	F-01439
	Page 7 of 7



	DEPARTMENT OF HEALTH SERVICES
Division of Medicaid Services
F-01439 (03/2020)
	
	STATE OF WISCONSIN
Federal Regulation
42 CFR 431.107

	WISCONSIN MEDICAID PROGRAM PROVIDER AGREEMENT AND ACKNOWLEDGEMENT OF TERMS OF PARTICIPATION FOR IRIS CONSULTANT AGENCIES
FOR WAIVER SERVICE PROVIDER ENTITIES[footnoteRef:1] [1:  Entities here means Medicaid-certified providers (pharmacies, clinics, therapists, etc.) or Medicaid waiver service providers including, but not limited to, IRIS Consultant Agencies, substitute care providers, personal care agencies, supportive home care providers, transportation service providers and other entities that have been specifically identified as covered service providers in the Medicaid Waivers Manual.] 


	[bookmark: Text1][bookmark: Text2]Contract Period: This provider agreement is entered into for the period <<date>> through <<date>>

	Name of Provider
[bookmark: Text3][bookmark: _GoBack]     
	Phone number
[bookmark: Text4]     

	Address – Street
     
	City (WI Only)
     
	Zip Code
     

	Completion of this form is required under Federal Law by the Centers for Medicare & Medicaid Services, Department of Health and Human Services, under the Code of Federal Regulations 42 CFR 431.107.

	1. The provider acknowledges it is subject to certain federal and state laws, regulations and policies, including those relating to Title XIX of the Social Security Act, those pertinent to Wisconsin’s Medicaid program, official written policy as transmitted to the provider in the Wisconsin Medicaid program handbooks and bulletins, the standards for the specific Medicaid waiver service the provider will deliver and other requirements as defined in the IRIS Consultant Agency Certification Criteria
(P-00826) and the IRIS 1915(c) Home and Community Based Services (HCBS) Waiver. The IRIS 1915(c) Waiver can be found at: http://www.dhs.wisconsin.gov/iris/resources.htm.

The provider acknowledges that it is responsible for knowing the provisions of federal and state laws, regulations, of the IRIS Consultant Agency Certification Criteria (P-00826), IRIS 1915(c) HCBS waiver, and policies that apply to it and for complying with applicable federal and state law as a condition of its participation as a provider of IRIS consultant agency services under Wisconsin’s Medicaid program.

	2. The provider shall claim reimbursement only for IRIS consultant agency services provided to individual waiver participants that are eligible for and enrolled in IRIS.

	3. In accordance with 42 CFR § 431.107 of the federal Medicaid regulations, the provider agrees to keep any records necessary to document the extent of services provided to recipients for a period of 7 years and upon request, to furnish to the Department, the federal Department of Health and Human Services, or the state Medicaid Fraud Control Unit, any information regarding services provided and payments claimed by the provider for furnishing services under the Wisconsin Medicaid Waiver program. For state policy related to record retention see DHS 106.02, Wis. Administrative Code.

	4. The provider agrees to comply with the disclosure requirements of 42 CFR Part 455, Subpart B, as now in effect or as may be amended. To meet those requirements, and address real or potential conflict of interest that may influence service provision, the provider shall furnish to the Department in writing:

a. The names and addresses of all vendors of drugs, medical supplies or transportation, or other providers in which it has a controlling interest or ownership;

b. The names and addresses of all persons who own or have a controlling interest in the provider;

c. Whether any of the persons named in compliance with (a) and (b) above are related to any owner or to a person with a controlling interest as spouse, parent, child or sibling;

d. The names and addresses of any subcontractors, as defined in 42 CFR 455.101, who have had business transactions, as reportable under 42 CFR 455.105, with the provider;

e. The identity of any person, named in compliance with (a) and (b) above, who has been convicted of a criminal offense related to that person’s involvement in any program under Medicare, Medicaid or Title XIX services programs since the inception of those programs.

