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LEGISLATIVE ACTION
Senate . House
Comm: WD
03/26/2010

The Policy and Steering Committee on Ways and Means (Sobel)

recommended the following:

Senate Amendment (with directory and title amendments)

Delete lines 180 - 773

and insert:

(55) Beginning September 1, 2010, each new and renewing

agency contract with managed care plans shall require a 120-day

notice for any plan that intends to cease operation or withdraw

from any county or market. Upon such notification, a plan must

provide the agency the names of beneficiaries in high-risk

populations as defined by the agency so that the agency can

facilitate their transition into another health plan.

Section 2. Subsections (1) through (6) of section
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409.91211, Florida Statutes, are amended to read:

409.91211 Medicaid managed care pilot program.—

(1) (a) The agency is authorized to seek and implement
experimental, pilot, or demonstration project waivers, pursuant
to s. 1115 of the Social Security Act, to create a statewide
initiative to provide for a more efficient and effective service
delivery system that enhances quality of care and client
outcomes in the Florida Medicaid program pursuant to this
section. Phase one of the demonstration shall be implemented in
two geographic areas. One demonstration site shall include only
Broward County. A second demonstration site shall initially
include Duval County and shall be expanded to include Baker,
Clay, and Nassau Counties within 1 year after the Duval County
program becomes operational. The agency shall implement
expansion of the program to include the remaining counties of
the state and remaining eligibility groups in accordance with
the process specified in the federally approved special terms

and conditions numbered 11-W-00206/4, as approved by the federal

Centers for Medicare and Medicaid Services en—Oeteber39+—2005;
with a goal of full statewide implementation by June 30, 2014
26++. By June 30, 2010, the agency shall submit to the United

States Centers for Medicare and Medicaid Services a request to

extend the waiver and to modify the special terms and

conditions. The requested modifications shall be based on

changes that have occurred in the initial waiver assumptions,

available evaluation results, and input collected from

stakeholders using a public process. Modifications shall be

drafted and submitted so as to avoid any risk of disruption to

the low-income pool.
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(b) This waiver extension shall autherityis—econtingent
wpon—federalapprovat—te preserve the low-income pool upper-—

paymernt—timit funding mechanism for providers and hospitals,

including a—ggarant of—a—reasenable growth—facters a

methodology to allow the use of a portion of these funds to
serve as a risk pool for demonstration sites, provisions to
preserve the state’s ability to use intergovernmental transfers,

and provisions to protect the disproportionate share program
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demonstration to counties that have two or more plans and that

have capacity to serve the designated population prejeets. The

agency may expand to additional counties as plan capacity is

the—upper—-poyment—timit programy—or the low-income pool as
implemented by the Agency for Health Care Administration

pursuant to federal waiver, the state matching funds required
for the program shall be provided by local governmental entities
through intergovernmental transfers in accordance with published
federal statutes and regulations. The Agency for Health Care
Administration shall distribute upper—payment—timits
disproportionate share hospital+ and low-income pool funds
according to published federal statutes, regulations, and
waivers and the low-income pool methodology approved by the
federal Centers for Medicare and Medicaid Services.

(c) It is the intent of the Legislature that the low-income

pool plan required by the terms and conditions of the Medicaid
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reform waiver and submitted to the federal Centers for Medicare
and Medicaid Services propose the distribution of the above-
mentioned program funds based on the following objectives:

1. Assure a broad and fair distribution of available funds
based on the access provided by Medicaid participating
hospitals, regardless of their ownership status, through their
delivery of inpatient or outpatient care for Medicaid
beneficiaries and uninsured and underinsured individuals;

2. Assure accessible emergency inpatient and outpatient
care for Medicaid beneficiaries and uninsured and underinsured
individuals;

3. Enhance primary, preventive, and other ambulatory care
coverages for uninsured individuals;

4. Promote teaching and specialty hospital programs;

5. Promote the stability and viability of statutorily
defined rural hospitals and hospitals that serve as sole
community hospitals;

6. Recognize the extent of hospital uncompensated care
costs;

7. Maintain and enhance essential community hospital care;

8. Maintain incentives for local governmental entities to
contribute to the cost of uncompensated care;

9. Promote measures to avoid preventable hospitalizations;

10. Account for hospital efficiency; and

11. Contribute to a community’s overall health system.

(2) The Legislature intends for the capitated managed care
pilot program to:

(a) Provide recipients in Medicaid fee-for-service or the

MediPass program a comprehensive and coordinated capitated
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managed care system for all health care services specified in
ss. 409.905 and 409.906.

