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HEALTH SERVICES AGREEMENT 

 

between 

 

EASTPOINTE HUMAN SERVICES 

 

and 

 

«Facility_Name» 

 

 This Health Services Agreement (“Agreement”) shall become effective as of the 1st day of 

December 2022, is between Eastpointe Human Services (“Plan”), a North Carolina Local 
Management Entity/ Managed Care Organization with a principal place of business in  North 
Carolina, and «Facility_Name». (“Provider Organization” or “PO”), a North Carolina [entity] with 
a principal place of business at «Address_1» «City», «State» «Zip» (each individually referred to 

in this Contract as “Party” or collectively as “Parties”).  The effective date for individual physicians 
or other healthcare providers operating through PO shall be the later of the Effective Date  or 
credentialing approval date of such provider(s), if required.   
 

 WHEREAS, Plan is a Local Management Entity Managed Care Organization operating 
under a contract with NC DHHS and that is organized and duly authorized to do business under 
the laws of North Carolina, and arranges for certain healthcare services for its Members under the 
Medicaid Program; and 

 
 WHEREAS, PO is organized and duly authorized to do business under the laws of North 
Carolina, is enrolled in the Medicaid Program and provides or arranges to provide healthcare 
services in [hospital and/or inpatient facilities, Participating Providers’ offices, outpatient facilities 

and related organizations]; and 
 
 WHEREAS, Plan and PO have agreed to be bound collectively by the terms of this 
Agreement and to provide the services described herein to Members in exchange for payment; and 

 
 WHEREAS, Plan and PO desire to develop a cooperative relationship to facilitate the 
provision of healthcare services of PO to Members. 
 

 NOW, THEREFORE, the Plan and PO do hereby agree as follows: 
 

ARTICLE I 
DEFINITIONS 

 
1.1. “Amendment,” as defined under N.C. Gen. Stat. § 58-50-270, means any change to the 

terms of a contract, including terms incorporated by reference, that modifies fee schedules.  
A change required by federal or state law, rule, regulation, administrative hearing or court 

order is not an amendment. 
 

1.2. “Benefit Plan” means a health benefit policy or other health benefit contract or coverage  
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document (a) issued by Health Plan or (b) administered by Health Plan pursuant to a 
Government Contract. Benefit Plans and their designs are subject to change periodically. 
 

1.3. “Contract,” as defined under N.C. Gen. Stat. § 58-50-270, means an agreement between 
Plan and Participating Provider for the provision of healthcare services by such provider 
on a preferred or in-network basis. 
 

1.4. “Cost Share” means any applicable coinsurance, copayments and deductibles that the 
Member must pay for Covered Services. 

 
1.5. “Clean Claim,” unless otherwise required by law or regulation, means either a Medical 

Claim or Pharmacy Claim that complies with Plan Provider Manual requirements to allow 
Plan to immediately process claims for services rendered and to promptly approve or deny 
for payment.  A Medical Claim or Pharmacy Claim will be considered a Clean Claim if it 
is free of defect, impropriety and lack of any required substantiating documentation or 

circumstance requiring treatment that prevents timely payment.   
 
1.6. “Covered Services” means those Medically Necessary services or supplies for which the 

Plan must pay or provide pursuant to the North Carolina Contract and Contracts with 

Participating Providers for Members. 
 
1.7. “Downstream Entity (ies)” means any Provider, group of Providers or other subcontractor 

that contracts directly with or through subcontracts arranged with the PO to provide health 

care services, other services, items, or products related to the performance of PO’s 
obligations under this Agreement. For the purpose of this Agreement references to 
contracts with the PO shall be deemed to include all of the aforementioned Downstream 
Entities. 

 

1.8. “Emergency Medical Condition” means a medical condition in which the symptoms 
appear quickly and are severe enough that a person with average knowledge of health and 
medicine would expect that, in the absence of immediate medical attention, the health or 

life of the person experiencing the symptoms is in jeopardy or they are at risk of serious 
damage to a bodily function, organ, or part. 
 

1.9. “Medicaid Program” means the North Carolina Medicaid managed care program 

administered by NC DHHS pursuant to Section 5. (6).g of Session Law 2015 -245, as 
amended by Section 6.(b) of Session Law 2018-49. 

 
1.10. “Medicaid Services” means Covered Services under the Medicaid Program pursuant to 

the North Carolina Contract. 
 

1.11. “Medical Claim” means a claim for payment for medical and/or behavioral health services 
rendered to a Member by a Participating Provider, pursuant to this Contract.  

 
1.12. “Medically Necessary,” as that term is defined under N.C. Gen. Stat. § 58-3-200(b), 

means those covered services or supplies that are: (1) provided for the diagnosis, treatment, 
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cure or relief of a health condition, illness, injury, or disease; and, except as allowed under 
N.C. Gen. Stat. § 58-3-255, not for experimental, investigational or cosmetic purposes; (2) 
necessary for and appropriate to the diagnosis, treatment, cure or relief of a health 

condition, illness, injury, disease or its symptoms; (3) within generally accepted standards 
of medical care in the community; and (4) not solely for the convenience of the insured, 
the insured's family or the provider.   
 

1.13. “Member” refers to any person who is entitled to receive healthcare services paid for, 
provided, or arranged by Plan. 
 

1.14. “North Carolina Contract” means a contract executed between the Department and Plan 

for Plan to provide or arrange for the provision of health care items and services to enrollees  
in the state’s Medicaid Managed Care Program, as amended from time to time. A North 
Carolina Contract is a Government Contract as defined in the Agreement. 

 

1.15. “NC DHHS” or “North Carolina Department of Health and Human Services”  refers 
to the single state Medicaid agency designated under 42 C.F.R. § 431.10 to administer or 
supervise the administration of the state plan for medical assistance. 
 

1.16. “Participating Provider” means an individual who is a healthcare provider, as that term 
is defined under N.C. Gen. Stat. § 58-50-270, or any Provider Organization, physician, 
hospital, independent physician association (IPA), skilled nursing facility, pharmacy or 
other individual or entity involved in the delivery of healthcare, ancillary or  pharmacy 

services who or which has entered into and continues to have a valid Contract with Plan to 
provide Covered Services to Members, and has been credentialed by the credentialing 
designee of NC DHHS consistent with Plan’s policies. 

 

1.17. “PO Plan Provider” means a Participating Provider or Downstream Entity acting within 
the scope of his or her license and/or certification who is employed by, or under agreement 
with the PO, to provide Covered Services to Plan Members.   
 

1.18. “Pharmacy Claim” means a claim for payment for pharmacy services rendered to a 
Member by a Participating Provider, pursuant to this Contract. 

 
1.19. “Plan Provider Manual” refers to policies, procedures, programs and protocols adopted 

by Plan to be used by PO or Participating Provider in providing services and doing business 
with Plan under this Agreement, including but not limited to credentialing and re -
credentialing verification processes, utilization management, quality improvement, peer 
review, Member grievance process or concurrent review.  Pursuant to N.C. Gen. Stat. § 58-

50-285, in the event of a conflict between the Plan Provider Manual and this Contract, the 
Contract shall prevail.   

 
1.20. “Provider” means a physician, nurse practitioner, physician assistant, hospital, ancillary 

service provider, allied health provider or any other provider or professional acting within 
the scope of his or her license and/or certification. 
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1.21. “State-funded Services” means mental health, developmental disability, TBI and 
substance use Covered Services pursuant to the North Carolina Contract as administered 
by the Division of Mental Health, Developmental Disabilities and Substance Abuse 

Services (DMH/DD/SAS). 
 
 
 

ARTICLE II 
SCOPE OF CONTRACT 

 
2.1. Confidentiality.  PO acknowledges and agrees that all information relating to Plan’s 

quality assurance, utilization management, credentialing verification procedures, this 
Contract, the Plan Provider Manual, and all other information related to Plan’s programs, 
policies, protocols and procedures is proprietary information.  PO shall not disclose any 
such information to any person or entity without Plan’s express written consent.  PO further 

acknowledges that it may be considered a “Business Associate” of Plan as defined under 
the Health Insurance Portability and Accountability Act of 1996 (HIPAA) and as such will 
comply with all applicable HIPAA regulations for Business Associates as further expanded 
by the Health Information Technology for Economic and Clinical Health Act (HITECH 

Act).  Pursuant to federal regulatory authority, PO and Plan may share a Member’s 
protected health information (“PHI”) for the purposes of treatment, payment or healthcare 
operations without the Member’s consent.   
 

2.2. Contracting Authority.  PO represents and warrants that it has full legal authority to bind 
Participating Providers to the terms of this Contract.  To the extent that PO and its 
Participating Providers are providing Covered Services as a group practice, PO represents 
and warrants that such practitioners shall fully comply with the terms of this Contract. 

 
2.3. Provider Location.  PO agrees to provide Covered Services only at those locations 

identified in Exhibit A (“Provider Specific Requirements/Covered Services/Locations”) 
of this Contract.  Provider agrees to notify Plan regarding the addition or deletion of any 

locations at least 60 days before such addition or deletion takes place. 
 

2.4. Non-Exclusivity.  The Parties enter this Contract on a nonexclusive basis.  Neither PO, 
nor any PO Plan Provider, shall be prohibited from contracting with another health plan 

company or managed care organization to provide Covered Services to Members.  Plan has 
the right to enter into a Contract with any other provider that provides Covered Services to 
Members.  Nothing in this Contract shall be construed to prohibit PO from providing 
services for or contracting with any other health plan. 
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ARTICLE III 
PROVIDER OBLIGATIONS 

 

3.1. Advance Directives.  Pursuant to 42 C.F.R. § 438.3(j), PO shall maintain policies and 
procedures requiring PO Plan Providers document in the Member’s medical records 
whether a Member has executed an advance directive and verifies compliance with these 
policies and procedures and establishes written standards for PO Plan Providers 

consideration of Member input into the proposed treatment plan. 
 

3.2. Utilization Review Obligations. 

   

A. Generally.  As a condition for payment for Covered Services, PO agrees to 
participate in and comply with Plan’s utilization management programs, quality 
improvement programs, provider sanctions programs and procedures and protocols 
(UM/QA Programs) utilized by Plan to promote the efficient use of resources, as 

set forth in the Plan Provider Manual; provided, however, that none of Plan’s 
UM/QA Programs shall override the professional or ethical responsibility of PO or 
interfere with PO’s ability to provide information  or assistance to its patients.  PO 
shall comply with, and subject to PO’s right to appeal, as provided in the Plan 

Provider Manual, be bound by such UM/QA Program.  Failure by PO to comply 
with the requirements of this Section 3.1 will be deemed to be a material breach of 
this Contract.   
 

B. Authorization.  Notwithstanding anything to the contrary, if the PO provides 
services to a Member without approved authorization from Plan, such services may, 
in Plan’s discretion, be deemed non-Covered Services and payment by Plan may 
be denied for such services.  Subject to applicable regulatory requirements, if a 

Participating Provider refers a Member to a non-Participating Provider without 
appropriate authorization as set forth in the Plan Provider Manual, the cost of the 
Covered Services which were referred by the PO, and any additional related 
Covered Services, may be deducted from the PO’s subsequent reimbursements by 

the Plan, except for services to treat an Emergency Medical Condition or for 
coverage provided by another provider in accordance with this Contract. 

 

C. Coverage Determinations.  Pursuant to N.C. Gen. Stat. § 58-3-200(c), in the event 

that Plan determines that services, supplies or other items are Covered Services, 
including any determination made pursuant to N.C. Gen. Stat. § 58-50-61, Plan 
shall not subsequently retract its determination after the services, supplies or other 
items have been provided, or reduce payments for a service, supply or other item 

furnished in reliance on such determination; provided, however, that Plan may deny 
or retract coverage or reduce payments for a service, supply or other item, subject 
to its UM/QA Programs and protocols, as set forth in the Plan Provider Manual, if 
such determination was based on a material misrepresentation about the Member’s 

health condition that was knowingly made by the Member or the provider of the 
service, supply or other item. 
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D. Medically Necessary Drugs.  To the extent applicable and notwithstanding 
anything to the contrary, Plan shall not void nor refuse to renew this Contract 
because PO has provided a certification for a medically necessary and appropriate 

nonformulary, or restricted access drug or device as provided under N.C. Gen. Stat. 
§ 58-3-221(b). 

 

3.3. Provider Services.  PO shall provide, or arrange to provide, to Members: (a) those Covered 

Services within the scope of PO’s licensure, expertise, and usual and customary range of 
services, as provided in Exhibit A of this Contract; (b) in accordance with applicable law 
and other requirements, access to 24-hour-per-day, 7-day-per-week urgent and emergency 
services as specifically required in Exhibit A of this Contract.   

 

3.4. Provider Accessibility. PO shall provide call coverage or other back-up to ensure coverage 
of service in accordance with the BH I/DD Tailored Plan's standards for provider 
accessibility, in the Provider Manual, and/or in the State Contract.  This shall include 

provision of rendering services included in the contract available 24 hours a day, 7 days a 
week, including holidays, when medically necessary.  PO agrees to meet the NC DHHS 
standards for timely access to care and services, considering the urgency of need for 
services. PO shall have a “no-reject policy” for referrals within the capacity and parameters 

of their competencies. PO shall accept all referrals meeting criteria for services they 
provide when there is available capacity.  
 

3.5. Provider Network. PO shall ensure that Lesbian, Gay, Bisexual, Transgender, or 

Questioning (LGBTQ) members who obtain covered services are not subject to treatment 
or bias that does not affirm their orientation. 
 

3.6. Outpatient Commitment. PO shall notify Plan if providing services under the Outpatient 

Commitment. 
 

 

3.7. Credentialing.   

 
A. General Requirements.  PO shall maintain licensure, accreditation, and 

credentials sufficient to meet the Plan's Network participation requirements as 
outlined in the BH I/DD Tailored Plan’s Credentialing and Re-credentialing Policy.  

PO shall notify the Plan of changes in the status of any information relating to the 
PO’s professional credentials.  
 

B. Enrollment in Medicaid Required.  PO represents that it is a duly licensed 

provider in the State of North Carolina, accredited by the designee of the NC 
DHHS, and an enrolled Medicaid provider, as required by 45 C.F.R. § 455.410.  PO 
acknowledges that its failure to maintain Medicaid enrollment will result in 
termination of this Contract, as provided in Article VII below.   

 

C. Loss of Accreditation or Credentialing.  PO shall notify Plan immediately of any 
investigation or action against the PO that may result in suspension or loss of 
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license, suspension or loss of accreditation, or the imposition of any sanction under 
federal health insurance programs.   

 

D. Reenrollment/Re-Credentialing. PO shall complete reenrollment/re-
credentialing before contract renewal and in accordance with the following: 1. 
During the provider credentialing transition period, no less frequently than every 
five (5) years; 2. During provider credentialing under full implementation, no less 

frequently than every three (3) years, except as otherwise permitted by the 
Department. 

 

3.8. Liability Insurance.  At all times during the term of this Contract, PO shall maintain 

professional liability insurance in a manner acceptable to Plan.  Such insurance shall: (a) 
provide minimum policy limits as set forth in the Plan Provider Manual; and (b) include 
coverage for the professional acts and omissions of PO and any employee, agent or other 
person for whose acts or omissions PO is responsible.  PO shall notify Plan of any 

subsequent changes in status of professional liability insurance within five (5) business 
days. 

 

3.9. Member Billing.  PO shall not bill any Member for Covered Services, except for Cost 

Shares, for which PO is responsible to collect.  This provision shall not be construed to 
prohibit PO and Member from entering into an agreement to arrange for the provision of 
non-Covered Services at the Member’s own expense.  Prior to the provision of any services 
to a Member that are not Covered Services, PO: (a) shall advise the Member, in writing (i) 

of the nature of the service; (ii) that the service is not a Covered Service for which 
compensation is payable hereunder; and (iii) that the Member will be responsible for 
paying for the service; and (b) shall otherwise comply with all applicable law and [other 
applicable requirements] related to the provision of non-Covered Services to Members.   

 

3.10. Hold Member Harmless.  Notwithstanding anything to the contrary, PO agrees to hold 
Members harmless for charges for any Covered Services.  PO agrees not to bill a Member 
for Covered Services so long as the Member is eligible for coverage.   

