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CHAMBER ACTI ON

The Health & Families Council recommends the foll ow ng:

Council /Committee Substitute
Renove the entire bill and insert:
A Dbill to be entitled
An act relating to Medicaid; anending s. 641.2261, F.S.;

revising the applicability of solvency requirenments to

i ncl ude Medi cai d provider service networks and updating a

reference; anending s. 409.911, F.S.; renamng the

Medi cai d Di sproportionate Share Council; providing for

appoi ntment of council menbers; providing responsibilities

of the council; providing for future | egislative review
and repeal of the council; amending s. 409.912, F.S.;
provi di ng an exception fromcertain contract procurenent
requi rements for specified Medicaid nmanaged care pil ot
progranms and Medi cai d heal th mai nt enance organi zati ons;

provi ding an exenption for federally qualified health

centers and entities owned by federally qualified health

centers frompts. | and Il of ch. 641, F.S., under
certain circunstances; deleting the conpetitive
procurenent requirement for provider service networks;
requi ring provider service networks to conply with the

solvency requirenents in s. 641.2261, F.S.; updating a
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24 reference; including certain mnority physician networks
25 and enmergency roomdi version prograns in the description
26 of provider service networks; anending s. 409.91211, F. S.;
27 providing for distribution of upper paynent limt,
28 hospi tal disproportionate share program and |ow i ncone
29 pool funds; providing legislative intent with respect to
30 di stribution of said funds; providing for inplenentation
31 of the powers, duties, and responsibilities of the Agency
32 for Health Care Adm nistration with respect to the pil ot
33 program including the D vision of Children's Medica
34 Services Network within the Departnment of Health in a |ist
35 of state-authorized pilot prograns; requiring the agency
36 to devel op a data reporting system requiring the agency
37 to i npl enent procedures to mnimze fraud and abuse;
38 providing that certain Medicaid and Suppl enental Security
39 | ncone recipients are exenpt froms. 409.9122, F.S.;
40 provi ding for Medicaid rei nbursenent of federally
41 qualified health centers that deliver certain school-based
42 services; authorizing the agency to assign certain
43 Medi caid recipients to reform plans; authorizing the
44 agency to inplenment the provisions of the waiver approved
45 by the Centers for Medicare and Medicaid Services and
46 requiring the agency to notify the Legislature prior to
47 seeki ng federal approval of nodifications to said terns
48 and conditions; requiring the Secretary of Health Care
49 Adm ni stration to convene a technical advisory panel;
50 provi ding for nenbership and duties; |limting aggregate
51 risk score of certain managed care plans for paynent
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pur poses for a specified period of time; providing for
phase in of capitation rates; providing applicability;
requiring rates to be certified and approved; defining the
term"capitated managed care plan”; providing for conflict
bet ween specified provisions of ch. 409, F.S., and
requiring a report by the agency pertaining thereto;
creating s. 409.91212, F.S.; authorizing the agency to
expand the Medi caid reformdenonstration progran

provi ding readiness criteria; providing for public
meetings; requiring notice of intent to expand the
denonstration program requiring the agency to request a
hearing by the Joint Legislative Commttee on Medicaid

Ref orm | npl enent ati on; authorizing the agency to request
certain budget transfers; anending s. 409.9122, F. S.;
revising provisions relating to assignnment of certain

Medi caid recipients to nanaged care plans; requiring the
agency to submt reports to the Legislature; specifying
content of reports; creating s. 11.72, F.S.; creating the
Joint Legislative Conmttee on Medicaid Reform

| mpl ement ati on; providing for nenbership, powers, and
duties; anending s. 216.346, F.S.; revising provisions
relating to contracts between state agencies; providing an

effective date.

Be It Enacted by the Legislature of the State of Florida:

Section 1. Section 641.2261, Florida Statutes, is anended

to read:
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80 641. 2261 Application of federal solvency requirenents to

81| provider-sponsored organi zati ons and Medi caid provider service

82| networks. --

83 (1) The solvency requirenents of ss. 1855 and 1856 of the
84| Bal anced Budget Act of 1997 and 42 C.F.R s. 422.350 subpart H
85| rules—adopted-by the Secretary of the Lhited States Department
86| eofHealth—andHuran—Services apply to a health mai ntenance

87| organization that is a provider-sponsored organi zation rather

88| than the solvency requirenents of this part. However, if the

89| provider-sponsored organi zati on does not neet the sol vency

90| requirenments of this part, the organization is |limted to the
91| issuance of Medicare+Choice plans to eligible individuals. For
92| the purposes of this section, the terns "Medi care+Choi ce pl ans, "
93| "provider-sponsored organi zations," and "sol vency requirenents”
94| have the sanme neaning as defined in the federal act and federa
95| rules and regul ati ons.

96 (2) The solvency requirenents of 42 CF. R s. 422.350

97| subpart H and the sol vency requirenents established in the

98| approved federal waiver pursuant to chapter 409 apply to a

99| Medicaid provider service network rather than the sol vency

100 requirenents of this part.
101 Section 2. Subsection (9) of section 409.911, Florida

102| Statutes, is anended to read:

103 409. 911 Disproportionate share program --Subject to

104| specific allocations established within the General

105| Appropriations Act and any limtations established pursuant to

106| chapter 216, the agency shall distribute, pursuant to this

107| section, noneys to hospitals providing a disproportionate share
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108| of Medicaid or charity care services by making quarterly

109| Medicaid paynents as required. Notw thstandi ng the provisions of
110| s. 409.915, counties are exenpt fromcontributing toward the
111| cost of this special reinbursenent for hospitals serving a

112| disproportionate share of | owincome patients.

113 (9) The Agency for Health Care Administration shall create
114| a Medicaid Low | ncone Pool Brsprepertienate—Share Council. The

115 Low I ncone Pool Council shall consist of 17 nenbers, including

116| three representatives of statutory teaching hospitals, three

117| representatives of public hospitals, three representatives of

118 nonprofit hospitals, three representatives of for-profit

119| hospitals, two representatives of rural hospitals, two

120| representatives of units of |ocal governnent which contribute

121| funding, and one representative of famly practice teaching

122| hospitals. The council shall have the follow ng

123| responsibilities:

124 (a) Make recommendati ons on the financing of the upper

125 paynent |imt program the hospital disproportionate share

126| program or the |ow inconme pool as inplenented by the agency

127| pursuant to federal waiver and on the distribution of funds.

128 (b) Advise the agency on the devel opnent of the | ow i ncone

129| pool plan required by the Centers for Medicare and Medicaid

130 Services pursuant to the Medicaid reformwaiver.

131 (c) Advise the agency on the distribution of hospital

132| funds used to adjust inpatient hospital rates and rebase rates

133| or otherwi se exenpt hospitals fromrei nbursenent limts as

134| financed by intergovernnental transfers.
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135 {a)—The purpose of the councilisto -study-and neke
136 | HAg:
137
138
139
140| Payrent—program-
141
142
143
144| priorities—
145 (by—The council—shall include representatives—of the

146| ExeedtiveOHice—-oftheGovernor—andoftheagenrey:-

147 : ng e . e

148 : : e | famil . i I Ltals: I
149  representativesfromother—grodps—as—heeded—

150 (d) ey TFhe—ecounecil—shatl submt its findings and

151| recommendations to the Governor and t he Legislature no |ater
152| than February 1 of each year

153 (e) This subsection shall stand repeal ed on June 30, 2006,

154 wunl ess reviewed and saved fromrepeal through reenactnent by the

155| Legi sl ature.

