiving the Agency Based Community Care (previously referred to as Disabled and Elderly Waiver and Personal Care) are in the NF LOC cohorts

	312
	LTC - NF LOC NON DUALS  PHREG2
	R - Non-dual NFLOC - Ph2
	7 - SCHIP
	036, 071,  402, 403, 420, 421
	
	
	
	
	
	
	
	

	312
	LTC - NF LOC NON DUALS  PHREG2
	R - Non-dual NFLOC - Ph2
	4 - 217
	090, 091, 092, 093, 094
	
	
	
	
	
	
	
	

	320
	LTC - NF LOC DUALS PH REG5
	U - Dual NFLOC - Ph5
	3 - SSI Dual
	001, 003, 004, 006, 017, 027, 028, 030, 031, 032, 033, 034, 035, 037, 052, 060, 061, 066, 086, 072, 073, 074, 081, 083, 084, 200, 300, 301, 400, 401
	0
	255
	F & M
	NFL
	INF, ANW, ADB
	Y
	04, 10, 11, 18, 21, 25, 29, 31
	CoLTS Mi Via (defined in CC as Self Directed Community Care with SOC values SNW or SDB) will not be included in this cohort.   All other recipients receiving the Agency Based Community Care (previously referred to as Disabled and Elderly Waiver and Personal Care) are in the NF LOC cohorts.

	320
	LTC - NF LOC DUALS PH REG5
	U - Dual NFLOC - Ph5
	7 - SCHIP
	036, 071,  402, 403, 420, 421
	
	
	
	
	
	
	
	

	320
	LTC - NF LOC DUALS PH REG5
	U - Dual NFLOC - Ph5
	5 - 217 Dual
	090, 091,  092, 093, 094
	
	
	
	
	
	
	
	

	322
	LTC - NF LOC NON DUALS PH REG5
	9 - Non-dual NFLOC - Ph5
	2 - SSI Medicaid Only
	001, 003, 004, 006, 017, 027, 028, 030, 031, 032, 033, 034, 035, 037, 052, 060, 061, 066, 086, 072, 073, 074, 081, 083, 084, 200, 300, 301, 400, 401
	0
	255
	F & M
	NFL
	INF, ANW, ADB
	NO
	04, 10, 11, 18, 21, 25, 29, 31
	CoLTS Mi Via (defied in CC as Self Directed Community Care with SOC values SNW or SDB) will not be included in this cohort.   All other recipients receiving the Agency Based Community Care (previously referred to as Disabled and Elderly Waiver and Personal Care) are in the NF LOC cohorts.

	322
	LTC - NF LOC NON DUALS PH REG5
	9 - Non-dual NFLOC - Ph5
	7 - SCHIP
	036, 071,  402, 403, 420, 421
	
	
	
	
	
	
	
	

	322
	LTC - NF LOC NON DUALS PH REG5
	9 - Non-dual NFLOC - Ph5
	4 - 217
	090, 091, 092, 093, 094
	
	
	
	
	
	
	
	


	Centennial Care Alternative Benefit Plan (ABP) Physical Health Cohorts*
* Recipients in LTC Setting of Care ARE included in this population.  Medicare Dual eligible recipients are not eligible for Centennial Care if they have COE 100 and so are NOT included in this population.  

	Cohort

Number
	Cohort Description
	Cohort Rate Type
	MEG
	COE
	Low

Age
	High Age
	Gender

	110
	ABP, ages 19-20 M
	7 - ABP
	6 - VIII Group
	100
	18
	20
	M

	111
	ABP, ages 19-20 F
	7 - ABP
	6 - VIII Group
	100
	18
	20
	F

	112
	ABP, ages 21-29 M
	7 - ABP
	6 - VIII Group
	100
	21
	29
	M

	114
	ABP, ages 21-29 F
	7 - ABP
	6 - VIII Group
	100
	21
	29
	F

	115
	ABP, ages 30-39 M
	7 - ABP
	6 - VIII Group
	100
	30
	39
	M

	116
	ABP, ages 30-39 F
	7 - ABP
	6 - VIII Group
	100
	30
	39
	F

	117
	ABP, ages 40-49 M
	7 - ABP
	6 - VIII Group
	100
	40
	49
	M

	118
	ABP, ages 40-49 F
	7 - ABP
	6 - VIII Group
	100
	40
	49
	F

	119
	ABP, ages 50-59 M
	7 - ABP
	6 - VIII Group
	100
	50
	59
	M

	120
	ABP, ages 50-59 F
	7 - ABP
	6 - VIII Group
	100
	50
	59
	F

	121
	ABP, ages 60-65 M
	7 - ABP
	6 - VIII Group
	100
	60
	65
	M

	122
	ABP, ages 60-65 F
	7 - ABP
	6 - VIII Group
	100
	60
	65
	F


	Centennial Care Behavioral Health Cohorts

	Cohort

Number
	Cohort Description
	Cohort Rate Type
	MEG
	COE
	Low

Age
	High Age
	Gender
	Corresponding Physical Health Cohort

	201
	BH TANF/AFDC M & F
	B - BH - Non-LTC Non-Dual Non-ABP
	1 - TANF & RELATED
	027, 028, 030, 031,032,033,034, 035, 060, 061, 066, 072, 073, 200, 300, 301,400, 401
	0
	255
	F & M
	001-005, 011

	201
	BH TANF/AFDC M & F
	B - BH - Non-LTC Non-Dual Non-ABP
	7 - SCHIP
	036, 071,  402, 403, 420, 421
	
	
	
	

	202
	BH CYFD M & F
	B - BH - Non-LTC Non-Dual Non-ABP
	1 - TANF & RELATED
	006, 017, 037, 066, 086
	0
	20
	F & M
	012

	203
	BH SSI, B&D, WAIVER - 0 TO 14 YRS M & F
	B - BH - Non-LTC Non-Dual Non-ABP
	2 - SSI Medicaid Only
	003, 004, 081, 083, 084, 095, 096
	0
	14
	F & M
	006-010

	203
	BH SSI, B&D, WAIVER - 0 TO 14 YRS M & F
	B - BH - Non-LTC Non-Dual Non-ABP
	4 - 217
	090, 091, 092, 093, 094,
	0
	14
	
	

	204
	BH SSI, B&D, WAIVER - 15 TO 20 YRS M & F
	B - BH - Non-LTC Non-Dual Non-ABP
	2 - SSI Medicaid Only
	003, 004,  074,081, 083, 084, 095, 096
	15
	20
	