 

3.11. Eligibility Verification.  PO shall establish a Member’s eligibility for Covered Services 
before rendering such services, pursuant to those eligibility verification policies set forth 
in the Plan Provider Manual; provided, however, that in the case of an Emergency Medical 

Condition where such verification may be impractical.  In the case of an Emergency 
Medical Condition, PO shall establish the Member’s eligibility as soon as reasonably 
practical in accordance with applicable Plan procedures, as provided in the  Plan Provider 
Manual.  Plan shall communicate to PO in a timely manner any material modifications to 

Plan’s then current eligibility verification proceedings.  Nothing in this Contract shall, or 
shall be construed to, require advance notice, coverage verification or pre-authorization for 
emergency room services provided in accordance with the federal Emergency Medical 
Treatment and Active Labor Act (EMTALA) prior to PO’s rendering such services. 
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3.12. Record Access: Medical Records, Quality Review Records and Utilization Review 

Records.   Pursuant to 42 C.F.R. § 438.208(b)(5), PO agrees to maintain and share, as 
appropriate, a Member’s health record in accordance with professional standards and shall:  

 
A. Maintain appropriate medical and billing records related to services provided to 

Members for [at least four years] following the provision of services to a Member, 
according to industry and BH I/DD Tailored Plan standards unless a longer period 

is required by state or federal law.   
 

B. Maintain the confidentiality of Member medical records, protected health 
information (“PHI”) and other health records, as required by law.  PO further agrees 

that the PO and the PO’s staff members who are engaged in the collection, handling 
or dissemination of Plan Member information including, but not limited to, medical 
records, will keep this information confidential consistent with federal and state 
laws. The PO agrees that access to confidential Plan Member information must be 

limited to the PO and the PO’s staff members who demonstrate a legitimate need 
to view such information.  The PO agrees to protect confidential Plan Member 
information from unauthorized access.   

 

C. Release original records only in accordance with federal and state laws, court 
orders, subpoenas or regulatory requirements.  PO shall make copies of such 
records available to Plan and NC DHHS in conjunction with the Department’s 
regulation of Plan.  Such records shall be furnished immediately upon request in 

either paper or electronic form at no cost to the requesting party.   
 

D. Provide Plan, upon prior written request, access to Member’s medical and billing 
records, as well as any other books, records, or contracts for review of the content 

and quality of services, conduct of quality management and utilization management 
programs, claim coding review programs, grievance and appeal and complaint 
review, and compliance with requirements for state licensure, federal qualification 
or NCQA accreditation.  Such access shall survive the termination of this 

Agreement.   
 
E. Provide Members with prompt access to all medical records or other appropriately 

requested information by Member, in accordance with applicable federal and state 

laws. 
 

F. Ensure that all PO Plan Providers and Downstream Entities with which the PO 
contracts agree to abide by the same provisions as are set forth in this Section 3.8 

for the PO and the PO staff.  
 

3.13. Access to Provider Records.  PO agrees to provide at no cost to the following entities or 
their designees with prompt, reasonable, and adequate access to the [Plan and PO Contract] 

and any records, books, documents, and papers that relate to the [Plan and PO Contract] 
and/or PO’s performance of its responsibilities under this contract for purposes of 
examination, audit, investigation, contract administration, the making of copies, excerpts 
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or transcripts, or any other purpose NC DHHS deems necessary for contract enforcement 
or to perform its regulatory functions: 
 

i. The United States Department of Health and Human Services or its designee; 
 

ii. The Comptroller General of the United States or its designee; 
 

iii. The North Carolina Department of Health and Human Services (NC DHHS), its 
Medicaid man-aged care program personnel, or its designee; 

 
iv. The Office of Inspector General; 

 
v. North Carolina Department of Justice Medicaid Investigations Division; 

 
vi. Any independent verification and validation contractor, audit firm, or quality 

assurance con-tractor acting on behalf of NC DHHS; 
 

vii. The North Carolina Office of State Auditor, or its designee; 
 

viii. A state or federal law enforcement agency; 
 

ix. And any other state or federal entity identified by NC DHHS, or any other entity 
engaged by NC DHHS. 

 
PO shall cooperate with all announced and unannounced site visits, audits, investigations, 
post-payment reviews, or other program integrity activities conducted by the NC 
Department of Health and Human Services. 

 
Nothing in this Section 3.10 shall be construed to limit the ability of the federal 
government, the Centers for Medicare and Medicaid Services, the U.S. Department of 
Health and Human Services Office of Inspector General, the U.S. Department of Justice, 

or any of the foregoing entities’ contractors or agents, to enforce federal requirements for 
the submission of documentation in response to an audit or investigation . 

 

3.14. Member Appeals and Grievances.   

 
A. PO Disposition of Member Grievances.  PO agrees to address all clinical 

concerns of the Member as related to Covered Services provided to the Member 
pursuant to this Contract.  PO shall refer any unresolved concerns or requests to 

Plan.   In accordance with 10A NCAC 27G .0201(a)(18), PO shall have in place a 
written policy for a complaint and grievance process and procedures for review and 
disposition of client grievances, including an appeals process. The process shall be 
accessible to all Members and will operate in a fair and impartial fashion.  PO 

agrees to cooperate with the Member regarding such Member appeal and grievance 
procedures. 
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B. Plan Complaint and Grievance Policies and Procedures.  Notwithstanding 
anything to the contrary, Plan may receive complaints directly from Members that 
involve PO.  If Plan receives a complaint concerning PO, Plan shall investigate the 

complaint in accordance with those complaint and grievance policies set forth in 
the Plan Provider Manual, subject to any regulatory requirements.   

 

3.15. Provider Directory.  PO hereby authorizes Plan to publish the name, location and contact 

information of PO in its directory distributed to Members.  
 

3.16. Government Funds.  PO acknowledges that funds used for provider payments are 
government funds. 

 

3.17. Compliance with State and Federal Laws.  PO understands and agrees that it is subject 
to all state and federal laws, rules, regulations, waivers, policies and guidelines, and court-
ordered consent decrees, settlement agreements or other court orders that apply to the 

Contract and Plan’s managed care contract with NC DHHS, and all persons or entities 
receiving state and federal funds.  PO understands and agrees that any violation by a 
provider of a state or federal law relating to the delivery of services pursuant to this 
Contract, or any violation of the North Carolina Contract could result in liability for money 

damages, and/or civil or criminal penalties and sanctions under state and/or federal law.  
 

3.18. Liability.  PO understands and agrees that the NC DHHS does not assume liability for the 
actions of, or judgments rendered against, Plan, its employees, agents, or subcontractors.  

Further, PO understands and agrees that there is no right of subrogation, contribution, or 
indemnification against NC DHHS for any duty owed to PO by Plan or any judgment 
rendered against Plan. 
 

3.19. Critical Incident Reporting. PO shall comply with applicable critical incident and death 
reporting laws, regulations, and policies and event reporting requirements of national 
accreditation organizations. 
 

3.20. Non-Discrimination—Equitable Treatment of Members.  PO agrees to render Provider 
Services to Members with the same degree of care and skills as customarily provided to 
PO’s patients who are not Members, according to generally accepted standards of medical 
practice. PO and Plan agree that Members and non-Members should be treated equitably.  

PO agrees not to discriminate against Members based on race, color, national origin, age, 
sex, gender or disability. 
 

3.21. Department Authority Related to the Medicaid Program.  PO agrees and understands 

that in the State of North Carolina, the Department of Health and Human Services is the 
single state Medicaid agency designated under 42 C.F.R. § 431.10 to administer or 
supervise the administration of the state plan for medical assistance.  The Division of 
Health Benefits (DHB) is designated with administration, provision and payment for 

medical assistance under the Federal Medicaid (Title XIX) and the State Children’s Health 
Insurance (Title XXI) (CHIP) programs.  The Division of Social Services (DSS) is 
designated with the administration and determination of eligibility for the two programs.  
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3.22. Provider Ownership Disclosure.  PO agrees to disclose the required information, at the 
time of application, and/or upon request, in accordance with 42 C.F.R.§ 455 Subpart B, 

related to ownership and control, business transactions, and criminal conviction for 
offenses against Medicare, Medicaid, CHIP and/or other federal health care programs. See 
42 C.F.R. § 455, Parts 101 through 106 for definitions, percentage ca lculations, and 
requirements for disclosure of ownership, business transactions, and information on 

persons convicted of crimes related to any federal health care programs. PO agrees to 
notify, in writing, Plan and the NC Department of Health and Human Services of any 
criminal conviction within twenty (20) days of the date of the conviction.  
 

3.23. Coordinated and Managed Care.  PO shall participate in the systems established and 
maintained by Plan designed to facilitate the coordination of health care services.  Subject 
to medical judgment, patient care interests and a patient’s express instructions, and 
recognizing that the level of Covered Services provided by PO may be affected by the PO’s 

scope of services, PO shall abide by applicable, NC DHHS requirements and Plan policies 
and procedures governing the referral of Members.  PO shall obtain all required Member 
consents or authorizations necessary to report such clinical encounter data to Plan.  For 
Members requiring hospitalization, PO shall abide by all applicable Plan policies and 

procedures, as set forth in the Plan Provider Manual.  
 
3.24. Fee Schedules.  Pursuant to N.C. Gen. Stat. § 58-3-227(h), PO acknowledges that Plan has 

made available its schedule of fees associated with the top 30 services or procedures most 

billed by that class, or those classes, of provider(s) to which PO belongs.  PO acknowledges  
that it may request the full schedule of fees for services or procedures billed by such class 
of provider or for each class of provider; provided, however, that if PO requests fees for 
more than 30 services and procedures, Plan may require PO to specify the additional 

requested services and procedures and may limit PO’s access to the additional schedule of 
fees to those associated with services and procedures performed by or reasonably expected 
to be performed by PO. 
 

3.25. Reporting Fraud and Abuse.  If PO identifies any suspected fraud, abuse or misconduct 
under applicable law, PO shall report such suspicion directly to Plan immediately in 
accordance with Plan’s then current policies and procedures set forth in Plan Provider 
Manual. 

 
3.26. Concurrent Review.  PO agrees to cooperate with Plan’s concurrent review program as 

Plan may choose to conduct it from time to time, including giving Plan’s staff access to 
PO’s facility; relaying Member status, updates and records as required by the Plan Provider 

Manual; and giving notice of Plan determinations to Members. 
 

3.27. Interpreting and Translation Services.  PO agrees to provide qualified sign language 
interpreters if closed caption is not the appropriate auxiliary aid for Member.  PO further 

agrees to ensure that PO’s staff are trained to appropriately communicate with Members 
with various types of hearing loss.  PO hereby agrees that it shall report to Plan, in a format 
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and frequency to be determined by Plan, whether hearing loss accommodations are needed 
and provided, and the type of accommodation provided. 
 

3.28. Professional Standards of Care.  PO agrees and shall ensure that all PO Plan Providers 
and Downstream Entities with which the PO contracts agree, to provide services in 
accordance with generally recognized professional standards of care and the Plan’s and the 
PO’s objectives of comprehensive quality care, cost containment, and effective utilization 

of inpatient, ambulatory, and emergency services.  Covered Services shall be provided to 
Plan Members in a dignified and nondiscriminatory manner, as stated in the Plan’s 
[Member Rights and Responsibilities Statement] referenced in the Plan Provider Manual.   
 

3.29. Providers of Perinatal Care.  If the PO renders perinatal care, PO agrees to comply with 
the Department’s Pregnancy Management Program to: 
 

A. Complete the standardized risk-screening tool at each visit. 

 

B. Allow Plan or Plan’s designated vendor access to medical records for auditing 
purposes to measure performance on specific quality indicators. 

 

C. Commit to maintaining or lowering the rate of elective deliveries prior to thirty -
nine weeks’ gestation. 

 

D. Commit to decreasing the cesarean section rate among nulliparous women.  

 

E. Offer and provide 17 alpha-hydroxyprogesterone caproate (17p) for the prevention 
of preterm birth to women with a history of spontaneous preterm birth who are 
currently pregnant with a single gestation. 

 

F. Complete a high-risk screening on each pregnant Medicaid Managed Care Member 
in the program and integrate the plan of care with local pregnancy care 
management. 

 

G. Decrease the primary cesarean delivery rate if the rate is over the Department’s 
designated cesarean rate (note: the Department will set the rate annually, which will 
be at or below twenty percent (20%). 

 

H. Ensure comprehensive post-partum visits occur within fifty-six (56) days of 
delivery. 

 

3.30. Advanced Medical Homes.  If the PO is an Advanced Medical Home (AMH), as that term 
is defined in the North Carolina Contract, the PO agrees to comply with the Department’s 
Advanced Medical Home Program to:  
 

A. Accept Members and be listed as a primary care provider in Plan’s Member-facing 
materials for the purpose of providing care to Members and managing their health 
care needs. 
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B. Provide Primary Care and Patient Care Coordination services to each Member, in 
accordance with Plan policies, as further specified in the Plan Provider Manual. 

 

C. Provide or arrange for Primary Care coverage for services, consultation or referral, 
and treatment for Emergency Medical Conditions, twenty-four (24) hours per day, 
seven (7) days per week.  PO acknowledges that automatic referral to the hospital 

emergency department for services does not satisfy this requirement.  
 

D. Provide direct patient care a minimum of 30 office hours per week. 
 

E. Provide preventive services as required in the North Carolina Contract.  
 

F. Maintain a unified patient medical record for each Member following the Plan’s 
medical record documentation guidelines, as provided in the Plan Provider Manual. 

 
G. Promptly arrange referrals for medically necessary health care services that are not 

provided directly and document referrals for specialty care in the medical record. 
 

H. Transfer Member’s medical record to the receiving provider upon the change of 
primary care provider at the request of the new primary care provider or Plan (if 
applicable) and as authorized by the Member within 30 days of the date of the 
request, free of charge. 

 
I. Authorize care for the Member or provide care for the Member based on the 

standards of appointment availability as defined by Plan’s network adequacy 
standards. 

 
J. Refer for a second opinion as requested by the Member, based on DHHS guidelines 

and Plan standards. 
 

K. Review and use Member utilization and cost reports provided by Plan for the 
purpose of AMH level utilization management and advise Plan of errors, omissions, 
or discrepancies if they are discovered. 

 

L. Review and use the monthly enrollment report provided by Health Plan for the 
purpose of participating in Health Plan or practice-based population health or care 
management activities. 

 

3.31. Care Management for High-Risk Pregnancy- In the event that PO is a Local Health 
Department (LHD) carrying out care management for high-risk pregnancy: 
 

A. PO/LHD shall accept referrals from the BH I/DD Tailored Plan for Care 

Management for High-Risk Pregnancy services. 
B. PO/LHD shall refer potentially Medicaid-eligible pregnant women for prenatal care 

and Medicaid eligibility determination, including promoting the use of presumptive 
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eligibility determination and other strategies to facilitate early access to Medicaid 
coverage during pregnancy. 

C. PO/LHD shall contact patients identified as having a priority risk factor through 

claims data (emergency department utilization, antepartum hospitalization, 
utilization of Labor and Delivery triage unit) for referral to prenatal care and to 
engage in care management. 

D. PO/LHD shall review and enter all pregnancy risk screenings received from 

Pregnancy Management Program providers covered by the pregnancy care 
managers into the designated care management documentation system within five 
(5) Calendar Days of receipt of risk screening forms. 

E. PO/LHD shall utilize risk screening data, patient self -report information and 

provider referrals to develop strategies to meet the needs of those patients at highest 
risk for poor pregnancy outcomes. 

F. PO/LHD shall accept pregnancy care management referrals from non-Pregnancy 
Management Program prenatal care providers, community referral sources (such as 

Department of Social Services or WIC programs) and patient self -referral and 
provide appropriate assessment and follow-up to those patients based on the level 
of need. 

G. PO/LHD shall review available BH I/DD Tailored Plan data reports identifying 

additional pregnancy risk status data, including regular, routine use of the Obstetric 
Admission, Discharge and Transfer (OB ADT) report, to the extent the OB ADT 
report remains available to PO/LHD. 

H. PO/LHD shall collaborate with out-of-county Pregnancy Management Program 

providers and Care Management for High-Risk Pregnancy teams to facilitate cross-
county partnerships to ensure coordination of care and appropriate care 
management assessment and services for all patients in the target population. 