156 Section 3. Paragraphs (b), (c), and (d) of subsection (4)
157| of section 409.912, Florida Statutes, are amended to read:
158 409. 912 Cost-effective purchasing of health care.--The

159| agency shall purchase goods and services for Medicaid recipients
160| in the nost cost-effective nmanner consistent with the delivery

161| of quality nedical care. To ensure that nedical services are

162| effectively utilized, the agency may, in any case, require a
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163| confirmation or second physician's opinion of the correct

164| diagnosis for purposes of authorizing future services under the
165| Medicaid program This section does not restrict access to

166| energency services or poststabilization care services as defined
167 in 42 C.F.R part 438.114. Such confirmati on or second opinion
168| shall be rendered in a manner approved by the agency. The agency
169| shall maxim ze the use of prepaid per capita and prepaid

170| aggregate fixed-sum basis services when appropriate and ot her
171| alternative service delivery and rei nbursenent nethodol ogi es,
172| including conpetitive bidding pursuant to s. 287.057, designed
173| to facilitate the cost-effective purchase of a case-nmanaged

174 continuumof care. The agency shall also require providers to
175 mnimze the exposure of recipients to the need for acute

176| inpatient, custodial, and other institutional care and the

177| inappropriate or unnecessary use of high-cost services. The

178| agency shall contract with a vendor to nonitor and eval uate the
179| clinical practice patterns of providers in order to identify
180| trends that are outside the normal practice patterns of a

181| provider's professional peers or the national guidelines of a
182| provider's professional association. The vendor nust be able to
183| provide information and counseling to a provi der whose practice
184| patterns are outside the norns, in consultation with the agency,
185| to inprove patient care and reduce i nappropriate utilization.
186 The agency may nmandate prior authorization, drug therapy

187| managenent, or di sease managenent participation for certain

188| popul ations of Medicaid beneficiaries, certain drug classes, or

189| particular drugs to prevent fraud, abuse, overuse, and possible

190| dangerous drug interactions. The Pharmaceutical and Therapeutics
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191| Conmittee shall make recommrendati ons to the agency on drugs for
192 which prior authorization is required. The agency shall inform
193| the Pharmaceutical and Therapeutics Committee of its decisions
194| regarding drugs subject to prior authorization. The agency is
195| authorized to limt the entities it contracts with or enrolls as
196| Medicaid providers by devel oping a provider network through

197| provider credentialing. The agency nmay conpetitively bid single-
198| source-provider contracts if procurenent of goods or services
199 results in denonstrated cost savings to the state w thout

2001 limting access to care. The agency may limt its network based
201| on the assessnent of beneficiary access to care, provider

202| availability, provider quality standards, tine and distance

203| standards for access to care, the cultural conpetence of the
204| provider network, denographic characteristics of Medicaid

205| beneficiaries, practice and provi der-to-beneficiary standards,
206| appointnent wait tines, beneficiary use of services, provider
207| turnover, provider profiling, provider |licensure history,

208| previous programintegrity investigations and findings, peer

209| review, provider Medicaid policy and billing conpliance records,
210| clinical and nedical record audits, and other factors. Providers
211| shall not be entitled to enrollnent in the Medicaid provider

212| network. The agency shall determ ne instances in which allow ng
213| Medicaid beneficiaries to purchase durabl e nedical equi pnent and
214| other goods is |ess expensive to the Medicaid programthan | ong-
215| termrental of the equi pnment or goods. The agency nmay establish
216| rules to facilitate purchases in lieu of long-termrentals in

217| order to protect against fraud and abuse in the Medicaid program
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218| as defined in s. 409.913. The agency may seek federal waivers
219| necessary to adm nister these policies.

220 (4) The agency may contract wth:

221 (b) An entity that is providing conprehensive behavi oral
222| health care services to certain Medicaid recipients through a
223| capitated, prepaid arrangenent pursuant to the federal waiver
224| provided for by s. 409.905(5). Such an entity nust be |icensed
225| under chapter 624, chapter 636, or chapter 641 and nust possess
226| the clinical systens and operational conpetence to nanage ri sk
227| and provi de conprehensive behavioral health care to Medicaid
228| recipients. As used in this paragraph, the term "conprehensive
229| behavioral health care services" neans covered nental health and
230| substance abuse treatnent services that are available to

231| Medicaid recipients. The secretary of the Departnent of Children
232| and Family Services shall approve provisions of procurenents

233| related to children in the departnent's care or custody prior to
234| enrolling such children in a prepaid behavioral health plan. Any
235| contract awarded under this paragraph nust be conpetitively

236| procured. In devel oping the behavioral health care prepaid pl an
237| procurenent docunent, the agency shall ensure that the

238| procurenent docunent requires the contractor to devel op and

239 inplenent a plan to ensure conpliance with s. 394. 4574 rel ated
240| to services provided to residents of |icensed assisted |iving
241| facilities that hold a limted nental health |license. Except as

242| provided in subparagraph 8. and except in counties where the

243| Medi caid nanaged care pilot programis authorized under s.

244| 409.91211, the agency shall seek federal approval to contract

245! with a single entity neeting these requirenents to provide
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246| conprehensive behavioral health care services to all Medicaid
247| recipients not enrolled in a Medicaid capitated managed care
248| plan authorized under s. 409.91211 or a Medicaid health

249| mai ntenance organi zation in an AHCA area. In an AHCA area where

250 the Medicaid managed care pilot programis authorized under s.

251 409.91211 in one or nbre counties, the agency may procure a

252| contract with a single entity to serve the remai ning counties as

253| an AHCA area or the remaining counties nay be included with an

254| adj acent AHCA area and shall be subject to this paragraph. Each

255| entity nust offer sufficient choice of providers in its network
256| to ensure recipient access to care and the opportunity to sel ect
257| a provider with whomthey are satisfied. The network shal

258| include all public nmental health hospitals. To ensure uninpaired
259| access to behavioral health care services by Medicaid

260| recipients, all contracts issued pursuant to this paragraph

261| shall require 80 percent of the capitation paid to the managed
262| care plan, including health maintenance organizations, to be
263| expended for the provision of behavioral health care services.
264 In the event the managed care plan expends | ess than 80 percent
265| of the capitation paid pursuant to this paragraph for the

266| provision of behavioral health care services, the difference
267| shall be returned to the agency. The agency shall provide the
268| nmanaged care plan with a certification letter indicating the
269| anount of capitation paid during each calendar year for the

270| provision of behavioral health care services pursuant to this
271| section. The agency may reinburse for substance abuse treatnent

272| services on a fee-for-service basis until the agency finds that

Page 10 of 56

CODING: Words stricken are deletions; words underlined are additions.
hb0003b-02-c2



F L OR 1 DA H O U S E O F R EPRESENTATI V E S

HB 3B CS 2005
CS

273| adequate funds are available for capitated, prepaid

274| arrangenents.

275 1. By January 1, 2001, the agency shall nodify the

276| contracts with the entities providing conprehensive inpatient
277| and outpatient nental health care services to Medicaid

278| recipients in Hillsborough, H ghlands, Hardee, Mnatee, and Pol k
279| Counties, to include substance abuse treatnent services.

280 2. By July 1, 2003, the agency and the Departnent of

281| Children and Fam |y Services shall execute a witten agreenent
282| that requires collaboration and joint devel opnent of all policy,
283| budgets, procurenent docunents, contracts, and nonitoring plans
284| that have an inpact on the state and Medicaid community nental
285| health and targeted case managenent prograns.

286 3. Except as provided in subparagraph 8., by July 1, 2006,
287| the agency and the Departnent of Children and Fam |y Services
288| shall contract with managed care entities in each AHCA area

289| except area 6 or arrange to provi de conprehensive inpatient and
290| outpatient nmental health and substance abuse services through
291| capitated prepaid arrangenents to all Medicaid recipients who
292| are eligible to participate in such plans under federal |aw and
293| regulation. In AHCA areas where eligible individuals nunber |ess
294| than 150,000, the agency shall contract with a single managed
295| care plan to provide conprehensive behavioral health services to
296| all recipients who are not enrolled in a Medicaid health

297| maintenance organi zation or a Medicaid capitated managed care

298| plan authorized under s. 409.91211. The agency may contract with

299| nore than one conprehensive behavioral health provider to

300 provide care to recipients who are not enrolled in a Medicaid
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301| health nmintenance organi zation or a Medicaid capitated managed
302| care plan authorized under s. 409.91211 in AHCA areas where the
303| eligible popul ati on exceeds 150,000. In an AHCA area where the

304 Medicaid nmanaged care pilot programis authorized under s.

305 409.91211 in one or nore counties, the agency nmay procure a

306| contract with a single entity to serve the renmai ning counti es as

307| an AHCA area or the remaining counties nay be included with an

308| adjacent AHCA area and shall be subject to this paragraph.

309| Contracts for conprehensive behavioral health providers awarded
310| pursuant to this section shall be conpetitively procured. Both
311| for-profit and not-for-profit corporations shall be eligible to
312| conpete. Managed care plans contracting with the agency under
313| subsection (3) shall provide and receive paynent for the sane
314| conprehensive behavioral health benefits as provided i n AHCA
315| rules, including handbooks incorporated by reference. In AHCA
316| area 11, the agency shall contract with at |east two

317| conprehensive behavioral health care providers to provide

318| behavioral health care to recipients in that area who are

319| enrolled in, or assigned to, the Medi Pass program One of the
320| behavioral health care contracts shall be with the existing

321| provider service network pilot project, as described in

322| paragraph (d), for the purpose of denonstrating the cost-

323| effectiveness of the provision of quality nental health services
324| through a public hospital -operated managed care nodel. Paynent

325| shall be at an agreed-upon capitated rate to ensure cost

326| savings. O—the recipientsin-area—1l who are-assignedto
327 MediPass—under—the provisions—of s—409.9122(2) (k) A n ni num of

328| 50,000 ef—those Medi Pass-enroll ed recipients shall be assigned
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329| to the existing provider service network in area 11 for their
330| behavioral care.