(b) Stabilize Medicaid expenditures under the pilot program
compared to Medicaid expenditures in the pilot area for the 3
years before implementation of the pilot program, while
ensuring:

1. Consumer education and choice.

2. Access to medically necessary services.

3. Coordination of preventative, acute, and long-term care.

4. Reductions in unnecessary service utilization.

(c) Provide an opportunity to evaluate the feasibility of
statewide implementation of capitated managed care networks as a
replacement for the current Medicaid fee-for-service and
MediPass systems.

(3) The agency shall have the following powers, duties, and
responsibilities with respect to the pilot program:

(a) To implement a system to deliver all mandatory services
specified in s. 409.905 and optional services specified in s.
409.906, as approved by the Centers for Medicare and Medicaid
Services and the Legislature in the waiver pursuant to this
section. Services to recipients under plan benefits shall
include emergency services provided under s. 409.9128.

(b) To implement a pilot program, including Medicaid
eligibility categories specified in ss. 409.903 and 409.904, as
authorized in an approved federal waiver.

(c) To implement the managed care pilot program that
maximizes all available state and federal funds, including those
obtained through intergovernmental transfers, the low-income

pool, supplemental Medicaid payments, and the disproportionate
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share program. Within the parameters allowed by federal statute
and rule, the agency may seek options for making direct payments
to hospitals and physicians employed by or under contract with
the state’s medical schools for the costs associated with
graduate medical education under Medicaid reform.

(d) To implement actuarially sound, risk-adjusted
capitation rates for Medicaid recipients in the pilot program
which cover comprehensive care, enhanced services, and
catastrophic care.

(e) To implement policies and guidelines for phasing in
financial risk for approved provider service networks that, for
purposes of this paragraph, include the Children’s Medical
Services Network, over a 5-year period. These policies and
guidelines must include an option for a provider service network
to be paid fee-for-service rates. For any provider service
network established in a managed care pilot area, the option to
be paid fee-for-service rates must include a savings-settlement
mechanism that is consistent with s. 409.912(44). This model
must be converted to a risk-adjusted capitated rate by the
beginning of the sixth year of operation, and may be converted
earlier at the option of the provider service network. Federally
qualified health centers may be offered an opportunity to accept
or decline a contract to participate in any provider network for
prepaid primary care services.

(f) To implement stop-loss requirements and the transfer of
excess cost to catastrophic coverage that accommodates the risks
associated with the development of the pilot program.

(g) To recommend a process to be used by the Social

Services Estimating Conference to determine and validate the
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rate of growth of the per-member costs of providing Medicaid
services under the managed care pilot program.

(h) To implement program standards and credentialing
requirements for capitated managed care networks to participate
in the pilot program, including those related to fiscal
solvency, quality of care, and adequacy of access to health care
providers. It is the intent of the Legislature that, to the
extent possible, any pilot program authorized by the state under
this section include any federally qualified health center,
federally qualified rural health clinic, county health
department, the Children’s Medical Services Network within the
Department of Health, or other federally, state, or locally
funded entity that serves the geographic areas within the
boundaries of the pilot program that requests to participate.
This paragraph does not relieve an entity that qualifies as a
capitated managed care network under this section from any other
licensure or regulatory requirements contained in state or
federal law which would otherwise apply to the entity. The
standards and credentialing requirements shall be based upon,
but are not limited to:

1. Compliance with the accreditation requirements as
provided in s. 641.512.

2. Compliance with early and periodic screening, diagnosis,
and treatment screening requirements under federal law.

3. The percentage of voluntary disenrollments.

4. TImmunization rates.

5. Standards of the National Committee for Quality
Assurance and other approved accrediting bodies.

6. Recommendations of other authoritative bodies.
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7. Specific requirements of the Medicaid program, or
standards designed to specifically meet the unique needs of
Medicaid recipients.