I. PO/LHD shall conduct a prompt, thorough assessment by review of claims history 

and medical record, patient interview, case review with prenatal care provider, and 
other methods on all patients with one or more priority risk factors on pregnancy 
risk screenings and all patients directly referred for care management for level of 
need for care management support. 

J. PO/LHD shall utilize assessment findings, including those conducted by the BH 
I/DD Tailored Plan, to determine level of need for care management support.  

K. PO/LHD shall document assessment findings in the care management 
documentation system. 

L. PO/LHD shall ensure that assessment documentation is current throughout the 
period the care manager is working with the patient and continually update that 
documentation as new information is obtained. 

M. PO/LHD shall assign case status based on level of patient need. 

N. PO/LHD shall provide care management services in accordance with program 
guidelines, including condition-specific pathways, utilizing those interventions that 
are most effective in engaging patients and meeting their needs. This includes face-
to-face encounters (practice visits, home visits, hospital visits, community 

encounters), telephone outreach, professional encounters and/or other interventions 
needed to achieve Care Plan goals. 
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O. PO/LHD shall provide care management services based upon level of patient need 
as determined through ongoing assessment. 

P. PO/LHD shall develop person-centered Care Plans, including appropriate goals, 

interventions, and tasks. 
Q. PO/LHD shall utilize NCCARE360 to identify and connect members with 

additional community resources. 
R. PO/LHD shall refer the identified population to childbirth education, oral health, 

BH or other needed services included in the member’s BH I/DD Tailored Plan 
Network. 

S. PO/LHD shall document all care management activity in the care management 
documentation system. 

T. PO/LHD shall assign a specific care manager to cover each Pregnancy Management 
Program provider within the county or serving residents of the county. PO/LHD 
shall ensure that an embedded or otherwise designated care manager has an 
assigned schedule indicating their presence within the Pregnancy Management 

Program. 
U. PO/LHD shall establish a cooperative working relationship and mutually agreeable 

methods of patient-specific and other ongoing communication with the Pregnancy 
Management Program providers. 

V. PO/LHD shall establish and maintain effective communication strategies with 
Pregnancy Management Program providers and other key contacts within the 
practice in the county or serving residents of the county. 

W. PO/LHD shall ensure the assigned care manager participates in relevant Pregnancy 

Management Program meetings addressing care of patients in the target population. 
X. PO/LHD shall ensure awareness of BH I/DD Tailored Plan members’ “in network” 

status with providers when organizing referrals. 
Y. PO/LHD shall ensure understanding of the BH I/DD Tailored Plan’s prior 

authorization processes relevant to referrals. 
Z. PO/LHD shall work with the BH I/DD Tailored Plan to ensure program goals are 

met. 
AA. PO/LHD shall review, and monitor BH I/DD Tailored Plan reports created for the 

Pregnancy Management Program and Care Management for High-Risk Pregnancy 
services to identify individuals at greatest risk. 

BB. PO/LHD shall communicate with the BH I/DD Tailored Plan regarding challenges 
with cooperation and collaboration with Pregnancy Management Program and non-

Pregnancy Management Program prenatal care providers. 
CC. PO/LHD shall participate in pregnancy care management and other relevant 

meetings hosted by the BH I/DD Tailored Plan. 
DD. PO/LHD shall ensure that pregnancy care managers and their supervisors attend 

pregnancy care management training offered by the BH I/DD Tailored Plan and/or 
the Department, including webinars, new hire orientation or other programmatic 
training. 

EE. PO/LHD shall ensure that pregnancy care managers and their supervisors attend 

continuing education sessions coordinated by the BH I/DD Tailored Plan and/or the 
Department. 
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FF. PO/LHD shall ensure that pregnancy care managers and their supervisors pursue 
ongoing continuing education opportunities to stay current in evidence-based care 
management of pregnancy and postpartum women at risk for poor birth outcomes. 

GG. PO/LHD shall ensure that pregnancy care managers and their supervisors utilize 
motivational interviewing and trauma-informed care techniques on an ongoing 
basis. 

HH. PO/LHD shall employ care managers meeting pregnancy care management 

competencies, defined as having at least one of the following qualifications: 
1. Registered nurses 
2. Social workers with a Bachelor’s degree in social work (BSW, BA in SW, 

or BS in SW) or Master’s degree in social work (MSW, MA in SW, or MS 

in SW) from a Council on Social Work Education-accredited social work 
degree program. 

3. Care managers for High-Risk Pregnancy hired prior to September 1, 2011, 
without a Bachelor’s or Master’s degree in social work may retain their 

existing position; however, this grandfathered status does not transfer to any 
other position. 

II. PO/LHD shall ensure that Community Health workers for Care Management for 
High-Risk Pregnancy services work under the supervision and direction of a trained 

care manager. 
JJ. PO/LHD shall include both registered nurses and social workers on their team to 

best meet the needs of the target population with medical and  psychosocial risk 
factors. 

KK. If the PO/LHD has only a single care manager for High-Risk Pregnancy, the 
PO/LHD shall ensure access to individual(s) to provide needed resources, 
consultation, and guidance from the non-represented professional discipline. 

LL. PO/LHD shall engage care managers who operate with a high level of 

professionalism and possess an appropriate mix of skills needed to work effectively 
with a pregnant population at high risk for poor birth outcomes. This skill mix 
should reflect the capacity to address the needs of patients with both medically and 
socially complex conditions. 

MM. PO/LHD shall ensure that pregnancy care managers demonstrate: 
1. Proficiency with the technologies required to perform care management 

functions 
2. Motivational interviewing skills and knowledge of adult teaching and 

learning principles 
3. Ability to effectively communicate with families and providers 
4. Critical thinking skills, clinical judgment, and problem-solving abilities 

NN. PO/LHD shall provide qualified supervision and support for pregnancy care 

managers to ensure that all activities are designed to meet performance measures, 
with supervision to include: 
1. Provision of program updates to care managers 
2. Daily availability for case consultation and caseload oversight 

3. Regular meetings with direct service care management staff 
4. Utilization of reports to actively assess individual care manager 

performance 
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5. Compliance with all supervisory expectations delineated in the Care 
Management for High-Risk Pregnancy Program Manual 

OO. PO/LHD shall establish staffing arrangements to ensure continuous service 

delivery through appropriate management of staff vacancies and extended 
absences, including following BH I/DD Tailored Plan/Department guidance about 
communication with the BH I/DD Tailored Plan about any vacancies or extended 
staff absences and adhering to guidance about contingency planning to prevent 

interruptions in service delivery. 
1. Vacancies lasting longer than sixty (60) days shall be subject to additional 

oversight by the BH I/DD Tailored Plan. 
 

3.32. Care Management for At-Risk Children.  If the PO is a Local Health Department (LHD) 
carrying out care management for At-Risk Children: 
A. For Contract Year 1, PO/LHDs shall have the right of first refusal to conduct Care 

Management for At-Risk Children for BH I/DD Tailored Plan-eligible children 

ages zero (0) to five (5) who are already enrolled in Care Management for At-Risk 
Children at the time of BH I/DD Tailored Plan launch. Children enrolled in Care 
Management for At-Risk Children will not be eligible for Tailored Care 
Management while enrolled in Care Management for At-Risk Children because the 

two programs provide duplicative services.  After the launch of BH I/DD Tailored 
Plans, children covered by BH I/DD Tailored Plans who would otherwise have 
become eligible for Care Management for At-Risk Children will be enrolled into 
Tailored Care Management and not into Care Management for At-Risk Children. 

After Contract Year 1, Care Management for At-Risk Children shall be fully 
subsumed into the Tailored Care Management model. 

B. PO/LHD shall collaborate with out-of-county organizations providing Tailored 
Care Management—AMH+ practices, CMAs, and BH I/DD Tailored Plans—to 

facilitate cross-county partnerships to optimize care for patients who receive 
services from outside their resident county. 

C. PO/LHD shall identify or develop, if necessary, a list of community resources 
available to meet the specific needs of the population. 

D. PO/LHD shall utilize NCCARE360 to identify and connect members with 
additional community resources. 

E. PO/LHD shall involve families (or a legal guardian, when appropriate) in the 
decision-making process through a patient-centered, collaborative partnership 

approach to assist with improved self -care. 
F. PO/LHD shall foster self-management skill building when working with families 

of children. 
G. PO/LHD shall prioritize face-to-face family interactions (home visit, PCP office 

visit, hospital visit, community visit, etc.) over telephone interactions for children 
in active case status, when possible. 

H. PO/LHD shall review and monitor BH I/DD Tailored Plan reports created for Care 
Management for At- 

I. Risk Children, along with the information obtained from the family, to ensure the 
child is appropriately linked to preventive and primary care services and to identify 
individuals at risk. 
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J. PO/LHD shall use the information gained from the assessment to determine the 
need for services and the level of service to be provided. 

K. PO/LHD shall provide information and/or education to meet families’ needs and 

encourage self-management using materials that meet literacy standards. 
L. PO/LHD shall ensure children/families are well linked to the child’s PCP.  
M. PO/LHD shall provide care management services in accordance with program 

guidelines, including condition-specific pathways, utilizing those interventions that 

are most effective in engaging patients, meeting their needs and achieving Care 
Plan goals. 

N. PO/LHD shall identify and coordinate care with community agencies/resources to 
meet the specific needs of the child and use any locally developed resource list 

(including NCCARE360) to ensure families are well linked to resources to meet 
the identified need. 

O. PO/LHD shall provide care management services based upon the patient’s level of 
need as determined through ongoing assessment. 

P. PO/LHD shall collaborate with the member’s PCP to facilitate implementation of 
patient-centered plans and goals targeted to meet individual children’s needs.  

Q. PO/LHD shall ensure that changes in the care management level of care or in the 
need for patient support and follow-up and other relevant updates (especially during 

periods of transition) are communicated to the PCP and to the BH I/DD Tailored 
Plan. 

R. PO/LHD shall ensure awareness of BH I/DD Tailored Plan members’ “in network” 
status with providers when organizing referrals. 

S. PO/LHD shall ensure understanding of BH I/DD Tailored Plans’ prior 
authorization processes relevant to referrals. 

T. PO/LHD shall document all care management activities in the care management 
documentation system in a timely manner. 

U. PO/LHD shall ensure that the services provided by Care Management for At-Risk 
Children meet a specific need of the family and shall work collaboratively with the 
family and other service providers to ensure the services are provided as a 
coordinated effort that does not duplicate services. 

V. PO/LHD shall participate in Department or BH I/DD Tailored Plan-sponsored 
webinars, trainings and continuing education opportunities as provided. 

W. PO/LHD shall pursue ongoing continuing education opportunities to stay current 
in evidence-based care management of high-risk children. 

X. PO/LHD shall hire care managers who meet Care Management for At-Risk 
Children care coordination competencies and have at least one of the following 
qualifications: 
1. Registered nurses  

2. Social workers with a Bachelor’s degree in social work (BSW, BA in SW, 
or BS in SW) or Master’s degree in social work (MSW, MA in SW, or MS 
in SW) from a Council on Social Work Education-accredited social work 
degree program. 

(a) Non-degreed social workers cannot be the lead care manager 
providing Care Management for At-Risk Children even if they 
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qualify as social workers under the Office of State Personnel 
guidelines. 

Y. PO/LHD shall engage care managers who operate with a high level of 

professionalism and possess an appropriate mix of skills needed to work effectively 
with high-risk children. This skill mix must reflect the capacity to address the needs 
of patients with both medically and socially complex conditions. 

Z. PO/LHD shall ensure that Care Management for At-Risk Children care managers 

demonstrate: 
1. Proficiency with the technologies required to perform care management 

functions—particularly as pertains to claims data review and the care 
management documentation system 

2. Ability to effectively communicate with families and providers 
3. Critical thinking skills, clinical judgment, and problem-solving abilities 
4. Motivational interviewing skills, knowledge of trauma-informed care, and 

knowledge of adult teaching and learning principles 

AA. PO/LHD shall ensure that the team of Care Management for At-Risk Children care 
managers shall include both registered nurses and social workers to best meet the 
needs of the target population with medical and psychosocial risk factors.  

BB. If the PO/LHD has only a single Care Management for At-Risk Children care 

manager, the PO/LHD shall ensure access to individual(s) to provide needed 
resources, consultation, and guidance from the non-represented professional 
discipline. 

CC. PO/LHD shall maintain services during the event of an extended vacancy. 

DD. In the event of an extended vacancy, PO/LHD shall complete and submit a vacancy 
contingency plan that describes how an extended staffing vacancy will be covered 
and the plan for hiring if applicable. 

EE. PO/LHD shall establish staffing arrangements to ensure continuous service 

delivery through appropriate management of staff vacancies and extended 
absences, including following Department guidance regarding vacancies or 
extended staff absences and adhering to DHHS guidance about contingency 
planning to prevent interruptions in service delivery. Vacancies lasting longer than 

sixty (60) days will be subject to additional oversight. 
FF. PO/LHD shall ensure that community health workers and other unlicensed staff 

work under the supervision and direction of a trained Care Management for At-
Risk Children care manager. 

GG. PO/LHD shall provide qualified supervision and support for Care Management for 
At-Risk Children care managers to ensure that all activities are designed to meet 
performance measures, with supervision to include: 
 

1. Provision of program updates to care managers 
2. Daily availability for case consultation and caseload oversight 
3. Regular meetings with direct service care management staff 
4. Utilization of monthly and on-demand reports to actively assess individual 

care manager performance 
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HH. PO/LHD shall ensure that supervisors who carry a caseload also meet the Care 
Management for At-Risk Children care management competencies and staffing 
qualifications.  

 
3.33. Care Management by Advanced Medical Home Plus (AMH+) practices or Care 

Management Agencies (CMA).  If the PO is an AMH+, CMA, or a Clinically Integrated 
Network (CIN) with which the AMH+ or CMA has a contractual agreement, the  AMH+ 

and or CMA shall comply with the requirements outlined in Exhibit D. 
 

3.34. Downstream Contracts.  PO shall ensure that all the requirements set forth in this Contract 
shall be applicable and enforceable against any PO Plan Provider or Downstream Entity 

with whom the PO contracts or Downstream Entity to whom the PO delegates any of its 
obligations under this Contract (as authorized pursuant to the PO’s Contract with the Plan). 
If applicable, the PO shall ensure that all Downstream Entities with whom the PO contracts, 
furnish Covered Services to Plan Members consistent with requirements of applicable 

statutes, regulations, pronouncements of applicable regulatory agencies, Plan Provider 
Manual, Plan policy, the Plan’s contract with CMS and the North Carolina Contract.  
 

3.35. Provider Compliance with Plan Policies and Procedures.  PO agrees, and shall ensure 

that all PO Plan Providers and Downstream Entities with which the PO contracts agree, to 
comply with all applicable Plan policies and procedures as described herein and in the Plan 
Provider Manual, which may, from time to time, be modified or amended at the sole 
discretion of the Plan, which specifically include but are not limited to, policies governing 

notice of non-coverage, Utilization Review, quality management and improvement, the 
delivery of preventive health services and medical management activities, including 
applicable corrective actions plans for inappropriate utilization. 
 

3.36. Relationship with Plan Members.  PO is solely responsible for the treatment of Plan 
Members and maintenance of its relationship with such Plan Members.  PO agrees that, 
consistent with generally accepted principles of professional medical practice and in 
consultation with the Plan Member, all clinical decisions regarding medical treatment to 

be provided to the Plan Member, including the provision of durable medical equipment 
and hospital lengths of stay, are the responsibility of PO.  Plan is entitled to deny payment 
for PO’s services to a Plan Member which it determines are not Covered Services, are not 
Medically Necessary or which are not otherwise provided in accordance with Plan policies 

and procedures.  Such a denial does not absolve PO of its professional responsibility to 
provide appropriate care to the Plan Member. 
 

3.37. Notice of Discharge from High Level Clinical Setting.  PO shall notify Plan when a 

Member in a high-level clinical setting is being discharged, pursuant to Plan policies and 
procedures described in the Plan Provider Manual. 
 

3.38. Provider Acting within Lawful Scope of Practice.  Nothing in this Contract shall be 

construed to prohibit PO or PO Plan Provider acting within the lawful scope of practice 
from advising or advocating on behalf of a Member. 
 



 

21 
 

3.39. Representation and Warranty.  PO represents and warrants that he, she, or it is not 
excluded from participation in federal health care programs under either section 1128 or 
1128A of the Social Security Act, in accordance with 42 C.F.R. § 438.610(b).   

