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CONTRACT FOR SERVICES  
between  

State of Wisconsin Department of Health Services (DHS) 
and 

Vendor 
for 

BadgerCare Plus and SSI Medicaid Services 

This Contract is between the State of Wisconsin Department of Health Services (DHS), at 1 West Wilson 
Street, Madison, Wisconsin 53703, and [Vendor] at [vendor address]. With the exception of the terms being 
modified by this Contract modification, all other terms and conditions of the existing contract, including 
funding, remain in full force and effect. This Modification, including any and all attachments herein and 
the existing contract, collectively, are the complete contract of the parties and supersede any prior contracts 
or representations. DHS and the Contractor acknowledge that they have read the Modification and 
understand and agree to be bound by the terms and conditions of the existing contract as modified by this 
action. This Modification becomes null and void if the time between the earlier dated signature and the later 
dated signature exceeds sixty (60) days, unless waived by DHS.   
 
Contract ID Number:  
Contract Amount: See rate exhibits included in this amendment 
Contract Term: January 1, 2020 to December 31, 2021 
Optional Renewal Terms: N/A 
 
DHS Division: Division of Medicaid Services 
DHS Contract Administrator: Dana Raue 
DHS Contract Manager: John Kivisaari 
 
Contractor Contract Administrator:  
Contractor Telephone: 
Contractor Email:  
 
Modification Description: 
The following changes are made to the contract through this amendment 
 
Effective January 1, 2020 
 
Article I:  Definitions and Acronyms 

 Amend Article I (A) to include the following definitions:   

Business Continuity Plan: means a plan that provides for a quick and smooth restoration of the 
health plan’s administrative services after a disruptive event. The business continuity plan includes 
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business impact analysis, plan development, testing, awareness, training, and maintenance and 
processes to ensure minimal member and provider disruption. This is a day-to-day plan. 

Disaster:  any natural event or communicable disease outbreak in which a national or state of 
Wisconsin emergency is declared.   
Electronic Visit Verification: An electronic system that uses technologies to verify that 
authorized services were provided.  Workers are required to send information at the beginning and 
end of each visit to the EVV system including:  

· Who receives the service 
· Who provides the service 
· What service is provided 
· Where service is provided 
· Date of service  
· Time in and out 

Emergency Recovery Plan: is a plan developed by the health plan that outlines details for the 
restoration of the health plan’s management information system in the event of an emergency or 
disaster. This is part of the business continuity plan. 

HMO Administrative Services: The health plan’s performance of services or functions, other 
than the direct delivery of Covered Services, necessary for the management of the delivery of and 
payment for Covered Services, including: network adequacy, service utilization, clinical or quality 
management, service authorization, claims processing, management information systems 
operation, and reporting. This term also includes the infrastructure development for, preparation 
of, and delivery of, all required Deliverables under the Contract, outside of the Covered Services. 

 Amend Article I (B) to read:  

Remove reference to BBM Bureau of Benefits Management  
Add reference to BQO Bureau of Quality Oversight 

Add reference to EVV Electronic Visit Verification  

Article III:  Care Management 

Article III(C): Care Management Model for the Medicaid SSI Population 

 Amend reference to Article III(B)(2)(b) in second paragraph to read Article III(C): 

The HMO is responsible for establishing a team-based care management model.  The care 
structure and care management model must assure coordination and integration of all aspects of all 
SSI members’ health care needs. The HMO must also promote effective communication and 
shared decision-making between care management team and the member regarding the member’s 
care. Based on health conditions and social determinants of health, the HMO must stratify 
members into different care management needs groups which will include a Wisconsin 
Interdisciplinary Care Team (WICT) structure (Article III(C)) for members with the highest needs. 

Article III(C)(4): Care Management Billing Rules 

 Amend Article III (C)(4) to add as the last paragraph to read:  

The HMO must submit member-specific claims via encounters no later than 365 days after the 
date of service of the claim. If an HMO encounter is denied within the Department’s Medicaid 
Management Information System (MMIS), the HMO has 90 days to resolve the encounter to 
priced status within the system. 
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Article III(C)(7): Submission of Care Management Information to WISHIN (Medicaid SSI) 

 Amend Article III(C)(7) to read:  
The HMO must submit care management information for SSI members to the Wisconsin 
Statewide Health Information Network (WISHIN), within the submission deadline as defined by 
the DHS and WISHIN project implementation team. The HMO shall actively engage with 
WISHIN for onboarding activities within the timeline defined by DHS and WISHIN. The HMO 
shall adhere to the technical specifications, formatting, and submission standards required by DHS 
and WISHIN when submitting care management information to WISHIN.   

Article IV: Services 

Article IV(A)(1): Provision of Contract Services  

 Amend Article IV(A)(1) to add in the last paragraph:  

The HMO Contract Administrator, or their designee, is responsible for subscribing to 
ForwardHealth Updates and Alerts, and disseminating them as applicable to HMO staff for 
analysis and implementation. 

Article IV(A)(11)(a): Pharmacy Coverage  

 Amend Article IV(A)(11)(a) in second paragraph to cite read; 

HMOs must carve out all SSA §1927 covered outpatient drugs to fee-for-service (covered 
outpatient drugs include drugs dispensed in a pharmacy, administered in a doctor’s office, or 
clinic; drugs reimbursed at bundled rate are not considered outpatient drugs).  

Article IV(A)(13): Nursing Home Services  

 Amend Article IV(A) to add Article IV(A)(13) to read: 

Nursing facility services shall be covered if they meet the requirements of DHS 107.09(2) and 
107.09(4)(e). Nursing facility care need not be rehabilitative in order to be covered. Custodial care 
and care intended to manage assistance with activities of daily living that is medically necessary 
shall also be covered. If a nursing facility stay results in the disenrollment of a member due to the 
length of the member’s stay in the nursing facility, and Medicaid Fee For Service subsequently 
finds the nursing facility stay to be medically necessary, the HMO is responsible for payment of 
the stay up to the point the member’s disenrollment is effective. 

Article IV(B)(10): Out-of-Network Benefit Coordination (BadgerCare Plus and Medicaid SSI)  

 Amend Article IV(B)(10) to correct citation reference to Article III(A)(4) to read:  

Out-of-Network Benefit Coordination (BadgerCare Plus and Medicaid SSI) 
Per Article III(A)(4), the HMO must coordinate the services it provides to members with services 
a member receives through Medicaid Fee-for-Services or through community and social support 
providers. The HMO must assign a representative to coordinate services with public health 
agencies or treatment programs within the HMO’s service area that are not included in the HMO’s 
network. These might include but are not limited to county health agencies, crisis intervention 
agencies, community support programs, comprehensive community service programs, or inpatient 
programs. The HMO must work with the agency/program to coordinate a member’s transition to 
or from covered mental health and substance abuse care within the HMO’s network. Any member 
transitioning from crisis intervention services must be able to access an appropriate level of 
ongoing care within 30 days of the crisis. The HMO is not required to pay for ongoing services 
outside the HMO network, unless the HMO has authorized those services. 