8. Compliance with the health quality improvement system as
established by the agency, which incorporates standards and
guidelines developed by the Centers for Medicare and Medicaid
Services as part of the quality assurance reform initiative.

9. The network’s infrastructure capacity to manage
financial transactions, recordkeeping, data collection, and
other administrative functions.

10. The network’s ability to submit any financial,
programmatic, or patient-encounter data or other information
required by the agency to determine the actual services provided
and the cost of administering the plan.

(1) To implement a mechanism for providing information to
Medicaid recipients for the purpose of selecting a capitated
managed care plan. For each plan available to a recipient, the
agency, at a minimum, shall ensure that the recipient is

provided with:

1. A list and—deseription of the benefits provided.
2. Information about cost sharing.

3. A list of providers participating in the plan networks.

4.3+ Plan performance data, if available.
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that—would bestmeet—his—or her needs~

(J) To implement a system to ensure that there is a record
of recipient acknowledgment that plan choice eeumsedting has been
provided.

(k) To implement a choice counseling system to ensure that

the choice counseling process and related material are designed

to provide counseling £hreuvgh face—to—face interaetions by
telephone ory——and in writing and through other forms of relevant
media. Materials shall be written at the fourth-grade reading
level and available in a language other than English when 5
percent of the county speaks a language other than English.
Choice counseling shall also use language lines and other
services for impaired recipients, such as TTD/TTY.

(1) To implement a system that prohibits capitated managed
care plans, their representatives, and providers employed by or
contracted with the capitated managed care plans from recruiting
persons eligible for or enrolled in Medicaid, from providing
inducements to Medicaid recipients to select a particular

capitated managed care plan, and from prejudicing Medicaid

recipients against other capitated managed care plans. Fhe
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party- If the
choice counseling entity determines that the decision to choose
a plan was unlawfully influenced or a plan violated any of the
provisions of s. 409.912(21), the choice counseling entity shall
immediately report the violation to the agency’s program

integrity section for investigation. Verifieationeofehoiee
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245 counseling by thereeipirentshall ineludeastipulatien—+that—+the
246| reeipient—acknowledges—the preovisiens—ofthis subseetion-
247 (m) To implement a choice counseling system that promotes

248| health literacy, uses technology effectively, and provides

249 information intended aimed to reduce minority health disparities
250 through outreach activities for Medicaid recipients.
251 (n) To eontraoct—with entitiesto perform echoice—counseling-

252| The—agenreymay establish standards and performance contracts,

253 including standards requiring the contractor to hire choice

254 counselors who are representative of the state’s diverse

255| population and e train choice counselors in working with

256 culturally diverse populations.

257 (0) To implement eligibility assignment processes to

258 facilitate client choice while ensuring pilot programs of

259 adequate enrollment levels. These processes shall ensure that
260| pilot sites have sufficient levels of enrollment to conduct a
261 valid test of the managed care pilot program within a 2-year
262 timeframe.

263 (p) To implement standards for plan compliance, including,
264| but not limited to, standards for quality assurance and

265| performance improvement, standards for peer or professional
266| reviews, grievance policies, and policies for maintaining

267 program integrity. The agency shall develop a data-reporting
268 system, seek input from managed care plans in order to establish
269| requirements for patient-encounter reporting, and ensure that
270 the data reported is accurate and complete.

271 1. In performing the duties required under this section,
272 the agency shall work with managed care plans to establish a

273] uniform system to measure and monitor outcomes for a recipient
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2. The system shall use financial, clinical, and other

of Medicaid services.

criteria based on pharmacy, medical services, and other data
that is related to the provision of Medicaid services,
including, but not limited to:

a. The Health Plan Employer Data and Information Set
(HEDIS) or measures that are similar to HEDIS.

b. Member satisfaction.

c. Provider satisfaction.

d. Report cards on plan performance and best practices.

e. Compliance with the requirements for prompt payment of
claims under ss. 627.613, 641.3155, and 641.513.

f. Utilization and quality data for the purpose of ensuring
access to medically necessary services, including
underutilization or inappropriate denial of services.

3. The agency shall require the managed care plans that
have contracted with the agency to establish a quality assurance
system that incorporates the provisions of s. 409.912(27) and
any standards, rules, and guidelines developed by the agency.