	5. The provider hereby affirms that it and each person employed by or under contract with it for the purpose of providing services holds all licenses and/or similar entitlements or meets the qualifications specified in the IRIS Consultant Agency Certification Criteria (P-00826), IRIS 1915(c) HCBS waiver, or as required by federal or state statute, regulation, or rule for the provision of the service.

	6. The provider consents to the use of statistical sampling and extrapolation as the means to determine the amounts owed by the provider to the Medicaid program as a result of an investigation or audit conducted by the Department, the Department of Justice Medicaid Fraud Control Unit, the federal Department of Health and Human Services, the Federal Bureau of Investigation, or an authorized agent of any of these.

	7. Unless earlier terminated as provided in paragraph 8 below, this agreement shall remain in full force and effect for the full contract period identified above.

	8. This agreement may be terminated as follows:

a. By the provider as provided at s. DHS 106.05, Wisconsin Administrative Code, except paragraph (1) a. in s. DHS 106.05. ICA providers electing to terminate participation in the program must provide a (90) ninety day written notice to the Department.

b. By the Department upon grounds set forth at s. DHS 106.06, Wisconsin Administrative Code or pursuant to terms set forth in the Medicaid Waivers Manual.

	9. The provider agrees to provide the Wisconsin Medicaid program or DHS with information it requests to enable it to certify providers and to authorize payment for Medicaid-covered services provided to eligible recipients and to assess the health and safety of any waiver participant served by the provider. Failure to supply the information requested by the Wisconsin Medicaid program may result in denial of Medicaid payment or sanctions under DHS 106 of the Wisconsin Administrative Code and federal law related to the provider’s continued participation in the program.

	10. The provider acknowledges that any statement made in this document or the provider application process, constitutes a statement or representation of a material fact made in an application for a benefit or payment, or made for use in determining rights to such benefit or payment, that is knowingly and willfully made or caused to be made by Provider, within the meaning of Wis. Stat. § 49.49 (1)(a) 1 and 2, which imposes criminal penalties for fraud committed in connection with a Medical Assistance Program.

	11. Services to be Provided

a. A detailed description of the services to be provided and Provider's means of delivering them is included in IRIS Consultant Agency Certification Criteria (P-00826) and the IRIS 1915(c) Home and Community Based Services (HCBS) IRIS Waiver, which is incorporated in this contract by reference. The IRIS 1915(c) Waiver can be found at : http://www.dhs.wisconsin.gov/iris/resources.htm

b. Provider will provide reports as detailed in section V.I. of the IRIS Consultant Agency Certification Criteria (P-00826)

	12. Cost of Services

a. Payment for services provided in accordance with the terms and conditions of this contract:

b. The Monthly Rate of Service for the IRIS Consultant Services for the period of this contract is $254.73 per IRIS member provided IRIS Consultant Services.

	13. Payment of Services

a. The Department will extract the claim file from the Wisconsin IRIS Self Directed Information Technology System (WISITS) on the first day of each month. Payment to Provider is a prospective payment for Participants classified with a WISITS status of enrolled or suspended (suspended status must be equal to or less than 90 days to be eligible for payment) and with verified Medicaid eligibility on that date.
 
b. The Department will verify the accuracy of the number of participant’s in these statuses and forward the claim extract to the Medicaid Fiscal Agent for payment to the ICA.

c. The Medicaid Fiscal Agent will then adjudicate the claim as follows:

i. All participants will be verified against the state Medicaid Management Information System (MMIS) for Medicaid eligibility.
ii. Those participants returned as Medicaid eligible on that date will have payments made in that month’s MROS payment.
iii. Those participants that are classified as Medicaid ineligible will have payments withheld from that month’s MROS payment.
iv. Sixty days after the first of the original month of payment those participants classified as ineligible will be  analyzed by the Bureau of Long Term Care in the MMIS system to determine if any participants obtained retroactive eligibility for the first of the original month.
v. For those participants that did obtain retroactive eligibility for the original MROS payment date being analyzed; a retroactive MROS payment for the original month will be added to the current month’s payment.
vi.  For those participants that did not obtain retroactive eligibility for the original MROS payment date; a MROS payment will not be issued.
d. The Department will forward the adjudicated claim file extract to the designee identified by each ICA.

e. Any payment made in excess or error will be withheld from the following month’s payment.