	

	204
	BH SSI, B&D, WAIVER - 15 TO 20 YRS M & F
	B - BH - Non-LTC Non-Dual Non-ABP
	4 - 217
	090, 091, 092, 093, 094,
	15
	20
	
	

	205
	BH SSI, B&D, WAIVER - 21 + YRS M & F
	B - BH - Non-LTC Non-Dual Non-ABP
	2 - SSI Medicaid Only
	001, 003, 004,  074, 081, 083, 084, 095, 096
	21
	255
	
	

	205
	BH SSI, B&D, WAIVER - 21 + YRS M & F
	B - BH - Non-LTC Non-Dual Non-ABP
	4 - 217
	090, 091, 092, 093, 094,
	21
	255
	
	

	206
	BH LTC NON DUAL
	C - BH LTC Non-dual
	2 - SSI Medicaid Only
	001, 003, 004, 006,017, 027, 028, 030, 031, 032, 033, 034, 035, 037, 052, 060, 061, 066, 086, 072, 073, 074, 081, 083, 084, 200, 300, 301, 400, 401
	0
	255
	F & M
	302, 303, 312, 322

	206
	BH LTC NON DUAL
	C - BH LTC Non-dual
	7 - SCHIP
	036, 071,  402, 403, 420, 421
	
	
	
	

	206
	BH LTC NON DUAL
	C - BH LTC Non-dual
	4 - 217
	090, 091, 092, 093, 094
	
	
	
	

	207
	BH LTC DUAL
	S - BH LTC Dual
	3 - SSI Dual
	001, 003, 004, 006,  017, 027, 028, 030, 031, 032, 033, 034, 035, 037, 052, 060, 061, 066, 086, 072, 073, 074, 081, 083, 084, 200, 300, 301, 400, 401
	0
	255
	F & M
	300, 301, 304, 310, 320

	207
	BH LTC DUAL
	S - BH LTC Dual
	7 - SCHIP
	036, 071,  402, 403, 420, 421
	
	
	
	

	207
	BH LTC DUAL
	S - BH LTC Dual
	5 - 217 DUAL
	090, 091, 092, 093, 094, 095, 096
	
	
	
	

	208
	BH ABP
	6 - BH ABP
	6 - VIII Group
	100
	18
	65
	F & M
	110-122


14.1.3.2.2 Capitation Errors

During the initial capitation process, if for any reason a capitation claim cannot be created for a given month, the system stops the attempt with that month for that recipient and plan provider, and does not attempt to create any other claim for other months.  For example, if the system determines that a capitation claim is required for October, November, and December, the process starts with October.  If a successful claim is generated for October, the system continues to attempt to generate a claim for November, and so on.  However, if the claim could not be generated successfully for October, the system stops capitation for the lockin span in question and will not attempt to generate claims for November or December.

All capitation errors that occur during the initial capitation process are reported on the RH410 Client Capitation Error Report along with pertinent information for the affected recipient.  When the system encounters an error during initial capitation process for one of the months of a lockin span, it discontinues capitation for the affected lockin span at the month prior to the month where the error occurred and does not attempt to capitate any of the remaining months of that lockin span.  

If the capitation error, CLIENT INELIGIBLE FOR MC, occurs during the initial capitation process because a recipient is no longer eligible for Centennial Care enrollment for the month of the lockin span that is currently being capitated, the system calls the automatic disenrollment module either terminate the recipient’s enrollment in that plan using the end date of the month in which the last successful capitation payment was generated as the termination date, or to void the span if it was never successfully capitated, using a lockin change reason code determined by translating the ineligibility reason that was returned by the Centennial Care eligibility subroutine.  For further information on the automatic disenrollment process, see section 14.1.5 Automatic Disenrollment Module.
The initial capitation process allows a maximum of 1000 capitation errors before it automatically aborts.  More than 1000 capitation errors typically indicates that there is a problem with either the setup of the plan rates or with the cohort definitions applicable to the plan on the span that was being capitated.  When the process aborts, the Xerox production control staffs the systems team who will use system displays and internal capitation error reports to determine how to correct the problem so that the process can be completed.

After the initial capitation process completes, the system runs a secondary capitation process to produce all of the necessary supplemental enrollment roster internal interface (IH470) records for those enrollment spans that resulted in the ‘NO MATCHING COHORT FOR CLIENT’ capitation errors during the initial capitation process.  This secondary capitation process produces IH470 supplemental roster interface records for every month of an enrollment span starting with the first month where the capitation error through either the earlier of its end date or through the current enrollment month, just as it would have done during the initial capitation process if no capitation error had occurred.  

The secondary capitation process only generates the IH470 roster interface records for each month of the affected span and populates a default capitation cohort of ‘999’ and a default capitation rate amount of $0.00 for both the physical and behavioral health cohort line items so that all retroactive and/or the current enrollment month for the recipient are still reported correctly on the MCOs’ supplemental rosters.  Generating these IH470 roster interface records prevents the recipient from either being incorrectly reported to an MCO as a termination on their roster, or from disappearing altogether from its roster due to the missing IH470 records.  

So that all months of each enrollment span with capitation errors continues to be reported on the MCO rosters until such time as the capitation error is resolved and the span can be capitated normally by the initial capitation process, the secondary capitation process never updates the enrollment span’s last capitation date as the initial capitation process does.  Once the capitation error for a span has been resolved and capitation occurs normally during the initial capitation process, the secondary capitation process no longer report that span. 

The system produces a capitation error report for internal systems use out of both the initial and secondary capitation processes during both the full monthly and the update monthly managed care cycles:

· NMMH0400-00001 Capitation Errors - This report is produced by the initial capitation process and shows the reason for the capitation error along with recipient related information pertinent to the capitation month in question to aid systems support staff in determining the cause of the error.  This report only reports the first month of the enrollment span for which a capitation error occurred.

· NMMH0405-00001 Capitation Errors - This report is produced by the secondary capitation process and includes only those enrollment spans which resulted in the ‘NO MATCHING COHORT FOR CLIENT’ capitation error.  The report was cloned from the NMMH0400-00001 Capitation Errors report, but instead of showing only the first month where the error occurred, it shows all months for each span where a capitation error occurred from the month where the capitation error was encountered through either the earlier of its end date or through the current enrollment month.
The IH470 records with defaulted cohort number and rate amount are not included in the RH420 Capitation Summary Report as no actual capitation claims will be created from them.  However, those defaulted IH470 records with the current enrollment month’s effective date are included in the RH430 Enrollment Count Report so that the number of recipients enrolled is reportedly accurately.

