
AMENDMENT NUMBER 1 
 

WEST GRAND REGION 
CONTRACTOR RISK AGREEMENT 

BETWEEN 
THE STATE OF TENNESSEE, 

d.b.a. TENNCARE 
AND 

VOLUNTEER STATE HEALTH PLAN, INC., 
d.b.a. BLUECARE 

 
 

CONTRACT NUMBER:  FA- 08-24978-00   
 
 

For and in consideration of the mutual promises herein contained and other good and valuable 
consideration, the receipt and sufficiency of which is hereby acknowledged, the parties agree to clarify 
and/or amend the Contractor Risk Agreement (CRA) by and between the THE STATE OF TENNESSEE, 
hereinafter referred to as “TENNCARE” or “State” and Volunteer State Health Plan, Inc., hereinafter 
referred to as “the CONTRACTOR” as specified below. 
 
Titles and numbering of paragraphs used herein are for the purpose of facilitating use of reference only 
and shall not be construed to infer a contractual construction of language. 
 
1. Remove references to “State Onlys and Judicals” -throughout the Agreement. 
 
2. Section 1 shall be amended by replacing “Health Plan Employer” with Healthcare Effectiveness” 

to read as follows: 
 
Healthcare Effectiveness Data and Information Set (HEDIS) – The most widely used set of 
standardized performance measures used in the managed care industry, designed to allow reliable 
comparison of the performance of managed health care plans. HEDIS is sponsored, supported, 
and maintained by the National Committee for Quality Assurance.  

 
3. Section 2.4.4.6.4 shall be amended by adding additional text to the end of the existing text: 
 

2.4.4.6.4 TENNCARE may modify the auto assignment algorithm to change or add criteria 
including but not limited to quality measures or cost or utilization management 
performance.  
 

4. Section 2.6.1.4 shall be deleted in its entirety and the remaining Sections shall be renumbered 
accordingly, including any references thereto. 

 
5. The renumbered Section 2.6.1.4 shall be amended by adding the phrase “, unless otherwise 

described in the 2008 Mental Health Parity Act as determined by TennCare” to the end of the existing text 
in the The Benefit Limits for Inpatient, Residential & Outpatient Substance Abuse Benefits  for 
the Medicaid/Standard Eligible, Age 21 and Older population.  

 
6. Section 2.7.3 shall be amended by deleting Section 2.7.3.3. 
 



 
Amendment Number 1 (cont.) 
 
7. Section 2.7.5.2.2 shall be amended by adding a new Section 2.7.5.2.2.1 and renumbering existing 

subparts accordingly, including any references thereto. 
 
2.7.5.2.2.1 If the CONTRACTOR’s TENNderCare screening rate is below ninety percent (90%), 

as determined in the most recent CMS 416 report, the CONTRACTOR shall conduct 
New Member Calls for all new members under the age of twenty-one (21) to inform 
them of TENNderCare services including assistance with appointment scheduling 
and transportation to appointments. 

 
8. Section 2.7.5.2.5 shall be shall be amended by adding new text and shall read as follows: 
 

2.7.5.2.5 The CONTRACTOR shall have a process for determining if a member who is eligible 
for TENNderCare has used no services within a year and shall make two (2) reasonable 
attempts to re-notify such members about TENNderCare. The attempts shall be 
different in format or message. One (1) of these attempts can be a referral to DOH for a 
screen. (These two (2) attempts are in addition to the one (1) attempt per quarter 
mentioned in Section 2.7.5.2.4 above.) 

 
9. Section 2.7.5.2.7 shall be deleted in its entirety and replaced with the following: 

 
2.7.5.2.7 The CONTRACTOR shall make and document a minimum of two (2) reasonable 

attempts to find a member with one (1) of the two (2) attempts being made within 
thirty (30) days of receipt of mail returned as undeliverable and the second being 
made within ninety (90) days of receipt of mail returned as undeliverable. At least 
one (1) of these attempts shall be by phone. 

 
10. Section 2.7.5.2 shall be amended by adding a new Section 2.7.5.2.10. 

 
2.7.5.2.10 The CONTRACTOR shall provide member education and outreach in community settings. 

Outreach events shall be conducted in the Grand Region covered by this agreement, in 
accordance with the following specifications: 

 
2.7.5.2.10.1 Outreach events shall number a minimum of one hundred fifty (150) per year with no less 

than twenty five (25) per region, per quarter. 
 
2.7.5.2.10.1.1 At least thirty percent (30%) shall be conducted in rural areas. Results of the 

CONTRACTOR’s 416 report and HEDIS report, as well as county demographics, shall 
be utilized in determining counties for targeted activities and in developing strategies 
for specific populations. 

 
2.7.5.2.10.2 The CONTRACTOR shall contact a minimum of 25 state agencies or community-based 

organizations per quarter, to either educate them on services available through the MCO 
or to develop outreach and educational initiatives. All of the agencies engaged shall be 
those who serve TennCare enrollees. Collaborative activities should include those 
designed to reach enrollees with limited English proficiency, low literacy levels, 
behavioral health and special healthcare needs or who are pregnant. 
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Amendment Number 1 (cont.) 
 
11. Section 2.7.7.4.2 shall be amended by adding new text to the end of the existing text. 
 

2.7.7.4.2 The CONTRACTOR shall ensure that a “CERTIFICATION OF MEDICAL 
NECESSITY FOR ABORTION” form, which is available on TENNCARE’s web 
site, is completed. The form shall be available in English and Spanish, and assistance 
shall be provided in completing the form when an alternative form of communication 
is necessary. 

 
12. Section 2.8.1.4 shall be amended by adding new text and shall read as follows: 

 
2.8.1.4 The CONTRACTOR shall develop and maintain DM program policies and 

procedures, which shall include program descriptions. These policies and 
procedures shall include, for each of the conditions listed above, the following:  

 
13. Section 2.8.2.1 shall be amended by deleting the last sentence so that Section 2.8.2.1 shall read as 

follows: 
 

2.7.7.5 The CONTRACTOR shall have a systematic method of identifying and enrolling 
eligible members in each DM program.  

 
14. Section 2.8.3 shall be deleted in its entirety and replaced with the following: 

 
2.8.3 Stratification 

 
As part of the DM programs, the CONTRACTOR shall classify eligible members 
into stratification levels according to condition severity or other clinical or 
member-provided information. The DM programs shall tailor the program content 
and education activities for each stratification level.  