	14. 
Access to Restricted Reserve Account

Provided the minimum balance remains met, or when the Department allows, disbursements may be made from the restricted reserve account in order to fund operating expenses; or as approved by the Department to further develop the ICA’s operation or program delivery model. For any withdrawals or disbursements that are made, the following requirements apply:

a. Disbursement Notifications
i. The ICA must file a plan for accessing the restricted reserve funds with the Department at least twenty (20) calendar days prior to the proposed effective date. The ICA must obtain affirmative approval for withdrawals or disbursements that result in a balance below the required minimum balance. Additionally, the ICA must obtain approval for withdrawals for a purpose other than payment of operating expenses. The Department shall approve requests within ten (10) business days only after consideration of all solvency protections available to the ICA. Withdrawals or disbursements that result in an account balance below the required minimum balance will only be approved to fund working capital, the solvency fund, or operating expenses of the ICA. This plan must be emailed to: DHSIRISCertification@dhs.wisconsin.gov

b. Plans for Replenishing Restricted Reserve When Below Minimum

i. If the disbursement request results in the reserve account balance falling below the minimum requirements, the disbursement notification plan must specify the methods and timetable the ICA shall employ to replenish the restricted reserve account. If the ICA fails to submit an acceptable replenishment plan, the Department may deny the request for disbursement. In approving or disapproving the plan, the Department will take into account existing or additional solvency protections available to the ICA.
c. Reporting

i. The ICA shall report on the status of the restricted reserve account quarterly. All reports must adhere to the standards and protocols, as stated in the IRIS Consultant Agency Certification Criteria (P-00826), Section V.B. The ICA may be required to report on the status more frequently if the ICA is in a state of Conditional Certification Improvement Plan (CCIP) or Corrective Action Plan (CAP). 

d. Failure to Maintain Required Minimum Balance

i. In the event the ICA fails to meet the requirements of the replenishment plan, maintain, and report the required restricted reserve, the ICA will be placed under corrective action and shall submit a plan to the Department for approval that includes an analysis of the reasons for the shortfall and a plan for restoring the required restricted reserve balance. If the ICA continues to maintain an inadequate restricted reserve balance, the Department may decertify the ICA, in accordance with Section II(C)(5)(b) of the IRIS Consultant Agency Certification Criteria.


	15. Marketing and Outreach Plan Materials

The Provider agrees to engage only in marketing/outreach activities and distribute only those marketing materials that are pre-approved in writing, as outlined in this section.

Marketing/outreach materials are defined as: any communication, from an ICA to an individual who is not being provided ICA services from that ICA, that can reasonably be interpreted as intended to influence the participant to choose their ICA, or to not to choose, another ICA.

a. Marketing/Outreach Plan Approval

i. If the ICA engages in marketing/outreach activities, a plan describing those activities must be approved in writing by the Department before the plan is implemented.

b. Marketing Material Approval

i. The ICA must ensure that participants and potential participants receive accurate oral and written information sufficient to make informed choices.

ii. The ICA shall submit to the Department for approval all marketing/outreach materials that describe the program or the benefit package, prior to disseminating the materials.

	
iii. All marketing/outreach materials must be approved by the Department prior to distribution.

1. The Department will review all marketing/outreach plans and materials in a manner which does not unduly restrict or inhibit the ICA’s marketing/outreach plans and materials, and which considers the entire content and use of the marketing/outreach materials and activities.