 

3.40. Quality Improvement.  PO providing services paid for with Medicaid, State, and/or 
federal block grant funds shall cooperate with the Plan’s Quality Improvement (QI) 
activities to improve the quality of care and services and member experience. Cooperation 

includes but is not limited to collection and evaluation of data and participating in the 
Plan’s QI Programs. 
 
 

 
ARTICLE IV 

PLAN OBLIGATIONS 
 

4.1. Notification of PO Termination.  Plan shall notify Members of: (a) the termination of this 
Contract, pursuant to Article VII of this Contract; or (b) suspension or exclusion of PO or 
PO Plan Provider, prior to the effective date of termination or suspension or exclusion.  PO 
is responsible for providing timely and relevant information to and otherwise assisting Plan 

in making such notifications. 
 

4.2. Data to the Provider.  Plan acknowledges its obligations, pursuant to North Carolina Plan 
Contract requirements, to provide data and information to PO, including: (a) performance 

feedback reports or information to PO, if compensation is related to efficiency criteria; and 
(b) information on benefit exclusions; administrative and utilization management 
requirements; credential verification programs; quality assessment programs; and provider 
sanction policies. 

 

4.3. Policies and Procedures. Plan shall provide a copy of its policies and procedures annually 
to PO in any form suitable to Plan, including by posting the policies and procedures on the 
Plan’s Website, in accordance with N.C. Gen. Stat. § 58-50-285. 

 

4.4. Plan Changes to Policies and Procedures.  Plan shall notify PO of modifications in 
payments, Covered Services or Plan policies and procedures, including those policies and 
procedures associated with utilization review, quality management and improvement, 

credentialing verification and preventive health services, if such policies and procedures 
have a substantial impact on the rights or responsibilities of PO. The notice shall state the 
effective date of the modifications.  The notice shall be provided sixty (60) days before the 
effective date of such modification. 

 
4.5. Plan Insurance.  Plan agrees to carry comprehensive general liability insurance with limits 

of not less than one million dollars ($1,000,000) per occurrence and three million dollars 
($3,000,000) annual aggregate. 

 

4.6. Disclosure of Fee Schedule.  Pursuant to N.C. Gen. Stat. § 48-3-227(h), PO represents 
that PO has made available its schedule of fees associated with the top thirty (30) services 
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or procedures most billed by that class of provider to which PO belongs.  Plan agrees that, 
upon the request of PO, Plan shall also make available the full schedule of fees for services 
or procedures billed by that class of provider or for each class of provider, if applicable; 

provided, however, that if PO requests fees for more than thirty (30) services and 
procedures, Plan may require PO to specify the additional requested services and 
procedures and may limit PO’s access to the additional schedule of fees to those associated 
with services and procedures performed by or reasonably expected to be performed by PO. 

 

 

 

 

ARTICLE V 

CLAIMS AND PAYMENT 

 

5.1. Submission of Claims.  PO acknowledges that it may not submit claim or encounter data 

for Covered Services directly to NC DHHS. 
 

5.2. Provider Preventable Conditions.  PO hereby acknowledges its obligations to comply 
with 42 C.F.R. § 438.3(g) relating to provider preventable conditions, as defined therein.  

PO agrees to: (a) identify provider preventable conditions as a condition of payment; and 
(b) report all identified provider preventable conditions to Plan in accordance with Plan 
Provider Manual and applicable NC DHHS requirements. 
 

5.3. Prompt Claim Payments Under Health Benefit Plans.  PO shall submit all claims to 
Plan for processing and payments within one-hundred-eighty (180) calendar days from the 
date of Covered Service or discharge (whichever is later).  However, PO’s failure to submit 
a claim within this time will not invalidate or reduce any claim if it was not reasonably 

possible for the PO to submit the claim within that time. In such case, the claim should be 
submitted as soon as reasonably possible, and in no event, later than one (1) year from the 
time submittal of the claim is otherwise required. 
 

A. For Medical Claims (including BH): 
 
1. Plan shall within eighteen (18) calendar days of receiving a Medical Claim 

notify PO whether the claim is clean or pend the claim and request from PO 

all additional information needed to process the claim. 
 

2. Plan shall pay or deny a clean medical claim at lesser of thirty (30) calendar 
days of receipt of the claim or the first scheduled provider reimbursement 

cycle following adjudication. 
 

3. A medical pended claim shall be paid or denied within thirty (30) calendar 
days of receipt of the requested additional information. 

 
B. For Pharmacy Claims: 
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1. Plan shall within fourteen (14) calendar days of receiving a pharmacy claim 
pay or deny a clean pharmacy claim or notify the provider that more 
information is needed to process the claim. 

 
2. A pharmacy pended claim shall be paid or denied within fourteen (14) 

calendar days of receipt of the requested additional information. 
 

C. If the requested additional information on a medical or pharmacy pended claim is 
not submitted within ninety (90) days of the notice requesting the required 
additional information, Plan shall deny the claim per § 58-3-225 (d). 
 

1. Plan shall reprocess medical, and pharmacy claims in a timely and accurate 
manner as described in this provision (including interest and penalties if 
applicable). 
 

D. If Plan fails to pay a clean claim in full pursuant to this provision, Plan shall pay 
PO interest and liquidated damages. Late Payments will bear interest at the annual 
rate of eighteen (18) percent beginning on the date following the day on which the 
claim should have been paid or was underpaid. 

 
E. Failure to pay a clean claim within thirty (30) days of receipt will result in Plan 

paying PO liquid damages equal to one (1) percent of the total amount of the claim 
per day beginning on the date following the day on which the claim should have 

been paid or was underpaid. 
 

F. Plan shall pay the interest and liquidated damages from subsections (iv) and (v) as 
provided in that subsection, and shall not require PO to request the interest or the 

penalty. 
 

5.4. Correction of Overpayment and Underpayment.   
 

A. Correction of Overpayment.  PO shall use reasonable due diligence to identify 
any overpayment and report and repay same to Plan in accordance with applicable 
law.  Pursuant to N.C. Gen. Stat. § 58-3-225(h), Plan may seek overpayment 
recovery by written demand or offset future payments upon no less than thirty (30) 

days’ prior written notice, whereby such notice shall include adequate specific 
information to identify the specific claim and the specific reason for recovery.  Any 
such recoveries may also include related interest payments that were made under 
the requirements of N.C. Gen. Stat. § 58-3-225.  Plan shall make such recovery of 

overpayments or offsetting of future payments within two (2) years after the date 
of the original claim payment unless Plan has reasonable belief of fraud or other 
intentional misconduct by PO receiving payment for the same service from a 
government payor.  

 
B. Correction of Underpayment.  Pursuant to N.C. Gen. Stat. § 58-3-225(h), PO may 

recover underpayments or nonpayment by the insurer by making demands for 
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refunds.  Any such recoveries by PO of underpayments or nonpayment by Plan may 
include applicable interest under N.C. Gen. Stat. § 58-3-225. The recovery of 
underpayments or nonpayment shall be made within the two years after the date of 

the original claim adjudication, unless the claim involves a PO receiving payment 
for the same service from a government payor. 

 

5.5. Reimbursement.  

 
A. All payments as described herein are in effect from the effective date of this 

Contract and automatically continue unless changed by written agreement of the 
parties.  Nothing in this agreement shall be interpreted to allow for an automatic 

increase in rates. 
 
B. Plan shall reimburse PO, and PO agrees to accept, as payment in full (exclusive of 

specified Cost Share) for all services rendered under th is Contract the lesser of 

charges or the amounts set forth according to the payment mechanism outlined in 
this Contract, Exhibit B (“Compensation”), Exhibit E (“Financial Compensation”), 
Exhibit F (“Non Unit Cost Reimbursement”), and Exhibit G (“Fee For Service With 
Monthly or Quarterly Settlement”), as applicable. Should Plan approved dollars for 

inpatient and/or outpatient services exceed PO’s billed charges, PO agrees to 
reimburse the Plan the difference between the actual payments and 100% of the 
PO’s billed charges, with related interest (if applicable), in accordance with Section 
5.4 of this Contract.   

 
C. PO agrees to send 837 HIPAA compliant transactions and to receive 835 

Remittances or to participate in the BH I/DD Tailored Plan’s web -based billing 
process as applicable. 

 
D. PO agrees to comply with Plan’s billing policy, which shall comply with the 

requirements of G.S. 58-3-227(a)(5), and which shall be incorporated herein by 
reference and may be updated by Plan from time to time.   

 
ARTICLE VI 

MISCELLANEOUS 
 

6.1. Pharmacy Benefits.  Pursuant to N.C. Gen. Stat. § 58-51-37, the following provisions 
shall apply, where applicable: 
 
A. A pharmacy, by or through a pharmacist acting on its behalf as its employee, agent, 

or owner, may not waive, discount, rebate, or distort a copayment of any insurer, 
policy, or plan, or a beneficiary's coinsurance portion of a prescription drug 
coverage or reimbursement and if a pharmacy, by or through a pharmacist's acting 
on its behalf as its employee, agent or owner, provides a pharmacy service to an 

enrollee of a health benefit plan that meets the terms and requirements of the insurer 
under a health benefit plan, the pharmacy shall provide its pharmacy services to all 
enrollees of that health benefit plan on the same terms and requirements of the 
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insurer. A violation of this subsection shall be a violation of the Pharmacy Practice 
Act subjecting the pharmacist as a licensee to disciplinary authority of the North 
Carolina Board of Pharmacy pursuant to G.S. 90-85.38. 

 
B. At least 60 days before the effective date of any health benefit plan providing 

reimbursement to North Carolina residents for prescription drugs, which restricts 
pharmacy participation, the entity providing the health benefit plan shall notify, in 

writing, all pharmacies within the geographical coverage area of the health benefit 
plan and offer to the pharmacies the opportunity to participate in the health benefit 
plan. All pharmacies in the geographical coverage area of the plan shall be eligible 
to participate under identical reimbursement terms for providing pharmacy 

services, including prescription drugs. The entity providing the health benefit plan 
shall, through reasonable means, on a timely basis, and on regular intervals to 
effectuate the purposes of this section, inform the beneficiaries of the plan of the 
names and locations of pharmacies that are participating in the plan as providers of 

pharmacy services and prescription drugs. Additionally, participating pharmacies 
shall be entitled to announce their participation to their customers through a means 
acceptable to the pharmacy and the entity providing the health benefit p lans. The 
pharmacy notification provisions of this section shall not apply when an individual 

or group is enrolled, but when the plan enters a particular county of the State.  
 

6.2. Provider Grievances and Appeals.   
 

6.3. PO must bring any claim or dispute relating to this Contract in accordance with Plan’s 
Provider Grievances and Appeals policies, as provided under the Plan Provider Manual.  
Pursuant to the North Carolina Contract, PO acknowledges that it must exhaust all such 
review and appeal rights under the Plan Provider Manual before it may seek any other legal 

or administrative remedy under state or federal law. 
 

6.4. Dispute Resolution. 

 

A. Notwithstanding anything to the contrary, all claims and disputes between Plan and 
PO in connection with this Contract must be submitted to binding arbitration no 
later than [one (1) year] after the incidents that gave rise to the claims and disputes, 
in accordance with Plan’s dispute resolution policies and procedures under the Plan 

Provider Manual. 
 
6.5 Compliance with Applicable Laws.   

PO agrees to comply with: (a) all applicable federal and state laws and regulations, 

including NC DHHS and HHS guidance and instructions; (b) all applicable state 
and federal privacy and security requirements, including the Standards for Privacy 
of Individually Identifiable Health Information, the Standards for Electronic 
Transactions, the Security and Electronic Signature Standard, and the National 

Standard Health Care Provider Identifier and Employer Identifier and any other 
such rules promulgated under HIPAA; and (c) all applicable laws, regulations and 
guidance designed to prevent fraud, waste or abuse of federal funds, including the 
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False Claims Act (31 U.S.C. 3729 et seq.), the Anti-Kickback Statute (Social 
Security Act § 1128B(b)). 

 

 
ARTICLE VII 

TERM AND TERMINATION 
 

7.1. Term.  This Contract shall be effective on December 1, 2022 and shall automatically 
renew for successive one-year periods until terminated in accordance with the termination 
provisions outlined in this Contract; provided, however that the Contract term shall not 
exceed the term of Plan capitated contract with NC DHHS. 

 

7.2. Termination for Cause.  This Contract may be terminated by either party for cause upon 
thirty (30) days’ prior written notice to the other party.  “Cause” shall mean any mate rial 
breach of this Contract, provided that such termination shall not be effective if the breach 

is cured within such thirty (30) day period. 
 

7.3. Immediate Termination.  Notwithstanding any provision contained in this Contract to the 
contrary, upon the occurrence of any of the following events, Plan shall have the option to 

terminate this Contract upon ten days’ prior written notice in the event of: (a) an act of 
bankruptcy by PO within the meaning of the federal bankruptcy laws, or bankruptcy, 
receivership, insolvency, reorganization, liquidation, or other similar proceedings shall be 
instituted by or against PO, or the dissolution of PO, whether voluntary or involuntary; 

provided, however, that in the event of involuntary bankruptcy or involuntary dissolution, 
PO shall have the right to cure in accordance with Section 7.2 of this contract; (b) the loss 
of license or accreditation by PO; (c) the sale, exchange or other disposition of a majority 
of all of the property and/or assets of PO, the merger or consolidation of PO with any other 

corporation, or the sale of stock or transfer of membership in PO in an amount that 
constitutes 51% or more of the voting rights of the stockholders or members of PO; (d) 
exclusion by the federal or any state government from participation in the Medicare or 
Medicaid programs or other government health care program; or (e) a confirmed finding 

of fraud, waste or abuse by NC DHHS or the North Carolina Department of Justice 
Medicaid Investigations Division. 
 

7.4. Termination Without Cause.  Neither party has the right to terminate this Contract 

without cause.  Notwithstanding the foregoing, either party may, at the end of the 
Contract’s term, permit this Contract to expire by providing the other party with not less 
than ninety (90) days prior notice.  If this Contract has already renewed, it shall expire at 
the end of the extended term. 

 

7.5. Continuity of Care.  If applicable to PO or a PO Plan Provider, based on the type of health 
care services provided, the following continuity of care procedures shall be followed: 
 

7.6. After termination of this Contract for reasons other than quality-related reasons or 
for fraud, if PO or PO Plan Provider is a Primary Care Provider, at a Member’s 
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option, PO shall continue to provide Covered Services to Member for thirty (30) 
days.  
 

7.7. After termination of this Contract, inpatient care shall be continued until the 
Member is ready for discharge in accordance with the requirements of this Contract. 

 
7.8. After termination of this Contract for reasons other than quality-related reasons or 

for fraud, if PO or PO Plan Provider furnishes obstetrical care, at a Member’s 
option, PO or PO Plan Provider shall continue to provide obstetrical care to 
Members in their second or third trimester of pregnancy, for the period up to and 
including the Member’s first postpartum visit.  

 
7.9. After termination of the Agreement for reasons other than quality-related reasons 

or for fraud, at Member’s option, PO or PO Plan Provider shall continue to provide 
Covered Services to Members who are terminally ill, until the Member’s death.  

 
7.10. During the time such continuation of care is being provided as set forth herein, PO 

or PO Plan Provider shall continue to render Covered Services and shall adhere to 
the Plan Provider Manual, including procedures regarding referrals, obtaining prior 

authorization and providing services pursuant to a treatment plan, and quality 
assurance standards.  PO or PO Plan Provider shall furnish Plan with necessary 
medical information related to the care provided. Plan shall continue to reimburse 
PO or PO Plan Provider for such continuation services in accordance with the terms 

of this Contract. 
 

7.11. Notices.   

 

A. Means for Sending Notice.  Pursuant to N.C. Gen. Stat. § 58-50-275, all notices 
provided by either PO or Plan under this Contract shall be one or more of the 
following, calculated as: (a) five business days following the date the notice is 
placed, first-class postage prepaid, in the United States mail; (b) on the day the 

notice is hand-delivered; (c) for certified or registered mail, the date on the return 
receipt; or (d) for commercial courier service, the date of delivery.  Plan may also 
deliver notice by publication in the Plan’s electronically distributed provider 
newsletter or otherwise posted on its website, unless notice pertains to any proposed 

Amendments, in the event of which, Plan shall submit notice by the aforementioned 
means in this Section 7.6. 
 