331 4. By Cctober 1, 2003, the agency and the departnent shal
332| submt a plan to the Governor, the President of the Senate, and
333| the Speaker of the House of Representatives which provides for
334 the full inplenmentation of capitated prepaid behavioral health
335| care in all areas of the state.

336 a. Inplenmentation shall begin in 2003 in those AHCA areas
337| of the state where the agency is able to establish sufficient
338| capitation rates.

339 b. If the agency determ nes that the proposed capitation
340 rate in any area is insufficient to provide appropriate

341| services, the agency nay adjust the capitation rate to ensure
342| that care will be avail able. The agency and the departnent may
343| wuse existing general revenue to address any additional required
344 match but may not over-obligate existing funds on an annualized
345| Dbasis.

346 C. Subject to any limtations provided for in the General
347| Appropriations Act, the agency, in conpliance with appropriate
348| federal authorization, shall devel op policies and procedures
349| that allow for certification of |ocal and state funds.

350 5. Children residing in a statewi de inpatient psychiatric
351 program or in a Department of Juvenile Justice or a Departnent
352| of Children and Fam |y Services residential program approved as
353| a Medicaid behavioral health overlay services provider shall not
354 be included in a behavioral health care prepaid health plan or

355| any other Medicaid nanaged care plan pursuant to this paragraph.
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356 6. In converting to a prepaid system of delivery, the
357| agency shall in its procurenment docunent require an entity

358| providing only conprehensive behavioral health care services to
359| prevent the displacenent of indigent care patients by enrollees
360| in the Medicaid prepaid health plan providing behavioral health
361| care services fromfacilities receiving state funding to provide
362| indigent behavioral health care, to facilities |icensed under
363| chapter 395 which do not receive state funding for indigent

364| behavioral health care, or reinburse the unsubsidized facility
365 for the cost of behavioral health care provided to the displaced
366| indigent care patient.

367 7. Traditional community nental health providers under

368 contract with the Departnent of Children and Fam |y Services

369| pursuant to part IV of chapter 394, child welfare providers

370| wunder contract with the Departnent of Children and Famly

371| Services in areas 1 and 6, and inpatient nmental health providers
372 licensed pursuant to chapter 395 nust be offered an opportunity
373| to accept or decline a contract to participate in any provider
374 network for prepaid behavioral health services.

375 8. For fiscal year 2004-2005, all Medicaid eligible

376| children, except children in areas 1 and 6, whose cases are open
377| for child welfare services in the HoneSaf eNet system shall be
378| enrolled in Medi Pass or in Medicaid fee-for-service and al

379| their behavioral health care services including inpatient,

380| outpatient psychiatric, comunity nmental health, and case

381| managenent shall be reinbursed on a fee-for-service basis.

382| Beginning July 1, 2005, such children, who are open for child

383| welfare services in the HoneSaf eNet system shall receive their
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384| behavioral health care services through a specialty prepaid plan
385| operated by community-based | ead agencies either through a

386| single agency or formal agreenents anong several agencies. The
387| specialty prepaid plan nust result in savings to the state

388| conparable to savings achieved in other Mdicaid nanaged care
389| and prepaid prograns. Such plan must provide nmechanisnms to

390| nmaxim ze state and | ocal revenues. The specialty prepaid plan
391| shall be devel oped by the agency and the Departnent of Children
392| and Famly Services. The agency is authorized to seek any

393| federal waivers to inplenent this initiative.

394 (c) A federally qualified health center or an entity owned
395 by one or nore federally qualified health centers or an entity
396 owned by other mgrant and community health centers receiving
397| non-Medicaid financial support fromthe Federal Governnent to
398| provide health care services on a prepaid or fixed-sumbasis to

399| recipients. A federally qualified health center or an entity

400( owned by one or nore federally qualified health centers that is

401| reinbursed by the agency on a prepaid basis is exenpt fromparts

402 | and |11 of chapter 641 but nust conply with the sol vency

403| requirenents in s. 641.2261(2) and neet the appropriate

404| requirenents governing financial reserve, quality assurance, and
405| patients' rights established by the agency. Such—prepaid-health
406| ecare-services—entity nust be Hicensed-underpartst—and 1 -of
407 I s41 | hal 1| hibi W . i caid

408 o L d_basis. . hl| I I

409| obtabned—However —such aneptitby +Ssexenpt—troms—641-225
410 I . I . fied | I . 17
411| and—{(18)—
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412 (d) A provider service network which may be reinbursed on
413| a fee-for-service or prepaid basis. A provider service network
4141 which is reinbursed by the agency on a prepaid basis shall be
415| exenpt fromparts | and Il of chapter 641, but nust conply with

416| the solvency requirenents in s. 641.2261(2) and neet appropriate

417| financial reserve, quality assurance, and patient rights

418| requirenents as established by the agency. Fhe—agency—shall
419 I oL bid basi | chall |

420| biddersbaseduponprice—andgqualbity of care— Medicaid
421| recipients assigned to a provider service netwrk dempnstration

422| projeet shall be chosen equally fromthose who woul d ot herw se

423| have been assigned to prepaid plans and Medi Pass. The agency is
4241 authorized to seek federal Medicaid waivers as necessary to

425| inplenment the provisions of this section. Any contract

426| previously awarded to a provider service network operated by a
427| hospital pursuant to this subsection shall remain in effect for
428| a period of 3 years following the current contract expiration
429| date, regardless of any contractual provisions to the contrary.
430| A provider service network is a network established or organized
431| and operated by a health care provider, or group of affiliated

432| health care providers, including mnority physician netwrks and

433| energency roomdiversion prograns that neet the requirenments of
434 s. 409.91211, which provides a substantial proportion of the

435| health care itens and services under a contract directly through

436| the provider or affiliated group of providers and may nake
437| arrangenents w th physicians or other health care professionals,

438| health care institutions, or any conbination of such individuals

439| or institutions to assune all or part of the financial risk on a
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440| prospective basis for the provision of basic health services by
441| the physicians, by other health professionals, or through the
442| institutions. The health care providers nust have a controlling
443| interest in the governing body of the provider service network

444| organi zati on.

445 Section 4. Section 409.91211, Florida Statutes, is anended
446| to read:

447 409. 91211 Medicaid nmanaged care pil ot program - -

448 (1)(a) The agency is authorized to seek experinmental,

449| pilot, or denonstration project waivers, pursuant to s. 1115 of
450| the Social Security Act, to create a statewide initiative to
451| provide for a nore efficient and effective service delivery
452| systemthat enhances quality of care and client outcones in the
453| Florida Medicaid programpursuant to this section. Phase one of
454| the denonstration shall be inplenented in two geographi c areas.
455| One denonstration site shall include only Broward County. A
456| second denonstration site shall initially include Duval County
457| and shall be expanded to include Baker, Cay, and Nassau

458| Counties within 1 year after the Duval County program becones
459| operational. This waiver authority is contingent upon federal
460| approval to preserve the upper-paynent-limt funding nmechani sm
461| for hospitals, including a guarantee of a reasonable growh
462| factor, a nethodology to allow the use of a portion of these
463| funds to serve as a risk pool for denonstration sites,

464| provisions to preserve the state's ability to use

465| intergovernnmental transfers, and provisions to protect the

466| disproportionate share program authorized pursuant to this

467| chapter. Under the upper paynent limt program the hospital
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468| disproportionate share program or the |ow incone pool as

469( inplenented by the agency pursuant to federal waiver, the state

4701 matching funds required for the program shall be provided by the

471| state and by | ocal governnmental entities through

472| intergovernnental transfers in accordance with published federa

473| statutes and regul ations. The agency shall distribute funds from

474 the upper paynent limt program the hospital disproportionate

475| share program and the |ow i ncone pool in accordance wth

476| published federal statutes, requlations, and waivers and the | ow

477| inconme pool nethodol ogy approved by the Centers for Mdicare and
478| Medicaid Services. Upon—conpletion—of—the—evaluation—conducted
479 ; EEY

480| regueststatew deexpansionof the deppnstration projects—

481 i d I : it | . hal || .