4. The agency shall establish an encounter database in
order to compile data on health services rendered by health care
practitioners who provide services to patients enrolled in
managed care plans in the demonstration sites. The encounter
database shall:

a. Collect the following for each type of patient encounter
with a health care practitioner or facility, including:

(I) The demographic characteristics of the patient.

(IT) The principal, secondary, and tertiary diagnosis.

(ITI) The procedure performed.
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(IV) The date and location where the procedure was
performed.

(V) The payment for the procedure, if any.

(VI) If applicable, the health care practitioner’s
universal identification number.

(VII) If the health care practitioner rendering the service
is a dependent practitioner, the modifiers appropriate to
indicate that the service was delivered by the dependent
practitioner.

b. Collect appropriate information relating to prescription
drugs for each type of patient encounter.

c. Collect appropriate information related to health care
costs and utilization from managed care plans participating in
the demonstration sites.

5. To the extent practicable, when collecting the data the
agency shall use a standardized claim form or electronic
transfer system that is used by health care practitioners,
facilities, and payors.

6. Health care practitioners and facilities in the
demonstration sites shall electronically submit, and managed
care plans participating in the demonstration sites shall
electronically receive, information concerning claims payments
and any other information reasonably related to the encounter
database using a standard format as required by the agency.

7. The agency shall establish reasonable deadlines for
phasing in the electronic transmittal of full encounter data.

8. The system must ensure that the data reported is
accurate and complete.

(gq) To implement a grievance resolution process for
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332| Medicaid recipients enrolled in a capitated managed care network
333| under the pilot program modeled after the subscriber assistance
334| panel, as created in s. 408.7056. This process shall include a
335| mechanism for an expedited review of no greater than 24 hours
336| after notification of a grievance if the life of a Medicaid

337 recipient is in imminent and emergent jeopardy.

338 (r) To implement a grievance resolution process for health
339 care providers employed by or contracted with a capitated

340 managed care network under the pilot program in order to settle
341 disputes among the provider and the managed care network or the
342| provider and the agency.

343 (s) To implement criteria in an approved federal waiver to
344 designate health care providers as eligible to participate in
345 the pilot program. These criteria must include at a minimum

346 those criteria specified in s. 409.907.

347 (t) To use health care provider agreements for

348| participation in the pilot program.

349 (u) To require that all health care providers under

350 contract with the pilot program be duly licensed in the state,
351 if such licensure is available, and meet other criteria as may
352| be established by the agency. These criteria shall include at a
353| minimum those criteria specified in s. 409.907.

354 (v) To ensure that managed care organizations work

355 collaboratively with other state or local governmental programs
356| or institutions for the coordination of health care to eligible
357 individuals receiving services from such programs or

358 institutions.

359 (w) To implement procedures to minimize the risk of

360| Medicaid fraud and abuse in all plans operating in the Medicaid
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managed care pilot program authorized in this section.

1. The agency shall ensure that applicable provisions of
this chapter and chapters 414, 626, 641, and 932 which relate to
Medicaid fraud and abuse are applied and enforced at the
demonstration project sites.

2. Providers must have the certification, license, and
credentials that are required by law and waiver requirements.

3. The agency shall ensure that the plan is in compliance
with s. 409.912(21) and (22).

4. The agency shall require that each plan establish
functions and activities governing program integrity in order to
reduce the incidence of fraud and abuse. Plans must report
instances of fraud and abuse pursuant to chapter 641.

5. The plan shall have written administrative and
management arrangements or procedures, including a mandatory
compliance plan, which are designed to guard against fraud and
abuse. The plan shall designate a compliance officer who has
sufficient experience in health care.

6.a. The agency shall require all managed care plan
contractors in the pilot program to report all instances of
suspected fraud and abuse. A failure to report instances of
suspected fraud and abuse is a violation of law and subject to
the penalties provided by law.

b. An instance of fraud and abuse in the managed care plan,
including, but not limited to, defrauding the state health care
benefit program by misrepresentation of fact in reports, claims,
certifications, enrollment claims, demographic statistics, or
patient-encounter data; misrepresentation of the qualifications

of persons rendering health care and ancillary services; bribery
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and false statements relating to the delivery of health care;
unfair and deceptive marketing practices; and false claims
actions in the provision of managed care, is a violation of law
and subject to the penalties provided by law.

c. The agency shall require that all contractors make all
files and relevant billing and claims data accessible to state
regulators and investigators and that all such data is linked
into a unified system to ensure consistent reviews and
investigations.