B. If sent to Plan, to: 

ATTN: Sarah Stroud, CEO 
PO Box 369 
Beulaville, N.C. 28518-0369 
800-513-4002 

sstroud@eastpointe.net  
 

  

mailto:sstroud@eastpointe.net
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C. If sent to PO, to: 

«Contract_Signatory» 
«Address_1» 

«City», «State» «Zip» 
«Contract_Signatory_email» 
 

7.12. Amendments.  Pursuant to N.C. Gen. Stat. § 58-50-280, Plan shall send any proposed 

Contract Amendment to the PO’s notice contact provided in Section 7.6(C) and pursuant 
to N.C. Gen. Stat. § 58-50-275.  In such notice of proposed Amendment, Plan or its 
designee shall: (a) label the proposed amendment as “Amendment”; (b) sign the proposed 
Amendment; and (c) include an effective date for the proposed Amendment.  The proposed 

Amendment shall be effective within 60 days from the date of receipt of the notice of 
proposed Amendment unless PO objects to the proposed Amendment in writing prior to 
the termination of such 60-day period.  If the PO objects to the proposed Amendment 
within the relevant period, then the proposed Amendment will not take effect and Plan may 

elect to terminate the Contract upon 60 days’ written notice to PO, in accordance with N.C. 
Gen. Stat. § 58-50-280(c).  
 

ARTICLE VIII 

GENERAL PROVISIONS 

 

8.1. Entire Agreement.  This Contract, including any exhibits and appendices attached hereto, 
represents the entire agreement of the parties, and supersedes all prior negotiations, 

communications and understandings between the parties whether oral or written.  
 

8.2. Assignment.  PO acknowledges that its duties and obligations under the Contract shall not 
be assigned, delegated or transferred without the prior written consent of Plan.  Plan shall 

notify PO, in writing, of any duties or obligations that are to be delegated or transferred 
before the delegation or transfer. 
 

8.3. Survival.  Any provision of this Contract, including any exhibits and appendices attached 

hereto, that requires or reasonably contemplates the performance or existence of 
obligations by a party after expiration or termination of this Contract shall survive such 
expiration or termination regardless of the reason for expiration or termination. Should the 
Plan become insolvent, PO shall cooperate in the transition of administrative duties and 

records and ensure the continuation of care when inpatient care is on-going in accordance 
with the requirements of this Contract and the State Contract. 
 

8.4. Governing Law/Venue.  This Contract shall be governed by and construed and enforced 

in accordance with the laws of the state of North Carolina, except where federal law 
applies, without regard to principles of conflict of laws which would apply to the laws of 
another state, and the venue for all disputes shall be the state of North Carolina. 
 

8.5. Independent Contractor.  The relationship between Plan and PO is that of independent 
contractor, and neither shall be considered an agent or representative of the other fo r any 
purpose and neither party will have the right to make any representations concerning the 
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duties, obligations, or services of the other except as consistent with the express terms of 
this Contract or as otherwise authorized in writing by the party about which such 
representation is asserted. 

 
8.6. Modification.  Except as otherwise specified herein, this Contract may not be modified or 

amended except by mutual consent in writing by the duly authorized representatives of 
Plan and PO.   

 
8.7. Severability.  In the event a provision of this Contract is determined to be invalid, illegal 

or unenforceable, the remaining provisions shall nevertheless be binding upon the 
respective parties hereto with the same effect as though the invalid, illegal or unenforceable 

provision was deleted so long as the essential terms of this Contract contemplated herein 
remain enforceable; and this Contract will be construed so as to affect the original intent 
of the parties as closely as possible.  

 

8.8. Waiver.  Failure to insist upon strict compliance with any of the terms, covenants, or 
conditions of this Contract at any one time by a party shall not be deemed a waiver by such 
party of such term, covenant, or condition at any other time nor shall any waiver or 
relinquishment of any right or power herein at any time be deemed a waiver or 

relinquishment of the same or any other right or power at any other time. 
 
8.9. Waiver of Breach.  Waiver of breach of any provision of this Contract shall not be deemed 

a waiver of any other breach of the same or a different provision. 

 

8.10. Counterparts.  This Contract may be executed in any number of counterparts, and when 
so executed and delivered by each party shall have the same force and effect as though all 
signatures appeared on the document. 

 

8.11. Exhibits.  The following Exhibits are incorporated into and made a part of this Contract: 
 

A. Exhibit A – Provider Specific Requirements/Covered Services/Locations  

B. Exhibit B – Compensation 

C. Exhibit C—Addendum for Indian Health Care Providers 

D. Exhibit D—Addendum for AMH+ Practices or CMAs 

E. Exhibit E – Financial Assistance 

F. Exhibit F -  Non Unit Cost Reimbursement 

G. Exhibit G - Fee For Services With Monthly Or Quarterly Settlement 

 

 

 

 

 

[SIGNATURE PAGE FOLLOWS]
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Intending to be legally bound, the undersigned parties have executed this Contract. 
 
 

 
 

EASTPOINTE HUMAN SERVICES 

Sarah Stroud  

Chief Executive Officer 

Signature:        

Date:         

 
«Facility_Name» 

«Contract_Signatory» 

Signature:         

Title:        

Medicaid Provider #:      

Provider NPI #:      

Date:        

 
 

Per G.S. 159-28, this instrument has been pre-audited in the manner required by the Local 

Government Budget and Fiscal Control Act. 

EASTPOINTE HUMAN SERVICES 

 
By:      
            
Title: CHIEF OF BUSINESS OPERATIONS 

 
Date:    



 

 

☐  EXHIBIT A 

 

PROVIDER SPECIFIC REQUIREMENTS/COVERED SERVICES/LOCATIONS 

 

Locations and Services 

(PROVIDER ID: «MSO») 

PROVIDER:  «Facility_Name» 

Tax ID Number:  «FID_» 

The inclusion of a service on this table does not guarantee that a service is covered for a particular 

recipient; please refer to the Clinical Coverage Policies on the DHB web site, and to Eastpointe 

Medicaid Benefit Plan on the Eastpointe web site.  Further, though a service may be included in this 

list, it is the responsibility of the provider to ensure that it only provides and submits claims for 

services where the provider has met all requirements, including credentialing.  

NPI # Type / Specialty Service Location 

Services Hours of 

Service 
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☐  EXHIBIT B 

 

COMPENSATION 

 

 
Service 

Code 
Mod1 Mod2 

Service 

Description 
Funding Specialty 

Spec 

Name 

Rate 

Unit 

Unit 

Rate 

Effective 

Date 

End 

Date 
Limitation Notes 

   

 

Medicaid     12/1/2022   

For current rates, 
please refer to the 

Medicaid Fee 

Schedules on the 

Eastpointe Web site. 

 

COVID-19 Billing 

Codes per contracted 

services, guidelines 

set forth by the 

Department of Health 

and Human Services 

(DHHS), and 

Eastpointe guidance 
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☐  EXHIBIT C 

 

Addendum for Indian Health Care Providers 

 

 

1. Purpose of Addendum; Supersession. 

 

The purpose of this BH I/DD Tailored Plan Addendum for Indian Health Care Providers (IHCPs) 
is to apply special terms and conditions necessitated by federal law and regulations to the 
network IHCPs agreement by and between Eastpointe Human Services (herein "BH I/DD 

Tailored Plan”) and «Facility_Name» (herein "Indian Health Care Provider (IHCP)"). To the 
extent that any provision of the BH I/DD Tailored Plan’s network IHCP agreement or any other 
addendum thereto is inconsistent with any provision of this Addendum, the provisions of this 
Addendum shall supersede all such other provisions.  

 

2. Definitions. 

 

For purposes of this Addendum, the following terms and definitions shall apply: 

 
A.  “Indian” means any individual defined at 25 U.S.C. §§ 1603(13), 1603(28), or 1679(a), 

or who has been determined eligible as an Indian, under 42 C.F.R. § 136.12. This means 
the individual is a member of a federally recognized Indian tribe or resides in an urban 

center and meets one or more of the following criteria: 
i. Is a member of a tribe, band, or other organized group of Indians, including 

those tribes, bands, or groups terminated since 1940 and those recognized now 
or in the future by the state in which they reside, or who is a descendant, in the 

first or second degree of any such member; 
ii. Is an Eskimo or Aleut or another Alaska Native; 

iii. Is considered by the Secretary of the Interior to be an Indian for any purpose; 
iv. Is determined to be an Indian under regulations issued by the Secretary. 

v. The term “Indian” also includes an individual who is considered by the 
Secretary of the Interior to be an Indian for any purpose or is considered by 
the Secretary of Health and Human Services to be an Indian for purposes of 
eligibility for Indian health care services, including as a California Indian, 

Eskimo, Aleut, or other Alaska Native. 
 

B.  “Indian Health Care Provider (IHCP)” means a health care program operated by the 
Indian Health Service (IHS) or by an Indian Tribe, Tribal Organization, or Urban Indian 

Organization (otherwise known as an I/T/U) as those terms are defined in Section 4 of the 
Indian Health Care Improvement Act (25 U.S.C. 1603). 
 

C.  “Managed Care Plan” includes a Managed Care Organization (MCO), Prepaid 

Ambulatory Health Plan (PAHP), Prepaid Inpatient Health Plan (PIHP), Primary Care 
Case Management (PCCM) or Primary Case Managed Care Entity (PCCM entity) as 
those terms are used and defined in 42 C.F.R. 438.2, and any subcontractor or 
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instrumentality of such entities that is engaged in the operation of a Medicaid Managed 
Care contract. 
 

D.  “Indian Health Service or IHS” means the agency of that name within the U.S. 
Department of Health and Human Services established by the IHCIA Section 601, 25 
U.S.C. § 1661. 

 

E.  “Indian tribe” has the meaning given in the IHCIA Section 4(14), 25 U.S.C. § 
1603(14).).  
 

F.  “Tribal health program” has the meaning given in the IHCIA Section 4(25), 25 U.S.C. § 

1603(25).  
 

G.  “Tribal organization” has the meaning given in the IHCIA Section 4(26), 25 U.S.C. § 
1603(26).). h. “Urban Indian organization” has the meaning given in the IHCIA Section 

4(29), 25 U.S.C. § 1603(29).). 
 
3. Description of IHCP.  

 

The IHCP identified in Section 1 of this Addendum is (check the appropriate box):  

☐IHS.  

☐ An Indian tribe that operates a health program under a contract or compact to carry out 

programs, services, functions, and activities (or portions thereof) of the IHS pursuant 
to the ISDEAA, 25 U.S.C. §450 et seq.  

☐ A tribal organization that operates a health program under a contract or compact to 

carry out programs, services, functions, and activities (or portions thereof) of the IHS 
pursuant to the ISDEAA, 25 U.S.C.§ 450 et seq.  

☐ A tribe or tribal organization that operates a health program with f unding provided in 

whole or part pursuant to 25 U.S.C. § 47 (commonly known as the Buy Indian Act).  

☐ An urban Indian organization that operates a health program with funds in whole or 

part provided by IHS under a grant or contract awarded pursuant to Title V of the 

IHCIA.  
 
4. Cost Sharing Exemption for Indians; No Reduction in Payments.  

 

A. The BH I/DD Tailored Plan shall not impose any enrollment fee, premium, or similar 
charge, and no deduction, copayment, cost sharing, or similar charge shall be imposed 
against an Indian who is furnished an item or service directly by the Indian Health 
Service, an Indian Tribe, Tribal Organization or Urban Indian Organization or through 

referral under contract health services.  
 
B. Payments due to the Indian Health Service, an Indian Tribe, Tribal Organization, or Urban 

Indian Organization, or a health care IHCP through referral under contract health services 

for the furnishing of an item or service to an Indian who is eligible for assistance under the 
Medicaid program may not be reduced by the amount of any enrollment fee, premium, or 
similar charge, and no deduction, copayment, cost sharing, or similar charge. Section 
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1916(j) of the Social Security Act, and 42 C.F.R. 447.53 and §457.535. Section 1916(j) of 
the Social Security Act, and 42 C.F.R. 447.53 and §457.535.  

 

5. Member Option to Select the IHCP as Primary Health Care IHCP. The BH I/DD Tailored 
Plan shall allow any Indian otherwise eligible to receive services from an IHCP to choose the 
IHCP as the Indian's primary health care provider if the IHCP has the capacity to provide 
primary care services to such Indian, and any referral from such IHCP shall be deemed to 

satisfy any coordination of care or referral requirement of the BH I/DD Tailored Plan. Section 
1932(h)(1) of the Social Security Act, 42 C.F.R. § 438.14(b)(3) and 457.1209.  

 
6. Agreement to Pay IHCP. The BH I/DD Tailored Plan shall pay the IHCP for covered 

Medicaid Managed Care services in accordance with the requirements set out in Section 
1932(h) of the Social Security Act and 42 C.F.R. §§ 438.14 and 457.1209.  

 
7. Persons Eligible for Items and Services from IHCP.  

 
A. Nothing in this agreement shall be construed to in any way change, reduce, expand, or 

alter the eligibility requirements for services through the IHCP’s programs, as determined 
by federal law including the IHCIA, 25 U.S.C. § 1601, et seq. and/or 42 C.F.R. Part 136.  

B. No term or condition of the BH I/DD Tailored Plan’s network IHCP agreement or any 
addendum thereto shall be construed to require the IHCP to serve individuals who are 
ineligible for services from the IHCP. The BH I/DD Tailored Plan acknowledges that 
pursuant to 45 C.F.R. § 80.3(d), an individual shall not be deemed subjected to 

discrimination by reason of his/her exclusion from benefits limited by federal law to 
individuals eligible for services from the IHCP. IHCP acknowledges that the 
nondiscrimination provisions of federal law may apply.  

 

8. Applicability of Federal Laws not Generally Applicable to other Providers. Certain 
federal laws and regulations apply to IHCPs, but not other providers. IHCPs cannot be 
required to violate those laws and regulations as a result of serving BH I/DD Tailored Plan 
members. Applicable provisions may include, but are not limited to, those laws cited within 

this Addendum.  
 
9. Non-Taxable Entity.  To the extent the IHCP is a non-taxable entity, the IHCP shall not be 

required by a BH I/DD Tailored Plan to collect or remit any federal, state, or local tax.  

 
10. Insurance and Indemnification.  

 
A. Indian Health Service. The IHS shall not be required to obtain or maintain insurance 

(including professional liability insurance), provide indemnification, or guarantee that the 
managed Care Plan will be held harmless from liability. This is because the IHS is 
covered by the Federal Tort Claims Act (FTCA), which means that the United States 
consents to be sued in place of federal employees for any damages to property or for 

personal injury or death caused by the negligence or wrongful act or omission of federal 
employees acting within the scope of their employment. Nothing in the BH I/DD 
Tailored Plan network provider agreement (including any addendum) shall be interpreted 
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to authorize or obligate any IHS employee to perform any act outside the scope of his/her 
employment.  
 

B. Indian Tribes and Tribal Organizations. A provider which is an Indian tribe or a tribal 
organization operating under a contract or compact to carry out programs, services, 
functions, and activities (or portions thereof) of the IHS pursuant to the ISDEAA, 25 
U.S.C. § 450, or employee of a tribe or tribal organization (including contractors) shall 

not be required to obtain or maintain insurance (including professional liability 
insurance), provide indemnification, or guarantee that the BH I/DD Tailored Plan will be 
held harmless from liability. This is because Indian tribes and tribal organizations 
operating under a contract or compact to carry out programs, services, functions, and 

activities, (or programs thereof) of the IHS pursuant to the ISDEAA, 25 U.S.C. § 450, are 
covered by the FTCA, which means the United States consents to be sued in place of 
employees of a tribe or tribal organization (including contractors) for any damages to 
property or for personal injury or death caused by the negligence or wrongful act or 

omission of employees acting within the scope of their employment. Nothing in the BH 
I/DD Tailored Plan network provider agreement (including any addendum) shall be 
interpreted to authorize or obligate such provider, any employee of such provider, or any 
personal services contractor to perform any act outside the scope of his/her employment.  