482 | upen—+review and -approvalby the lLegislature-

483 (b) It is the intent of the Legislature that the | ow

484| incone pool plan required by the terns and conditions of the

485 Medi cai d reform wai ver and subnitted to the Centers for Medicare

486 and Medicaid Services propose the distribution of the program

487| funds in paragraph (a) based on the foll ow ng objectives:

488 1. Ensure a broad and fair distribution of avail abl e funds

489| based on the access provided by Medicaid participating

490| hospitals, regardl ess of their ownership status, through their

491| delivery of inpatient or outpatient care for Mdicaid

492| beneficiaries and uni nsured and underi nsured i ndi vi dual s.

493 2. Ensure accessible energency inpatient and outpatient

494 care for Medicaid beneficiaries and uni nsured and underi nsured
495( i ndividual s.
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496 3. Enhance prinary, preventive, and other anbulatory care

497| coverages for uninsured individuals.

498 4. Pronote teaching and specialty hospital prograns.

499 5. Pronote the stability and viability of statutorily

500| defined rural hospitals and hospitals that serve as sole

501| community hospitals.

502 6. Recognize the extent of hospital unconpensated care
503| costs.

504 7. Maintain and enhance essential community hospital care.
505 8. Mintain incentives for |ocal governnental entities to

506| contribute to the cost of unconpensated care.

507 9. Pronpte neasures to avoid preventable hospitalizations.
508 10. Account for hospital efficiency.

509 11. Contribute to a community's overall health system

510 (2) The Legislature intends for the capitated nmanaged care

511| pilot programto:

512 (a) Provide recipients in Medicaid fee-for-service or the
513| Medi Pass program a conprehensive and coordi nated capitated

514| managed care systemfor all health care services specified in
515| ss. 409.905 and 409. 906.

516 (b) Stabilize Medicaid expenditures under the pil ot

517| program conpared to Medicaid expenditures in the pilot area for
518 the 3 years before inplenentation of the pilot program while

519| ensuring:

520 1. Consuner education and choice.
521 2. Access to nedically necessary services.
522 3. Coordination of preventative, acute, and |ong-term
523| care.
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524 4. Reductions in unnecessary service utilization.
525 (c) Provide an opportunity to evaluate the feasibility of

526| statew de inplenentation of capitated managed care networks as a
527| replacenent for the current Medicaid fee-for-service and

528| Medi Pass systens.

529 (3) The agency shall have the foll owi ng powers, duties,

530| and responsibilities with respect to the developrent—of—a pil ot
531| program

532 (a) To inplenent develop—andrecomrend a systemto deliver
533| all mandatory services specified in s. 409.905 and opti onal

534| services specified in s. 409.906, as approved by the Centers for
535| Medicare and Medicaid Services and the Legislature in the waiver

536| pursuant to this section. Services to recipients under plan

537| benefits shall include energency services provi ded under s.
538| 409.9128.
539 (b) To inplenment a pilot programthat includes recowrend

540| Medicaid eligibility categori es—f+roemthose specified in ss.

541| 409.903 and 409.904 as authorized in an approved federal waiver;
542 hich chall be ineluded | I |

543 (c) To inplenent determne—and+recorrendhowto—desigh the
544| managed care pilot programthat maxi m zes ihA—order—to—take

545| paximadvantage—of all avail able state and federal funds,

546| including those obtained through intergovernnmental transfers,

547| the |low incone pool, supplenental Medicaid paynents upper—
548| payrent-levelfunding—systens, and the di sproportionate share

549 program Wthin the paraneters allowed by federal statute and

550| rule, the agency is authorized to seek options for naking direct

551| paynents to hospitals and physici ans enpl oyed by or under
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552| contract with the state's nmedi cal schools for the costs

553| associated with graduate nedi cal educati on under Medicaid

554| reform

555 (d) To inplenent determne—andreconrend actuarially

556 sound, risk-adjusted capitation rates for Medicaid recipients in
557 the pilot program whi ch ean—be—separated—teo cover conprehensive
558| care, enhanced services, and catastrophic care.

559 (e) To inplenent determne—-andrecormend policies and

560| guidelines for phasing in financial risk for approved provider

561| service networks over a 3-year period. These policies and

562| guidelines shall include an option for a provider service

563| network to be paid te—pay fee-for-service rates. For any

564| provider service network established in a managed care pil ot

565 area, the option to be paid fee-for-service rates shall include

566| a savings-settlenment nechanismthat is consistent with s.

567 409.912(44) thatrmey+nclude a savings-settlenentoption—tor—at
568| least—2years. This nodel shall way be converted to a risk-
569| adjusted capitated rate no |later than the begi nning of the

570| fourth iathethird year of operation and nay be converted
571| earlier at the option of the provider service network. Federally

572| qualified health centers may be offered an opportunity to accept
573| or decline a contract to participate in any provider network for
574| prepaid primary care services.

575 (f) To inplenent determ-ne—-andrecorrendprovisions

576| related-to stop-loss requirenents and the transfer of excess
577| cost to catastrophic coverage that accommodates the risks

578| associated wth the devel opnent of the pilot program
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579 (g) To deterwne—and recommend a process to be used by the

580 Social Services Estimating Conference to determ ne and validate
581| the rate of growth of the per-nmenber costs of providing Medicaid
582| services under the managed care pilot program

583 (h) To inplenent determne—-anrdreconrend program standards
584| and credentialing requirenents for capitated nanaged care

585 networks to participate in the pilot program including those
586| related to fiscal solvency, quality of care, and adequacy of

587| access to health care providers. It is the intent of the

588| Legislature that, to the extent possible, any pilot program

589| authorized by the state under this section include any federally
590 qualified health center, any federally qualified rural health

591| clinic, county health departnment, the Division of Children's

592| Medical Services Network within the Departnent of Health, or any

593| other federally, state, or locally funded entity that serves the
594| geographic areas within the boundaries of the pilot programthat
595 requests to participate. This paragraph does not relieve an

596| entity that qualifies as a capitated nanaged care network under
597| this section fromany other licensure or regulatory requirenents
598| contained in state or federal |aw which would otherwi se apply to
599 the entity. The standards and credentialing requirenments shal

600| be based upon, but are not limted to:

601 1. Conpliance with the accreditation requirenments as
602| provided in s. 641.512.
603 2. Conpliance with early and periodic screening,

604| diagnosis, and treatnment screening requirenents under federal
605 |aw

606 3. The percentage of voluntary disenroll nents.
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607 4. |l mruni zation rates.
608 5. Standards of the National Commttee for Quality
609| Assurance and ot her approved accrediting bodies.
610 6. Recommendations of other authoritative bodies.
611 7. Specific requirenments of the Medicaid program or

612| standards designed to specifically neet the unique needs of

613| Medicaid recipients.

614 8. Conpliance with the health quality inprovenent system
615| as established by the agency, which incorporates standards and
616| guidelines devel oped by the Centers for Medicare and Medicaid
617| Services as part of the quality assurance reforminitiative.

618 9. The network's infrastructure capacity to nanage

619| financial transactions, recordkeeping, data collection, and

620| other adm nistrative functions.

621 10. The network's ability to submt any financial,

622| programatic, or patient-encounter data or other information

623| required by the agency to determ ne the actual services provided
624| and the cost of adm nistering the plan.

625 (i) To inplenent develop—and+recomrend a nechanismfor

626| providing information to Medicaid recipients for the purpose of
627| selecting a capitated nanaged care plan. For each plan avail able
628| to a recipient, the agency, at a mninmum shall ensure that the

629| recipient is provided wth:

630 1. A list and description of the benefits provided.
631 2 | nf ormati on about cost sharing.

632 3. Plan performance data, if avail able.

633 4 An expl anation of benefit |imtations.
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634 5. Contact information, including identification of

635| providers participating in the network, geographic |ocations,
636| and transportation limtations.

637 6. Any other information the agency determ nes would

638| facilitate a recipient's understanding of the plan or insurance
639| that woul d best neet his or her needs.

640 (j) To inplenent develeop—andrecomrend a systemto ensure
641| that there is a record of recipient acknow edgnent that choice
642| counseling has been provided.