 
15. Section 2.8.4 shall be amended by adding new text and shall read as follows: 

 
2.8.4 Program Content  

 
Each DM program shall include the development of treatment plans, as described 
in NCQA Disease Management program content, that serve as the outline for all of 
the activities and interventions in the program. At a minimum the activities and 
interventions associated with the treatment plan shall address condition monitoring, 
patient adherence to the treatment plan, consideration of other co-morbidities, and 
condition-related lifestyle issues. 
 

16. Section 2.9.4.1.5 shall be amended by adding new text and shall read as follows: 
 
2.9.4.1.5 Program Evaluation (Satisfaction and Effectiveness). 
 

17. Section 2.9.4.2.1 and 2.9.4.3 shall be deleted in their entirety and the remaining Sections shall be 
renumbered appropriately, including all reference thereto. 
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Amendment Number 1 (cont.) 
 
18. The renumbered Section 2.9.4.5 shall be amended by adding new text and shall read as follows: 

 
2.9.4.5 The CONTRACTOR shall develop a process to inform members and providers 

about the availability of MCO case management and to inform the member’s PCP 
and/or appropriate specialist when a member has been assigned to the MCO case 
management program. 

 
19. The renumbered Section 2.9.4.6 shall be deleted and replaced in its entirety and shall read as 

follows: 
 
2.9.4.6 The CONTRACTOR shall use utilization data, including pharmacy data provided 

by TENNCARE or its PBM (see Section 2.9.7), to identify members for MCO case 
management services as appropriate. In particular, the CONTRACTOR shall track 
utilization data to determine when a member has exceeded the ED threshold (see 
Section 2.14.1.10.2). 

 
20. Section 2.11.8.1.4 shall be amended by adding the phrase “within the last six (6) months” so that 

the amended Section 2.11.8.1.4 shall read as follows: 
 

2.11.8.1.4  Non-PCP Provider Termination 
 

If a non-PCP provider, including but not limited to a specialist or hospital, ceases 
participation in the CONTRACTOR’s MCO, the CONTRACTOR shall provide 
written notice to members who have been seen and/or treated by the non-PCP 
provider within the last six (6) months. Notice shall be issued no less than thirty (30) 
days prior to the effective date of the termination of the non-PCP provider when 
possible or immediately upon the CONTRACTOR becoming aware of the 
termination.  

 
21. Section 2.11.8.2.3.1 shall be amended by adding new text and shall read as follows: 
 

2.11.8.2.3.1 The CONTRACTOR shall notify TENNCARE of any provider termination and 
shall submit an excel spreadsheet that includes the provider’s name, TennCare 
provider identification number, NPI number, and the number of enrollees affected 
within five (5) business days of the provider’s termination. If the termination was 
initiated by the provider, the notice to TENNCARE shall include a copy of the 
provider’s notification to the CONTRACTOR. The CONTRACTOR shall maintain 
documentation of all information, including a copy of the actual member notice(s) 
on-site. Upon request, the CONTRACTOR shall provide TENNCARE a copy of 
the following: one or more of the actual member notices mailed,  an electronic 
listing in Excel identifying each member to whom a notice was sent,. a transition 
plan for the enrollees affected, and documentation from the CONTRACTOR's mail 
room or outside vendor indicating the quantity and date member notices were 
mailed as proof of compliance with the member notification requirements.  
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Amendment Number 1 (cont.) 
 
22. Section 2.12.7 shall be amended by adding a new Section 2.12.7.53 and renumbering existing 

subparts accordingly, including any references thereto. 
 

2.12.7.53 Require providers to screen their employees and contractors initially and on an 
ongoing monthly basis to determine whether any of them has been excluded from 
participation in Medicare, Medicaid, SCHIP, or any Federal health care programs (as 
defined in Section 1128B(f) of the Social Security Act) and not employ or contract 
with an individual or entity that has been excluded. The provider shall be required to 
immediately report to the CONTRACTOR any exclusion information discovered. 
The provider shall be informed that civil monetary penalties may be imposed against 
providers who employ or enter into contracts with excluded individuals or entities to 
provide items or services to TennCare members; 

 
23. Sections 2.13.5.1 and 2.13.5.2 shall be deleted in their entirety and replaced with the following: 
 

2.13.5.1 The CONTRACTOR shall reimburse contracted local health departments (see 
Sections 2.11.6.3 and 2.12.9) for TENNderCare screenings to members under age 
twenty-one (21) at the following rates, unless specified otherwise by TENNCARE. 
Although the codes include preventive visits for individuals twenty-one (21) and 
older, this Section only requires the CONTRACTOR to pay local health departments 
for the specified visits for members under age twenty-one (21). 

 

Preventive Visits 85% of 2001 Medicare 

99381 New pt. Up to 1 yr. $80.33 

99382 New pt. 1- 4 yrs. $88.06 

99383 New pt. 5 - 11yrs. $86.60 

99384 New pt. 12 - 17yrs. $95.39 

99385 New pt. 18 - 39 yrs. $93.93 

99391 Estab. pt. Up to 1 yr. $63.04 

99392 Estab. pt. 1 - 4 yrs. $71.55 

99393 Estab. pt. 5 - 11yrs. $70.96 

99394 Estab. pt. 12 - 17yrs. $79.57 

99395 Estab. pt. 18 - 39 yrs. $78.99 

 
2.13.5.2 TENNCARE may conduct an audit of the CONTRACTOR’s reimbursement 

methodology and related processes on an annual basis to verify compliance with 
this requirement. In addition, the Local Health Department may initiate the 
independent review procedure at any time it believes the CONTRACTOR’s 
payment is not the required reimbursement rate.  
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Amendment Number 1 (cont.) 
 
24. Section 2.15.3 shall be deleted in its entirety and replaced with the following: 

 
2.15.3 Performance Improvement Projects (PIPs)  

 
2.15.3.1 The CONTRACTOR shall perform two (2) clinical and one (1) non-clinical PIP. 

The two (2) clinical PIPs shall include one (1) in the area of behavioral health. 
The behavioral health PIP shall be relevant to one of the behavioral health 
disease management programs for bipolar disorder, major depression, or 
schizophrenia. 

 
2.15.3.2 The CONTRACTOR shall ensure that CMS protocols for PIPs are followed and 

that the following are documented for each activity: 

 
2.15.3.2.1 Rationale for selection as a quality improvement activity; 

 
2.15.3.2.2 Specific population targeted, include sampling methodology if relevant; 

 
2.15.3.2.3 Metrics to determine meaningful improvement and baseline measurement; 

 
2.15.3.2.4 Specific interventions (enrollee and provider); 

 
2.15.3.2.5 Relevant clinical practice guidelines; and 

 
2.15.3.2.6 Date of re-measurement. 

 
2.15.3.3 The CONTRACTOR shall identify benchmarks and set achievable performance 

goals for each of its PIPs. The CONTRACTOR shall identify and implement 
intervention and improvement strategies for achieving the performance goal set 
for each PIP and promoting sustained improvements.   