 
C. Urban Indian Organizations. A provider which is an urban Indian organization shall not 

be required to obtain or maintain insurance (including professional liability insurance), 
provide indemnification, or guarantee that the BH I/DD Tailored Plan will be held 

harmless from liability to the extent the provider attests that it is covered by the FTCA. 
Nothing in the BH I/DD Tailored Plan network provider agreement or any addendum 
thereto shall be interpreted to authorize or obligate such provider or any employee of 
such provider to perform any act outside the scope of his/her employment.  

 
11. Licensure and Accreditation. Pursuant to 25 USC §§ 1621t and 1647a, the BH I/DD 

Tailored Plan shall not apply any requirement that any entity operated by the IHS, an Indian 
tribe, tribal organization or urban Indian organization be licensed or recognized under the 

State or local law where the entity is located to furnish health care services, if the entity 
attests that it meets all the applicable standards for such licensure or recognition. In addition, 
the BH I/DD Tailored Plan shall not require the licensure of a health professional employed 
by such an entity under the State or local law where the entity is located, if the professional is 

licensed in another State.  
 
12. Dispute Resolution. In the event of any dispute arising under the BH I/DD Tailored Plan’s 

network IHCP agreement or any addendum thereto, the parties agree to meet and confer in 

good faith to resolve any such disputes. Notwithstanding any provision in the BH I/DD 
Tailored Plan’s network agreement, the IHCP shall not be required to submit any disputes 
between the parties to binding arbitration.  

 

13. Governing Law. The BH I/DD Tailored Plan’s network IHCP agreement and all addenda 
thereto shall be governed and construed in accordance with federal law of the United States. 
In the event of a conflict between such agreement and all addenda thereto and federal law, 
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federal law shall prevail. Nothing in the BH I/DD Tailored Plan’s network IHCP agreement 
or any addendum thereto shall subject an Indian tribe, tribal organization, or urban Indian 
organization to state law to any greater extent than state law is already applicable.  

 
14. Medical Quality Assurance Requirements. To the extent the BH I/DD Tailored Plan 

imposes any medical quality assurance requirements on its network IHCPs, any such 
requirements applicable to the IHCP shall be subject to Section 805 of the IHCIA, 25 U.S.C. 

§ 1675.  
 
15. Claims Format. The BH I/DD Tailored Plan shall process claims from the IHCP in 

accordance with Section 206(h) of the IHCIA, 25 U.S.C. § 1621e(h), which does not permit 

an issuer to deny a claim submitted by a IHCP based on the format in which submitted if the 
format used complies with that required for submission of claims under Title XVIII of the 
Social Security Act or recognized under Section 1175 of such Act.  

 

16. Payment of Claims. The BH I/DD Tailored Plan shall pay claims from the IHCP in 
accordance Section 1932(h)(2) of the Act and 42 C.F.R. §§ 438.14(c)(2) and 457.1209 and 
shall pay at either the rate provided under the State plan in a Fee for-Service payment 
methodology, or the applicable encounter rate published annually in the Federal Register by 

the Indian Health Service, whichever is higher.  
 
17. Hours and Days of Service. The hours and days of service of the IHCP shall be established 

by the IHCP. The IHCP agrees that it will consider input from the BH I/DD Tailored Plan as 

to its hours and days of service. At the request of the BH I/DD Tailored Plan, such IHCP 
shall provide written notification of its hours and days of service.  

 
18. Coordination of Care/Referral Requirements. The Provider may make referrals to in-

network providers and such referrals shall be deemed to meet any coordination of care and 
referral obligations of the BH I/DD Tailored Plan. 

 
19. Sovereign Immunity. Nothing in the BH I/DD Tailored Plan’s network IHCP agreement or 

in any addendum thereto shall constitute a waiver of federal or tribal sovereign immunity. 20. 
Endorsement. IHS or IHCP names and positions may not be used to suggest official 
endorsement or preferential treatment of the BH I/DD Tailored Plan. 

 

APPROVALS  

 

For the BH I/DD Tailored Plan:  

EASTPOINTE HUMAN SERVICES 

SARAH STROUD, CEO 

Signature: ___________________ 

Date: ___________________ 

 

For the IHCP:  
«Facility_Name» 

«Contract_Signatory» 

Signature: ___________________ 

Date: ___________________ 
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☐  EXHIBIT D 

 

Addendum for AMH+ Practices or CMAs 

 

1. Staffing 
a. The AMH+ practice or CMA must assign each assigned member to a care manager 

who meets the qualifications specified in section “b.”   
i. The assigned care manager must not be related by blood or marriage or 

financially responsible for any of the members to whom they are assigned or 
have any legal power to make financial or health-related decisions for any of 

their assigned members. 
b. All Tailored Care Management supervising care managers, care managers, and care 

manager extenders must meet the following minimum qualification requirements: 
i. Care managers serving all members must have the following minimum 

qualifications: 
1. A bachelor’s degree in a field related to health, psychology, sociology, 

social work, nursing, or another relevant human services area, or 
licensure as a registered nurse (RN); and 

2. Two years of experience working directly with individuals with 
behavioral health conditions (if serving members with behavioral 
health needs) or with an intellectual/development disability (I/DD) or a 
traumatic brain injury (TBI) (if serving members with I/DD or TBI 

needs); and 
3. For care managers serving members with long term services and 

supports (LTSS) needs: two years of prior LTSS and/or home and 
community-based services (HCBS) coordination, care delivery 

monitoring, and care management experience, in addition to the 
requirements cited above. (This experience may be concurrent with the 
two years of experience working directly with individuals with 
behavioral health conditions, an I/DD, or a TBI, above.) 

ii. Supervising care managers serving members with behavioral health conditions 
must have the following minimum qualifications: 

1. A master’s-level fully Licensed Clinical Social Worker (LCSW), fully 
Licensed Clinical Mental Health Counselor (LCMHC), fully Licensed 

Psychological Associate (LPA), fully Licensed Marriage and Family 
Therapist (LMFT), or licensure as an RN; and 

2. Three years of experience providing care management, case 
management, or care coordination to the population being served. 

iii. Supervising care managers serving members with an I/DD or a TBI must have 
one of the following minimum qualifications: 

1. A bachelor’s degree in a field related to health, psychology, sociology, 
social work, nursing, or another relevant human services area and five 

years of experience providing care management, case management, or 
care coordination to complex individuals with I/DD or TBI; or 
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2. A master’s degree in a field related to health, psychology, sociology, 
social work (e.g., LCSW), nursing, or another relevant human services 
area, or licensure as an RN and three years of experience providing 

care management, case management, or care coordination to complex 
individuals with an I/DD or a TBI. 

iv. Care manager extenders must meet the following qualifications: 
1. Is at least 18 years of age; 

2. Has a high school diploma or equivalent; 
3. Is trained in Tailored Care Management; 
4. Is supervised by a care manager at an AMH+ practice or CMA; 
5. Meets one of the below requirements: 

a. Be a person with lived experience with an I/DD or a TBI with 
demonstrated knowledge of and direct personal experience 
navigating the North Carolina (NC) Medicaid delivery system; 
or 

b. Be a person with lived experience with a behavioral health 
condition who is a Certified Peer Support Specialist; or 

c. Be a parent or guardian of an individual with an I/DD or a TBI 
or a behavioral health condition who has at least two years of 

direct experience providing care for and navigating the 
Medicaid delivery system on behalf of that individual 
(parent/guardian cannot serve as an extender for their family 
member); or 

d. Has two years of paid experience performing care manager 
extender functions with at least one year of paid experience 
working directly with the Tailored Care Management-eligible 
population. 

v. If a member is dually diagnosed with a behavioral health condition and an 
I/DD or a TBI, the AMH+ practice or CMA must ensure that the supervising 
care manager is qualified to oversee the member’s care manager. 

vi. Each care manager must be supervised by a supervising care manager. One 

supervising care manager must not oversee more than eight (8) care managers. 
Supervisors must not carry a member caseload and must provide coverage for 
care manager vacation, sick leave, and staff turnovers. Supervisors must 
review all Tailored Care Management care plans and Individual Support Plans 

(ISPs) and provide guidance to care managers on how to meet members’ 
needs. 

vii. Care manager extenders must be supervised by a care manager and remain 
within the scope delineated in Guidance on the Use of Care Manager 

Extenders in Tailored Care Management.  
viii. Care managers should must supervise no more than two (2) FTE care manger 

extenders. 
ix. When an AMH+ practice or CMA relies on CIN or Other Partner-employed 

care managers to carry out Tailored Care Management, the AMH+ practice or 
CMA must demonstrate that care management is sufficiently integrated with 
the organization’s practice team, as described below: 
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1. The AMH+ practice or CMA must have managerial control of care 
management staff, defined as the opportunity, at a minimum, to: 

a. Approve the hiring and/or placement of a care manager or 

extender, and 
b. Require a replacement for any care manager or extender whose 

performance the AMH+ practice or CMA deems 
unsatisfactory. 

x. AMH+ practices and CMAs with arrangements with CINs or Other Partners 
must demonstrate strong clinical leadership at the CIN or Other Partner level 
that has deep experience in NC Medicaid or NC Health Choice and/or has 
supported similar efforts in other states. 

xi. All supervising care managers, care managers, and care manager extenders 
must participate and complete the Tailored Plan’s Tailored Care Management 
training curriculum. 

xii. Care managers and supervising care managers must also complete training on 

in-reach and transition services. 
c. The AMH+ practice or CMA must establish a multidisciplinary care team for each 

member.  
i. Depending on the member’s needs, the required members of a 

multidisciplinary care team must include the member, the member’s care 
manager, and the following individuals: 

1. Caretaker(s)/legal guardians; 
2. Supervising care manager; 

3. Care manager extenders (e.g., community navigators, community 
health workers, individuals with lived experience with an I/DD or a 
TBI, parents or guardians of an individual with an I/DD or a TBI or a 
behavioral health condition); 

4. Certified peer support specialist employed by the AMH+ practice, 
CMA, or CIN or Other Partner, as applicable; 

5. Primary care provider; 
6. Behavioral health provider(s); 

7. I/DD and/or TBI providers, as applicable; 
8. Other specialists; 
9. Nutritionists; 
10. Pharmacists and pharmacy techs; 

11. The member’s obstetrician/gynecologist (for pregnant women); 
12. In-reach and transition staff, as applicable; and 
13. Other providers and individuals, as determined by the care manager 

and member. 

ii. The AMH+ practice or CMA must establish a plan to activate relationships 
with primary care providers and other key interdisciplinary 
agencies/providers. 

iii. The AMH+ practice or CMA must have written policies and procedures to 

ensure that multidisciplinary care team formation and communication occur in 
a timely manner and that the care team is documented in the care plan and is 
regularly updated. The AMH+ practice or CMA must conduct regular case 



 

41 
 

conferences with members of the multidisciplinary care team, as appropriate 
based on member needs. 

d. AMH+ practices and CMAs must have access to clinical consultants in order to 

access expert support appropriate for the needs of the panel under Tailored Care 
Management. The AMH+ practice or CMA may employ or contract with consultants 
or do so through a CIN or Other Partner, and the consultant must be available by 
phone to staff within AMH+ practices and CMAs to advise on complex clinical issues 

on an ad hoc basis. The AMH+ practice or CMA must have access to at least the 
following experts: 

i. A general psychiatrist or child and adolescent psychiatrist; 
ii. A neuropsychologist or psychologist; and 

iii. For CMAs, a primary care physician (PCP) to the extent the member’s PCP is 
not available for consultation. 

2. Population Health and Quality Measurement 
a. AMH+ practices and CMAs must meet the following population health and health 

information technology (HIT) requirements: 
i. The AMH+ practice or CMA must have implemented an electronic health 

record (EHR) or a clinical system of record that is in use by the AMH+ 
practice’s or CMA’s providers that may electronically record, store, and 

transmit member clinical information. 
ii. The AMH+ practice or CMA must use a care management data system, 

whether or not integrated within the same system as the EHR (or clinical 
system of record), that can: 

1. Maintain up-to-date documentation of Tailored Care Management 
member lists and assignments of individual members to care 
managers; 

2. Electronically document and store the care management 

comprehensive assessment and re-assessment; 
3. Electronically document and store the care plan or ISP; 
4. Consume claims and encounter data; 
5. Provide access to – and electronically share, if requested – member 

records with the member’s care team to support coordinated care 
management, as well as the member, in accordance with federal, state, 
and Department privacy, security, and data-sharing requirements; 

6. Track referrals; 

7. Allow care managers to: 
a. Identify risk factors for individual members; 
b. Develop actionable care plans and ISPs; 
c. Monitor and quickly respond to changes in a member’s health 

status; 
d. Track a member’s referrals and provide alerts where care gaps 

occur; 
e. Monitor a member’s medication adherence; 

f. Transmit and share reports and summary of care records with 
care team members;  

g. Support data analytics and performance;  
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h. Transmit quality measures (where applicable); and 
8. Help schedule and prepare members (via, e.g., reminders and 

transportation) for appointments. 

iii. The AMH+ practice or CMA must be able to receive and use enrollment data 
from the Tailored Plan to empanel the population in Tailored Care 
Management. To support outreach, engagement, assessment, and care 
planning, the AMH+ practice or CMA (or CIN or Other Partner on its behalf) 

must be able to: 
1. Receive, in a machine-readable format specified by the Department, 

and maintain up-to-date records of acuity tiers by member, as 
determined by the Department and shared by the Tailored Plan; 

2. Receive, in a machine-readable format, and maintain up-to-date 
records of any other risk scoring completed and shared by the Tailored 
Plan; and 

3. Electronically reconcile the Tailored Care Management assignment 

lists received from the Tailored Plan with its list of members for whom 
it provides Tailored Care Management. 

iv. The AMH+ practice or CMA must access admission, discharge, transfer 
(ADT) data that correctly identifies when members are admitted, discharged, 

or transferred to or from an emergency department (ED) or a hospital in real 
time or near-real time. 

1. The AMH+ practice or CMA must implement a systematic, clinically 
appropriate process with designated staffing for responding to certain 

high-risk ADT alerts, including: 
a. Real-time (within minutes/hours) response to notifications of 

ED visits, for example by contacting the ED to arrange rapid 
follow-up; 

b. Same-day or next-day outreach for designated high-risk subsets 
of the population; and 

c. Additional outreach within several days after the alert to 
address outpatient needs or prevent future problems for other 

patients who have been discharged from a hospital or an ED 
(e.g., to assist with scheduling appropriate follow-up visits or 
medication reconciliations post-discharge). 

v. AMH+ practices and CMAs must: 

1. Use NCCARE360 as their community-based organization and social 
service agency resource repository to identify local community-based 
resources; 

2. Refer members to the community-based organizations and social 

service agencies available on NCCARE360; and 
3. Track closed-loop referrals. 

vi. AMH+ practices and CMAs must use the Department’s acuity tiers as the 
primary method for segmenting and managing their populations during the 

first two years of the Tailored Care Management model. 
1. Tailored Plans may establish their own risk stratification 

methodologies beyond acuity tiering; if they do so, they must share all 
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risk stratification results and methodologies used with AMH+ 
practices and CMAs. 

2. By the third year of the Tailored Care Management model, AMH+ 

practices and CMAs shall develop their own risk stratification 
approach, refining the data and risk stratification scores they receive 
from Tailored Plans to incorporate critical clinical, unmet health-
related resource, and other data to which they have access. 

Additionally, AMH+ practices and CMAs’ may use patient registries 
to track patients by condition type/cohort. 

vii. Annually, the AMH+ practice or CMA must evaluate the Tailored Care 
Management services it provides to ensure that the services are meeting the 

needs of empaneled members and refine the services as necessary. The AMH+ 
practice or CMA must use a combination of clinical data, care management 
encounter data, and quality scores to generate a set of internal targets and set 
annual goals for improvement. 

b. AMH+ practices and CMAs must meet the following quality measurement 
requirements: 

i. AMH+ practices and CMAs must gather, process, and share data with 
Tailored Plans for the purpose of quality measurement and reporting. 

3. Delivery of Tailored Care Management 
a. Communication: AMH+ practices and CMAs must develop policies for 

communicating and sharing information with members and their families and other 
caregivers with appropriate consideration for language, literacy, and cultural 

preferences, including sign language, closed captioning, and/or video capture. 
“Robocalls” or automated telephone calls that deliver recorded messages will not be 
an acceptable form of contacting members. 

b. Contact Requirements: AMH+ practices and CMAs must meet the following contact 

requirements: 
i. Contacts for members with behavioral health needs: 

1. High acuity: At least contacts per month, including at least one in-
person contact with the member. 

2. Moderate acuity: At least three contacts per month and at least one in-
person contact with the member quarterly (includes care management 
comprehensive assessment if it was conducted in-person). 