643 (k) To inplenent develep—andrecomrend a choice counseling
644| systemto ensure that the choice counseling process and rel ated
645| material are designed to provide counseling through face-to-face
646| interaction, by tel ephone, and in witing and through ot her

647| fornms of relevant nedia. Materials shall be witten at the

648| fourth-grade reading |evel and available in a | anguage ot her

649| than English when 5 percent of the county speaks a | anguage

650 other than English. Choice counseling shall also use | anguage

651| |ines and other services for inpaired recipients, such as
652 TTD/ TTY.
653 (') To inplenent develep—andrecomrend a systemt hat

654| prohibits capitated managed care plans, their representatives,
655| and providers enployed by or contracted with the capitated

656| nanaged care plans fromrecruiting persons eligible for or

657| enrolled in Medicaid, fromproviding inducenents to Medicaid

658| recipients to select a particular capitated managed care pl an,
659| and from prejudicing Medicaid recipients agai nst other capitated

660| managed care plans. The systemshall require the entity

661| perform ng choice counseling to determne if the recipient has
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662| nade a choice of a plan or has opted out because of duress,

663| threats, paynent to the recipient, or incentives prom sed to the
664| recipient by athird party. If the choice counseling entity

665| determ nes that the decision to choose a plan was unlawfully

666| influenced or a plan violated any of the provisions of s.

667| 409.912(21), the choice counseling entity shall imrediately

668| report the violation to the agency's programintegrity section
669| for investigation. Verification of choice counseling by the

670| recipient shall include a stipulation that the recipient

671| acknow edges the provisions of this subsection.

672 (m To inplenent develep—andrecomrend a choice counseling
673| systemthat pronotes health |iteracy and provides information
674| ainmed to reduce mnority health disparities through outreach

675| activities for Medicaid recipients.

676 (n) To develop—andrecomend -a-systemfor the agencyto
677| contract with entities to performchoice counseling. The agency
678| may establish standards and perfornmance contracts, including

679| standards requiring the contractor to hire choice counsel ors who
680| are representative of the state's diverse population and to

681| train choice counselors in working with culturally diverse

682| popul ations.

683 (o) To inplenent determne—andrecorrend—deseriptions—of
684| the eligibility assignnent processes which—wl—beused to

685| facilitate client choice while ensuring pilot prograns of

686| adequate enrollnment |evels. These processes shall ensure that
687| pilot sites have sufficient |evels of enrollnent to conduct a

688| valid test of the managed care pilot programw thin a 2-year

689| tinefrane.
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690 (p) To inplenent standards for plan conpliance, including,

691| but not limted to, quality assurance and performance

692| inprovenent standards, peer or professional review standards,

693| grievance policies, and programintegrity policies.

694 (gq) To develop a data reporting system seek input from

695| nmnaged care plans to establish patient-encounter reporting

696| requirenents, and ensure that the data reported is accurate and

697 conplete.
698 (r) To work with managed care plans to establish a uniform

699| systemto neasure and nonitor outcones of a recipient of

700| Medicaid services which shall use financial, clinical, and other

701| criteria based on pharnacy services, nedical services, and ot her

702| data related to the provision of Mdicaid services, including,
703| but not limted to:

704 1. Health Plan Enployer Data and Information Set (HED S)
705 or HEDI S neasures specific to Medicaid.

706 2. Menber satisfaction.

707 3. Provider satisfaction.

708 4. Report cards on plan perfornmance and best practices.
709 5. Conpliance with the pronpt paynent of clains

710| requirenents provided in ss. 627.613, 641. 3155, and 641.513.
711 6. Utilization and quality data for the purpose of

712| ensuring access to nedically necessary services, including

713| wunderutilization or inappropriate denial of services.

714 (s) To require nmanaged care plans that have contracted

715 with the agency to establish a quality assurance systemthat

716| incorporates the provisions of s. 409.912(27) and any standards,

717| rules, and guidelines devel oped by the agency.
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718 (t) To establish a patient-encounter database to conpile

719| data on health care services rendered by health care

720| practitioners that provide services to patients enrolled in

721| managed care plans in the denponstration sites. Health care

722| practitioners and facilities in the denonstration sites shal

723| subnmit, and nmnaged care plans participating in the

724| denonstration sites shall receive, clains paynent and any ot her

725 infornation reasonably related to the patient-encounter database

726| electronically in a standard fornat as required by the agency.

727| The agency shall establish reasonabl e deadlines for phasing in

728| the electronic transmttal of full-encounter data. The patient-

729| encounter database shall:

730 1. Collect the following information, if applicable, for

731| each type of patient encounter with a health care practitioner

732| or facility, including:

733 a. The denographic characteristics of the patient.

734 b. The principal, secondary, and tertiary di agnosis.

735 c. The procedure perforned.

736 d. The date when and the | ocation where the procedure was

737| perforned.

738 e. The anmount of the paynent for the procedure.

739 f. The health care practitioner's universal identification
740| nunber.

741 g. |If the health care practitioner rendering the service

7421 i1s a dependent practitioner, the nodifiers appropriate to

743| indicate that the service was delivered by the dependent

744| practitioner.
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745 2. Collect appropriate information relating to

746| prescription drugs for each type of patient encounter.

747 3. Collect appropriate information related to health care

748| costs and utilization from nanaged care plans participating in

749| the denbnstration sites. To the extent practicable, the agency

750| shall utilize a standardi zed claimformor electronic transfer

751| systemthat is used by health care practitioners, facilities,

752| and payors. To-developandrecomend-a-systemto-nohnitor—the
253 . ¢ healtd : : I |

754|  ineludi L . I L : healtd . :

755| the purpose ol —ensuringaccesstonedically necessary services—
756 i hall inelud I g .

757 I " | r . g on T

753 hall_includ hod_f Ly | : . it hi I
759| database-and-w-thin the provider s nedical records—

760 (U To inplenent recomrend a grievance resolution

761| process for Medicaid recipients enrolled in a capitated nanaged
762| care network under the pilot program nodel ed after the

763| subscriber assistance panel, as created in s. 408.7056. This

764| process shall include a nechanismfor an expedited review of no
765| greater than 24 hours after notification of a grievance if the
766| |ife of a Medicaid recipient is in inmmnent and energent

767| | eopardy.

768 (V)& To inplenent reconmrend a grievance resol ution

769| process for health care providers enployed by or contracted with
770| a capitated managed care network under the pilot programin

771| order to settle disputes anong the provider and the managed care

772| network or the provider and the agency.
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773 (W) &s)y To inplenent develop—andrecomrend criteriain an
774| approved federal waiver to designate health care providers as
775| eligible to participate in the pilot program Fhe—agenrcy—and
276 . A . . :
777| #tor—selectinghealth care providers—whenever—available— These
778| criteria nust include at a mninumthose criteria specified in
779 s. 409.907.

N Q) aanla ala¥a Q aya’ AD an a a N ala a ala

780 (X)) To use develop—and+reconrend health care provider
781| agreenents for participation in the pilot program
782 (y)t&)» To require that all health care providers under

783| contract with the pilot programbe duly licensed in the state,
784| if such licensure is avail able, and neet other criteria as my
785| be established by the agency. These criteria shall include at a
786 mninumthose criteria specified in s. 409.907.

787 (z)~ To ensure that nmanaged care organi zations worKk

788| coll aborativel y develop—and+reconrend—agreenents with ot her

789| state or |ocal governnental prograns or institutions for the

790| coordination of health care to eligible individuals receiving
791| services fromsuch prograns or institutions.

792 (aa) w)- To inplenent procedures to mininmze the risk of

793| Medicaid fraud and abuse in all plans operating in the Medicaid

794| managed care pilot program authorized in this section:

795 1. The agency shall ensure that applicabl e provisions of
796| chapters 409, 414, 626, 641, and 932, relating to Medicaid fraud
797| and abuse, are applied and enforced at the denbnstration sites.