 
2.15.3.4 The CONTRACTOR shall report on PIPs as required in Section 2.30.11.3, 

Reporting Requirements. 
 

2.15.3.5 After three (3) years, the CONTRACTOR shall, using evaluation criteria 
established by TENNCARE, determine if one or all of the current PIPs should be 
continued. If the CONTRACTOR decides to discontinue a PIP, the 
CONTRACTOR shall identify a new PIP, which shall be prior approved by 
TENNCARE. 

 
25. Section 2.15.4 shall be deleted in its entirety and subsequent sections shall be renumbered 

accordingly, including any references thereto. 
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Amendment Number 1 (cont.) 
 
26. The renumbered Section 2.15.4 shall be deleted in its entirety and replaced with the following: 
 

2.15.4 Clinical Practice Guidelines 

 
The CONTRACTOR shall utilize evidence-based clinical practice guidelines in 
its disease management programs and shall measure performance against at least 
two (2) important aspects of each of the guidelines annually as required in 
Section 2.8. The guidelines shall be reviewed and revised at least every two (2) 
years or whenever the guidelines change.  

 
27. The renumbered Section 2.15.6.1 shall be amended by adding new text and shall read as follows: 
 

2.15.6.1 Annually, beginning with HEDIS 2010, the CONTRACTOR shall complete all 
HEDIS measures designated by NCQA as relevant to Medicaid. The only 
exclusion from the complete Medicaid HEDIS data set shall be dental measures. 
The HEDIS measure results shall be reported separately for each Grand Region 
in which the CONTRACTOR operates. The CONTRACTOR shall contract with 
an NCQA certified HEDIS auditor to validate the processes of the 
CONTRACTOR in accordance with NCQA requirements. Audited HEDIS 
results shall be submitted to TENNCARE, NCQA and TENNCARE’s EQRO 
annually by June 15 of each calendar year. 

 
28. The renumbered Section 2.15.6.2 shall be amended by adding new text and shall read as follows: 
 

2.15.6.2 Annually, beginning in 2010, the CONTRACTOR shall conduct a CAHPS 
survey. The CONTRACTOR shall enter into an agreement with a vendor that is 
certified by NCQA to perform CAHPS surveys. The CONTRACTOR’s vendor 
shall perform the CAHPS adult survey, CAHPS child survey and the CAHPS 
children with chronic conditions survey. Survey results shall be reported to 
TENNCARE separately for each required CAHPS survey listed above. The 
CAHPS survey results shall be reported separately for each Grand Region in 
which the CONTRACTOR operates. Survey results shall be submitted to 
TENNCARE, NCQA and TENNCARE’s EQRO annually by June 15 of each 
calendar year.  

 
29. Section 2.17.1.4 shall be deleted and replaced in its entirety as follows:  
 

2.17.1.4 Once member materials have been approved in writing by TENNCARE, the 
CONTRACTOR shall submit to TENNCARE an electronic version (PDF) of the 
final printed product unless otherwise specified by TENNCARE, within thirty (30) 
calendar days from the print date. Should TENNCARE request original prints be 
submitted in hard copy, photo copies may not be submitted as a final product. Upon 
request, the CONTRACTOR shall provide additional original prints of the final 
product to TENNCARE. 

 
30. Section 2.17.4.5.4 shall be deleted in its entirety and replaced with the following: 
 

2.17.4.5.4 Shall include a description of services provided including benefit limits, 
exclusions, and use of non-contract providers; 
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Amendment Number 1 (cont.) 
 
 
31. Section 2.18.7.3 shall be deleted in its entirety and replaced with the following: 
 

2.18.7.3 The CONTRACTOR shall conduct an annual survey to assess provider 
satisfaction, including satisfaction with provider enrollment, provider 
communication, provider education, provider complaints, claims processing, 
claims reimbursement, and utilization management processes, including medical 
reviews. The CONTRACTOR shall submit an annual report on the survey to 
TENNCARE as required in Section 2.30.12.4. The CONTRACTOR shall take 
action to address opportunities for improvement identified through the survey. 
The survey shall be structured so that behavioral health provider satisfaction 
results and physical health provider satisfaction results can be separately 
stratified.  

 
32. Section 2.21.8 shall be deleted and replaced in its entirety so that the amended 2.21.8 shall read as 

follows: 
 
2.21.8 Ownership and Financial Disclosure  
 

The CONTRACTOR shall disclose, to TENNCARE, the Comptroller General of the United 
States or CMS, full and complete information regarding ownership, financial transactions and 
persons convicted of criminal activity related to Medicare, Medicaid, or the federal Title XX 
programs in accordance with federal and state requirements, including Public Chapter 379 of the 
Acts of 1999. The CONTRACTOR shall screen their employees and contractors initially and on 
an ongoing monthly basis to determine whether any of them has been excluded from participation 
in Medicare, Medicaid, SCHIP, or any Federal health care programs (as defined in Section 
1128B(f) of the Social Security Act) and not employ or contract with an individual or entity that 
has been excluded. This disclosure shall be made in accordance with the requirements in Section 
2.30.14.2. The following information shall be disclosed: 

 
33. Section 2.22.2.1 shall be deleted in its entirety and replaced with the following: 
 

2.22.2.1 The CONTRACTOR shall maintain a claims management system that can uniquely 
identify the provider of the service, date of receipt (the date the CONTRACTOR 
receives the claim as indicated by a date-stamp), real-time-accurate history of actions 
taken on each provider claim (i.e., paid, denied, suspended, appealed, etc.), date of 
payment (the date of the check or other form of payment) and all data elements as 
required by TENNCARE for encounter data submission (see Section 2.23), and can 
track and report service use against hard benefit limits in accordance with a 
methodology set by TENNCARE.  

 
34. Section 2.22.6.1 shall be amended by replacing “quarterly” with “monthly”: 
 

2.22.6.1 On a monthly basis the CONTRACTOR shall submit claims payment accuracy 
percentage reports (see Section 2.30.15).   
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Amendment Number 1 (cont.) 
 
35. Section 2.22.6.3 shall be deleted in its entirety and replaced with the following: 
 

2.22.6.3 The audit shall utilize a random sample of all “processed or paid” claims upon initial 
submission in each month (the terms “processed and paid” are synonymous with 
terms “process and pay” of TCA 56-32-226(b)(1)(A) and (B)). A minimum sample of 
one hundred (100) claims randomly selected from the entire population of electronic 
and paper claims processed or paid upon initial submission for the ,month tested is 
required.  