3. Low acuity: At least two contacts per month and at least two in-person 

contacts with the member per year, approximately six months apart 
(includes the care management comprehensive assessment if it was 
conducted in-person). 

ii. Contacts for members with an I/DD or a TBI: 

1. High acuity: At least three contacts per month, including two in-person 
contacts and one telephonic contact with the member. 

2. Moderate acuity: At least three contacts per month and at least one in-
person contact with the member quarterly. 

3. Low acuity: At least one telephonic contact per month and at least two 
in person contacts per year, approximately six months apart. 
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iii. For members with an I/DD or a TBI who have a guardian, telephonic contact 
may be with a guardian in lieu of the member, only where appropriate or 
necessary. In-person contact must involve the member. 

c. Care Management Comprehensive Assessment: The AMH+ practice or CMA must 
make a best effort attempt to complete the care management comprehensive 
assessment in person, in a location that meets the member’s needs. “Best effort” is 
defined as including at least three documented strategic follow-up attempts to contact 

the member if the first attempt is unsuccessful (e.g., going to the home or working 
with a known provider to meet the member at an appointment). 

i. During the first year of Tailored Plan operation, the AMH+ practice or CMA 
must undertake best efforts to complete the care management comprehensive 

assessment within the following timeframes: 
1. Members identified as high acuity: Best efforts to complete it within 

forty-five (45) calendar days of assignment to Tailored Care 
Management and no longer than sixty (60) Calendar Days after 

assignment to Tailored Care Management.   
2. Members identified as moderate/low acuity: Members identified as 

medium/low acuity: Within ninety (90) Calendar Days of assignment 
to Tailored Care Management.  

ii. During the second and subsequent years of Tailored Plan operation, the 
AMH+ practice or CMA shall undertake best efforts to complete the care 
management comprehensive assessment within 60 days of assignment to 
Tailored Care Management. 

iii. The care management comprehensive assessment must include, at a 
minimum, the following domains: 

1. Immediate care needs; 
2. Current services and providers across all health needs; 

3. Functional needs, accessibility needs, strengths, and goals; 
4. Other state or local services currently used; 
5. Physical health conditions, including dental conditions; 
6. Current and past mental health and substance use status and/or 

disorders, including tobacco use disorders; 
7. Physical, intellectual, or developmental disabilities; 
8. Detailed medication history – a list of all medicines, including over-

the-counter medication and medication that has been prescribed, 

dispensed, or administered – and known allergies; 
9. Advance directives, including psychiatric advance directives; 
10. Available informal, caregiver, or social supports; 
11. Standardized unmet health-related resource need questions (to be 

provided by the Department) covering four priority domains: 
a. Housing instability; 
b. Transportation insecurity; 
c. Food insecurity; and 

d. Interpersonal violence/toxic stress; 
12. Any other ongoing conditions that require a course of treatment or 

regular care monitoring; 
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13. For adults only, exposure to adverse childhood experiences (ACEs) or 
other trauma; 

14. Risks to the health, well-being, and safety of the member and others 

(including sexual activity and potential abuse/exploitation, or exposure 
to second hand smoke/aerosols and other substances); 

15. Cultural considerations (ethnicity, religion, language, reading level, 
health literacy, etc.); 

16. Employment/community involvement; 
17. Education (including individualized education plan and lifelong 

learning activities); 
18. Justice system involvement (adults) or juvenile justice involvement 

and/or expulsions or exclusions from school (children and 
adolescents);  

19. Risk factors that indicate an imminent need for LTSS; 
20. The caregiver’s strengths and needs; 

21. Upcoming life transitions (changing schools, changing employment, 
moving, etc.); 

22. Self-management and planning skills; 
23. Receipt of and eligibility for entitlement benefits;  

24. For members with an I/DD or a TBI: 
a. Financial resources and money management; 
b. Alternative guardianship arrangements, as appropriate; 

25. For children ages zero up to three, incorporate questions related to 

Early Intervention (EI) services for children, including: 
a. Whether the child is receiving EI services; 
b. The child’s current EI services; 
c. Frequency of EI services provided; 

d. Which local Children’s Developmental Service Agency 
(CDSA) or subcontracted agency is providing the services; and 

e. Contact information for the CDSA service coordinator; and 
26. For children ages three up to 21 with a mental health disorder and/or 

substance use disorder (SUD), including members with a dual I/DD 
and mental health diagnosis, incorporate a strengths assessment 
process that promotes the identification of the functional strengths of 
each youth, family, and community. 

iv. The AMH+ practice or CMA must attempt a care management comprehensive 
assessment for members already engaged in care management: 

1. At least annually; 
2. When the member’s circumstances, needs, or health status changes 

significantly; 
3. After significant changes in scores on State-approved level-of-care 

determination and screening tools (e.g., Level of Care Utilization 
System (LOCUS) and Child and Adolescent LOCUS (CALOCUS), 

American Society of Addiction Medicine (ASAM), Child and 
Adolescent Needs and Strengths (CANS), SIS); 

4. At the member’s request; or 



 

46 
 

5. After “triggering events”, defined as follows: 
a. Inpatient hospitalization for any reason; 
b. Two emergency department visits since the last care 

management comprehensive assessment (including 
reassessment); 

c. An involuntary treatment episode; 
d. Use of behavioral health crisis services; 

e. Arrest or other involvement with law enforcement/the criminal 
justice system, including the Division of Juvenile Justice; 

f. Becoming pregnant and/or giving birth; 
g. A change in member circumstances that requires an increased 

need for care, a decreased need for care, transition into or out 
of an institution, or loss of a family/friend caretaker, or any 
other circumstance the plan deems to be a change in 
circumstance; 

h. Loss of housing; and 
i. Foster care involvement. 

v. The AMH+ practice or CMA must ensure that the results of the care 
management comprehensive assessment are made available to the member’s 

primary care, behavioral health, I/DD, TBI, and LTSS providers and the 
Tailored Plan within 14 days of completion to inform care planning and 
treatment planning, with the member’s consent (to the extent required by law). 

d. Care Plan and ISP: The AMH+ practice or CMA must develop a care plan for each 

member with behavioral health needs and/or an ISP for each member with I/DD and 
TBI needs. Each care plan and ISP must be individualized, person-centered, and 
developed using a collaborative approach including member and family participation 
where appropriate.  

i. Care plans and ISPs must incorporate the results of the care management 
comprehensive assessment (including unmet health-related resource need 
questions), claims analysis and risk scoring, any available medical records, 
and screening and/or level of care determination tools, including the 

following, as appropriate, unless modified by the Department: 
1. LOCUS and CALOCUS; 
2. CANS; 
3. ASAM criteria;  

4. For Innovations waiver enrollees: SIS; and 
5. For TBI waiver enrollees: Rancho Los Amigos Levels of Cognitive 

Functioning Scale (as applicable). 
ii. For Tailored Plan members ages three to 21 with mental health conditions 

and/or SUD who are receiving mental health or substance use services, the 
AMH+ practice or CMA must follow System of Care requirements, including: 

1. Involving a Child and Family Team (CFT) in facilitating the care 
planning process and developing the care plan or ISP; 

2. Using the strengths assessment to build strategies included in the care 
plan or ISP that address the critical needs and unique strengths of the 
youth and family as identified by and in cooperation with the CFT; and 
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3. Regularly updating the care plan or ISP to respond to changes with the 
youth and family, as well as the results of the supports and services 
provided, and document the shift of activity from formal supports to 

informal supports for greater self-sufficiency. 
iii. AMH+ practices and CMAs must ensure that all care plans and ISPs 

developed under Tailored Care Management include the following minimum 
elements: 

1. Names and contact information of key providers, care team members, 
family members, and others chosen by the member to be involved in 
planning and service delivery; 

2. Measurable goals; 

3. Clinical needs, including any behavioral health, I/DD-related, TBI-
related, or dental needs; 

4. Interventions including addressing medication monitoring, including 
adherence; 

5. Intended outcomes; 
6. Social, educational, and other services needed by the member; 
7. Strategies to increase social interaction, employment, and community 

integration; 

8. An emergency/natural disaster/crisis plan; 
9. Strategies to mitigate risks to the health, well-being, and safety of the 

members and others; 
10. Information about advance directives, including psychiatric advance 

directives, as appropriate; 
11. A life transitions plan to address instances where the member is 

changing schools, experiencing a change in caregiver/natural supports, 
changing employment, moving or entering another life transition; and 

12. Strategies to improve self-management and planning skills. 
13. For members with I/DD, TBI, or serious emotional disturbance (SED), 

the ISP should also include caregiver supports, including connection to 
respite services, as necessary. 

iv. The AMH+ practice or CMA must make best efforts to complete an initial 
care plan or ISP within 30 days of the completion of the care management 
comprehensive assessment. “Best effort” is defined as including at least three 
documented strategic follow-up attempts to contact the member if the first 

attempt is unsuccessful. The AMH+ practice or CMA must not delay the 
provision of needed services to a member in a timely manner, even if that 
member is waiting for a care plan or ISP to be developed. 

v. The AMH+ practice or CMA must regularly and comprehensively update the 

care plan or ISP, incorporating input from the member and members of the 
care team, as part of ongoing care management: 

1. At minimum every 12 months; 
2. When the member’s circumstances or needs change significantly; 

3. At the member’s request; 
4. Within 30 days of care management comprehensive (re)assessment; 

and/or 
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5. After triggering events (see above). 
vi. The AMH+ practice or CMA must ensure that each care plan or ISP is 

documented, stored, and made available to the member and the following 

representatives within 14 days of completion of the care plan or ISP: 
1. Care team members, including the member’s PCP and behavioral 

health, I/DD, TBI, and LTSS providers; 
2. The Tailored Plan; 

3. Other providers delivering care to the member; 
4. The member’s legal representative (as appropriate); 
5. The member’s caregiver (as appropriate, with consent); 
6. Social service providers (as appropriate, with consent); and 

7. Other individuals identified and authorized by the member. 
e. Care Coordination: The AMH+ practice or CMA must ensure the member has an 

ongoing source of care and coordinate the member’s health care and social services, 
spanning physical health, behavioral health, I/DD, TBI, LTSS, pharmacy services, 

and services to address unmet health-related resource needs. In delivering care 
coordination the AMH+ practice or CMA must: 

i. Follow up on referrals and work with the member’s providers to help 
coordinate resources during any crisis event as well as provide assistance in 

scheduling and preparing members for appointments (e.g., reminders and 
arranging transportation) and  

ii. Provide referral, information, and assistance in obtaining and maintaining 
community-based resources and social support services, including LTSS; 

I/DD and TBI services (including Innovations and TBI waiver services); and 
any State-funded services. 

f. Twenty-four-Hour Coverage: The AMH+ practice or CMAs must provide or arrange 
for coverage for services, consultation or referral, and treatment for emergency 

medical conditions, including behavioral health crisis, 24 hours per day, seven days 
per week. The AMH+ practice or CMA must: 

i. Share information such as care plans and psychiatric advance directives, and 
ii. Coordinate care to place the member in the appropriate setting during urgent 

and emergent events. Automatic referral to the hospital ED for services does 
not satisfy this requirement. 

g. Annual Physical Exam: The AMH+ practice or CMA must ensure that the member 
has an annual physical exam or well-child visit, based on the appropriate age-related 

frequency. 
h. Continuous Monitoring: The AMH+ practice or CMA must conduct continuous 

monitoring of progress toward goals identified in the care plan or ISP through face-
to-face and collateral contacts with the member and his or her support member(s) and 

routine care team reviews. The AMH+ practice or CMA must support the member’s 
adherence to prescribed treatment regimens and wellness activities. 

i. Medication Monitoring: The AMH+ practice or CMA must conduct medication 
monitoring, including regular medication reconciliation (conducted by the appropriate 

care team member) and support of medication adherence. A community pharmacist at 
the CIN level, in communication with the AMH+ practice or CMA, may assume this 
role. 
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j. System of Care: The AMH+ practice or CMA must utilize strategies consistent with a 
System of Care philosophy for children and youth, including knowledge of child 
welfare, school, and juvenile justice systems. For children and youth receiving 

behavioral health services, care management must include: 
i. Promotion of family-driven, youth-guided service delivery and development 

of strategies built on social networks and natural or informal supports; 
ii. Development of, with families and youth, strategies that maximize the skills 

and competencies of family members to support youth and caregivers’ self- 
determination and enhance self-sufficiency; 

iii. Verifiable efforts for services and supports to be delivered in the community 
within which the youth and family live, using the least restrictive settings 

possible in order to preserve community and family connections and manage 
costs; and 

iv. Development and implementation of proactive and reactive crisis plans in 
conjunction with the care plan or ISP that anticipate crises and utilize family, 

team and community strengths to identify and describe who does what and 
when; every member of the CFT must be provided a copy of the plan. 

k. Individual and Family Supports: The AMH+ practice or CMA must incorporate 
individual and family supports by performing the following activities at a minimum: 

i. Educate the member in self-management; 
ii. Educate and provide guidance on self-advocacy to the member, family 

members, and support members; 
iii. Connect the member and caregivers to education and training to help the 

member improve function, develop socialization and adaptive skills, and 
navigate the service system; 

iv. Provide information and connections to needed services and supports 
including but not limited to self-help services, peer support services, and 

respite services; 
v. Provide information to the member, family members, and support members 

about the member’s rights, protections, and responsibilities, including the 
right to change providers, the grievance and complaint resolution process, and 

fair hearing processes; 
vi. Promote wellness and prevention programs; 

vii. Provide information on establishing advance directives, including psychiatric 
advance directives as appropriate, and guardianship options/alternatives, as 

appropriate; 
viii. Connect members and family members to resources that support maintaining 

employment, community integration, and success in school, as appropriate; 
and 

1. For high-risk pregnant women, inquiring about broader family needs, 
offering guidance on family planning, and beginning discussions about 
the potential for an Infant Plan of Safe Care. 

l. Health Promotion: The AMH+ practice or CMA must: 

i. Educate the member on members’ chronic conditions; 
ii. Teach self-management skills and sharing self-help recovery resources; 
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iii. Educate the member on common environmental risk factors including but not 
limited to the health effects of exposure to second and third hand tobacco 
smoke and e-cigarette aerosols and liquids and their effects on family and 

children; 
iv. Conduct medication reviews and regimen compliance; and 
v. Promote wellness and prevention programs. 

m. Unmet Health-Related Resource Needs: The AMH+ practice or CMA must ensure 

that Tailored Care Management addresses unmet health-related resource needs by 
performing the following activities at a minimum: 

i. Provide referral, information, and assistance in obtaining and maintaining 
community-based resources and social support services, including: 

1. Disability benefits; 
2. Food and income supports; 
3. Housing; 
4. Transportation; 

5. Employment services; 
6. Education; 
7. Financial literacy programs; 
8. Child welfare services; 

9. After-school programs; 
10. Rehabilitative services; 
11. Domestic violence services; 
12. Legal services; 

13. Services for justice-involved populations; and 
14. Other services that help individuals achieve their highest level of 

function and independence. 
ii. Provide comprehensive assistance securing health-related services, including 

assistance at initial application and renewal with filling out and submitting 
applications and gathering and submitting required documentation, including 
in-person assistance when it is the most efficient and effective approach, at a 
minimum, for: 

1. Food and Nutrition Services; 
2. Temporary Assistance for Needy Families; 
3. Child Care Subsidy; 
4. Low Income Energy Assistance Program; 

5. NC ABLE Accounts (for individuals with disabilities); 
6. Women, Infants, and Children (WIC) Program; and 
7. Other programs managed by the Tailored Plan that address unmet 

health- related resource needs. 

iii. Provide referral, information, and assistance in connecting members to 
programs and resources that can assist in: 

1. Securing employment; 
2. Supported employment (such as through the Individual Placement and 

Support - Supported Employment (IPS-SE) program); 
3. Volunteer opportunities; 
4. Vocational rehabilitation and training; or 
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5. Other types of productive activity that support community integration, 
as appropriate. 