14.1.3.3 Capitation Claim Generation
The system most often generates capitation claims for only the current capitation month for each recipient, but may also generate capitation claims for one or more retroactive capitation months for each recipient based on the last capitation date on the lockin span.  Capitation processing generates one claim with two lines, the first for the physical health cohort and the second for the behavioral health cohort, each capitation payment month for each recipient.  The sum of the line item submitted charges is used to populate the submitted charge on the claim record.  The dates of service are the capitation month begin and end dates.  

Capitation claims are passed directly into the Claims Processing Subsystem adjudication cycle.  The Claims Processing Subsystem checks for duplicates to ensure no claim is paid more than once and submits the claims for processing during the first payment cycle of the most recently capitated month.  The Claims Processing Subsystem sets the reimbursement amount on the capitation claims to equal the submitted charge before paying the claims.
14.1.4 Interfaces

The daily managed care enrollment and the full and update monthly capitation process generate the following output interfaces:

· Supplemental Enrollment Roster File Interface

· This file contains records for each month for which a capitation claim was generated, including any retroactive capitation months, as well as termination records for recipients whose upcoming month enrollments were ended or voided before they took effect.  It also contains records for each recoupment capitation month that has not yet been reported. After reporting the recoupment, the system updates the last capitation date on the recouped span to prevent it from being reported a second time.

	Supplemental Enrollment Roster Records Types by Cycle

	Roster Record Type
	Full Daily
	Regular Daily
	Full Monthly
	Update Monthly
	Notes

	R4 – Retroactive
	X
	X
	X
	X
	

	E1 – New
	X
	X
	X
	X
	

	E2 – Ongoing
	X
	X
	X
	X
	

	T3 – Termination
	X
	X
	X
	X
	Daily cycles report T3s that occurred since the prior daily cycle.  The Full Monthly cycle reports all T3s that have occurred since the beginning of the month so that they can be included in the full month DW download.  Similarly, the Update Monthly cycle reports all T3s that have occurred since the full monthly cycle so that they will be included in the update monthly DW download.  Both the Full and the Update monthly cycles also include T3s generated by the monthly roster reconciliation process for all recipients who have previously been reported to the MCOs as an enrollment for the upcoming enrollment month, but who are no longer enrolled.

	X5 – Recoupment
	X
	X
	X
	X
	Each file contains only the recoupments that have occurred since the prior cycle.


Enrollment Roster Reconciliation

The enrollment roster reconciliation process runs in order to prevent MCOs from having to “terminate by absence” recipients who have been reported to the MCO as an enrollment on the daily managed care roster, but who were not subsequently reported on the full or update monthly roster as either an enrollment or a termination record.

Supplemental enrollment roster records created during each daily cycle are saved on the Managed Care Roster Table (HROSTRTB) to be compared to the recipient’s roster records that are produced later in the month during the full and update monthly cycles.  If a recipient was shown as an enrollment on a daily roster record at some point during the month and subsequently lost eligibility for enrollment, but no termination roster record was created in the next full or update monthly cycle, the roster reconciliation process will create the missing termination (T3) roster record. The termination roster records produced from the roster reconciliation are then combined with all other roster records already being produced in the full or update monthly roster cycles and included on the MCO’s roster.

The roster reconciliation creates termination roster records (T3’s) for the following scenarios:  

1. When a daily roster has previously identified the recipient as an E1 or E2, and the subsequent full or update monthly roster cycle did not generate a T3 roster record even though the recipient was no longer enrolled in the plan for the upcoming month.

2. When the system recoups a regular lockin enrollment retroactively and only X5 recoupment records are shown on the roster.  This scenario occurs when an original regular lockin enrollment span is turned into a recoupment span and so cannot be identified by the regular monthly normal roster process as a termination.

· TPL File Interface

· The TPL File interface for Centennial Care contains records for all recipients who have a TPL policy in effect during the capitation month.  The interface file is split by MCO so that each MCO receives a file of only their enrollees with TPL.  Each record contains indicators that show which of all of the available TPL coverage codes apply for each TPL policy included in the interface.
· Letter Contractor Client Notice Interface

· Enrollment confirmations and terminations are generated daily, but are accumulated and sent out during the full and update monthly cycles after analysis of the recipient’s Centennial Care enrollment, Medicaid eligibility, and Native American opt-in status. Open Enrollment Reminders are sent out immediately as they are generated whether in monthly or daily cycles as described in the Open Enrollment section below.   
· The full monthly managed care cycle analyzes all confirmation and termination notices since the last monthly update cycle. The update monthly managed care cycle analyzes all confirmation and termination notices since the last full monthly cycle.  

· Termination Notices - during the monthly notice selection process, no termination will be created if a recipient’s disenrollment from Centennial Care is the result of their total loss of Medicaid eligibility, meaning that  their only eligible COE is any of the following non-Medicaid COEs: '041', '042', '045', '048', ‘029’,'054', '062', '063', or '064', or their only eligible COE span does not have one of the following federal match codes:  '1', '3', '4', '5', '6', '7', '8', or 'X'.
For recipients who remain Medicaid eligible after their disenrollment from Centennial Care, one of two versions of termination letter is created depending on the recipient’s situation:

· Native American Opt-out letter - letter extract type “O” - this letter version is produced for Native American opt-in recipients (that is, race code “3”, non-Medicare dual eligible and has no LTC span with NFL level of care) whose Centennial Care enrollment span (lockin type CCO) was ended using one of the opt-out change reason codes - CC, CR, or OV, and that span does not have a contiguous continuing Centennial Care enrollment span following it.

· Change of COE out letter - letter extract type “T” - this letter version is produced for all other recipients whose termination notice was kept during the monthly notice selection process unless their Centennial Care enrollment span (lockin type CCO) was ended using one of the opt-out change reason codes - CC, CR, or OV, which only produce the Native American Opt-out version of the termination letter.
· Managed Care Informational Record File Interface

· The Managed Care Informational Record File interface creates records for each of the four Centennial Care MCOs for all of their enrolled recipients who have a had updates to CareLink NM related (defined as health home span with level code ‘C or care coordination span with level code ‘6’ or ‘7’) Health Home or Care Coordination spans, or updates to LTC Patient Liability spans that overlap their Centennial Care enrollment.  