(x) To develop and provide actuarial and benefit design
analyses that indicate the effect on capitation rates and
benefits offered in the pilot program over a prospective 5-year
period based on the following assumptions:

1. Growth in capitation rates which is limited to the
estimated growth rate in general revenue.

2. Growth in capitation rates which is limited to the
average growth rate over the last 3 years in per-recipient
Medicaid expenditures.

3. Growth in capitation rates which is limited to the
growth rate of aggregate Medicaid expenditures between the 2003-
2004 fiscal year and the 2004-2005 fiscal year.

(y) To develop a mechanism to require capitated managed
care plans to reimburse qualified emergency service providers,
including, but not limited to, ambulance services, in accordance
with ss. 409.908 and 409.9128. The pilot program must include a
provision for continuing fee-for-service payments for emergency
services, including, but not limited to, individuals who access
ambulance services or emergency departments and who are

subsequently determined to be eligible for Medicaid services.
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(z) To ensure that school districts participating in the
certified school match program pursuant to ss. 409.908(21) and
1011.70 shall be reimbursed by Medicaid, subject to the
limitations of s. 1011.70(1), for a Medicaid-eligible child
participating in the services as authorized in s. 1011.70, as
provided for in s. 409.9071, regardless of whether the child is
enrolled in a capitated managed care network. Capitated managed
care networks must make a good faith effort to execute
agreements with school districts regarding the coordinated
provision of services authorized under s. 1011.70. County health
departments and federally qualified health centers delivering
school-based services pursuant to ss. 381.0056 and 381.0057 must
be reimbursed by Medicaid for the federal share for a Medicaid-
eligible child who receives Medicaid-covered services in a
school setting, regardless of whether the child is enrolled in a
capitated managed care network. Capitated managed care networks
must make a good faith effort to execute agreements with county
health departments and federally qualified health centers
regarding the coordinated provision of services to a Medicaid-
eligible child. To ensure continuity of care for Medicaid
patients, the agency, the Department of Health, and the
Department of Education shall develop procedures for ensuring
that a student’s capitated managed care network provider
receives information relating to services provided in accordance
with ss. 381.0056, 381.0057, 409.9071, and 1011.70.

(aa) To implement a mechanism whereby Medicaid recipients
who are already enrolled in a managed care plan or the MediPass
program in the pilot areas shall be offered the opportunity to

change to capitated managed care plans on a staggered basis, as
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defined by the agency. All Medicaid recipients shall have 30
days in which to make a choice of capitated managed care plans.
Those Medicaid recipients who do not make a choice shall be
assigned to a capitated managed care plan in accordance with
paragraph (4) (a) and shall be exempt from s. 409.9122. To
facilitate continuity of care for a Medicaid recipient who is
also a recipient of Supplemental Security Income (SSI), prior to
assigning the SSI recipient to a capitated managed care plan,
the agency shall determine whether the SSI recipient has an
ongoing relationship with a provider or capitated managed care
plan, and, if so, the agency shall assign the SSI recipient to
that provider or capitated managed care plan where feasible.
Those SSI recipients who do not have such a provider
relationship shall be assigned to a capitated managed care plan
provider in accordance with paragraph (4) (a) and shall be exempt
from s. 409.9122.

(bb) To develop and recommend a service delivery
alternative for children having chronic medical conditions which
establishes a medical home project to provide primary care
services to this population. The project shall provide
community-based primary care services that are integrated with
other subspecialties to meet the medical, developmental, and
emotional needs for children and their families. This project
shall include an evaluation component to determine impacts on
hospitalizations, length of stays, emergency room visits, costs,
and access to care, including specialty care and patient and
family satisfaction.

(cc) To develop and recommend service delivery mechanisms

within capitated managed care plans to provide Medicaid services
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as specified in ss. 409.905 and 409.906 to persons with
developmental disabilities sufficient to meet the medical,
developmental, and emotional needs of these persons.