 
36. Section 2.24.1.3 shall be shall be amended by adding new text and shall read as follows: 
 

2.24.1.3 The CONTRACTOR shall develop policies and procedures that describe, in detail, 
how the CONTRACTOR will comply with the requirements of this Agreement and, 
as applicable, are specific to the Grand Region covered by this Agreement, and the 
CONTRACTOR shall administer this Agreement in accordance with those policies 
and procedures unless otherwise directed or approved in writing by TENNCARE. 

 
37. Section 2.30.1.4 shall be amended by adding new text and shall read as follows: 
 

2.30.1.4 The CONTRACTOR shall submit all reports electronically and in the manner and 
format prescribed by TENNCARE. Except as otherwise specified by TENNCARE, 
all reports shall be specific to the Grand Region covered by this Agreement. 

 
38. Section 2.30.4.10 shall be deleted in it entirety and following subsections shall be renumbered 

accordingly, including any references thereto. 
 
39. Section 2.30.5 is amended by adding a new Subsection 2.30.5.3 which shall read as follows: 
 

2.30.5.3 The CONTRACTOR shall submit annually an updated Disease Management 
Program Description to include at a minimum the disease management 
components listed in Sections 2.8.1.4 through 2.8.1.5 of this Agreement.  

 
40. Section 2.30.6.1.1 shall be deleted in its entirety and replaced with the following: 
 

2.30.6.1.1 The CONTRACTOR shall submit annually an updated MCO Case Management 
Program Description to TENNCARE describing the CONTRACTOR’s MCO case 
management services. The report shall include a description of the criteria and 
process the CONTRACTOR uses to identify members for MCO case management, 
the process the CONTRACTOR uses to inform members and providers of the 
availability of MCO case management, a description of the MCO case management 
services provided by the CONTRACTOR and the methods used by the 
CONTRACTOR to evaluate its MCO case management program. 

 
41. Section 2.30.6.1 shall be amended by adding a new Section 2.30.6.1.2 and renumbering existing 

subparts accordingly, including any references thereto. 
 

2.30.6.1.2 The CONTRACTOR shall submit an annual MCO Case Management Services 
Report that addresses the activities in Section 2.9.4 of this Agreement by July 1 of 
each year. 
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Amendment Number 1 (cont.) 
 
 
42. Section 2.30.9 shall be deleted and replaced in its entirety and shall read as follows: 
 

2.30.9 Provider Payment Reports 

 
2.30.9.1 The CONTRACTOR shall submit a quarterly Related Provider Payment Report that lists all 

related providers and subcontractors to whom the CONTRACTOR has made payments during 
the previous quarter and the payment amounts. (See Section 2.13.15.). 

 
2.30.9.2 The CONTRACTOR shall submit  monthly Check Run Summaries on at least a 

monthly basis. The summaries should be submitted for the relevant adjudication 
cycle(s) during the reporting period. 

 
2.30.9.3      The CONTRACTOR shall submit a Claims Data Extract that shall be due at least on 

a monthly basis along with the Check Run Summaries and shall be submitted for the 
relevant adjudication cycle(s) during the reporting period.  

 
2.30.9.4      The CONTRACTOR shall provide a Reconciliation Report for the total paid amounts 

between the funds released for payment to providers, the supporting claims data 
extract, and the encounter data submissions for the relevant adjudication cycle. The 
reconciliation should be submitted within fourteen (14) days of the claims data 
extract. 

 
43. Section 2.30.10.5 shall be deleted in its entirety and replaced with the following: 
 

2.30.10.5 The CONTRACTOR shall submit quarterly Prior Authorization Reports that include  
information, by service and separately for adults and children, on the number of 
requests received, number processed, number approved, number denied, and denial 
reason.  

 
44. Section 2.30.10.8 shall be deleted in its entirety and the existing following subparts shall be 

renumbered accordingly, including any references thereto. 
 
45. Section 2.30.11.1 shall be amended by adding new text and shall read as follows: 
 

2.30.11.1 The CONTRACTOR shall annually submit, by July 30, an approved (by the 
CONTRACTOR’s QM/QI Committee) QM/QI Program Description, Associated 
Work Plan, and Annual Evaluation.  

 
46. Section 2.30.11.1.1 shall be deleted in its entirety. 
 
47. Section 2.30.11.2 shall be deleted in its entirety and the existing subparts shall be renumbered 

accordingly, including any references thereto. 
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Amendment Number 1 (cont.) 
 
48. The renumbered Section 2.30.11.2 shall be amended by adding new text and shall read as 

follows: 
 

2.30.11.2 The CONTRACTOR shall submit an annual Report on Performance Improvement 
Projects that includes the information specified in Section 2.15.3. The report shall 
be submitted annually on July 30.  

 
49. Section 2.30.11 shall be amended by adding a new Section 2.30.11.5 which shall read as follows: 
 

2.30.11.5 The CONTRACTOR shall submit its annual reevaluation of accreditation status 
based on HEDIS scores immediately upon receipt, but not to exceed ten (10) 
calendar days from notification by NCQA. 

 
50. Section 2.30.15.1 shall be deleted in its entirety and replaced with the following: 
 

2.30.15.1 The CONTRACTOR shall submit a monthly Claims Payment Accuracy Report. The 
report shall include the results of the internal audit of the random sample of all 
“processed or paid” claims (described in Section 2.22.6) and shall report on the 
number and percent of claims that are paid accurately. As provided in Section 
2.22.6.6, if the CONTRACTOR subcontracts for the provision of any covered 
services, and the subcontractor is responsible for processing claims, then the 
CONTRACTOR shall submit a claims payment accuracy percentage report for the 
claims processed by the subcontractor. The report for each subcontractor shall 
include the results of the internal audit conducted in compliance with Section 2.22.6 
and shall report on the number and percent of claims that are paid accurately.  

 
51. Section 2.30.14.3.4 shall be amended to revise the due dates as follows: 
 

2.30.14.3.4 The CONTRACTOR shall file with TDCI, a Quarterly Financial Report. These 
reports shall be on the form prescribed by the National Association of Insurance 
Commissioners for health maintenance organizations and shall be submitted to TDCI 
on or before May 15 (covering first quarter of current year), August 15 (covering 
second quarter of current year) and November 15 (covering third quarter of current 
year). Each quarterly report shall also contain an income statement detailing the 
CONTRACTOR’s quarterly and year-to-date revenues earned and expenses incurred 
as a result of the CONTRACTOR’s participation in the TennCare program. The 
second quarterly report (submitted on September 1) shall include the Medical Loss 
Ratio report completed on an accrual basis that includes an actuarial certification of 
the claims payable (reported and unreported) and, if any, other actuarial liabilities 
reported. The actuarial certification shall be prepared in accordance with National 
Association of Insurance Commissioners guidelines. The CONTRACTOR shall also 
submit a reconciliation of the Medical Loss Ratio report to the second quarterly 
NAIC report.  