Article IV(B)(15): Residential Facility Substance Use Disorder (RFSUD) Treatment Services:  
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 Remove Section IV(B)(15)  

Article IV(C): HealthCheck  

 Amend Section IV(C) to read MY2021 throughout this section.  

Article IV(G): Health Homes 

 Amend Section IV(G) to include Hub and Spoke Pilot Program and to read:  

 Health Homes 

1. The Affordable Care Act of 2010, Section 2703, created an optional Medicaid 
benefit that allows states to establish health homes to coordinate care for people 
who have chronic conditions. The goals of health homes are to improve health 
outcomes while lowering Medicaid costs, and to reduce preventable 
hospitalizations, emergency room visits, and unnecessary care for Medicaid 
members. HMO must coordinate services with all members enrolled in a 
specialized (a) HIV/AIDS Health Home or (b) Hub and Spoke (H&S) Integrated 
Recovery Support Services Health Home for SUD treatment. 

a. HIV/AIDS Health Home. All members diagnosed with HIV or AIDS must have 
access to appropriate specialists and Medicaid-covered services through the 
HMO. This includes those members not enrolled in the below HIV/AIDS health 
home. 

b. Hub and Spoke Integrated Recovery Support Services Health Home for SUD 
Treatment Pilot Program. Members diagnosed with or identified as being at risk 
of having Substance Use Disorder (SUD) or who have been identified as being 
at risk of developing conditions frequently associated with SUD, may be 
referred with the member’s consent for specialized Hub and Spoke services.  

2. Program Evaluation and Ongoing Monitoring, Review, and Audit 

The Affordable Care Act includes a national evaluation requirement. In response, 
CMS has identified a core set of quality measures to inform the evaluation and to 
assess the impact of health home services on health outcomes. The Department will 
be responsible for obtaining data and reporting on these quality measures.  

The Department will conduct ongoing health home site visits for the purposes of 
program monitoring, review, and audit. The Department may use information 
obtained from site visits, encounter and paid claims data to respond to federal 
reporting and evaluation requirements. Health home providers are required to 
respond to data requests as a condition of continued health home participation. 

3. Health Home Services 

Health home providers coordinate care across all settings, including medical, 
behavioral, dental, pharmaceutical, institutional, and community care settings. 
Covered health home activities include the following: 

a. Comprehensive care management 
b. Care coordination 
c. Health promotion 
d. Comprehensive transitional care from inpatient to other settings, including 

appropriate follow-up  
e. Patient and family support, including authorized representatives 
f. Referral to community and social support services 
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Health home providers must be required to provide patient-centered health home 
services in accordance with the requirements detailed in the ForwardHealth online 
handbook. 

When arranging direct care services, the health home provider must follow the 
HMO’s requirements regarding prior authorization for HMO-covered services, 
referrals to in-network providers, and claim submission.  

Health homes are strongly encouraged to use health information technology to link 
services and to facilitate communication. 

4. Target Population 

a. HIV/AIDS Health Home. Members must have a diagnosis of HIV and at 
least one other chronic condition, or be at risk of developing another 
chronic condition. The risk factors include diabetes, hypertension and high 
cholesterol, among others. Member participation in the health home is 
voluntary. The ForwardHealth online handbook includes detailed policies 
related to member eligibility for health home services. 

b. Hub & Spoke Integrated Recovery Support Services. Members must have a 
diagnosis of SUD and at least one other chronic condition, or be at risk of 
developing another chronic condition.  The risk factors include but are not 
limited to: mood disorder, anxiety disorders, diabetes, heart disease, COPD, 
hypertension, asthma, HIV/AIDS, hepatitis A, B, and C, liver/kidney 
disease, PTSD, psychotic disorders, Traumatic Brain Injury and cognitive 
disorders, ADHD, and chronic pain. Pilot Hub sites will determine 
eligibility and enroll members in the Hub and Spoke services.  Hubs may 
also clinically assess the member’s needs for the health home service on a 
case by case basis, to determine eligibility for the Hub and Spoke benefit.  

5. Designated Health Home Provider 

Wisconsin used the flexibility allowed by federal law to designate AIDS Service 
Organizations (funded by the DHS under s. 252.12(2)(a)8, Wis. Stats., for purposes 
of providing life care services to members diagnosed with HIV infection) as health 
home providers. Vivent Health is the only organization that meets this requirement. 
The designated health home provider has clinic locations in Dane, Kenosha, 
Brown, and Milwaukee counties. 
Hub and Spoke pilot program sites were selected by the Department via a Grant 
Funding Opportunity Application (GFOA). Three authorized hub sites were 
selected to provide health home services and to contract for those services with 
authorized spoke sites. HMOs are expected to enter into MOUs with the DHS 
contracted hub and spoke pilot sites to coordinate services in the pilot program 
service areas. 

6. Requirements 

HMOs serving members with HIV/AIDS must provide access to Vivent Health 
health home services. HMOs serving members with an SUD who have access to a 
Hub and Spoke pilot site may refer the member to the pilot site, with the member’s 
consent. HMOs may not limit a member’s participation in a health home.   

HMOs must continue to provide services in the HMOs benefit package regardless 
of the member’s participation in a health home. 

https://www.forwardhealth.wi.gov/WIPortal/Online%20Handbooks/Display/tabid/152/Default.aspx
https://www.forwardhealth.wi.gov/WIPortal/Online%20Handbooks/Display/tabid/152/Default.aspx
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Health home services include coordination beyond the health care community. A 
significant component is focused around the engagement of community partners to 
ensure successful linkages to community and social supports.  

Eligible members may be identified by the HMO or its providers and informed of 
the option to receive services through Vivent Health health home (or assisted with 
access to HIV/AIDS specialists outside the health home areas) or the Hub and 
Spoke pilot sites. Members may also be identified by the Vivent Health health 
home or Hub and Spoke pilot sites, who must then inform the HMO to ensure care 
is coordinated. Members may not be obligated to receive health home services and 
must consent in writing to health home enrollment.  