· The interface runs daily after enrollment processes have competed during all managed care cycles and reports only those spans of each type that were added or updated since the prior day’s interface run date and time which is stored on Managed Care system parameter 0105.

· The interface record layout contains MCO and recipient identifiers and basic recipient demographic information and contains three tables that hold up to 5 updated spans of each span type - Health Home, Care Coordination, and LTC.

· For Health Home and Care Coordination spans, non-voided spans appear first in descending end date order followed by voided spans in descending end date order.  LTC Patient Liability spans are reported in descending end date order.  LTC Patient Liability spans with zero amounts are reported only when the most recent prior span has a non-zero amount.

· Once created, the interface file is then split by MCO and a header and trailer record added so that each MCO receives a file of only their enrollees. 

See Managed Care Interfaces section 14.4 for a detailed description of each of the above interfaces.
14.1.5 Open Enrollment

Centennial Care recipients enrolled with a federally qualified MCO are locked-in to enrollment with that plan for a period of 12 months.  During the first three months of that 12-month lockin period, recipients are free to choose to enroll with another MCO via either the web portal or VRS, or by speaking with an authorized user who can switch them to another MCO via the Client Lockin window.  When switching via the web portal or VRS, recipients are allowed to switch their MCO only once during the first three months of enrollment with a new MCO, and then the recipient will be locked-in to that new enrollment until the next open enrollment period.  

Monthly, during the full monthly managed care cycle, and daily, as needed during the daily managed care cycle, for those recipients who got retroactively enrolled with an MCO in that cycle so that they now meet open enrollment criteria, the system generates Centennial Care open enrollment reminder letters to recipients who are two months prior to the end of their latest 12-month lockin period of enrollment with their current MCO.  Upon receipt of a letter, if a recipient does not choose to enroll with another MCO during the open enrollment period, they will continue to be locked-in to their current MCO enrollment for another 12 months.  If a recipient does choose to switch to another MCO, they once again have the first three months of the new MCO enrollment to choose to switch to a different MCO.  A recipient who chooses to switch will start a new 12 month enrollment lock in period starting with the begin date of their enrollment with the new MCO.  

The web portal and VRS do not allow a recipient to switch MCOs more than once during the first three months of a new enrollment as the system detects when a recipient’s most recent prior contiguous enrollment with a different MCO was for a period of less than 3 months – indicating that an MCO switch had been made during the first three months of the prior enrollment.   A recipient who has chosen to switch MCOs during the first three months of a new enrollment must remain locked-in to that new MCO choice for another 12 months, and will not be allowed to switch again until the next open enrollment period.  However, when special circumstances exist that warrant an MCO switch, the Client Lockin window can be used by authorized users to switch a recipient to a different MCO by overriding the 12 month lockin edit using the ‘OV’ (Override 12-month lockin) change reason when ending the recipient’s current MCO enrollment span.

14.1.6 Automatic Disenrollment Module

The automatic disenrollment module is called from the following managed care processes:

· System Assignment – The enrollment validation module of this process reassesses a recipient’s Centennial Care enrollment and calls the automatic disenrollment module whenever a recipient is no longer eligible for his or her current plan enrollment.

· Capitation – If the recipient is no longer eligible for the plan being capitated, the automatic disenrollment process is invoked.

· Client Lockin window – The automatic disenrollment module is invoked whenever a recipient is disenrolled through the lockin data window of the Client Lockin window.

· Voice Response Enrollment – The automatic disenrollment module is invoked whenever a recipient changes Centennial Care plans using the Centennial Care voice response enrollment system.

For each recipient selected for disenrollment, the following updates occur:

· If the enrollment has never been capitated – that is, the last capitation date on the enrollment span has not been updated to a date on or after the begin date of the span, the system voids the span by setting its void indicator to “V.”  If the enrollment has been capitated, the system sets the end date to the last day of the last capitated month.

· The system sets the change reason on the enrollment span to the value passed by the calling module.

· The system sets the span’s update audit information to reflect the cycle date and identify the calling module as the update source.

The system also generates a Centennial Care closure notice for the affected recipient.  The closure notice is bypassed if the enrollment span’s change reason indicates that it was ended due to any of the following reasons:
· Death (DD)

· RAC Recoupment (RC)
· No recertification (RN)

· Lockout (LO)

· Mass Transfer (MT)
· Recoupment due to death (RX)

14.1.7 Recipient Trigger Generation 

Inputs to the Recipient Trigger Generation module are as follows:

· Client Lockin Table (B_LOCKIN_TB)

Outputs from the Recipient Trigger Generation module are as follows:

· Client Extract Request Table (B_EXTRT_REQ_TB)

The system creates a managed care recipient trigger out of all online or batch processes that update information that may affect the recipient’s eligibility for enrollment.  These triggers cause the affected recipients to be pulled into the daily managed care eligibility reassessment process.
14.1.8  Plan Reporting 

Inputs to the Plan Reporting process are as follows:

· Client Lockin Table (B_LOCKIN_TB)

· Plan Detail Table (H_PLAN_DETAIL_TB)

· Plan Covered Geographic County Table (H_PLN_CNTY_TB)

· Plan Covered COE/FM Table (H_PLN_COE_TB)

· Plan Provider Type Table (H_PROV_TY_TB)

· Plan Provider Type Excluded Specialty Table (H_SPEC_EXCLSN_TB)

· Plan Provider Type Service Exclusions Table (H_SVC_EXCLSN_TB) 

· Plan Service Exclusions Table (H_PLN_EXCLSN_TB)

· Plan Rates Table (H_PLN_RATE_TB)

· Plan Rate Service Area Table (H_RATE_SVC_AREA_TB)

· Rate Cohort Detail Table (H_COHRT_DETAIL_TB)

· Rate Cohort COE/FM Table (H_COHRT_COE_TB)

· Rate Cohort Gender Table (H_COHRT_GENDER_TB)

· Rate Cohort Age Ranges Table (H_COHRT_AGE_TB)

· System List Table (G_LIST_TB)

· System List Detail Table (G_LIST_DTL_TB)

· System Parameter Detail Table (G_PARAM_DTL_TB)

· Online Log File

Outputs from the Plan Reporting process are as follows: 

· RH440 – Plan File Report

On a monthly basis, the Plan Reporting module produces the Plan File Report (RH440) for each MCO.  This report lists all plans on the Plan Table that are in effect for the Centennial Care , CoLTS, NMRx, or BH plan provider during the current enrollment month.  The system then transmits the report of plans in effect to each MCO.