798 2. Providers shall have the necessary certification,
799| license, and credentials required by |aw and federal waiver.
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800 3. The agency shall ensure that the plan is in conpliance
801| with the provisions of s. 409.912(21) and (22).
802 4. The agency shall require each plan to establish program
803| integrity functions and activities to reduce the incidence of

804| fraud and abuse. Plans nust report instances of fraud and abuse

805| pursuant to chapter 641

806 5. The plan shall have witten adm nistrative and

807| nmnagenent procedures, including a nandatory conpliance pl an,

808| that are designed to guard agai nst fraud and abuse. The pl an

809| shall designate a conpliance officer with sufficient experience
810| in health care

811 6.a. The agency shall require all managed care pl an

812| contractors in the pilot programto report all instances of

813| suspected fraud and abuse. A failure to report instances of

814| suspected fraud and abuse is a violation of |aw and subject to

815| the penalties provided by |aw

816 b. An instance of fraud and abuse in the managed care

817| plan, including, but not limted to, defrauding the state health

818| care benefit program by m srepresentation of fact in reports,

819| clains, certifications, enrollnent clains, denographic

820| statistics, and patient-encounter data; m srepresentation of the

821| qualifications of persons rendering health care and ancillary

822| services; bribery and fal se statenents relating to the delivery

823| of health care; unfair and deceptive narketing practices; and

824| nmnaged care false clains actions, is a violation of |aw and

825| subject to the penalties provided by |aw

826 c. The agency shall require all contractors to nake all
827| files and relevant billing and clainms data accessible to state
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828| regulators and investigators and all such data shall be |inked

829| into a unified systemfor seanl ess reviews and investigations.
830
831
832
833
834
835
836
837
838
839
840
841
842 (bb) &9~ To devel op and provide actuarial and benefit

843| design anal yses that indicate the effect on capitation rates and

844| benefits offered in the pilot programover a prospective 5-year

845| period based on the follow ng assunpti ons:

846 1. Gowth in capitation rates which is limted to the
847| estimated growth rate in general revenue.
848 2. Gowh in capitation rates which is limted to the

849| average growmh rate over the last 3 years in per-recipient

850 Medicaid expenditures.

851 3. Gowh in capitation rates which is |imted to the

852 growth rate of aggregate Medicaid expenditures between the 2003-
853| 2004 fiscal year and the 2004- 2005 fiscal year.

854 (cc)fyy- To develop a nmechanismto require capitated

855 managed care plans to reinburse qualified enmergency service
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856| providers, including, but not limted to, anbul ance services, in
857| accordance with ss. 409.908 and 409.9128. The pil ot program nust
858| include a provision for continuing fee-for-service paynents for
859| energency services, including, but not limted to, individuals
860 who access anbul ance services or energency departnents and who
861| are subsequently determned to be eligible for Medicaid

862| services.

863 (dd) £2- To ensure develop—a——systemwhiereby schoo

864| districts participating in the certified school nmatch program
865| pursuant to ss. 409.908(21) and 1011.70 shall be reinbursed by
866| Medicaid, subject to the Ilimtations of s. 1011.70(1), for a
867 Medicaid-eligible child participating in the services as

868| authorized in s. 1011.70, as provided for in s. 409.9071,

869| regardless of whether the child is enrolled in a capitated

870 managed care network. Capitated nmanaged care networ ks nust mnake
871| a good faith effort to execute agreenents with school districts
872| regarding the coordinated provision of services authorized under
873| s. 1011.70. County health departments and federally qualified
874| health centers delivering school -based services pursuant to ss.
875| 381.0056 and 381. 0057 nust be reinbursed by Medicaid for the

876| federal share for a Medicaid-eligible child who receives

877| Medicaid-covered services in a school setting, regardl ess of
878| whether the child is enrolled in a capitated nanaged care

879| network. Capitated managed care networks nust make a good faith
880| effort to execute agreenents with county heal th departnents

881| regarding the coordinated provision of services to a Mdicaid-

882| eligible child. To ensure continuity of care for Medicaid

883| patients, the agency, the Departnent of Health, and the
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884| Departnment of Education shall devel op procedures for ensuring
885| that a student's capitated managed care network provider

886| receives information relating to services provided in accordance
887| with ss. 381.0056, 381.0057, 409.9071, and 1011. 70.

888 (ee) {aa)y To inplenment develop—and+ecomrend a nechani sm
889 whereby Medicaid recipients who are already enrolled in a

890 managed care plan or the Medi Pass programin the pilot areas

891| shall be offered the opportunity to change to capitated managed
892| care plans on a staggered basis, as defined by the agency. Al
893| Medicaid recipients shall have 30 days in which to nake a choice
894| of capitated nmanaged care plans. Those Medi cai d recipients who
895 do not nmeke a choice shall be assigned to a capitated managed

896| care plan in accordance with paragraph (4)(a) and shall be

897| exenpt froms. 409.9122. To facilitate continuity of care for a

898| Medicaid recipient who is also a recipient of Supplenental

899 Security Inconme (SSlI), prior to assigning the SSI recipient to a
900| capitated managed care plan, the agency shall determ ne whet her
901| the SSI recipient has an ongoing relationship with a provider or
902| capitated managed care plan, and, if so, the agency shall assign
903| the SSI recipient to that provider or capitated nanaged care

904| plan where feasible. Those SSI recipients who do not have such a
905| provider relationship shall be assigned to a capitated managed
906| care plan provider in accordance with paragraph (4)(a) and shal
907| be exenpt froms. 409.9122.

908 (ff) bbby To develop and recommend a service delivery

909| alternative for children having chronic nedical conditions which

910| establishes a nedical honme project to provide primary care

911| services to this population. The project shall provide
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912| conmunity-based prinary care services that are integrated with
913| other subspecialties to neet the nedical, devel opnental, and
914| enotional needs for children and their famlies. This project
915| shall include an eval uati on conponent to determ ne inpacts on
916| hospitalizations, length of stays, energency roomvisits, costs,
917| and access to care, including specialty care and patient and
918| famly satisfaction.

919 (gg) {66 To devel op and recommend service delivery

920| nechanisns within capitated managed care plans to provide

921| Medicaid services as specified in ss. 409.905 and 409.906 to
922| persons with devel opnental disabilities sufficient to neet the
923| nedical, devel opnental, and enotional needs of these persons.
924 (hh) (dd)- To devel op and recommend service delivery

925| nechanisns within capitated managed care plans to provide

926| Medicaid services as specified in ss. 409.905 and 409.906 to
927| Medicaid-eligible children in foster care. These services nust
928| be coordinated with comunity-based care providers as specified
929| in s. 409.1675, where available, and be sufficient to neet the
930| nedical, developnental, and enotional needs of these children.
931 (4)(a) A Medicaid recipient in the pilot area who is not
932| currently enrolled in a capitated managed care plan upon

933| inplenentation is not eligible for services as specified in ss.
934| 409.905 and 409. 906, for the anmount of tinme that the recipient
935| does not enroll in a capitated nanaged care network. If a

936| Medicaid recipient has not enrolled in a capitated nmanaged care
937| plan within 30 days after eligibility, the agency shall assign
938| the Medicaid recipient to a capitated nmanaged care plan based on

939| the assessed needs of the recipient as determ ned by the agency
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940| and shall be exenpt froms. 409.9122. Wen naki ng assi gnnments,

941| the agency shall take into account the following criteria:

942 1. A capitated managed care network has sufficient network
943| capacity to neet the needs of nenbers.

944 2. The capitated managed care network has previously

945| enrolled the recipient as a nenber, or one of the capitated

946| managed care network's primary care providers has previously
947| provided health care to the recipient.

948 3. The agency has know edge that the nenber has previously
949| expressed a preference for a particular capitated nmanaged care
950 network as indicated by Medicaid fee-for-service clains data,
951| but has failed to make a choi ce.

952 4. The capitated managed care network's primary care

953| providers are geographically accessible to the recipient's

954| residence.

955 (b) Wen nore than one capitated nanaged care network

956| provider neets the criteria specified in paragraph (3)(h), the
957| agency shall make recipient assignnents consecutively by famly
958| wunit.

959 (c) If arecipient is currently enrolled with a Medicaid

960| nmnaged care organi zation that al so operates an approved reform

961| plan within a pilot area and the recipient fails to choose a

962| plan during the reformenroll nent process or during

963| redetermnation of eligibility, the recipient shall be

964| automatically assigned by the agency into the nost appropriate

965| reformplan operated by the recipient's current Mdi cai d nanaged

966| care organization. If the recipient's current nmanaged care

967| organi zation does not operate a reformplan in the pilot area
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968| that adequately neets the needs of the Medicaid recipient, the

969| agency shall use the auto assignment process as prescribed in

970| the Centers for Medicare and Medi caid Services Special Terns and
971| Conditions nunber 11-W 00206/4. All agency enrol |l ment and choice
972| counseling materials shall comunicate the provisions of this

973| paragraph to current managed care recipients.

974 (d)e)» The agency may not engage in practices that are
975| designed to favor one capitated nmanaged care plan over another
976| or that are designed to i nfluence Medicaid recipients to enrol
977| in a particular capitated managed care network in order to

978| strengthen its particular fiscal viability.