Non-Duplication of Services 

To avoid duplication of care coordination activities, HMOs are encouraged to work 
with the health home to develop a MOU or contract that clearly delineates the 
respective roles. At a minimum, the HMO should address the following with the 
health home provider: 

a. Communication 

1) Single points of contact within the health home and the HMO  
2) Response to critical events (emergency room visit, hospitalization, 

detox/mental health crisis) 
3) Expanded access to health care, where appropriate 
4) HMO notification and engagement if member opts out of health 

home 
5) Mode  
6) Frequency 

b. Member engagement (in accordance with state and federal confidentiality 
requirements) 

1) Identification 
2) Outreach 
3) Obtaining member consent (to participate and for information 

sharing)  
4) Re-engagement if lost to follow-up (for example, member identified 

in an emergency room) 

c. HMO engagement in the member development and implementation of the 
member’s care plan, especially in the following areas, 

1) Identification and engagement of member’s PCP and other health 
care providers 

2) Access to needed health care 
3) Identifying gaps in care, needed referrals, and referral follow-up 
4) Addressing missed appointments  
5) HMO resources  

d. Reporting and data sharing. The HMO and health home should determine 
the level of reporting and data sharing necessary to ensure that the goals of 
health home services are accomplished. Examples of these activities 
include, 

1) Health home utilization (for example, member count, average 
number of contacts per month) 
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2) ER use 
3) Hospitalization 
4) Referrals 
5) Adherence to prescribed therapy 
6) Results of member satisfaction surveys (conducted by the health 

home) 
 

e. Use of Information Technology where feasible (for example, sharing 
clinical and care plan information, communication and referrals and follow-
up). 

Article V Provider Network and Access Requirements 

Article V(A): Use of BadgerCare Plus and/or Medicaid SSI Enrolled Providers  

 Amend Article V(A) second sentence to read:  

Except in emergency situations, the HMO must use only Medicaid enrolled providers for the 
provision of covered services. The Department reserves the right to withhold from the capitation 
development the costs related to services provided by non-enrolled providers, at the FFS rate for 
those services, unless the HMO can demonstrate that it reasonably believed, based on the 
information provided by the Department, that the provider was Medicaid enrolled at the time the 
HMO reimbursed the provider for service provision. 

Article VII: Members Rights and Responsibilities  

Article VII(A)(2): Staff Requirements and Authority of the BadgerCare Plus and/or Medicaid SSI 
HMO Advocate 

 Amend language in (A)(2) last paragraph to read:  

The Medicaid SSI advocate must be knowledgeable and have experience working with people 
with disabilities and shall have adequate time to advocate for the target Medicaid SSI populations. 

Article VII(F)(6) 

 Amend citation to Article III(A)(4) by amending Article VII(F)(6) to read:  
      Per Art. III(A)(4), coordinate the services the HMO provides to the member: 

a. Between settings of care, including appropriate discharge planning for 
hospital or institutional stays. 

b. With services provided by another HMO. 
c. With services a member receives through Medicaid Fee-for-Service. 
d. With services a member receives through community and social support 

providers. 

Article VII(G)(4): Performance Improvement Projects 

 Amend Article VII(G)(4) to read:  

4. Performance Improvement Projects 

a. BadgerCare Plus HMOs are required to conduct a Performance Improvement Project 
(PIP) to measure and improve disparities in post-partum care as defined in Art.X, 
section J.2 of this contract which will include a cultural competence assessment as an 
organization and at a provider level. 
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b.  Medicaid SSI HMOs will also be required to conduct a Performance Improvement 
Project to improve disparities in a clinical priority area, as detailed in the 2021 HMO 
Quality Guide. 

Article X: Quality Assessment Performance Improvement 

Article X(B)(6)(c)  

 Amend Article X(B)(6)(c) to read:  

Are adopted in consultation with network providers. 

Article X(F)(7) 

 Amend Article X(F)(7) to add a last paragraph to read:  

The Department requires HMO participation in Wisconsin Statewide Health Information Network 
(WISHIN), the state-designated entity for health information exchange, to facilitate exchange of 
medical records between health plans and providers. The Department considers HMOs compliant 
with the medical record requirements in Article X(F)(7)(a)-(e) by participating in WISHIN. All 
HMOs must participate in WISHIN by June 30, 2021, specifically including subscribing to the 
WISHIN Pulse community health record, submitting a member roster as specified by WISHIN, 
and subscribing to the WISHIN Patient Activity Report (PAR) or other event-notification service 
offered by or through WISHIN. SSI HMOs must submit member care plans as detailed in Article 
III(C)(7).  

Article X(H): Dental Services Quality Improvement (Applies only to HMO Covering Dental 
Services) 

 Delete second to last sentence in the last paragraph of Article X(H) to read: 

The HMO must submit annual progress reports due July 1 documenting the outcomes or current 
status of activities intended to increase utilization among members and recruit and retain providers 
(including pediatric dental providers, orthodontists, and oral surgeons), specifically commenting 
on the requirements listed above. These reports must include an assessment of the effectiveness of 
previous activities and any corrective action taken based on the assessment. 

Article X(J)(2)  

 Amend section to read MY2021 

 Amend Article X(J)(2) to include subsection b to read:  

For MY2021, all SSI HMOs are required to develop and implement a PIP focused on improving a 
clinical priority measure by identifying and reducing disparities. Specific interventions are to be 
implemented at the HMO and the provider / clinic levels. Additional details are included in the 
MY2021 HMO Quality Guide. 

Article X(J)(5): Performance Improvement Priority Areas and Projects  

 Edit last sentence to read:  

Re-submission will be reviewed again by the Department and the EQRO. 

Article X(M)(4): Benefit Plans in Scope 

 Amend reference to Guide in the second sentence to read: 2020 

Article X(M)(5): HMO P4P Withhold (excludes BadgerCare Plus Adults) 

 Amend first sentence to read:  
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The Department will withhold 2.5 percent of each HMO’s monthly capitation payments (including 
administrative payments) for the P4P program, which includes HEDIS measures and Performance 
Improvement Projects for MY2021.  

Article X(N): Potentially Preventable Readmissions (PPR)  

 Amend references throughout section to read: MY2021 

Article X(P): Health Disparity Plan  

 Amend section to read MY2021 

 Amend first sentence in second paragraph to read:  

The Department will employ a phased approach. In 2021, BadgerCare Plus HMOs will develop a 
PIP to reduce disparities in post-partum care in accordance with Section J.2 of this article, and SSI 
HMOs will develop a PIP to reduce disparities in a selected clinical priority area.   

Article XI: HMO Administration 

Article XI(C)(13) 

 Add section XI(C)(13) to read: 

13. Health Plan Responsibilities in the Event of a Federal or State Declared Emergency:  

By June 30th, 2021, and annually thereafter, DHS will require health plans to submit a plan, no 
longer than 20 pages in length, to maintain business operations in the event of a state or federal 
declaration of disaster or State of Emergency. The health plan must cooperate with DHS’ 
efforts to ensure minimal disruption to the ForwardHealth program and the members served.  

a. Continuity of Operations 

i. Business Continuity Plan  

The health plan must maintain a business continuity plan which includes a 
collection of resources, actions, procedures, and information that is developed, 
tested, and held in readiness for use to continue operations in the event of a major 
disruption of operations due to a federal or state declared disaster or State of 
Emergency.  Business Continuity Plans shall address, at a minimum, the following: 

1. A description of how the health plan will organize and assign the urgency 
with which activities and processes will need to be resumed in the event of 
a disruption including:   

a. Member’s access to services. The health plan must: 
i. Establish provisions to ensure that members are able to see 

Out-of-Network Providers if the member has a permanent 
address in the federal or state declared disaster areas and are 
unable to access In-Network providers. 

ii. Establish provisions to ensure that members are able to use 
telehealth services if the member has a permanent address in 
the federal or state declared disaster areas.  

iii. Provide detailed plans it will use to ensure that prior 
authorizations are extended and transferred without burden 
to new providers if directed by DHS, and the means by 
which the health plan will identify the location of members 
who have been displaced.  
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iv. Report status of members and issues regarding member 
access to covered services as directed by DHS.  