14.1.9 Voice Response Enrollment
See Managed Care Exhibits for the Centennial Care VRS Enrollment Script

Inputs to the Voice Response Enrollment process are as follows:

· Client Detail Table (B_DETAIL_TB)

· Client Alternate ID Table (B_ALT_ID)

· Client COE Span Table (B_COE_SPN_TB)

· Client Lockin Table (B_LOCKIN_TB)

· Client LTC Table (B_LTC_SPN_TB)

· Client Medicare/Buyin Table (B_BUYIN_SPN_TB)

· MC COE/FM Table (H_COE_TB)

· Plan Table (H_PLAN_DETAIL_TB)

· Plan COE FM Table (H_PLN_COE_TB)

· Plan County Table (H_PLN_CNTY_TB)

· System List Detail Table (G_LIST_DTL_TB)

· System List Table (G_LIST_TB)

· System Parameter Detail Table (G_PARAM_DTL_TB)

· System Parameter Table (G_PARAM_TB) 

· TPL Client Coverage Table (T_CVRG_CLNT_TB)

· TPL Policy Coverage Table (T_CVRG_PLCY_TB)

· TPL HIPP Coverage Table (T_CVRG_HIPP_TB)

· Online Transaction

Outputs from the Voice Response Enrollment process are as follows:

· Client Lockin Table (B_LOCKIN_TB)

· MC Interface Table (H_OTICE_TB)

The Voice Response Enrollment process supports recipient enrollment into Centennial Care through a voice response system (VRS). The VRS is handled by CSI. The VRS uses telephone touch tones to allow direct interaction between the recipient and the MMIS managed care recipient enrollment logic.  The MMIS applies the same health plan eligibility criteria for this process as it uses in the online Client Lockin window, batch automated enrollment processes, and web recipient enrollment. VRS and web invoke the same CICS programs (NMOH0130 and NMOH0140) to handle recipient enrollment.

Voice response enrollment has two processes:

· Pre-enrollment Eligibility Validation (NMOH0130)

· Recipient Enrollment (NMOH0140)

Each process is initiated when data is placed in a message queue (MQ). A listener program on the mainframe invokes CICS programs to handle the enrollment requests coming from VRS and the web. Responses are returned via MQ to the VRS or web user that initiated the enrollment request. These processes are explained in more detail below.

14.1.9.1 VRS Pre-Enrollment Eligibility Validation
VRS initiates the pre-enrollment eligibility validation process with the recipient ID that was input by the caller.  VRS sends a data stream to MQ with the process ID “CCOELIGV” and the 14 character recipient ID number.

Request Format

Format of a NM CCO Eligibility request record.  Any field for which there are no contents will be padded with spaces.  Numeric fields will be zero-padded, on the left, with an optional leading ‘-‘ if the value is negative.  Non-numeric and alphanumeric fields will be left justified, and padded with spaces on the right if necessary to reach the full specified length.

	Field name (won’t appear in record)
	Field length (all fields are alpha or numeric characters or both)
	Followed by this delimiter
	Field content
	Required   / 

Optional

/

Conditional
	Comment



	Process Id
	8
	ð (X’8C’)
	Process Id
	R
	CCOELIGV for VRS request
CCOELIG for web request

	Recipient Id 
	14
	ð (X’8C’)
	Recipient ID
	R
	Recipient ID for VRS request
System recipient ID for web request (zero padded to left)

	End of request
	0
	¥ (X’B2’)
	N/A
	R
	End of request


The system uses the shared health plan enrollment eligibility module to determine the recipient’s eligibility for enrollment in a health plan as well as the recipient’s plan enrollment options.  See the System Assignment narrative for an explanation of the eligibility criteria used by the module.  A response is returned via MQ in the following format to indicate the enrollment eligibility for the recipient. The response returns the current enrollment status of a rcepient, and a list of up to 8 other providers and plans for which the recipient is eligible for enrollment. The recipient may make a selection from the list of other providers and plans to change their enrollment.

Response Format

	Field name (won’t appear in record)
	Field length (all fields are alpha or numeric characters or both)
	Followed by this delimiter
	Field content
	Comment



	Response Header
	
	
	NM copybook W2H12270
	

	Return code
	2
	ð (X’8C’)
	Return code
	See section below for values

	Return text
	30
	ð (X’8C’)
	Return text
	Spaces

	End of header
	0
	€ (X’80’)
	End of response header
	

	Response body
	
	
	
	

	Enrollment date 
	8
	ð (X’8C’)
	Enrollment date 
	(CCYYMMDD)

	Lock in begin date
	8
	ð (X’8C’)
	Lock in begin date 
	(CCYYMMDD)

	Provider ID
	9
	ð (X’8C’)
	CCO provider
	

	Lock in assignment reason
	1
	ð (X’8C’)
	Lock in assign reason
	A, P

	Lock in plan number
	4
	ð (X’8C’)
	Lock in plan number
	

	End of Header delimiter
	0
	¿(X’AB’)
	We need this to separate header stuff from detail.  
	Separates a record from its sub records.

(Start of Sub Record  or 

End of Sub Record Header Indicator)

	CCO/plan section (this element repeats)
	
	
	
	

	CCO provider ID 1
	8
	ð (X’8C’)
	CCO provider ID (1)
	

	CCO plan number 1
	4
	ð (X’8C’)
	CCO plan number (1)
	

	End of CCO plan Delimiter
	0
	¤ (X’9F’)
	
	After each occurrence

	CCO provider ID 2
	8
	ð (X’8C’)
	CCO provider ID (2)
	

	CCO plan number 2
	4
	ð (X’8C’)
	CCO plan number (2)
	

	End of CCO plan Delimiter
	0
	¤ (X’9F’)
	
	After each occurrence

	CCO provider ID 3
	8
	ð (X’8C’)
	CCO provider ID (3)
	

	CCO plan number 3
	4
	ð (X’8C’)
	CCO plan number (3)
	

	End of CCO plan Delimiter
	0
	¤ (X’9F’)
	
	After each occurrence

	CCO provider ID 4
	8
	ð (X’8C’)
	CCO provider ID (4)
	

	CCO plan number 4
	4
	ð (X’8C’)
	CCO plan number (4)
	

	End of CCO plan Delimiter
	0
	¤ (X’9F’)
	
	After each occurrence

	CCO provider ID 5
	8
	ð (X’8C’)
	CCO provider ID (5)
	