 
52. Section 2.30.19 shall be shall be amended by adding new text and shall read as follows: 
 

2.30.19 HIPAA Reports 
 

The CONTRACTOR shall submit a Privacy/Security Incident Report. This report 
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Amendment Number 1 (cont.) 
 

shall be provided at least annually, but the CONTRACTOR shall provide the report 
more frequently if requested by TENNCARE. The report shall include, at a 
minimum, the date of the incident, the date of notification to TENNCARE’s privacy 
officer, the nature and scope of the incident, the CONTRACTOR’s response to the 
incident, and the mitigating measures taken by the CONTRACTOR to prevent 
similar incidents in the future. “Port scans” or other unsuccessful queries to the 
CONTRACTOR’s information system shall not be considered a privacy/security 
incident for purposes of this report. 

 
53. Section 2.31 is deleted in its entirety. 
 
54. Section 3.10.2 through 3.10.4 shall be deleted and replaced in their entirety. 
 

3.10.2 Physical Health HEDIS Measures 
 

3.10.2.1 On July 1 of the year that the first HEDIS reports are due (see Section 2.15.6), the 
CONTRACTOR will be eligible for a $.03 PMPM payment, applied to member 
months from the preceding calendar year, for each of the audited HEDIS measures 
specified in Section 3.10.2.2 below (calculated from the preceding calendar year’s 
data) for which significant improvement has been demonstrated. Significant 
improvement is defined using NCQA’s minimum effect size change methodology 
(see Section 3.10.5 below). 

 
3.10.2.2 Beginning on July 1, 2011, on July 1 of each year, the CONTRACTOR will be 

eligible for a $.03 PMPM payment, applied to member months from the preceding 
calendar year, for each of the audited HEDIS measures specified in Section 3.10.2.2 
below (calculated from the preceding calendar year’s data) for which significant 
improvement has been demonstrated.  The CONTRACTOR’s HEDIS result for the 
reporting period prior to the current reporting period will serve as the baseline. 
Significant improvement is defined using NCQA’s minimum effect size change 
methodology (see Section 3.10.5 below).. 

 
3.10.2.3 Incentive payments will be available for the following audited HEDIS measures: 

 
3.10.2.3.1 HbA1C Testing – Diabetes measure; 

 
3.10.2.3.2 HbA1C Control – Diabetes measure;  

 
3.10.2.3.3 LDL-C Screening Performed – Diabetes measure;  

 
3.10.2.3.4 Adolescent Well-Care Visits;  

 
3.10.2.3.5 Breast Cancer Screening; and 

 
3.10.2.3.6 Controlling High Blood Pressure. 

 
3.10.2.4 For HbA1C control, the reverse of the HEDIS measure (i.e. 100 minus the percentage 

of individuals with poorly controlled HbA1C) will serve as the measure for purposes 
of this section. 
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Amendment Number 1 (cont.) 
 
 

3.10.3 Behavioral Health HEDIS Measures  
 
3.10.3.1 On July 1 of the year that the first HEDIS reports are due (see Section 2.15.6) the 

CONTRACTOR will be eligible for a $.03 PMPM payment, applied to member 
months from the preceding calendar year, for each of the following audited HEDIS 
measures (calculated from the preceding calendar year’s data) for which the 
CONTRACTOR scores at or above the 75th national Medicaid percentile, as 
calculated by NCQA. To be eligible for incentive payment for a measure, the 
CONTRACTOR must score at or above the 75th percentile for both rates comprising 
the measure. 

   
3.10.3.2 Beginning July 1, 2011, the PMPM payment will be applied to member months from 

the preceding calendar year, for each of the following audited HEDIS measures 
(calculated from the preceding calendar year’s data) for which significant 
improvement has been demonstrated. The CONTRACTOR’S HEDIS result for the 
reporting period prior to the current reporting period will serve as the baseline. To be 
eligible for incentive payment for a measure, the CONTRACTOR must demonstrate 
significant improvement for both rates comprising the measure. Significant 
improvement is defined using NCQA’s minimum effect size change methodology. 

 
3.10.3.3 Audited HEDIS Measures: 
 
3.10.3.3.1 Antidepressant Medication Management; and 

 
3.10.3.3.2 Follow-up Care for Children Prescribed ADHD Medication. 

 
 3.10.4 Community Tenure/Hospital Readmission for Mental Illness 
 

3.10.4.1 On July 1, of the year following the first full calendar year of operation, the 
CONTRACTOR will be eligible for a .$03 PMPM payment,  applied to member 
months from the preceding calendar year, if significant improvement has been 
demonstrated in the rate at which members hospitalized for mental illness remain in 
the community (i.e. are not readmitted to an inpatient hospital setting for treatment of 
mental illness) within thirty (30) days of discharge. Significant improvement is 
defined using NCQA’s minimum effect size change methodology (see Section 3.10.5 
below).  The baseline rate will be the percentage of enrollees in the region that were 
discharged following hospitalization for mental illness during the last full calendar 
year prior to the year the CONTRACTOR began operating under this Agreement, 
and that were not readmitted within thirty (30) days following discharge, as 
calculated by TennCare. The baseline rate will be compared to the percentage of the 
CONTRACTOR’s members that were discharged following hospitalization for 
mental illness during the first full calendar year of operation under this Agreement, 
and that were not readmitted within thirty (30 days) following discharge. The latter 
calculation will use methodology identical to that used in the baseline calculation 
performed by TENNCARE.  

 
3.10.4.2 Beginning on July 1, 2011, on July 1 of each year, the CONTRACTOR will be 

eligible for a $.03 PMPM payment, applied to member months from the preceding 
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Amendment Number 1 (cont.) 
 

calendar year, if significant improvement has been demonstrated in the rate at which 
members hospitalized for mental illness remain in the community (i.e. are not 
readmitted to an inpatient hospital setting for treatment of mental illness) within 
thirty (30) days of discharge. Significant improvement is defined using NCQA’s 
minimum effect size change methodology (see Section 3.10.5 below). The baseline 
rate will be the percentage of the CONTRACTOR’s enrollees that were discharged 
following hospitalization for mental illness during the reporting period prior to the 
current reporting period and that were not readmitted within thirty (30) days 
following discharge, as calculated by TennCare. The baseline rate will be compared 
to the percentage of the CONTRACTOR’s members that were discharged following 
hospitalization for mental illness during the preceding calendar year of operation, and 
that were not readmitted within thirty (30 days) following discharge. The latter 
calculation will use methodology identical to that used in the baseline calculation 
performed by TENNCARE.   