2. Claims Payment 

a. A description of how the health plan will address the following 
activities: 

i. Timely provider claims processing and payment consistent 
with DHS contract requirements and health plan-provider 
contract policies. 

ii. Establishing provider contract language that addresses 
relaxed health plan timely filing requirements for provider 
service claims provided in good faith with reasonable 
submission delay due to a Federal or State declared disaster 
or emergency and submit to DHS for review. 

iii. Honoring unauthorized provider claims consistent with 
ongoing treatment due to demonstrated patient need or 
urgent patient need occurring during a Federal or State 
declared disaster or emergency period where heath plan 
authorization communications and processes were delayed or 
failed. 

iv. Providing a communication and interim plan for approval by 
DHS should they experience a disruption that risks the 
ability to meet the claims processing/payment timeline 
requirements. 

3. Inclusion of a business impact analysis and risk assessment. This will 
address each continuity management strategy both at the corporate and key 
functional area separately and will identify, quantify and qualify areas that 
will be used to continue the organization’s business impacts of a disruption 
to determine at what point in time the disruption exceeds the maximum 
allowable recovery time, activities and processes after an interruption. 

4. Inclusion of a risk assessment that reviews the probability and impact of 
various threats to the health plan’s operations. This involves stress testing 
the health plan’s business processes and business impact analysis 
assumptions with various threat scenarios. The results of the risk assessment 
should assist the health plan in refining its business impact analysis and in 
developing a business continuity strategy. 

5. Clearly identified roles and responsibilities within the organization during 
the implementation of the business continuity plan. 

a. Health Plans must ensure that proper training is provided for each 
role under this provision.  

6. Criteria for executing the business continuity plan, including escalation 
procedures. 

a. A detailed communication plan with members, employees, 
providers, the Department, and other stakeholders including: 
Coordinating with DHS or any other local, state, or federal agencies 
as needed during the disaster or emergency response. This 
coordination may vary based on type of situation; however, 
anticipated coordination includes, but is not limited to: 
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i. Designating a Point of Contact (POC) for continuity of 
operations specifically related to disaster preparedness in 
order to communicate the health plan’s response to the DHS 
emergency preparedness POC.  

ii. Designating a POC to support members residing in Tribal 
Lands where applicable.  

iii. Participating in meetings with DHS or other agencies 

iv. Assisting with impacted member or provider 
communications 

v. Facilitate effective communication with members, providers 
and staff regarding the impact of the disaster as well as a 
process by which inquiries may be submitted and addressed. 

vi. Implementing policy, process, or system changes at the 
direction of DHS, keeping DHS informed on the progress of 
the implementation 

vii. Additional communication and/or reporting requirements 
through the duration of the emergency 

viii. The health plan must notify DHS of any contract flexibilities 
or extensions needed during the course of the emergency or 
disaster. DHS will maintain a health plan emergency/disaster 
response guide to document any such approved flexibilities 
or revised deadlines, outside the contract amendment 
process.  

ix. Permission from DHS, contingent on approval of content, to 
do one-time member outreach via text message to those who 
have not opted into text messaging, to inform members about 
the disaster or emergency, offer HMO resources or contact 
information, and instructions on how to opt into text 
messaging.  

7. Business functions and dependent functions that must be maintained and 
services that must be restored, including key business information that 
would be required within 24 to 48 hours of a declared disaster or event. 

a. Including the ability of providers and suppliers to provide ongoing 
services for maintaining critical operations, and  

b. The level of ongoing monitoring and oversight provided by the 
HMO.  

8. Recovery time for each major business function, based on priority. 

9. Business workflow and workaround procedures, including alternate 
processing methods and performance metrics. 

10. Recording and updating business events information, files, and data, once 
business processes have been restored. 

11. Documentation of security procedures for protection of data through web-
based cloud application. 
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12. Verification that back-up copies are stored in a secure off-site location and 
tests are routinely performed on back-up copies. 

13. A description of an annual testing and evaluation plan. 

14. A description of the health plan familiarity with and involvement in the 
emergency government plan of the counties in which they are providing 
services. The health plan will negotiate the role of the health plan and the 
county roles in emergency response. 

a. Health plans must ensure annually the readiness of the plan by 
conducting exercises carrying out the plan’s provisions, evaluate its 
performance and make necessary updates.  The health plan must 
coordinate with local emergency management departments, local 
agencies and DHS prior to an event to understand local emergency 
management departments or agencies, and identify mechanisms for 
assistance at the local level.  

15. A description of the steps that will be taken to ensure and preserve member 
safety and wellbeing in the event of a disruption or disaster. 

a. Care Coordination  

i. The health plan must ensure that care coordination for all 
members are compliant with the health plan’s emergency 
recovery plan.  In particular, care coordination for members 
whose health or behavioral health condition has been treated 
by specialty care providers or whose health could be placed 
in jeopardy if covered service are disrupted or interrupted.  

16.  Emergency Recovery Plan  
a. The Emergency Recovery Plan shall address, at a minimum, the 

following recovery aspects related to the management information 
system and where appropriate, use web-based cloud applications: 

i. Verification of adequate back-up and recovery systems in 
compliance with federal and state rules and regulations. 

ii. Communication plan for critical personnel, key stakeholders 
and business partners involved in the health plan’s 
management information system. 

1. Including the health plan’s ability to provide continuous 
services to members and maintain critical operations in 
the even employees are unavailable to work remotely for 
extended periods of time.  

iii. Periodic back-up which is adequate and secure for all 
computer software and operating programs; databases; files; 
and system operations, and user documentation (e.g., 
electronic, non-electronic, incremental, full). 

iv. Full and complete back-up copies of all data and software. 

v. Verification that back-up copies are stored in a secure off-
site location and tests are routinely performed on back-up 
copies. 
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vi. Policies and procedures for purging outdated backup data. 

vii. Plan that supports the immediate restoration and recovery of 
lost or corrupted data or software resulting from the event of 
a disaster.  

17. Upon DHS request, health plans shall submit an ‘After Emergency Report’ 
to DHS within (designated timeframe) after the federal or state declared 
disaster is completed to provide feedback on success and challenges faced 
during the emergency.  