4. Transitions, Community Inclusion, and Diversions 

a. Transitional Care Management: AMH+ practices and CMAs must manage care 
transitions for members under care management transitioning from one clinical 
setting to another, including the following activities: 

i. Assign a care manager to manage the transition; 

ii. Have a care manager or care team member visit the member during his/her 
stay in the institution and be present on the day of discharge; 

iii. Conduct outreach to the member’s providers; 
iv. Obtain a copy of the discharge plan and review the discharge plan with the 

member and facility staff; 
v. Facilitate clinical handoffs; 

vi. Assist the member in obtaining needed medications prior to discharge, ensure 
an appropriate care team member conducts medication 

reconciliation/management, and support medication adherence; 
vii. Prior to discharge from a residential or an inpatient setting, in consultation 

with the member, facility staff, and the member’s care team, create and 
implement a 90-day transition plan as an amendment to the member’s care 

plan or ISP that outlines how the member will maintain or access needed 
services and supports, transition to the new care setting, and integrate into his 
or her community. The 90-day transition plan must incorporate any needs for 
training of parents and other adults to care for a child with complex medical 

needs post-discharge from an inpatient setting; 
viii. Communicate with and educate the member and the member’s caregivers and 

providers to promote understanding of the 90-day transition plan; 
ix. Facilitate arrangements for and scheduling of transportation, in-home services, 

and follow-up outpatient visits with appropriate providers within a maximum 
of seven calendar days, unless required within a shorter time frame; 

x. Ensure that the assigned care manager follows up with the member within 48 
hours of discharge; 

xi. Arrange to visit the member in the new care setting after discharge/transition; 
xii. Conduct a care management comprehensive assessment within 30 days of the 

discharge/transition, or update the current assessment; and 
xiii. Update the member’s care plan or ISP in coordination with the care team 

within 90 days of the discharge/transition. 
b. Community Inclusion Activities: AMH+ practices and CMAs must conduct the 

community inclusion and transition-related responsibilities outlined in In-Reach 
Activities and Transition Activities below for the following members (as appropriate): 

i. Children and youth admitted to a state psychiatric hospital, psychiatric 
residential treatment facility (PRTF), or Residential Treatment Levels 
II/Program Type, III, and IV as defined in the Department’s Clinical Coverage 
Policy 8-D-2 (“Residential Treatment Levels”); and 

ii. Adult members admitted to a state psychiatric hospital or an Adult Care Home 
(ACH) who are eligible for Tailored Care Management and who are not 
transitioning to supportive housing. 
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c. In-Reach Activities: AMH+ practices and CMAs must conduct in-reach activities for 
assigned members under 18 admitted to or residing in a state psychiatric hospital and 
members admitted to or residing in a PRTF or congregate child residential treatment 

settings who may be able to have their needs safely met in a community setting.  
i. Care managers must identify and engage such members and conduct the 

following in-reach activities: 
1. Provide age and developmentally appropriate education and ensure 

that the member and their family and/or guardians are fully informed 
about the available community-based options; this may include 
accompany them on visits to community-based services; 

2. Identify and attempt to address barriers to relocation to a community 

setting; 
3. Provide the member and their family and/or guardians opportunities to 

meet with other individuals with similar diagnoses and shared lived 
experience, who are living, working, and receiving services in 

community settings; 
4. Ensure that the member and their family and/or guardians who may be 

eligible for supportive housing are fully informed about the available 
options; and 

5. Identify any specific trainings that facility staff may benefit from to 
support smooth transitions for members to live and work in 
community settings. 

ii. For members newly admitted to one of these facilities, in-reach activities must 

begin within seven days of admission. 
iii. Not all members will be able or willing to continue with the in-reach process 

or begin transition planning. For those members, care managers must make 
best efforts to address member concerns and arrange for peer-to-peer 

meetings, when appropriate, and continue to engage the member and their 
family and/or guardians on a regular basis about the opportunity to transition 
to a more integrated setting. 

d. Transition Activities: AMH+ practices and CMAs will be responsible for transition 

activities for assigned members under age 21 residing in a state psychiatric hospital 
and all members residing in an ACH who are not transitioning to supportive housing, 
and assigned members in a PRTF or Residential Treatment Levels II/Program Type, 
III, and IV. Care managers must plan for effective and timely transition of members 

to the community and perform the following transition activities: 
i. Collaborate with the appropriate individuals, specialists, and providers needed 

to facilitate a smooth transition to the community, including but not limited to, 
facility providers and discharge planners, the member’s community-based 

primary care provider (PCP), education specialists, and other community 
providers and specialists as relevant to the member’s needs; 

ii. Assist the member with selecting a community-based PCP and other clinical 
and behavioral health specialists prior to discharge and actively engage them 

in the transition planning process; 
iii. Arrange for individualized supports and services that are needed to be in place 

upon discharge; 
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iv. Collaborate with the member and their family and/or guardians to identify and 
schedule post-discharge appointments for the critical services necessary to 
address the member’s specific needs, such as complex behavioral health, 

primary care and medical needs; 
v. Work to identify any specific training needs by receiving providers and/or 

agencies to ensure a seamless transition for the member; 
vi. Address any barriers to discharge planning to the most integrated setting 

possible, such as transportation, housing, and training for family members 
and/or guardians prior to discharge; 

vii. Work with the facility providers to arrange for any post-discharge services, 
when applicable; 

viii. Review the discharge plan with the member and their family and/or guardians 
and facility staff and assist the member in obtaining needed prescription on 
the day of discharge; and 

ix. Convene and engage the member’s Child and Family Team through the entire 

transition process. 
e. Diversion: AMH+ practices and CMAs must identify members who are at risk of 

entry into an adult care home or an institutional setting, such as an Intermediate Care 
Facility for Individuals with Intellectual Disabilities (ICF-IID), psychiatric hospital, 

or psychiatric residential treatment facility, and performing diversion activities. Care 
managers must perform the following Diversion activities: 

i. Screen and asses members for eligibility for community-based services; 
ii. Educate members on the choice to remain in the community and the services 

that would be available; 
iii. Facilitate referrals and linkages to community support services for assistance; 
iv. Determine whether a member is eligible for supported housing, if needed; and 
v. Develop a Community Integration Plan that clearly documents that the 

member’s decision to remain in the community was based on informed 
choice, and the degree to which the member’s decision has been implemented. 

5. Payments 
a. To access the per member per month (PMPM) payment for any given member, the 

AMH+ practice or CMA must deliver at least one care management contact during 
the month for that member (i.e., providers will not be paid in months in which there 
were no member contacts). The AMH+ practice or CMA must submit a claim to the 
Tailored Plan, and the Tailored Plan must pay the provider the PMPM rate after the 

month of service.  
6. Oversight 

a. The AMH+ practice or CMA must comply with oversight requirements established 
by the Tailored Plan and the Department, including reporting requirements and 

corrective action plans. 
7. AMH+ practices and CMAs that are certified to provide Tailored Care Management to 

individuals enrolled in the 1915(c) Innovations and TBI waivers will be responsible for 
coordinating these individuals’ waiver services in addition to performing the Tailored Care 

Management requirements. The Department also intends to release additional guidance on 
1915(i) care coordination requirements.  

a. AMH+ practices and CMAs serving members in the Innovations or TBI waiver must: 
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i. Support completion of assessments beyond the care management 
comprehensive assessment, and incorporate results into the care management 
comprehensive assessment.  

1. Complete preliminary intake and screenings for the waivers, including 
NC Innovations Risk/Support Needs Assessment and TBI 
Risk/Support Needs Assessment, to see if the waiver can meet the 
individual’s needs;  

2. Support enrollee in completing person-centered information toolkits 
and self-direction assessments; and  

3. Complete Level of Care (LOC) re-evaluation annually.  
ii. Facilitate provider choice and assignment process for Innovations and TBI 

waiver enrollees. 
1. Help enrollee make informed choices of care team participants, 

provide information about providers, and arrange provider interviews 
as needed; and 

2. Convene an in-person (as clinically indicated) care team planning 
meeting.  

iii. Coordinate information and resources for self -directed services for 
Innovations waiver enrollees, as applicable.  

1. Ensure that waiver enrollees interested in self -directed services receive 
relevant information and training;  

2. Assist in appointing a representative to help manage self-directed 
services, as applicable; 

3. Assess employer of record and manage employer and representative, 
as applicable; and 

4. Provide self-directed budget information. 
iv. Perform additional responsibilities related to developing and monitoring 

implementation of the ISP for Innovations and TBI waiver enrollees beyond 
those required for other individuals engaged in Tailored Care Management.  

1. Complete the ISP so that the Tailored Plan receives it within 60 
calendar days of LOC determination. 

2. As part of developing the ISP: 
a. Explain options regarding the services available, and discuss 

the duration of each service; 
b. Include a plan for coordinating waiver services; 

c. Ensure enrollee completes Freedom of Choice statement in ISP 
annually; 

d. Submit service authorization request to Tailored Plan for each 
service; and 

e. Ensure that delivery of waiver services begins within 45 days 
of ISP approval. 

3. Monitor ISP implementation and resolve or escalate issues as needed: 
a. Complete monthly ISP monitoring checklist (e.g., waiver 

service utilization, provider choice, HCBS compliance setting, 
etc.);  
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b. Monitor at least quarterly to ensure that any restrictive 
interventions (including protective devices used for behavioral 
support) are written into the ISP and the Positive Behavior 

Support Plan; and  
c. Notify Tailored Plan of LOC determination updates. 
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☐  EXHIBIT E 

 

Financial Assistance 

 

This contract is a financial assistance agreement and in accordance with Department of Health and 
Human Services policy a compliance audit shall be required to be submitted to the awarding 

agency no later than six months after contract end date.  Funding under a financial assistance 
agreement is awarded to non-profit agencies only.  Financial assistance is awarded by 
EASTPOINTE to agencies for the purpose of assisting in carrying out programs that are 
requirements by the funding source.   

 
The provider is given a broad range of authority to carry out the program in determining the 
following components: 
1. Determining Client Eligibility 

2. Determining Appropriateness of Services for Consumer 
3. Provides Administrative Functions including 

a. Program Evaluation 
b. Program Planning 

c. Monitoring 
d. Develops Program Standards, Rules and Procedures 

4. Responsible for Program Compliance 
5. Submits a Cost Report to satisfy a cost reimbursement arrangement as required by 

Eastpointe. 
 

6. INVOICE/CLAIMS SUBMISSION: 
a. All services units will be submitted electronically via entry into the Eastpointe 

approved   billing system.  Payment will be processed monthly upon receipt of 
service data received through the Eastpointe approved billing system. All services 
must be keyed within 90 days from the original event date of service. 

b. Payments under this contract shall be paid in 1/12 th increments; however units must 

be provided at levels to support payment of amounts specified herein.  Service 
provision will be monitored on a quarterly basis.  

c. All services must be authorized via Utilization Management.  Providers are expected 
to assure that services are properly authorized and verify that claims submitted 

qualify as clean claims for billing purposes.  
d. The maximum funding for this contract is specified on table below.    
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FY 22-23 

 

Financial Assistance 

 

This contract applies to Eastpointe members only except for CASP funded programs. 

 «Facility_Name» (PROVIDER ID:«MSO») 

 
SERVICE CODE / DESCRIPTION RATE / UNIT ALLOCATION 
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☐  EXHIBIT F 

 

Non Unit Cost Reimbursement 

 
Providers will be paid for certain expenses identified in this exhibit that are not included in the 
Unit Cost Reimbursement (UCR) rates or payments.  These expenses are known as Non-UCR 

Costs.  Non-profit providers will not be reimbursed for sales and use tax and must certify that 
request for reimbursement do not include sales and use tax expenses. 
 

1.     Payment is contingent upon:  

a. Service must meet the terms of the authorization  
b. Consumer must be eligible for the benefit on the date of service 
c. Federal, State and LME/MCO rules and contract provisions must be met 
d. Claim is submitted accurately and within 90 days from event date 

e. There is no reduction of funds by the Federal, State or local funding source   
i. Claims submitted before the date that a fund reduction is announced should be 

honored. 
 

2. The maximum allocation for this contract is specified on table below.   
3. Non Unit Cost Reimbursement (Non-UCR) Funding General Guidelines: 

a. Non UCR dollars included in the funding to the Provider will be subject to 
expenditure guidelines as identified by DHHS Budget Office including but not 

limited to  
i. All Non-UCR allocations must first be expended prior to EASTPOINTE 

requesting reimbursement from DHHS Budget Office and therefore must the 
expended by the provider prior to request for reimbursement from 

EASTPOINTE 
ii. All grantees that expend State funds (including federal funds passed through 

the N. C. Department of Health and Human Services) are required to comply 
with the cost principles described in N. C. Administrative Code at 09 NCAC 

03M .0201 which provides: “09 NCAC 03M .0201“Allowable Uses of State 

Funds Expenditures of State funds by any grantee shall be in accordance with 
the Cost Principles outlined in the Office of Management and Budget (OMB) 
Circular A-87.  If the grant funding includes federal sources, the grantee shall 

ensure adherence to the cost principles established by the Federal Office of 
Management and Budget.” 

iii. Provider shall follow all reporting requirements, special conditions and 
service requirements associated with the nature of the grant.  A line-item 

revenue and expenditures budget must be approved prior to payment of any 
funds.  Any approval of Indirect Expense Allowance shall be made in advance 
through contractual agreement.  Reimbursement shall be based on approved, 
documented expenditures minus other revenues.   

4. Invoicing: 
a. All invoices and supporting documentation should be emailed to: 

accountspayable@eastpointe.net 
b. Invoices submitted by other means will not be accepted or processed. 

mailto:accountspayable@eastpointe.net
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5. Additional Requirements: 

a. Expenditures must be auditable, valid and allowable under the allocation/grant 

guidelines when submitted to EASTPOINTE 
b. All capital purchases of $5,000 or more are bound by NC Administrative Code 10A 

NCAC 27A.0112-Disposition of Equipment and this administrative code must be 
followed when disposing of or transferring equipment purchased with Non-UCR 

funds. The amount shall not exceed the funding identified in the table below as Non-
UCR. 
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FY 22-23 

 

NON- UNIT COST REIMBURSEMENT  

 

This contract applies to Eastpointe members only except for CASP funded programs. 

 «Facility_Name» (PROVIDER ID: «MSO») 

 

SERVICE CODE / DESCRIPTION RATE / UNIT ALLOCATION 
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☐  EXHIBIT G 

 

Fee For Services With Monthly Or Quarterly Settlement 

 
All IPRS claims must be submitted electronically via entry into the Eastpointe approved billing 
system for payment when Provider training has occurred.  All IPRS claims must be keyed and 

submitted within 90 days from the original event date in order to be considered for payment from 
IPRS funding sources. 
 
State program IPRS providers will be paid in 1/12 th increments. An authorization does not 

guarantee payment but provides a reasonable expectation of funding if all conditions are met.   
 
Payment is contingent upon:  

➢ Service must meet the terms of the authorization  

➢ Consumer must be eligible for the benefit on the date of service 
➢ Federal, State and LME/MCO rules and contract provisions must be met 
➢ Claim is submitted accurately and on a timely basis 
➢ There is no reduction of funds by the Federal, State or local funding source   

▪ Claims submitted before the date that a fund reduction is announced 
should be honored. 

 
The maximum IPRS allocation for this contract is specified on Attachment A below. A monthly 

or quarterly settlement (as indicated) will be conducted by the LME/MCO with the provider to 
assure utilization of the necessary number of units for earnings of the  amount paid to the 
provider.   
 

Quarterly Settlement:  Under-utilization could result in a recoupment of IPRS funds paid to 
Provider and/or 1/12 payment adjustment for subsequent months with quarterly settlement.  
LME/MCO contract staff will contact the provider agency prior to making any adjustments to 
discuss the situation and/or set up a settlement meeting. Over utilization will not automatically 

result in additional funding.   
 
Monthly Settlement:  Payment will be made monthly based on earnings up to 1 /12th of the 
contract limit.  Over utilization will not result in additional funding.   

 
Authorization for beneficiary services is required.  Billing will not be processed without proper 
authorizations.  Providers are required to assure that services are properly authorized.  Providers 
are also required to verify that claims submitted qualify as clean claims for billing purposes.   

 
IPRS rate changes mandated via DHB and/or DHHS will be formally communicated in written 
notification from Eastpointe. 