 
55. Section 4.7.2 shall be deleted in its entirety. 
 
56. Section 4.30 shall be deleted in its entirety and replaced with the following: 
 

4.30 VOLUNTARY BUYOUT PROGRAM 
 
4.30.1 The CONTRACTOR acknowledges and understands that, for a period of two years 

beginning August 16, 2008, restrictions are imposed on former state employees who 
received a State of Tennessee Voluntary Buyout Program (VBP) severance payment 
with regard to contracts with state agencies that participated in the VBP. 

 
4.30.2 The State will not contract with either a former state employee who received a VBP 

severance payment or an entity in which a former state employee who received a 
VBP severance payment or the spouse of such an individual holds a controlling 
financial interest. 

 
4.30.3 The State may contract with an entity with which a former state employee who 

received a VBP severance payment is an employee or an independent contractor. 
Notwithstanding the foregoing, the CONTRACTOR understands and agrees that 
there may be unique business circumstances under which a return to work by a 
former state employee who received a VBP severance payment as an employee or an 
independent contractor of a State contractor would not be appropriate, and in such 
cases the State may refuse CONTRACTOR personnel. Inasmuch, it shall be the 
responsibility of the State to review CONTRACTOR personnel to identify any such 
issues.   

 
4.30.4 With reference to either Section 4.30.2 or 4.30.3 above, the CONTRACTOR may 

submit a written request for a waiver of the VBP restrictions regarding a former state 
employee and a contract with a state agency that participated in the VBP. Any such 
request shall be submitted to the State in the form of the VBP Contracting Restriction 
Waiver Request format available from the State and the Internet at:  
www.state.tn.us/finance/rds/ocr/waiver.html. The determination on such a request 
shall be at the sole discretion of the head of the state agency that is a Party to this 
Agreement, the Commissioner of Finance and Administration, and the Commissioner 
of Human Resources. 
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Amendment Number 1 (cont.) 
 

 
57. Section 4 shall be amended by adding a new Section 4.37 and renumbering the existing Sections 

accordingly, including any references thereto.  
 

4.37 Federal Economic Stimulus Funding 
 

This Agreement requires the CONTRACTOR to provide products and/or services that are 
funded in whole or in part under the American Recovery and Reinvestment Act of 2009, 
Public Law 111-5, (Recovery Act). The CONTRACTOR is responsible for ensuring that 
all applicable requirements of the Recovery Act are met and that the CONTRACTOR 
provides information to the State as required by, but not limited to, the following: 

 
4.37.1 The Recovery Act, including but not limited to the following sections of that Act: 

 
4.37.1.1 Section 1606 – Wage Rate Requirements. 
 
4.37.1.2 Section 1512 – Reporting and Registration Requirements. 
 
4.37.1.3 Sections 902, 1514, and 1515 – General Accounting Office/Inspector 

General Access. 
 

4.37.1.4 Section 1553 – Whistleblower Protections. 
 
4.37.1.5 Section 1605 – Buy American Requirements for Construction Material. 

 
4.37.2 Executive Office of the President, Office of Management and Budget (OMB) Guidelines 

as posted at http://www.whitehouse.gov/omb/recovery_default/, as well as OMB 
Circulars, including but not limited to A-102 and A-133 as posted at 
http://www.whitehouse.gov/omb/financial_offm_circulars/. 
 

4.37.3 Federal Grant Award Documents. 
 

4.37.4 Office of Tennessee Recovery Act Management Directives. 
 
58. In Attachment I, Behavioral Health Specialized Service Descriptions, the paragraph under “Peer 

Support” shall be shall be amended by adding new text and shall read as follows: 
 

Peer support services allow individuals to direct their own recovery and advocacy process and are 
provided by persons who are or have been consumers of the behavioral health system and their 
family members and are Certified Peer Support Specialists. These services include providing 
assistance with more effectively utilizing the service delivery system (e.g. assistance in 
developing plans of care, accessing services and supports, partnering with professionals) or 
understanding and coping with the stressors of the person’s illness through support groups, 
coaching, role modeling, and mentoring. Activities which promote socialization, recovery, self-
advocacy, development of natural supports, and maintenance of community living skills are 
rendered so individuals can educate and support each other in the acquisition of skills needed to 
manage their illnesses and access resources within their communities. Services are often provided 
during the evening and weekend hours. 
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Amendment Number 1 (cont.) 
 
59. In Attachment I, Behavioral Health Specialized Service Descriptions, the paragraph under 

“Supported Housing” shall be shall be deleted and replaced in its entirety and shall read as follows: 
 
Supported housing services refers to services rendered at facilities that are staffed twenty-four 
(24) hours per day, seven (7) days a week with associated mental health staff supports for 
individuals who require treatment services and supports in a highly structured setting. These 
mental health services are for persons with serious and/or persistent mental illnesses (SPMI) and 
are intended to prepare individuals for more independent living in the community while providing 
an environment that allows individuals to live in community settings. Given this goal, every effort 
should be made to place individuals in facilities near their families and other support systems and 
original areas of residence. Supported housing services are mental health services and do not 
include the payment of room and board. 
 

60. Attachment II, Cost Sharing Schedule, shall be amended by adding the phrase “Prior to January 1, 
2010” in the header of the current chart and adding a new chart which shall read as follows: 

 
Non-Pharmacy Copayment Schedule Effective January 1, 2010 

(unless otherwise directed by TENNCARE) 
 

Poverty 
Level Copayment Amounts 

0% - 99% $0.00 
100% - 199% $10.00, Hospital Emergency Room (waived if admitted) 

$5.00, Primary Care Provider and Community Mental Health 
Agency Services Other Than Preventive Care 
$5.00, Physician Specialists (including Psychiatrists) 
$5.00, Inpatient Hospital Admission (waived if readmitted 
within 48 hours for the same episode) 

200% and above $50.00, Hospital Emergency Room (waived if admitted) 
$15.00, Primary Care Provider and Community Mental Health 
Agency Services Other Than Preventive Care 
$20.00, Physician Specialists (including Psychiatrists) 
$100.00, Inpatient Hospital Admission (waived if readmitted 
within 48 hours for the same episode) 

 
The CONTRACTOR is specifically prohibited from waiving or discouraging TENNCARE 
enrollees from paying the amounts described in this attachment.   
 