2. Issues identified by the Department will be reviewed with the ICA. The ICA will be asked to make the appropriate revisions and resubmit the document for approval. The Department will not approve any materials it deems confusing, fraudulent, or misleading, or that do not accurately reflect the scope, philosophy, or covered benefits of the Program.

iv. This requirement includes marketing materials that are produced by subcontractors to the ICA.

v. This requirement also includes marketing materials included on the ICA’s website.

c. Timeline for Department’s Approval

The Department will review marketing materials within (45) calendar days of receipt.

d. ICA Agreement to Abide by Marketing and Distribution Criteria

i. The ICA agrees to engage only in marketing activities and distribute only those marketing materials that are pre-approved in writing.

ii. Any activities must not be intended to target or exclude a specific target population or subgroup of individuals. All materials must be distributed to potentially eligible participants in its geographical service region, as defined in ICA’s marketing plan and must be equitably available to all participants eligible for enrollment in the ICA’s service area.

iii. All marketing and outreach materials must be distributed to the Resource Centers in the service area at the same time these materials are first used.

e. Participant Usability

All marketing/outreach materials must be easily understood and readable for the average participant.


	f. Prohibited Practices

The following marketing/outreach practices are prohibited:

i. Practices that are discriminatory;

ii. Practices that seek to influence enrollment in conjunction with the sale or offering of any other insurance product;

iii. Direct and indirect cold calls, either door-to-door or telephone or other cold call marketing activity;

iv. Offer of material or financial gain to potential participants as an inducement to enroll;

v. Activities and materials that could mislead confuse or defraud participants or potential participants or otherwise misrepresent the ICA, its marketing representatives, the Department, or CMS. Statements that would be considered inaccurate, false, or misleading include, but are not limited to any assertion or statement (whether written or oral) that:

1. The participant must choose the ICA in order to obtain benefits or in order to not lose benefits; or,

2. The ICA is endorsed by CMS, the federal or state government, or other similar entity.

vi. Practices that are reasonably expected to have the effect of denying or discouraging enrollment;

vii. Practices to influence the recipient to either choose their ICA or not choose another ICA; and,

viii. Marketing/outreach activities that have not received written approval from the Department.