979 (e)fd) After a recipient has made a sel ection or has been
980| enrolled in a capitated managed care network, the recipient

981| shall have 90 days in which to voluntarily disenroll and sel ect
982| another capitated nanaged care network. After 90 days, no

983| further changes nay be made except for cause. Cause shal

984| include, but not be limted to, poor quality of care, |ack of
985| access to necessary specialty services, an unreasonabl e delay or
986| denial of service, inordinate or inappropriate changes of

987| primary care providers, service access inpairnents due to

988| significant changes in the geographic |ocation of services, or
989| fraudulent enrollnent. The agency nmay require a recipient to use
990| the capitated managed care network's grievance process as

991| specified in paragraph (3)(g) prior to the agency's

992| determ nation of cause, except in cases in which imediate risk
993| of permanent danage to the recipient's health is alleged. The

994| grievance process, when used, nust be conpleted in tine to

995| permt the recipient to disenroll no later than the first day of
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996| the second nonth after the nonth the disenroll nent request was
997| made. If the capitated nanaged care network, as a result of the
998| grievance process, approves an enrollee's request to disenroll
999| the agency is not required to nmake a determ nation in the case.
1000| The agency nust make a determ nation and take final action on a
1001| recipient's request so that disenrollnment occurs no |ater than
1002| the first day of the second nonth after the nonth the request
1003| was nmade. If the agency fails to act within the specified

1004 tinmefrane, the recipient's request to disenroll is deened to be
1005| approved as of the date agency action was required. Recipients
1006| who disagree with the agency's finding that cause does not exi st
1007| for disenrollnment shall be advised of their right to pursue a
1008| Medicaid fair hearing to dispute the agency's finding.

1009 (f)fe>r The agency shall apply for federal waivers fromthe
1010| Centers for Medicare and Medicaid Services to | ock eligible

1011| Medicaid recipients into a capitated managed care network for 12
1012| nonths after an open enroll nent period. After 12 nonths of

1013| enrollnent, a recipient nmay sel ect another capitated nmanaged
1014| care network. However, nothing shall prevent a Medicaid

1015| recipient fromchanging primary care providers within the

1016| capitated nmanaged care network during the 12-nonth peri od.

1017 (9)H The agency shall apply for federal waivers fromthe
1018| Centers for Medicare and Medicaid Services to allow recipients
1019| to purchase health care coverage through an enpl oyer-sponsored
1020| health insurance plan instead of through a Medicaid-certified
1021| plan. This provision shall be known as the opt-out option

1022 1. A recipient who chooses the Medicaid opt-out option

1023| shall have an opportunity for a specified period of tine, as
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1024| authorized under a waiver granted by the Centers for Medicare
1025| and Medicaid Services, to select and enroll in a Medicai d-

1026| certified plan. If the recipient remains in the enpl oyer-

1027| sponsored plan after the specified period, the recipient shal
1028| remain in the opt-out programfor at least 1 year or until the
1029| recipient no |l onger has access to enpl oyer-sponsored coverage,
1030| wuntil the enployer's open enrollnment period for a person who
1031| opts out in order to participate in enployer-sponsored coverage,
1032 or until the person is no longer eligible for Mdicaid,

1033| whichever tine period is shorter.

1034 2. Notw thstandi ng any other provision of this section,
1035| coverage, cost sharing, and any other conponent of enpl oyer-
1036| sponsored health insurance shall be governed by applicable state

1037 and federal | aws.

1038 (5 —This—section—doesnot—authorize the agencyto

1039| inplenent—any provisionof—s— 1115 of the Social-Security-Act
1040 . L oitet. I . . . :
1041| the state Medicaldprograminanypart—of the state otherthan
1042 I hi fied | hi . |

1043| approved by the lLegislature-

1044 (5)¢6)> The agency shall devel op and subnmit for approval
1045| applications for waivers of applicable federal |aws and

1046| regulations as necessary to inplenent the nanaged care pil ot
1047| project as defined in this section. The agency shall post al
1048| waiver applications under this section on its Internet website
1049| 30 days before submtting the applications to the United States
1050 Centers for Medicare and Medicaid Services. Al waiver

1051| applications shall be provided for review and comrent to the
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1052| appropriate conmttees of the Senate and House of

1053| Representatives for at |east 10 working days prior to

1054| subm ssion. Al waivers submtted to and approved by the United
1055| States Centers for Medicare and Medicaid Services under this
1056| section nust be approved by the Legislature. Federally approved
1057| waivers nmust be subnmitted to the President of the Senate and the
1058| Speaker of the House of Representatives for referral to the

1059| appropriate legislative conmttees. The appropriate commttees
1060 shall recommend whether to approve the inplenentation of any
1061| waivers to the Legislature as a whole. The agency shall submt a
1062| plan containing a recommended tineline for inplenentation of any
1063| waivers and budgetary projections of the effect of the pil ot
1064| program under this section on the total Medicaid budget for the
1065 2006- 2007 through 2009- 2010 state fiscal years. This

1066| inplenentation plan shall be submtted to the President of the
1067| Senate and the Speaker of the House of Representatives at the
1068| sane tinme any waivers are submtted for consideration by the

1069| Legislature. The agency is authorized to inplenent the waiver

1070| and Centers for Medicare and Medicaid Services Special Terns and
1071 Conditions nunber 11-W00206/4. |If the agency seeks approval by

1072| the Federal Governnment of any nodifications to these special

1073| terns and conditions, the agency shall provide witten

1074| notification of its intent to nodify these terns and conditions
1075| to the President of the Senate and Speaker of the House of

1076| Representatives at |east 15 days prior to submtting the

1077| nodifications to the Federal Governnent for consideration. The

1078| notification shall identify all nodifications being pursued and

1079 the reason they are needed. Upon receiving federal approval of
Page 39 of 56

CODING: Words stricken are deletions; words underlined are additions.
hb0003b-02-c2



F L OR 1 DA H O U S E O F R EPRESENTATI V E S

HB 3B CS 2005
CS

1080 any nodifications to the special terns and conditions, the

1081| agency shall report to the Legislature describing the federally

1082| approved nodifications to the special ternms and conditions

1083| within 7 days after their approval by the Federal Governnent.

1084 (6) A~ Upon review and approval of the applications for
1085| waivers of applicable federal |aws and regul ations to inplenment
1086| the managed care pilot program by the Legislature, the agency
1087| may initiate adoption of rules pursuant to ss. 120.536(1) and
1088 120.54 to inplenent and adm ni ster the managed care pil ot

1089| programas provided in this section.

1090 (7)(a) The Secretary of Health Care Adm nistration shal

1091| convene a technical advisory panel to advise the agency in the

1092| following areas: risk-adjusted rate setting, benefit design,

1093| and choi ce counseling. The panel shall include representatives

1094 fromthe Florida Association of Health Plans, representatives

1095 from provider-sponsored networks, and a representative fromthe

1096 O fice of Insurance Regul ation

1097 (b) The technical advisory panel shall advise the agency

1098| on the foll ow ng:

1099 1. The risk-adjusted rate nethodol ogy to be used by the

1100| agency includi ng recomendati ons on nechani sns to recogni ze the

1101| risk of all Medicaid enrollees and transitioning to a risk-

1102| adjustnment system including reconmendations for phasing in risk

1103| adjustnent and the uses of risk corridors.

1104 2. Inplenentation of an encounter data systemto be used

1105 for risk-adjusted rates.
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1106 3. Administrative and inplenentation i ssues regardi ng the

1107| wuse of risk-adjusted rates, including, but not limted to, cost,

1108| sinplicity, client privacy, data accuracy, and data exchange.

1109 4. Benefit design issues, including the actuari al

1110| equival ence and sufficiency standards to be used.

1111 5. The inplenmentation plan for the proposed choice

1112| counseling system including the infornmation and materials to be

1113| provided to recipients, the nethodol ogi es by which recipients

1114 wll be counsel ed regarding choices, criteria to be used to

1115 assess plan quality, the nethodol ogy to be used to assign

1116| recipients to plans if they fail to choose a nanaged care pl an,

1117| and the standards to be used for responsiveness to recipient

1118 inquiries.

1119 (c) The technical advisory panel shall continue in

1120| existence and advise the secretary on nmatters outlined in this
1121| subsection.