	CCO plan number 5
	4
	ð (X’8C’)
	CCO plan number (5)
	

	End of CCO plan Delimiter
	0
	¤ (X’9F’)
	
	After each occurrence

	CCO provider ID 6
	8
	ð (X’8C’)
	CCO provider ID (6)
	

	CCO plan number 6
	4
	ð (X’8C’)
	CCO plan number (6)
	

	End of CCO plan Delimiter
	0
	¤ (X’9F’)
	
	After each occurrence

	CCO provider ID 7
	8
	ð (X’8C’)
	CCO provider ID (7)
	

	CCO plan number 7
	4
	ð (X’8C’)
	CCO plan number (7)
	

	End of CCO plan Delimiter
	0
	¤ (X’9F’)
	
	After each occurrence

	CCO provider ID 8
	8
	ð (X’8C’)
	CCO provider ID (8)
	

	CCO plan number 8
	4
	ð (X’8C’)
	CCO plan number (8)
	

	End of CCO plan section delimiter
	0
	¤ (X’9F’)
	
	After each occurrence

	End of eligibility  Record delimiter
	 
	Ð (X’AC’)
	
	

	End of response record delimiter
	
	¥ (X’B2’)
	Marks the end of the entire response.
	


The return codes (first two bytes in the response) are defined as follows:

	Code
	Description
	Message shown to user – English
	Message shown to user – Spanish

	00
	Recipient is eligible to enroll or change
	
	

	01
	A condition requiring manual intervention has occurred
	
	

	20
	Enrollment date not found; manual intervention required
	
	

	22
	Recipient is not on file
	
	

	27
	Bad read of AVRS enrollment input data
	
	

	51
	Recipient is not Medicaid eligible
	This recipient is not able to enroll with a managed care plan. For help please call the Medicaid call center at 1-888-997-2583. (Code 51)
	Este recipiente no es capaz de matricular en una Organización que Administra Atención. Si necesita ayuda, por favor llame al centro de llamadas de Medicaid a número gratis 1-888-997-2583. (Código 51)

	52
	Eligibility category not included in Managed Care
	This recipient is not able to enroll with a managed care plan. For help please call the Medicaid call center at 1-888-997-2583. (Code 52)
	Este recipiente no es capaz de matricular en una Organización que Administra Atención. Si necesita ayuda, por favor llame al centro de llamadas de Medicaid a número gratis 1-888-997-2583. (Código 52)

	53
	Recipient ineligible for managed care
	This recipient is not able to enroll with a managed care plan. For help please call the Medicaid call center at 1-888-997-2583. (Code 53)
	Este recipiente no es capaz de matricular en una Organización que Administra Atención. Si necesita ayuda, por favor llame al centro de llamadas de Medicaid a número gratis 1-888-997-2583. (Código 53)

	54 
	Recipient is participating in PACE program
	This recipient is not able to enroll with a managed care plan. For help please call the Medicaid call center at 1-888-997-2583. (Code 54)
	Este recipiente no es capaz de matricular en una Organización que Administra Atención. Si necesita ayuda, por favor llame al centro de llamadas de Medicaid a número gratis 1-888-997-2583. (Código 54)

	56
	Already in a medical management program
	This recipient is not able to enroll with a managed care plan. For help please call the Medicaid call center at 1-888-997-2583. (Code 56)
	Este recipiente no es capaz de matricular en una Organización que Administra Atención. Si necesita ayuda, por favor llame al centro de llamadas de Medicaid a número gratis 1-888-997-2583. (Código 56)

	57
	Exempt from Managed Care until further notice
	This recipient is not able to enroll with a managed care plan. For help please call the Medicaid call center at 1-888-997-2583. (Code 57)
	Este recipiente no es capaz de matricular en una Organización que Administra Atención. Si necesita ayuda, por favor llame al centro de llamadas de Medicaid a número gratis 1-888-997-2583. (Código 57)

	59
	Ineligible due to COE 100
	This recipient is not able to enroll with a managed care plan. For help please call the Medicaid call center at 1-888-997-2583. (Code 59)
	Este recipiente no es capaz de matricular en una Organización que Administra Atención. Si necesita ayuda, por favor llame al centro de llamadas de Medicaid a número gratis 1-888-997-2583. (Código 59)

	61
	Recipient has 3rd party insurance with state paid premium
	This recipient is not able to enroll with a managed care plan. For help please call the Medicaid call center at 1-888-997-2583. (Code 61)
	Este recipiente no es capaz de matricular en una Organización que Administra Atención. Si necesita ayuda, por favor llame al centro de llamadas de Medicaid a número gratis 1-888-997-2583. (Código 61)

	63
	Recipient not eligible for available plans
	This recipient is not able to enroll with a managed care plan. For help please call the Medicaid call center at 1-888-997-2583. (Code 63)
	Este recipiente no es capaz de matricular en una Organización que Administra Atención. Si necesita ayuda, por favor llame al centro de llamadas de Medicaid a número gratis 1-888-997-2583. (Código 63)

	65
	Database show recipient is deceased
	This recipient is not able to enroll with a managed care plan. For help please call the Medicaid call center at 1-888-997-2583. (Code 65)
	Este recipiente no es capaz de matricular en una Organización que Administra Atención. Si necesita ayuda, por favor llame al centro de llamadas de Medicaid a número gratis 1-888-997-2583. (Código 65)

	79
	Recipient enrolled in another lockin
	This recipient is not able to enroll with a managed care plan. For help please call the Medicaid call center at 1-888-997-2583. (Code 79)
	Este recipiente no es capaz de matricular en una Organización que Administra Atención. Si necesita ayuda, por favor llame al centro de llamadas de Medicaid a número gratis 1-888-997-2583. (Código 79)

	87
	Recipient is not currently in an open enrollment period
	This recipient is not in an open enrollment period. A notice will be sent when a managed care plan change is allowed.
	Este recipiente no se encuentra en un período de matricular abierta. Un aviso será enviado cuando un cambio de Organización que Administra Atención está permitido.


14.1.9.2 VRS Recipient Enrollment
If the recipient is eligible for enrollment and has chosen an available provider, VRS sends a data stream to MQ with the process ID “CCOSLCHV” that indicates which provider has been chosen and invokes the VRS ENROLLMENT online managed care enrollment module.