(dd) To implement service delivery mechanisms within a
specialty plan eapitated managed——eareptans to provide
behavioral health care services Mediecaid—services—as——specified
+a——s55+—409-9085—and409-966 to Medicaid-eligible children whose

cases are open for child welfare services in the HomeSafeNet

system. These services must be coordinated with community-based
care providers as specified in s. 409.1671, where available, and
be sufficient to meet the medieals developmental, behavioral,

and emotional needs of these children. Children in area 10 who

have an open case in the HomeSafeNet system shall be enrolled

into the specialty plan. These service delivery mechanisms must

be implemented no later than July 1, 2011 2888, in AHCA area 10

in order for the children in AHCA area 10 to remain exempt from

the statewide plan under s. 409.912(4) (b)8. An administrative

fee may be paid to the specialty plan for the coordination of

services based on the receipt of the state share of that fee

being provided through intergovernmental transfers.

(4) (a) A Medicaid recipient in the pilot area who is not
currently enrolled in a capitated managed care plan upon
implementation is not eligible for services as specified in ss.
409.905 and 409.906, for the amount of time that the recipient
does not enroll in a capitated managed care network. If a
Medicaid recipient has not enrolled in a capitated managed care
plan within 30 days after eligibility, the agency shall assign
the Medicaid recipient to a capitated managed care plan based on

the assessed needs of the recipient as determined by the agency
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and the recipient shall be exempt from s. 409.9122. When making
assignments, the agency shall take into account the following
criteria:

1. A capitated managed care network has sufficient network
capacity to meet the needs of members.

2. The capitated managed care network has previously
enrolled the recipient as a member, or one of the capitated
managed care network’s primary care providers has previously
provided health care to the recipient.

3. The agency has knowledge that the member has previously
expressed a preference for a particular capitated managed care
network as indicated by Medicaid fee-for-service claims data,
but has failed to make a choice.

4. The capitated managed care network’s primary care
providers are geographically accessible to the recipient’s
residence.

5. Plan performance as designed by the agency.

(b) When more than one capitated managed care network
provider meets the criteria specified in paragraph (3) (h), the
agency shall make recipient assignments consecutively by family
unit.

(c) If a recipient is currently enrolled with a Medicaid
managed care organization that also operates an approved reform
plan within a demonstration area and the recipient fails to
choose a plan during the reform enrollment process or during
redetermination of eligibility, the recipient shall be
automatically assigned by the agency into the most appropriate
reform plan operated by the recipient’s current Medicaid managed

care plan. If the recipient’s current managed care plan does not
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operate a reform plan in the demonstration area which adequately
meets the needs of the Medicaid recipient, the agency shall use
the automatic assignment process as prescribed in the special
terms and conditions numbered 11-W-00206/4. All enrollment and
choice counseling materials provided by the agency must contain
an explanation of the provisions of this paragraph for current
managed care recipients.

(d) Except for plan performance as provided for in

paragraph (a), the agency may not engage in practices that are

designed to favor one capitated managed care plan over another
or that are designed to influence Medicaid recipients to enroll
in a particular capitated managed care network in order to
strengthen its particular fiscal viability.

(e) After a recipient has made a selection or has been
enrolled in a capitated managed care network, the recipient
shall have 90 days in which to voluntarily disenroll and select
another capitated managed care network. After 90 days, no
further changes may be made except for cause. Cause shall
include, but not be limited to, poor quality of care, lack of
access to necessary specialty services, an unreasonable delay or
denial of service, inordinate or inappropriate changes of
primary care providers, service access impairments due to
significant changes in the geographic location of services, or
fraudulent enrollment. The agency may require a recipient to use
the capitated managed care network’s grievance process as
specified in paragraph (3) (g) prior to the agency’s
determination of cause, except in cases in which immediate risk
of permanent damage to the recipient’s health is alleged. The

grievance process, when used, must be completed in time to
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564| permit the recipient to disenroll no later than the first day of
565 the second month after the month the disenrollment request was
566| made. If the capitated managed care network, as a result of the
567 grievance process, approves an enrollee’s request to disenroll,
568 the agency is not required to make a determination in the case.
569| The agency must make a determination and take final action on a
570 recipient’s request so that disenrollment occurs no later than
571 the first day of the second month after the month the request
572| was made. If the agency fails to act within the specified

573| timeframe, the recipient’s request to disenroll is deemed to be
574 approved as of the date agency action was required. Recipients
575| who disagree with the agency’s finding that cause does not exist
576 for disenrollment shall be advised of their right to pursue a
577| Medicaid fair hearing to dispute the agency’s finding.