	16. Sanctions for Violation, Breach, or Non-Performance
1. [bookmark: _Ref237750782]Authority to Impose Sanctions 
The Department may impose sanctions or terminate the contract, as set forth in this article, if it determines the Provider has failed to meet the performance expectations described herein. The Department may base its determinations on findings from any source.
The Department may pursue all sanctions and remedial actions with the Provider that are taken with Medicaid fee-for-service providers, including any civil penalties not to exceed the amounts specific in the Balanced Budget Amendment of 1997, s.4707(a). If a basis for imposition of a sanction exists as described in this article, the Provider may be subject to sanctions as described herein.
1. Sanctions
1. Bases for Imposing Sanctions
The Department may impose sanctions if it determines the Provider has failed to meet any of the following performance expectations: 
i. The Provider shall provide all necessary services that the Provider is required to provide, under law or under this contract to any member covered under the contract.
ii. The Provider shall not impose premiums or charges on members that are in excess of the premiums or charges permitted under the Medicaid program. 
iii. The Provider shall not act to discriminate among members on the basis of their health status or need for health care services. This includes, but is not limited to, termination of enrollment or refusal to reenroll a recipient, except as permitted under the Medicaid program, or any practice that would reasonably be expected to discourage enrollment by recipients whose medical condition or history indicates probable need for substantial future contractual services.
iv. The Provider shall not misrepresent or falsify information that it furnishes to CMS or to the Department.
v. The Provider shall not misrepresent or falsify information that it furnishes to a member, potential member, or a provider. 
vi. The Provider shall not distribute directly or indirectly through any agent or independent contractor, marketing materials that have not been approved by the Department or that contain false or materially misleading information.
vii. The Provider shall not violate any of the other requirements of sections 1903(m) or 1932 of the Social Security Act, and any implementing regulations.
viii. The Provider shall meet financial performance expectations for solvency and financial stability as set forth in the Certification Criteria.
ix. The Provider shall meet the quality standards and performance criteria of this contract such that members are not at substantial risk of harm.
x. The Provider shall not distribute directly or indirectly through any agent or independent contractor, any materials which describe or provide information regarding the IRIS program which have not been approved by the Department.
xi. The Provider shall meet all other obligations described in the contract not otherwise described, above. 
1. Types of Sanctions 
The Department may impose the following sanctions for the violations described above: 
Civil monetary penalties.  
xii. Appointment of temporary management for a Provider 
xiii. Notifying the affected members of their right to disenroll.  
The Provider shall provide assistance to any member electing to terminate his or her enrollment, by making appropriate referrals and providing the individual’s member record to new providers and/or a member’s new Provider.
The Department shall ensure that a member who is disenrolled receives appropriate choice counseling and is permitted to enroll in a new Provider of the member’s choosing.
xiv. Suspension of all new enrollments after the effective date of the sanction. 
The suspension period may be for any length of time specified by the Department, or may be indefinite. The suspension period may extend up to the expiration of the contract as provided herein.
xv. Suspension of payment for recipients enrolled after the effective date of the sanction and until CMS or the Department is satisfied that the reason for imposition of the sanction no longer exists and is not likely to recur.
xvi. Imposition of a plan of correction and/or intensive oversight of Provider operations by the Department without appointment of a temporary manager.
xvii. Denying payments for new members as provided for under the contract when, and for so long as, payment for those members is denied by CMS under 42 C.F.R. § 438.730(e). 
xviii. Withholding or recovering of monthly rate of service (MROS) payments.
xix. Termination of the contract.
xx. Any other sanctions which the Department determines, in its sole discretion, to be appropriate.
Notice of Sanctions
1. Notice to Provider
Before imposing any of the sanctions described above, the Department must give the affected Provider written notice that explains the following: 
1. The basis and nature of the sanction. 
Any other due process protections that the Department elects to provide.
xxii. Notice to CMS
The Department must notify CMS no later than thirty (30) calendar days after the imposition or lifting of any sanction described in above. The notice shall include the name of the Provider, the kind of sanction and the reason for the Department’s decision to impose or lift the sanction.
Amounts of Civil Monetary Penalties
Civil monetary penalties may be imposed as follows:
1. A maximum of $25,000 for each of the following violations, as defined above:
1. Failure to provide services;
1. Misrepresentation or false statements to members, potential members, or providers; or
1. Marketing violations.
xxiv. A maximum of $100,000 for each violation of:
1. Discrimination; or
Misrepresentation or false statements to CMS or the Department.
xxv. A maximum of $15,000 for each recipient the Department determines was not enrolled because of a discriminatory practice (subject to the $100,000 overall limit above).
xxvi. A maximum of $25,000 or double the amount of the excess charges, (whichever is greater) for charging premiums or charges in excess of the amounts permitted under the Medicaid program. The Department must deduct from the penalty the amount of overcharge and return it to the affected member(s).
xxvii. A maximum of $100,000 for any other violation described above.
Recovery of Damages

In any case under this contract where the Department has the authority to withhold Monthly Rate of Service (MROS) payments, the Department also has the authority to use all other legal processes for the recovery of damages. 

The Department may withhold or recover portions of the MROS payments in liquidated damages or otherwise recover damages from the Provider notwithstanding the provisions of this contract. The withholding or recoveries will be made absent the Provider’s prompt and reasonable efforts to remove the grounds described. 


	MODIFICATIONS TO THIS AGREEMENT CANNOT AND WILL NOT BE AGREED TO. THIS AGREEMENT IS NOT TRANSFERABLE OR ASSIGNABLE.

	Name – Provider Agency Head
     
	Title – Agency Head
     

	SIGNATURE – Provider Agency Head
	Date Signed

	
	

	Name – Medicaid Director, Department of Health Services
     

	SIGNATURE – Medicaid Director, Department of Health Services
	Date Signed

	
	

	Name – Agreement Administrator
     

	SIGNATURE – Agreement Administrator
	Date Signed

	
	