Request Format

This is the record format of a NM CCO enrollment request record.  Any field for which there are no contents will be padded with spaces.  Numeric fields will be zero-padded, on the left, with an optional leading ‘-‘ if the value is negative.  Non-numeric and alphanumeric fields will be left justified, and padded with spaces on the right if necessary to reach the full specified length.

	Field name (won’t appear in record)
	Field length (all fields are alpha or numeric characters or both)
	Followed by this delimiter
	Field content
	Required   / 

Optional

/

Conditional
	Comment



	Process ID
	8
	ð (X’8C’)
	Process ID
	R
	CCOSLCHV for VRS request
CCOSLCH for web request

	Recipient ID 
	14
	ð (X’8C’)
	Recipient ID
	R
	Recipient ID

	Enrollment date
	8
	ð (X’8C’)
	Enrollment date
	R
	This is the enrollment date returned in CCOELIGV response (CCYYMMDD)

	Provider ID
	9
	ð (X’8C’)
	Provider ID
	R
	This is the provider ID selected by the recipient (left justified)

	End of request
	0
	¥ (X’B2’)
	N/A
	R
	End of request


Request Procesing

During the recipient enrollment process, the system may encounter the following situations that prevent successful enrollment of the recipient to his or her chosen health plan:

· A change to the recipient’s eligibility status may have occurred during the phone call due to update of the recipient’s eligibility data.  Since the system validates the recipient’s eligibility again during the recipient enrollment process, the system may reject the transaction in this step even though the pre-enrollment validation process was successful.

· The system checks to see if the recipient is eligible for the plan.  Refer to section 14.1.2.2.1, Plan Eligibility under System Assignment for a discussion of this process.  If the recipient is not eligible, the system rejects the enrollment attempt.

· The system checks to see if the recipient has a lockout span for the chosen health plan in effect on the enrollment date.  If so, the system rejects the enrollment attempt.

In the above cases, the system issues a return code to the VRS indicating that the recipient should either be transferred to enrollment staff or told to call back later when staff are available.

The system allows both first time recipient enrollment to a health plan as well as changes to existing enrollments.  Changes to existing enrollment are only allowed during the first three months of a 12-month lockin period.  The system also allows changes to enrollments that have not been capitated.  

If the system successfully processes the termination or void of an existing health plan enrollment, VRS Enrollment proceeds to the next step of enrolling the recipient with the new (for recipients with no current enrollment) or changed (for recipients with existing enrollment) health plan.  If any other error is encountered, the system issues a return code to AVRS Enrollment indicating that the recipient should either be transferred to enrollment staff or told to call back later when staff is available.

If the system successfully completes the recipient’s enrollment in a health plan, it issues a successful enrollment message to the VRS that then informs the recipient and ends the call.  If the system encounters any other error, it issues a return code to the VRS indicating that the recipient should either be transferred to enrollment staff or told to call back during hours when enrollment staff is available.

Response Format

Record format of a NM enrollment response record. Any field for which there are no contents will be padded with spaces.  Numeric fields will be zero-padded, on the left, with an optional leading ‘-‘ if the value is negative.  Non-numeric and alphanumeric fields will be left justified, and padded with spaces on the right if necessary to reach the full specified length.

	Field name (won’t appear in record)
	Field length (all fields are alpha or numeric characters or both)
	Followed by this delimiter
	Field content
	Comment



	Response Header
	
	
	NM copybook W2H12270
	

	Return code
	2
	ð (X’8C’)
	Return code
	See section below for values

	Return text
	30
	ð (X’8C’)
	Return text
	Spaces

	End of header
	0
	€ (X’80’)
	End of response header
	

	End of response record delimiter
	
	¥ (X’B2’)
	Marks the end of the entire response.
	


The following are function-specific return codes for this interface.


	Code
	Description

	00
	Enrollment/change was successful

	01
	A condition requiring manual intervention has occurred

	22
	Recipient is not on file

	27
	Bad read of AVRS enrollment input data

	51
	Recipient is not Medicaid eligible

	52
	Eligibility category not included in Managed Care

	53
	Recipient ineligible or managed care

	54 
	Recipient is participating in PACE program

	56
	Already in a medical management program

	57
	Exempt from Managed Care until further notice

	61
	Recipient has 3rd party insurance with state paid premium

	63
	Recipient not eligible for available plans

	64
	Recipient is locked out

	65
	Database show recipient is deceased

	79
	Recipient enrolled in another lockin

	84
	CCO is full

	87
	Recipient is not currently in an open enrollment period


14.1.10 Recoupments

The system automatically creates recoupment lockin spans as needed for recoupments due to date of death updates and retroactive loss of eligibility.  Recoupment spans for both Centennial Care and legacy plan enrollments can also be entered online via the Omnicaid Client Lockin window.
14.1.9.1 Retroactive Date of Death Recoupments
Inputs to the Date of Death Recoupment Process are as follows:

· Client Extract Trigger Table (B_EXTRT_REQ_TB)

· Client Lockin Table (B_LOCKIN_TB)

· Client Detail Table (B_DETAIL_TB)

· System Parameter Detail Table (G_PARAM_DTL_TB)

Outputs from the Date of Death Recoupment Process are as follows: 

· Client Lockin Table (B_LOCKIN_TB)

· Client Extract Trigger Table (B_EXTRT_REQ_TB)

The Retroactive Date of Death Recoupment process uses recipient trigger records that are produced whenever recipient data has been updated (for example, date of death updates) to creates candidate recoupment records for all capitation months after the recipient’s date of death for SALUD!, BH MC, CoLTS, SCI, or Centennial Care enrollments that need to be changed to the corresponding “no-money” recoupment lockin spans: 

· SALUD – RCN

· BH MC – SEN

· CoLTS – LTN

· SCI – SCN

· NMRx –  PDN
· Centennial Care - CCN
Recoupment processing involves updating the lockin type to a recoupment lockin type. There could already be another recoupment and/or voided recoupment on file (with the same lockin type, begin date and void indicator).  If the system encounters another recoupment on file it will try to void it before trying again to create the new recoupment.  If there is already a voided recoupment on file the system will delete it so that it can void the existing recoupment before creating the new recoupment. 

The system applies the recoupment transactions to the lockin table in a separate step.  The type of date overlap between the transaction and the lockin span determines how the system applies the recoupment transactions.  The following four scenarios describe the possible ways a recoupment transaction can overlap an existing lockin span, and the resulting updates to the lockin table:

1) Front-end overlap – the recoupment begin date is equal to the lockin span’s begin date and the recoupment end date is prior to the lockin span’s end date.          