61. Attachment V, Access & Availability for Behavioral Health Services, shall be deleted in its 

entirety and replaced with the following: 
 

ATTACHMENT V 
ACCESS & AVAILABILITY FOR BEHAVIORAL HEALTH SERVICES 

 
The CONTRACTOR shall adhere to the following behavioral health network requirements to 
ensure access and availability to behavioral health services for all members (adults and 
children). For the purpose of assessing behavioral health provider network adequacy, 
TENNCARE will evaluate the CONTRACTOR’s provider network relative to the 
requirements described below. Providers serving adults will be evaluated separately from 
those serving children. 
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Amendment Number 1 (cont.) 
 
 
Access to Behavioral Health Services 
 
The CONTRACTOR shall ensure access to behavioral health providers for the provision of 
covered services. At a minimum, this means that: 
 

The CONTRACTOR shall have provider agreements with providers of the services listed 
in the table below and meet the geographic and time for admission/appointment 
requirements. 

 

Service Type 
Geographic Access 

Requirement 

Maximum Time 
for Admission/ 
Appointment 

Psychiatric Inpatient 
Hospital Services 

Travel distance does not exceed 
60 miles for at least 75% of  
members and does not exceed 90 
miles for at least 90% of 
members 

4 hours 
(emergency 
involuntary)/24 
hours 
(involuntary)/24 
hours (voluntary) 

24 Hour Psychiatric 
Residential Treatment 

Travel distance does not exceed 
75 miles for at least 75% of  
ADULT members and does not 
exceed 150 miles for  at least 
90% of ADULT members 
----------------------------------------
------- 
Travel distance does not exceed 
60 miles for at least 75% of  
CHILD members and does not 
exceed 90 miles for  at least 90% 
of CHILD members 

Within 30 
calendar days 

Outpatient Non-MD 
Services 

Travel distance does not exceed 
30 miles for ALL  members 

Within 10 
business days; if 
urgent, within 48 
hours 

Intensive Outpatient (may 
include Day Treatment 
(adult), Intensive Day 
Treatment (Children & 
Adolescent) or Partial 
Hospitalization 

Travel distance does not exceed 
60 miles for at least 75% of  
members and does not exceed 90 
miles for  at least 90% of 
members 

Within 10 
business days; if 
urgent, within 48 
hours 

Inpatient Facility Services 
(Substance Abuse) 

Travel distance does not exceed 
60 miles for at least 75% of  
members and does not exceed 90 
miles for  at least 90% of 
members 
 

Within 2 calendar 
days; for 
detoxification - 
within 4 hours in 
an emergency and 
24 hours for non-
emergency 

24 Hour Residential Travel distance does not exceed Within  10 
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Service Type 

Maximum Time 
Geographic Access for Admission/ 

Requirement Appointment 
Treatment Services 
(Substance Abuse)* 

75 miles for at least 75% of  
members and does not exceed 
120 miles for  at least 90% of 
members 

business days   

Outpatient Treatment 
Services (Substance Abuse) 

Travel distance does not exceed 
30 miles for ALL  members 

Within 10 
business days; for 
detoxification – 
within 24 hours 

Mental Health Case 
Management 

Not subject to geographic access 
standards 

Within 7 calendar 
days 

Psychosocial 
Rehabilitation (may 
include Supported 
Employment, Illness 
Management & Recovery, 
or Peer Support (TDMHDD 
Rule Chapter 1940-5-29) 

Not subject to geographic access 
standards 

Within 10 
business days 

Supported Housing Travel distance does not exceed 
60 miles for at least 75% of  
ADULT members and does not 
exceed 90 miles for at least 90% 
of ADULT members.   

Within 30 
calendar days 

Crisis Services (Mobile) Not subject to geographic access 
standards 

Face-to-face 
contact within 1 
hour for 
emergency 
situations and 4 
hours for urgent 
situations 

Crisis Stabilization  Not subject to geographic access 
standards 

Within 4 hours of 
referral 

 
*24 Hour Residential Treatment Substance Abuse Services may be provided by 
facilities licensed by the Tennessee Department of Health as Halfway House 
Treatment Facilities (DOH Rule Chapter 1200-8-17), Residential Detoxification 
Treatment Facilities (DOH Rule Chapter 1200-8-22) or Residential Rehabilitation 
Treatment Facilities (DOH Rule Chapter 1200-8-23). (Effective 1/1/2008, the 
Tennessee Department of Mental Health and Developmental Disabilities will license 
these facilities.) 

 
When the above standards are not met, an acceptable Corrective Action Plan will be 
requested which details the CONTRACTOR’s intended course of action to resolve any 
deficiency (ies) identified. The Bureau of TennCare will evaluate Corrective Action Plans 
and, at its sole discretion, determine network adequacy considering any alternate measures 
and documentation of unique market conditions. 
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Amendment Number 1 (cont.) 
 
At a minimum, providers for the following service types shall be reported on the Provider 
Enrollment File: 
 

Service Type 
Service Code(s) for use in 

position 330-331 of the Provider 
Enrollment File 

Psychiatric Inpatient Hospital Services Adult - 11, 79, 85 
Child – A1 or H9 

24 Hour Psychiatric Residential Treatment Adult - 13, 81, 82 
Child – A9, H1, or H2 
 

Outpatient MD Services (Psychiatry) Adult – 19 
Child – B5 

Outpatient Non-MD Services Adult – 20 
Child – B6 

Intensive Outpatient/ Partial Hospitalization Adult – 21, 23, 62 
Child - B7, C2, C3 

Inpatient Facility Services 
(Substance Abuse) 

Adult – 15, 17 
Child – A3, A5 

24 Hour Residential Treatment Services 
(Substance Abuse) 

Adult - 56 
Child - F6 

Outpatient Treatment Services 
(Substance Abuse) 

Adult – 27 or 28 

 

Child – D3 or D4 

Mental Health Case Management Adult - 31, 66, or 83 

Child – C7, D7, G2, G6, or K1 

Psychiatric Rehabilitation Services:  

Psychosocial Rehabilitation 42 

Supported Employment 44 

Peer Support 88 

Illness Management & Recovery 91 

Supported Housing 32 and 33 

Crisis Services (Mobile) Adult - 37, 38, 39 

Child - D8, D9, E1 

Crisis Respite Adult – 40 

Child – E2 

Crisis Stabilization Adult – 41 

 
62. In Attachment VII, Performance Standards, Performance Measure 1 (Timely Claims Processing), 

the text under “DEFINITION” shall be deleted in its entirety and replaced with the following: 
 

Percentage of claims paid within 30 calendar days of receipt of claim, for each month 
 

Percentage of claims processed within 60 calendar days of receipt of claim, for each month 
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Amendment Number 1 (cont.) 
 