578 (f) The agency shall apply for federal waivers from the

579| Centers for Medicare and Medicaid Services to lock eligible

580| Medicaid recipients into a capitated managed care network for 12
581| months after an open enrollment period. After 12 months of

582 enrollment, a recipient may select another capitated managed

583| care network. However, nothing shall prevent a Medicaid

584 recipient from changing primary care providers within the

585 capitated managed care network during the 12-month period.

586 (g) The agency shall apply for federal waivers from the

587| Centers for Medicare and Medicaid Services to allow recipients
588 to purchase health care coverage through an employer-sponsored
589| health insurance plan instead of through a Medicaid-certified
590| plan. This provision shall be known as the opt-out option.

591 1. A recipient who chooses the Medicaid opt-out option

592 shall have an opportunity for a specified period of time, as
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authorized under a waiver granted by the Centers for Medicare
and Medicaid Services, to select and enroll in a Medicaid-
certified plan. If the recipient remains in the employer-
sponsored plan after the specified period, the recipient shall
remain in the opt-out program for at least 1 year or until the
recipient no longer has access to employer-sponsored coverage,
until the employer’s open enrollment period for a person who
opts out in order to participate in employer-sponsored coverage,
or until the person is no longer eligible for Medicaid,
whichever time period is shorter.

2. Notwithstanding any other provision of this section,
coverage, cost sharing, and any other component of employer-
sponsored health insurance shall be governed by applicable state
and federal laws.

(5) This section does not authorize the agency to, unless

expressly approved by the Legislature:

(a) Implement any provision of the s. 1115 of the Social
Security Act experimental, pilot, or demonstration project
waiver to reform the state Medicaid program in any part of the
state other than the £we geographic areas specified in this
section;

(b) Require participation in any experimental, pilot, or

demonstration project waiver of the state Medicaid program by

any recipient who is not a member of an enrollment group for

which participation was mandatory as of January 1, 2010; or

(c) Modify any medical sufficiency standard used in plan

benefit design untess—approvedby—thetegistature.
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====== DI RECTORY CLAUSE AMENDMENT ======
And the directory clause is amended as follows:

Delete lines 40 - 44
and insert:

Section 1. Present subsections (23) through (53) of section
409.912, Florida Statutes, are renumbered as subsections (24)
through (54), respectively, new subsections (23) and (55) are
added to that section, and present subsections (21) and (22) of

that section are amended, to read:

================= T I T LE A MENDMEN T ================

And the title is amended as follows:
Delete lines 11 - 29

and insert:
agency before the end date of the contract; requiring
new and renewing contacts with managed care plans to
have a notice for any plan that intends to cease
operations or withdraw from any county or market;
requiring the plan to provide the Agency for Health
Care Administration with the names of certain
beneficiaries of the plan; amending s. 409.91211,
F.S.; extending by 3 years the statewide
implementation of an enhanced service delivery system
for the Florida Medicaid program; requiring the agency
to submit to the United States Centers for Medicare
and Medicaid Services a request to extend the waiver
and modify the special terms and conditions; providing
for the expansion of the pilot project into counties

that have two or more plans and the capacity to serve
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651 the designated population; requiring that the agency
652 provide certain specified data to the recipient when
653 selecting a capitated managed care plan; revising

654 certain requirements for entities performing choice
655 counseling for recipients; requiring the agency to

656 provide behavioral health care services to Medicaid-
657 eligible children; extending a date by which the

658 behavioral health care services will be delivered to
659 children; prohibiting the agency from operating the
660 pilot program in other geographical areas not

661 specified in statute, to require certain persons to
662 participate in the program, or to modify any medical
663 sufficiency standard used in the plan benefit design
664 unless approved by the Legislature; requiring that the
665 agency seek public input on extending and expanding
666 the managed care pilot program and post certain

667 information on its website; amending s.

Page 24 of 24
3/24/2010 12:22:11 PM 576-03522-10