Article XI(F): Declaration of National or State Emergencies/Disasters 

 Amend Article XI to add section F to read:  

F. Declaration of National or State Emergencies/Disasters: 

In the event of a Federal or State declared emergency or disaster, DHS has the ability to modify or 
waive contractual obligations and regulations on health plans that DHS determines to be 
specifically related to or impacted by the declared emergency or disaster. DHS will maintain 
documentation of any modifications to or waivers of contract requirements, including effective 
and end dates for each change. DHS reserves the right to identify flexibilities or waivers of 
contract requirements for DHS responsibilities, if DHS is impacted by the emergency or disaster. 
This may include, but is not limited to, extension of deadlines or timeframes for DHS or 
subcontractor activities. 
The health plan must follow all relevant ForwardHealth Updates or other DHS communications 
issued during a federal or state disaster to ensure members continue to receive all medically 
necessary services. 

Article XII:  Reports and Data 

Article XII(D)(1)(g) 

 Amend section to read:  

The HMO must submit adjudicated clean claims as encounters no later than 120 days after the date 
the HMO adjudicates the claim. If an HMO paid encounter is denied within the Department’s 
Medicaid Management Information System (MMIS), the HMO has 90 days to resolve the 
encounter to priced status within the system. 

Article XII(E)(2): Failure to Meet the Encounter Data Criteria 

 Amend section to read:  

HMOs will be subject to financial penalties outlined below for each year in which they fail to meet 
the encounter data criteria. Penalties will begin with the 2019 rate setting process. In addition to 
the financial penalties, the HMO will be placed on a corrective action plan (CAP) as a result of the 
Department finding the HMO out of compliance with encounter data quality standards. 

a. First year: A $100,000 penalty. 

b. Second year: A $200,000 penalty. 

c. Third year: A $500,000 penalty. The department may also elect to end auto-enrollment 
in addition to the financial penalties above.  Or, the department may separately choose 
to terminate the contract at its discretion. 

d. Fourth year: Contract termination. 
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A HMO must fail the encounter data criteria in consecutive years in order to progress to the higher 
level penalties. A HMO meeting all of the encounter data criteria for a year resets the penalties to 
the beginning year. An example of the progressive penalties is outlined below: 

· Example: A HMO fails one of the encounter data criteria for two years in a row. 
The HMO would be subject to the second year penalty. 

· Example: A HMO fails one of the encounter data criteria for two years in a row. In 
the third year it successfully meets all of the criteria. In the fourth year it fails one 
of the criteria and will be assessed the first year penalty. 

Article XII(J): Financial Template 

 Amend first seven paragraphs to read:  
J. Financial Template 

The HMO is required to submit financial templates per the schedule and instructions 
provided in the financial template.  
As instructed in the Annual HMO Financial Audit Guide, the HMO is required to submit a 
Medicaid supplemental schedule along with the financial template.  The Medicaid 
supplemental schedule will specifically segregate the financial results for the BadgerCare 
Plus and Medicaid SSI contract from other lines of business for the required audit period 
and be reported on a GAAP basis.  The supplemental schedule must provide assurance that 
the financial template information submitted to DHS by the HMO is verifiable, complete 
and ties to the other audited financial statements, and must be submitted in accordance 
with the instructions stated in the HMO Annual Financial Audit Guide.      

The internal audit and subsequent Medicaid supplemental schedule must be certified by an 
independent auditor. 

Additionally, the HMO must provide the department all work papers used to verify that the 
financial template was accurate per the CMS Citation 438.3(m).  

If the auditor is unable to verify the accuracy of the financial template the HMO must 
notify the department immediately with a plan which will allow them to submit a template 
which is verifiable per the CMS citation. 

The letter and work papers must be submitted to the Department at both 
DHSDMSBRS@dhs.wisconsin.gov and DHSOIGManagedCare@dhs.wisconsin.gov. 

The Financial Template can be found on the ForwardHealth Portal. 

 Amend section to add last paragraph to read:         

The following costs are excluded from rate setting: 

· Advertising and Marketing, unless permissible as part of the HMO and PIHP Communication, 
Outreach, and Marketing Guide 

· Lobbying 
· Charitable Contributions and Donations 
· Regulatory Fines and Penalties 
· Travel Costs beyond those necessary to provide member healthcare services or economical 

administration of the Wisconsin Medicaid program 
· Entertainment  

mailto:DHSDMSBRS@dhs.wisconsin.gov
mailto:DHSOIGManagedCare@dhs.wisconsin.gov
https://www.forwardhealth.wi.gov/WIPortal/Default.aspx
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Unallowable costs must be reported in the identified section of the financial reporting template. 
The department reserves the right to make adjustments to financial submissions for costs deemed 
unallowable based on Department or auditor review. 

Article XII(K): Contract Specified Reports and Due Dates 

 Amend section to update table to read:  

WEEKLY REPORTS 
HMO Provider 
Network 

List of all providers in the HMO network. Submit via the 
SFTP. (See the File Submission Specification Guide) 

Article V, F 

MONTHLY REPORTS 
Summary 
Hospital 
Access 
Payment 
Report 

Summary of prior month’s access payment. Email report 
to BRS Hospital Section. 

Addendum IV, F 

Summary 
Critical Access 
Hospital 
(CAH) Access 
Payment 
Report 

Summary of prior month’s access payment. Email report 
to BRS Hospital Section. 

Addendum IV, G  
Article XVI, L, 2 

HMO 
Newborn 
Report 

Listing of births occurring in prior month. Email fiscal 
agent on SFTP. This report contains PHI and is used for 
enrollment purposes. 

Addendum IV, C 
Use form in 
contract 

Maternity 
Kick Payment 
Report 
Template 

Used to identify births for reimbursement. Submit 
password protected report to BRS on fiscal agent SFTP 
site. This report contains PHI and is used for payment 
purposes. (For more details see the Maternity Kick 
Payment Guide at 
https://www.forwardheath.wi.gov/WIPortal/Home/Manag
ed%20Care%login/tabid/38/Default.aspx  
 

Article XVI, F 
 

HMO Prior 
Authorization 
Data 

Send member prior authorization data on a monthly basis 
via the SFTP. The data should include prior 
authorizations for the past year.  

See Care 
Coordination 
Report specs on 
ForwardHealth 
(https://www.forw
ardhealth.wi.gov/
WIPortal/content/
Managed%20Care
%20Organization/
Encounters_and_R
eporting/Home.ht
m.spage).  