63. In Attachment VII, Performance Standards, Performance Measure 1 (Timely Claims Processing), 

the text under “MEASUREMENT FREQUENCY” shall be amended by replacing “Quarterly” 
with “Monthly.” 

 
64. In Attachment VII, Performance Standards, Performance Measure 2 (Claims Payment Accuracy), 

the text under “DEFINITION” shall be deleted in its entirety and replaced with the following: 
 

Percentage of total claims paid accurately for each month 
 
65. In Attachment VII, Performance Standards, Performance Measure 2 (Claims Payment Accuracy), 

the text under “MEASUREMENT FREQUENCY” shall be amended by replacing “Quarterly” 
with “Monthly.” 

 
66. In Attachment VII, Performance Standards, Performance Measure 2 (Claims Payment Accuracy), 

the text under “LIQUIDATED DAMAGE” shall be amended by replacing “quarter” with 
“month” to read as follows: 

 
$5,000 for each full percentage point accuracy is below 97% for each month 

 
 
67. Attachment VIII, Deliverable Requirements, shall be amended to delete item #37 regarding 

clinical practice guidelines and renumber existing items accordingly. 
 
68. In Attachment VIII, Deliverable Requirements, item #42 shall be amended by adding new text 

and shall read as follows: 
 

42. Copy of signed NCQA survey contract as required by Section 2.15.6.1 
 

69. Attachment VIII, Deliverable Requirements, shall be amended by adding a new item #47 
regarding and renumbering existing items accordingly. 

 
47. NCQA revaluation of accreditation status based on HEDIS scores (see Section 2.30.11.4) 

 
70. Attachment VIII, Deliverable Requirements, shall be amended to delete item #130 regarding 

Emergency Room Visit Report and renumber following items accordingly. 
 
71. Attachment VIII, Deliverable Requirements, shall be amended to delete item #133 regarding 

Quality Update Report and renumber following items accordingly. 
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72. Attachment IX, Exhibit G, Report of Essential Hospital Services, shall be deleted in its entirety 

and replaced with the following: 
 

ATTACHMENT IX, EXHIBIT G 
REPORT OF ESSENTIAL HOSPITAL SERVICES 

 
Instructions for Completing Report of Essential Hospital Services 

 
The chart for the Report of Essential Hospital Services required in Section 2.30.7.4 is to be prepared 
based on the CONTRACTOR’s provider network for essential hospital services in each Grand Region in 
which the CONTRACTOR has (or expects to have) TennCare members.  

 
• Fill out one report for each Grand Region. In the top portion of the grid, indicate the MCO name, 

the Grand Region, the total number of MCO members in the Grand Region and the date that such 
total enrollment was established.  

• Provide information on each contract and non-contract facility that serves (or will serve) 
members in the identified Grand Region. The MCO should use a separate row to report 
information on each such facility.  

 
1. In the first column, “Name of Facility” indicate the complete name of the facility.  

 
2. In the second column, “TennCare ID” indicate the TennCare ID assigned to the facility. 
 
3. In the third column, “NPI” indicate the National Provider Identifier issued to the facility. 
 
4. In the fourth column, “City/Town” indicate the city or town in which the designated facility is 

located.  
 
5. In the fifth column, “County” indicate the name of the county in which this facility is located.  
 
6. In the sixth through the twelfth columns indicate the status of the CONTRACTOR’s relationship with 

the specific facility for each of these covered hospital services, e.g. Neonatal, Perinatal, Pediatric, 
Trauma, Burn, Center of Excellence for AIDS, and Centers of Excellence for Behavioral Health. For 
example: 

• If the CONTRACTOR has an executed provider agreement with the facility for neonatal services, 
insert an “E” in the column labeled “Neonatal”.  

• If the CONTRACTOR does not have an executed provider agreement with this facility for 
“Neonatal”, but has another type of arrangement with this facility, the CONTRACTOR should 
indicate the code that best describes its relationship (L=letter of intent; R=on referral basis; N=in 
contract negotiations; O=other arrangement). For any facility in which the CONTRACTOR does 
not have an executed provider agreement and is using as a non-contract provider, the 
CONTRACTOR should submit a brief description (one paragraph) of its relationship with the 
facility including an estimated timeline for executing a provider agreement, if any. 

• If the CONTRACTOR does not have any relationship for neonatal services with the facility on 
this row, the CONTRACTOR should leave the cell labeled “neonatal” blank. 
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ATTACHMENT IX, EXHIBIT G  
ESSENTIAL HOSPITAL SERVICES REPORT 

 
     

 MCO Name:   Grand Region:   

       
 Number of TennCare Members:   as of (date):   

 
 

Name of Facility 
TennCare 

ID 
NPI 

City/ 
Town 

County Neonatal Perinatal Pediatric Trauma Burn
AIDS 

Center of 
Excellence 

Center of 
Excellence for 

Behavioral Health
Comments 

             

             

             

 
E = Executed Provider Agreement 
L = Letter of Intent 
R = On Referral Basis 
N = In Contract Negotiations 
O = Other Arrangement 

If no relationship for a particular service leave cell blank 
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Amendment Number 1 (cont.) 

 
 
73. Delete Attachment IX, Exhibit L, Prior Authorization Report and replace with “Left Blank 

Intentionally”. 
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Amendment Number 1 (cont.) 

All of the provisions of the original Agreement not specifically deleted or modified herein shall remain in full force and 
effect. Unless a provision contained in this Amendment specifically indicates a different effective date, for purposes 
of the provisions contained herein, this Amendment shall become effective September 1, 2009.   
 
IN WITNESS WHEREOF, the parties have by their duly authorized representatives set their signatures. 

 

STATE OF TENNESSEE  
DEPARTMENT OF FINANCE   
AND ADMINISTRATION  
 
 
BY:  ______________________________  

  M. D. Goetz, Jr.  
 Commissioner    President and Chief Executive Officer  
 
DATE: ____________________________  
 
 
 

APPROVED BY: 
 

STATE OF TENNESSEE  
DEPARTMENT OF FINANCE   
AND ADMINISTRATION  
 
 
BY:  ______________________________  

  M. D. Goetz, Jr.  
 Commissioner    Comptroller 
 
DATE: ____________________________  

 
 
 
 
 
 

 
VOLUNTEER STATE HEALTH PLAN, 
INC. 
 
 
BY:  _______________________________ 
 Sonya Nelson 

 
DATE: ____________________________ 
 
 
 

APPROVED BY: 
 
 

STATE OF TENNESSEE 
COMPTROLLER OF THE TREASURY 
 
 
BY: _________________________________ 

 Justin P. Wilson 

 
DATE:  ______________________________ 
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