       
Resulting update:

· Change the existing lockin span’s begin date to the day after the recoupment end date; retain the original lockin span’s audit add information, assign and change reasons and last cap date. Note that in the case of a date of death recoupment this span will be terminated when the next managed care monthly cycle runs. 

· Insert a “no money” recoupment span (RCN/SEN/SCN/LTN/PDN/CCN depending on the type of recoupment) with the recoupment transaction’s begin and end dates; set the assign and change reasons to equal "RX” (if source is Vital Statistics) or “RC” (if source is the RAC/HMS)  for recoupment due to date of death or “RI” for loss of eligibility; set the last cap date equal to low date.

2) Back-end overlap – the recoupment begin date is after the lockin span’s begin date          
     and recoupment end date is equal to lockin span’s end date.          

       
Resulting update:     

· Update the existing lockin span’s end date to equal the day before the recoupment begin date; set the change reason equal to “RX” (if source is Vital Statistics)  or “RC” (if source is RAC/HMS) for recoupment due to death or “RI” for loss of eligibility ; set the last cap date equal to the first day of the last month of the lockin span.

· Insert a “no money” recoupment span with the recoupment transaction’s begin and end dates; set the assign and change reason codes equal to “RX” (if source is Vital Statistics)  or “RC” (if source is RAC/HMS) for recoupment due to death or “RI” for loss of eligibility; set the last cap date equal to low date.  

3) Center overlap – the recoupment begin date is after the lockin span’s begin date and the recoupment end date is prior to the lockin span’s end date.          

       
Resulting update:                                             

· Insert the front end lockin span to have an end date equal to the day before the recoupment begin date; retain the original lockin span’s audit add information; set the change reason code to “RX” or “RC” for recoupment due to death or  “RI” for loss of eligibility; set the last cap date to the first day of the last month of the lockin  span.

· Update the back end lockin span to have a begin date equal to the day after the recoupment end date; retain the original lockin span’s audit add information and the last cap date;  

· Insert a “no money” recoupment span with the recoupment transaction’s begin and end dates; set the assign and change reasons equal to “RX” or “RC” for recoupment due to death or  “RI” for loss of eligibility ; set the last cap date equal to low date.

4) Complete overlap – the recoupment begin date is equal to the lockin span’s begin date and the recoupment end date is equal to the lockin span’s end date.          

Resulting update:                                             

· Update the existing lockin span's lockin type code from MCO/SEB/LTC/PDL/SCI/CCO to RCN/SEN/LTN/PDN/SCN/CCN accordingly, and change the assign and change reasons to  equal “RX”, “RC” or “RI” accordingly.

· Set the last cap date equal to low date.               

14.1.9.2 Retroactive Loss of Eligibility Recoupments
The purpose of this feature is to create a “no-money” recoupment span(s) in the situation where there is a Medicaid recipient with a managed care lockin span and no correlating category of eligibility date span but a capitation was still paid for that recipient. This automates the creation of recoupments due to loss of eligibility for SALUD!, BH MC plan, SCI, CoLTS, and Centennial Care. 
Unlike the Date of Death Recoupment process, a five year look back timeframe is utilized as well as a two month lag for the current month and prior month to ensure that recipient eligibility is somewhat stable.  The look back period means that the recoupment process will only try to recoup for lost eligibility if the effective dates for that eligibility are within the past five years.  The two month lag means that recoupments will not be done for lost eligibility spans where the effective dates are within the past two months.  This lag allows time for the recipient to regain any lost eligibility.   

Inputs to the Loss of Eligibility Recoupment Process are as follows:

· Client COE Span Table (B_COE_SPN_TB)

· Client Lockin Table (B_LOCKIN_TB)

· Client Detail Table (B_DETAIL_TB)

· System Parameter Detail Table (G_PARAM_DTL_TB)

Outputs from the Loss of Eligibility Recoupment Process are as follows:

· Client Lockin Table (B_LOCKIN_TB)

· Client Extract Trigger Table (B_EXTRT_REQ_TB)

In a similar fashion to the automated Date of Death recoupments, the Loss of Eligibility Recoupment process uses recipient trigger records to drive the process. The recipient triggers are created by unloading COE spans that are active within the look back period. Each unloaded span is analyzed and a record for each month in the span is extracted into a file that is compared with the previous month’s file. 
The records that result from this comparison are the triggers to be reassessed for recoupment.  Due to the lag factor, there is the possibility of missing recipient eligibility drops in the lag months. To prevent this, the recipient triggers for the lag months are written out to an orbit file to be brought in to be assessed in the next month’s run. 
Once a trigger for each affected recipient has been created, another program analyzes each recipient’s enrollment for the time period to see if they were still eligible for enrollment into the particular plan being assessed. For any month of time in the time frame, if a recipient is no longer eligible, a recoupment candidate record is created. This candidate record will then be processed by the recoupment update program which “slices and dices” existing enrollment spans and creates the actual recoupment spans as documented above for the Date of Death recoupments.  This process utilizes the same recoupment update program as is used by the Date of Death  recoupment process.

The following recoupment spans are created: 

· SALUD! – RCN

· MC BH – SEN

· CoLTS – LTN

· SCI – SCN
· Centennial Care – CCN
14.1.11 X12 834 Enrollment Transaction IRL File Generation
The X12 834 enrollment transaction IRL file generation process creates 834 enrollment interface IRL files which provide Centennial Care plan recipient enrollment information to each of the MCOs.  The process runs in all managed care daily and monthly cycles upon completion of the managed care supplemental enrollment roster and TPL File interface generation processes.
The 834 enrollment interface IRL generation process uses each MCO’s supplemental enrollment roster file records as input, and matching them with any applicable TPL File interface records for each recipient, creates the appropriate 834 enrollment transaction IRL records for each MCO. 

Once the 834 enrollment interface IRL files for each MCO have been created, they are sent via FTP to the Xerox EDI Gateway server.  The EDI Gateway retrieves the IRL files from its server, validates them for SNIP level 2 compliance, and formats the 834 IRL records into an X12 834 transaction file for each MCO.  The X12 834 transaction files for each MCO are then posted to their 834 folder on the EDI Gateway DMZ site.  Each MCO is then able to automatically download their X12 834 files from the EDI Gateway DMZ.
This documentation is managed and provided by 
Narrative 14.1 – 2



Narrative 14.1 – 2
Xerox for the New Mexico Medicaid contract