Supplier 
Diversity 
Report 

Send monthly reports regarding  the HMO’s subcontracts 
with DOA certified MBEs and DVBs 

Article XII, P 

QUARTERLY REPORTS 
1ST QUARTER: (Jan-March); 2ND QUARTER: (April – June); 3RD QUARTER: (July – Sept); 
4TH QUARTER: (Oct – Dec) 

https://www.forwardhealth.wi.gov/WIPortal/content/Managed%20Care%20Organization/Encounters_and_Reporting/pdf/25739_file_submission_specs_v3.5.pdf.spage
https://www.forwardheath.wi.gov/WIPortal/Home/Managed%20Care%25login/tabid/38/Default.aspx
https://www.forwardheath.wi.gov/WIPortal/Home/Managed%20Care%25login/tabid/38/Default.aspx
https://www.forwardhealth.wi.gov/WIPortal/content/Managed%20Care%20Organization/Encounters_and_Reporting/Home.htm.spage
https://www.forwardhealth.wi.gov/WIPortal/content/Managed%20Care%20Organization/Encounters_and_Reporting/Home.htm.spage
https://www.forwardhealth.wi.gov/WIPortal/content/Managed%20Care%20Organization/Encounters_and_Reporting/Home.htm.spage
https://www.forwardhealth.wi.gov/WIPortal/content/Managed%20Care%20Organization/Encounters_and_Reporting/Home.htm.spage
https://www.forwardhealth.wi.gov/WIPortal/content/Managed%20Care%20Organization/Encounters_and_Reporting/Home.htm.spage
https://www.forwardhealth.wi.gov/WIPortal/content/Managed%20Care%20Organization/Encounters_and_Reporting/Home.htm.spage
https://www.forwardhealth.wi.gov/WIPortal/content/Managed%20Care%20Organization/Encounters_and_Reporting/Home.htm.spage
https://www.forwardhealth.wi.gov/WIPortal/content/Managed%20Care%20Organization/Encounters_and_Reporting/Home.htm.spage
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Attestation 
Form 

Send quarterly attestation form to the BRS.  Due date 
schedule is: 
             1st Quarter – April 30 

2nd Quarter – July 30 
3rd Quarter – Oct 30 
4th Quarter – Jan 30 

Addendum IV, H 
Forms are located 
in ForwardHealth. 

Encounter 
Data 
Coordination 
of Benefit 
Report 

Send quarterly Coordination of Benefit reports to your 
BQO managed care analyst, by password protected 
attached email. Due date is 45 days within end of quarter. 

Addendum IV, A 
Use form in 
contract 

Grievance & 
HMO Appeal 
Summary 
Report 

Send quarterly summary grievance and appeal reports to 
BQO by password protected attached email. Report 
includes PHI. Due date is within 30 days of end of 
quarter. 

Addendum IV, E 
 
Use form in 
Grievance and 
Appeal Guide.  

Ventilator 
Dependent 
Form and 
Report 

Ventilator reports are due 30 days after the end of each 
quarter. The reports include PHI and should be sent to 
BRS Ventilator Analyst via password protected email.  

Article XVI, J 
 
Use form in 
contract. 

ANNUAL REPORTS 
Member 
Communicatio
n and 
Education / 
Outreach Plan  

Send to your BQO managed care analyst via password 
protected email attachment. Marketing Plan due on 
second Friday of January. 

Article VI, A, 1-4 
Article VI, D 

Dental Service 
QI Report  

Send to BQO managed care analyst by password 
protected email attachment. Submit annually on first 
business day of July.  

Article X, H 

Performance 
Improvement 
Project (PIP) 
Final Project  

Send to your BQO managed care analyst and EQRO 
contact by password protected email attachment. Report 
due on the 1st business day of July for the prior calendar 
year. 

Article X, J 

Annual 
Financial 
Report   

Financial report for the previous calendar year to BRS by 
SFTP. Report is due on May 30. 

Article XII, I 
 

Initial 
Performance 
Improvement 
Project (PIP) 
aka PIP 
Proposal 

Send to your BQO managed care analyst and EQRO 
contact by password protected email attachment. Topic 
Selection on first business day of December for the next 
calendar year. 

Article X, J 

PPACA 
Health 
Insurance Fee 
(HIF) Report 

Send to BRS once per year on September 10th the 
following information: NAIC Exhibits, IRS Letter 5067C, 
WI HIF MA Calculation Template (based on the IRS 
Letter 5067C), signed attestation form, and other 
materials outline in the HIF guide. The DHS guide, 
template and the Attestation form are found in the 
ForwardHealth portal. Send to BRS by SFTP. 

Article XVI, G 
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OB Medical 
Home Annual 
Report 

Previous year report due to BQO via 
DHSOBMH@wi.gov inbox. Due date is the first business 
Monday of June. 

Article IV, D.7 

Medical Loss 
Report (MLR) 

The HMO must submit the MLR on June 1 of the 
following year with the annual financial reporting 
submission in the designated worksheet within the HMO 
Financial Reporting Template. 

Article XII, O 

OTHER REPORTS 
Affirmative 
Action Plan  
Submit every 
3 years 

AA/CRC Office in the format specified on Vendor Net. 
Send to dhscontractcompliance@dhs.wisconsin.gov 
 

Article XI, C, 4 

Civil Rights 
Compliance 
Letter of 
Assurance and 
Plan   

AA/CRC Office in the format specified in Article XI, 
C.4.b. Send to AA/CRC Coordinator 
dhscontractcompliance@dhs.wisconsin.gov 
 

Article XI, C.4.b 

Encounter 
Data File in 
(837I, 837P, 
837D) format.    

Send to Fiscal agent on SFTP.   Article XII, E 

Court Ordered 
Birth Cost 
Report.   

Send report to your by password protected email 
attachment. This report contains PHI. Submit on an as 
needed basis, and return via specified method from DHS 
Administrative staff. 

Addendum IV, B 

Communicabl
e Disease 
Reporting (by 
HMO 
providers).   

HMO providers must send report to the local health 
department. Report of human immunodeficiency virus 
(HIV) will be made directly to the State Epidemiologist. 
Providers should submit on an as needed basis. 

Article XII, L 

Fraud, Waste 
and Abuse 
Investigations.   

The HMO must report allegations of fraud, waste, and 
abuse (both provider and member) to the Department 
within 15 days of the suspected activity coming to the 
attention of the HMO. Submit on an as needed basis. 

Article XII, M.2 

Abortions, 
Hysterectomie
s and 
Sterilizations.   

The HMO must comply with state and federal compliance 
requirements for abortions, hysterectomies and 
sterilizations. Submit form with signatures on an as 
needed basis. 

Article IV, F 

Privacy and 
Security 
Incidents 

Send information to your BQO managed care contract 
monitor the same day an incident occurs. Submit on an as 
needed basis. 

Article XI, D 

CMS Drug 
Utilization 
Review Report 

HMOs are required to submit timely responses to report 
and survey requests as required by federal and/or state 
law or program policy. 

 
Article XI, B 

Daily EVV 
Authorization 
File 

HMOs are required to submit a daily file for 
authorizations for personal care services. 

 
Article IV(A)(12) 

Daily EVV 
Visit File 

HMOs are required to utilize a daily file that contains all 
verified provider network EVV visits. 

 
Article IV(A)(12) 
 

mailto:DHSOBMH@wi.gov
mailto:dhscontractcompliance@dhs.wisconsin.gov
mailto:dhscontractcompliance@dhs.wisconsin.gov
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 Amend section to replace names of bureaus to read:  

BRS = Bureau of Rate Setting 
BQO = Bureau of Quality and Oversight 

Article XII(M) 

 Amend section XII(M)(2)(i) to refer to BQO 

 Amend section XII(M)(3) to remove the last two paragraphs 

 Amend section to remove XII(M)(4) 

Article XII(O) 

 Amend article to add section O to read:  

O. Medical Loss Reporting (MLR)  

1. MLR Requirement 

The HMO is required to calculate and report a Medical Loss Ratio (MLR) each 
year consistent with MLR standards as specified by the Department and described 
in 42 C.F.R. § 438.8. The MLR is the ratio of the numerator (as defined in 
accordance with 42 C.F.R. § 438.8(e)) to the denominator (as defined in accordance 
with 42 C.F.R. § 438.8(f)). The HMO must submit the MLR on June 1 of the 
following year with the annual financial reporting submission in the designated 
worksheet within the HMO Financial Reporting Template. The HMO must attest to 
the accuracy of the calculation of the MLR in accordance with the MLR standards 
when submitting MLR reports in the required Financial Statement Certification 
submitted with the required audit submissions. If the Department makes a 
retroactive change to the capitation payments for a MLR reporting year where the 
MLR report has already been submitted to the state, the HMO must recalculate the 
MLR for all MLR reporting years affected by the change. It must then submit a 
new MLR report meeting the applicable requirements in the designated worksheet 
within the HMO Financial Reporting Template in the next scheduled financial 
reporting submission based on the DHS reporting due dates. 

2. MLR Reporting Requirements 

a. Each HMO expense must be included under only one type of expense category 
defined for MLR reporting, unless a proration between expense categories is 
required to reflect accuracy and a description of the allocation is provided. 

b. Expenditures that benefit multiple contracts or populations, or contracts other 
than those being reported, must be reported on pro rata basis. 

c. Expense allocation must be based on a generally accepted accounting method 
that is expected to yield the most accurate results. 

d. Shared expenses, including the expenses under the terms of a management 
contract, must be apportioned pro rata to the contract incurring the expense. 

e. Expenses that relate solely to the operation of a reporting entity, such as 
personnel costs associated with adjusting and paying of claims, must be borne 
solely by the reporting entity and are not to be apportioned to the other entities. 

f. The HMO may add a credibility adjustment, which are published annually by 
CMS, to a calculated MLR if the MLR reporting year experience is partially 
credible. 
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g. The HMO may not add a credibility adjustment to a calculated MLR if the 
MLR reporting year experience is fully credible. Any HMO with enrollment 
greater than the minimum number of member months set by CMS will be 
determined to be fully credible. 

h. If an HMO’s experience is non-credible, it is presumed to meet or exceed the 
MLR calculation standards. 

i. The HMO will aggregate data for all Medicaid eligibility groups covered under 
the contract with the Department. 

j. The HMO’s MLR report must include the following: 

1. Total incurred claims  
2. Expenditures on quality improving activities 

3. Expenditures related to activities compliant with program integrity 
requirements 

4. Non-claims costs 

5. Premium/capitation revenue 

6. Taxes 
7. Licensing fees 

8. Regulatory fees 

9. Methodology(ies) for allocation of expenditures 

10. Any credibility adjustment applied 
11. The calculated MLR 

12. Any remittance owed to the state, if applicable 

13. A reconciliation of the information reported to the annual financial report 

14. A description of the aggregation method used to calculate total incurred 
claims 

15. The number of member months 
16. Additional description and guidelines for the MLR report are located in the 

MLR worksheet within the DHS HMO Financial Reporting Template. 

The HMO must require any third party vendor providing claims adjudication activities to provide 
all underlying data associated with MLR reporting to the HMO within 180 days of the end of the 
MLR reporting year or within 30 days of being requested by the HMO, whichever comes sooner, 
regardless of current contractual limitations, in order to calculate and validate the accuracy of 
MLR reporting to meet the DHS MLR reporting due date. 

 Amend article XII to add section XII(P) to read:  

P. Supplier Diversity Reporting 

Minority-Owned Business Enterprises (MBE) and Disabled Veteran-Owned Businesses 
(DVB) are certified by the Wisconsin Department of Administration (DOA). This program 
can be found at: https://doa.wi.gov/Pages/DoingBusiness/SupplierDiversity.aspx  

The State of Wisconsin is committed to the promotion of MBEs and DVBs in the State's 
purchasing program. The HMO is strongly urged to use due diligence to further this policy 

https://doa.wi.gov/Pages/DoingBusiness/SupplierDiversity.aspx
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by awarding Subcontracts to MBEs and DVBs or by using such enterprises to provide 
goods and services incidental to this Agreement. 
The HMO shall furnish appropriate monthly information about its efforts to subcontract 
with MBEs and DVBs, including the identities of such businesses certified by the 
Wisconsin Supplier Diversity Program, their contract amount, and spend for each period to 
DHS. A listing of certified MBEs and DVBs, as well as the services and goods they 
provide, is available at: https://wisdp.wi.gov/Search.aspx  

In accordance with WI Stats. Ch. 16.75 (3m), after completion of this contract, the HMO 
shall report to DHS any amount of this contract that was subcontracted to DOA certified 
MBEs and DVBs. 
 

DHS shall have the right to request any information regarding the use of subcontractors 
including, but not limited to, MBEs and DVBs. The HMO shall provide any such 
information as requested by DHS and within a time period that is specified by DHS. 
The HMO shall submit monthly reports of efforts to subcontract with MBEs, DVBs, and 
other diverse entities/suppliers to DHS. A link to the Supplier Diversity PowerForm for 
submitting these reports can be found on the DHS Compliance Documentation page found 
here: https://www.dhs.wisconsin.gov/business/compliance.htm 

For the duration of this Agreement, the HMO shall provide monthly reporting of efforts to 
subcontract with MBEs and DVBs no later than the 15th of the following month. 

For questions about reporting, please contact DHS Contract Compliance at 
DHSContractCompliance@dhs.wisconsin.gov 

Article XIV: Contractual Relationship 

Article XIV(B)(1)(h) 

 Amend section to read:  

Any HMO or its subcontractor that enters into a contract with an entity outside the U.S. must 
clearly indicate Wisconsin law as jurisdiction for any breach of contract and ensure compliance 
with state and federal laws allowing for such contracts. 

Article XIV(B)(2)(a)(2) 

 Amend section to read:  

The Department will review the subcontract changes and respond to the HMO within 15 business 
days. If the Department does not respond to the request for review within 15 business days of 
submission, the HMO must contact the HMO Unit Supervisor in the Bureau of Quality and 
Oversight. A response will be prepared within five business days of this contact. 

Article XIV(B)(2)(b): New Subcontracts  

 Amend section to read:  

The HMO must submit new subcontracts to the Department for review and approval before they 
take effect. If the Department does not respond to the request for review within 15 business days 
of submission, the HMO must contact the HMO Unit Supervisor in the Bureau of Quality and 
Oversight.  A response will be prepared within five business days of this contact. 

Article XIV(D)(4)(c)(5) 

 Amend section to remove section XIV(D)(4)(c)(5)  

https://wisdp.wi.gov/Search.aspx
https://www.dhs.wisconsin.gov/business/compliance.htm
mailto:DHSContractCompliance@dhs.wisconsin.gov
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Article XVI: Payments to the HMO 

Article XVI(A): Actuarial Basis 

 Amend the first paragraph in Article XVI(A) to read:  

Rates are based on public or private payment rates for comparable services for comparable 
populations, consistent with actuarially sound principles as defined at 42 CFR § 457.10. 

Article XVI(C): Capitation Rates  

 Remove “for SSI and SSI related Medicaid only members and” from the first paragraph.  

Article XVI(G): Health Insurance Fee Reimbursement 

 Remove section XVI(G)  

Article XVI(L): Unauthorized Programs or Activities 

 Amend Article XVI to add section XVI(L) to read:  

L. Unauthorized Programs or Activities  

Should any part of the scope of work under this contract relate to a state program that is no 
longer authorized by law (e.g., which has been vacated by a court of law, or for which 
CMS has withdrawn federal authority, or which is the subject of a legislative repeal), the 
HMO must do no work on that part after the effective date of the loss of program authority. 
The state must adjust capitation rates to remove costs that are specific to any program or 
activity that is no longer authorized by law.  If the HMO works on a program or activity no 
longer authorized by law after the date the legal authority for the work ends, the HMO will 
not be paid for that work. If the state paid the HMO in advance to work on a no-longer-
authorized program or activity and under the terms of this contract the work was to be 
performed after the date the legal authority ended, the payment for that work should be 
returned to the state.  However, if the HMO worked on a program or activity prior to the 
date legal authority ended for that program or activity, and the state included the cost of 
performing that work in its payments to the HMO, the HMO may keep the payment for 
that work even if the payment was made after the date the program or activity lost legal 
authority. 

Article XVI(N): Risk Corridor 

 Amend Article XVI to add new section XVI(N) to read: 
N. Risk Corridor 

The Department will utilize a risk corridor mechanism to mitigate the significant 
uncertainty outside of the HMO control related to ongoing COVID-19 pandemic.  The risk 
corridor will address variances in costs for all benefit services.  The risk corridor will not 
address variances in administrative costs.  
1. Capitation Rate Target Risk Corridor Loss Ratio 

a. The target Risk Corridor Loss Ratio percentage will be developed by dividing the 
benefit service component of the rate, by the entire capitation rate including 
maternity kick payments, gross of pay for performance withholds and net of 
hospital access payments. 

b. The capitation rate used as the denominator in 1.a. will be calculated specific to the 
rate cell mix and pricing assumptions for each HMO. 
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2. Settlement Methodology 

The following methodology will be used to determine risk corridor settlement results: 

a. The numerator for calculating the HMO’s actual Risk Corridor Loss Ratio for the 
rate year will equal total claim costs for benefit services based on HMO financial 
data reporting. 

b. The denominator for calculating the HMO’s actual Risk Corridor Loss Ratio for the 
rate year will equal all capitation revenue including maternity kick payments, gross 
of pay for performance withholds, net of hospital access payments, and including 
all retrospective adjustments attributed to the rate year.  

c. The numerator from 2.a will be divided by the denominator in 2.b to calculate the 
actual Risk Corridor Loss Ratio.  

d. The actual Risk Corridor Loss Ratio will be subtracted from the Capitation Rate 
Target Risk Corridor Loss Ratio calculated in 2.c. to determine the Risk Corridor 
Loss Ratio gain or loss. 

e. The Department will recoup the Department’s share of the HMO’s gains and pay 
out the Department’s share of the HMO’s losses as a percentage of the HMO’s 
capitation revenue, according to the following schedule:  

 
Gain HMO Share Department Share 

<= 2.0% 100% 0% 
>2.0% to 6.0% 50% 50% 

> 6.0% 0% 100% 
 

Loss HMO Share Department Share 
<= 2.0% 100% 0% 

>2.0% to 6.0% 50% 50% 
> 6.0% 0% 100% 

 
f. The Department may adjust the risk corridor numerator calculation if, upon review 

of encounters, financials, or other information associated with such payments, that 
the HMO’s benefit services reimbursements are not at market-based levels and do 
not incent efficient and high quality care. 

g. An interim risk corridor settlement based on 4 months of claims runout will be 
completed no earlier than 6 months after the rate year has ended. 

h. The Department may elect to pay or recoup only a portion for the interim risk 
corridor settlement. 

i. The final risk corridor settlement based on 16 months of claims runout will be 
completed no earlier than 18 months after the rate year has ended.  

Article XVII: HMO Specific Contract Terms 
Article XVII(D)(1): Initial Contract Period 



Page 23 of 55 
Revision: 7/27/2020 (previous versions obsolete) 

 
 

 Amend section to read 2021.  

Addendum IV(D): Report Forms and Worksheets 

 Amend Healthcheck Worksheet to read MY2021 

Addendum VI: Emergency Department Care Coordination Program 

 Add new Addendum to read:  

 VI. Emergency Department Care Coordination Program 
 

HMOs shall coordinate with participating hospitals in the Intensive Care Coordination 
Pilot Program by sharing member information, collaborating on care coordination and case 
management efforts, and passing payments to the hospitals no later than 30 calendar days 
after receiving the payments from the Department.  
 
The Intensive Care Coordination Pilot Program is authorized by the following Wisconsin 
Statutes: 49.45 (26g), 946.91 (3) (c) 3 and 946.93 (5) (c) 3. The Department is funding 
selected hospitals to provide care coordination services to Medical Assistance recipients 
that use the emergency department frequently, in an effort to reduce their emergency 
department utilization.  
 
HMOs shall pass the payments to the participating hospitals no later than 30 calendar days 
after receiving the payment from the Department. These payments include $250 per 
enrollee for each six month enrollment period. Additional payments include shared savings 
and $250 per enrollee at the end of each six month enrollment period that are dependent on 
hospital performance outcomes. An HMO that fails to comply with the terms of this 
addendum shall be required to reimburse the Department in an amount equal to the 
payments not properly passed through to participating hospitals. 
 
HMO shall coordinate care coordination and case management efforts with participating 
hospitals as identified in Article III.  

Addendum VII: CY2021 Rate Exhibits.  

A. SSI Medicaid Only Rate Exhibits 
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B. SSI Dual Eligible Rate Exhibits 
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C. BadgerCare Plus Standard Rate Exhibits 
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