1122 (8) The agency nust ensure in the first 2 state fiscal

1123| years in which a risk-adjusted nethodology is a conponent of

1124| rate setting that no managed care pl an provi di ng conprehensi ve

1125 benefits to TANF and SSI recipients has an aggregate risk score

1126| that varies by nore than 10 percent fromthe aggregate wei ghted

1127| nmean of all nmnaged care plans providi ng conprehensi ve benefits

1128 to TANF and SSI recipients in a reformarea. The agency's

1129| paynent to a nanaged care plan shall be based on such revised

1130| aggregate risk score.

1131 (9) After any cal cul ati ons of aggregate risk scores or

1132| revised aggregate ri sk scores pursuant to subsection (8), the
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1133| capitation rates for plans participating under 409.91211 shal

1134 be phased in as follows:

1135 (a) Inthe first fiscal year, the capitation rates shal

1136| be weighted so that 75 percent of each capitation rate i s based

1137 on the current nethodol ogy and 25 percent is based upon a new

1138| risk-adjusted capitation rate nethodol ogy.

1139 (b) In the second fiscal year, the capitation rates shall

1140 be weighted so that 50 percent of each capitation rate is based

1141| on the current nethodol ogy and 50 percent is based on a new

1142| risk-adjusted rate nethodol ogy.

1143 (c) Inthe follow ng fiscal year, the risk-adjusted

1144| capitation nethodol ogy may be fully inpl enent ed.

1145 (10) Subsections (8) and (9) shall not apply to nanaged

1146| care plans offering benefits exclusively to high-risk, specialty

1147| popul ations. The agency shall have the discretion to set risk-

1148| adjusted rates inmmediately for said pl ans.

1149 (11) Prior to the inplenentation of risk-adjusted rates,

1150 rates shall be certified by an actuary and approved by the
1151 federal Centers for Medicare and Medi caid Services.
1152 (12) For purposes of this section, the term"capitated

1153| managed care plan" includes health insurers authorized under

1154 chapter 624, exclusive provider organizations authorized under

1155 chapter 627, health mai ntenance organi zati ons aut hori zed under
1156| chapter 641, the Children's Medical Services Network authorized
1157| under chapter 391, and provider service networks that elect to

1158 be paid fee-for-service for up to 3 years as authorized under
1159 this section.
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1160 (13) It is the intent of the Legislature that if any

1161| conflict exists between the provisions contained in this section

1162| and other provisions of chapter 409, as they relate to

1163| inplenentation of the Medicaid nanaged care pil ot program the

1164| provisions contained in this section shall control. The agency

1165 shall provide a witten report to the President of the Senate

1166 and the Speaker of the House of Representatives by April 1

1167 2006, identifying any provisions of chapter 409 that conflict

1168 with the inplenentation of the Medi caid nanaged care pil ot

1169| programas created in this section. After April 1, 2006, the

1170 agency shall provide a witten report to the President of the

1171| Senate and the Speaker of the House of Representatives

1172 inmmedi ately upon identifying any provisions of chapter 409 that

1173| conflict with the inplenentation of the Mdicai d nanaged care

1174| pilot programas created in this section.

1175 Section 5. Section 409.91212, Florida Statutes, is created
1176| to read:
1177 409. 91212 Medicaid reform denonstrati on program

1178| expansion. --

1179 (1) The agency may expand the Medicaid reform

1180 denobnstration programpursuant to s. 409.91211 into any county

1181| of the state beginning in year two of the denonstration program

1182| if readiness criteria are net, the Joint Legislative Conmmittee

1183| on Medicaid Reform I npl enentati on has submtted a reconmendati on

1184| pursuant to s. 11.72 regarding the extent to which the criteria

1185 have been net, and the agency has secured budget approval from

1186| the Legislative Budget Comm ssion pursuant to s. 11.90. For the

1187 purpose of this section, the term"readi hess" neans there is
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1188| evidence that at |east two prograns in a county neet the

1189 following criteria:

1190 (a) Denonstrate know edge and understandi ng of nmnaged

1191 care under the franework of Medicaid reform

1192 (b) Denonstrate financial capability to neet sol vency
1193| standards.

1194 (c) Denonstrate adequate controls and process for

1195| financial managenent.

1196 (d) Denpnstrate the capability for clinical nmanagenent of
1197 Medicaid recipients.
1198 (e) Denpbnstrate the adequacy, capacity, and accessibility

1199| of the services network

1200 (f) Denpnstrate the capability to operate a nanagenent
1201| information system and an encounter data system
1202 (g) Denobnstrate capability to i nplenent quality assurance

1203 and utilization managenent activities.

1204 (h) Denonstrate capability to inplenent fraud control
1205| activities.

1206 (2) The agency shall conduct neetings and public hearings

1207 in the targeted expansion county with the public and provider

1208 community. The agency shall provide notice regardi ng public

1209| hearings. The agency shall maintain records of the proceedi ngs.

1210 (3) The agency shall provide a 30-day notice of intent to

1211| expand the denpnstration programw th supporting docunmentation

1212| that the readiness criteria has been net to the President of the

1213| Senate, the Speaker of the House of Representatives, the

1214 Mnority Leader of the Senate, the Mnority Leader of the House

1215 of Representatives, and the Ofice of Program Policy Anal ysis
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1216| and CGovernnent Accountability.
1217 (4) The agency shall request a hearing and consi deration
1218 by the Joint Legislative Conmttee on Medicaid Reform
1219| Inplenentation after the 30-day notice required in subsection

1220| (3) has expired in the formof a letter to the chair of the

1221| commtt ee.

1222 (5) Upon receiving a nenorandum fromthe Joint Legislative

1223 Conmmittee on Medicaid Reform | npl enentation regardi ng the extent

1224 to which the expansion criteria pursuant to subsection (1) have

1225 been net, the agency nay submt a budget anmendnent, pursuant to

1226| chapter 216, to request the necessary budget transfers

1227| associated with the expansi on of the denpnstration program
1228 Section 6. Subsections (8) through (14) of section

1229 409.9122, Florida Statutes, are renunbered as subsections (7)
1230| through (13), respectively, and paragraphs (e), (f), (g), (h),
1231| (k), and (I) of subsection (2) and present subsection (7) of
1232| that section are anended to read:

1233 409. 9122 Mandatory Medi cai d nanaged care enrol |l nent;
1234| prograns and procedures.--

1235
1236
1237
1238 s 3 :TaE 3 b3 or—MediPa YN
1239| staggered-basis—asdefined by the ageney— Al Medicaid
1240| recipients shall have 30 days in which to nake a choice of
1241| managed care plans or Medi Pass providers. FhoseMedicaid
1242 pi j
1243
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1251
1252
1253

1254 (f) When a Medicaid recipient does not choose a nanaged

1255| care plan or Medi Pass provider, the agency shall assign the

1256| Medicaid recipient to a managed care plan e+——Medi-Pass—provi-der.
1257 Medicaid recipients who are subject to mandatory assi gnnent but
1258| who fail to nake a choice shall be assigned to nanaged care

1259
1260
1261
1262
1263
1264
1265
1266
1267
1268
1269
1270
1271
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1273
1274 +n-s—391 021, exclusive provider—organi-zati-ons—provider

1275 . : . . . .
1276
1277
1278
1279
1280| econom-cally—operated— For purposes of this paragraph, when

1281| referring to assignnment, the term "nmanaged care plans” includes

1282| health mai ntenance organi zati ons, excl usive provider

1283| organi zations, provider service networks, mnority physician
1284| networks, Children's Medical Services Network, and pediatric
1285| energency departnent diversion prograns authorized by this

1286| chapter or the General Appropriations Act. Wen making

1287| assignnents, the agency shall take into account the follow ng
1288| criteria:

1289 1. A managed care plan has sufficient network capacity to
1290| neet the need of nenbers.

1291 2. The managed care pl an e—Medi-RPass has previously

1292| enrolled the recipient as a nenber, or one of the nmanaged care
1293| plan's primary care providers er—MdiPRPass—providers has

1294| previously provided health care to the recipient.

1295 3. The agency has know edge that the nmenber has previously
1296| expressed a preference for a particular managed care plan or
1297| Medi Pass provider as indicated by Medicaid fee-for-service

1298| clains data, but has failed to nake a choi ce.
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1299 4. The managed care plan is plan-s—or MdiPass—primary
1300| eare—providers—are geographically accessible to the recipient's

1301| residence.

1302 5. The agency has authority to make mandatory assi gnnents

1303| based on quality of service and perfornmance of nanaged care
1304| plans.

1305 (g) Wien nore than one nmanaged care plan er—MediPass
1306| provider neets the criteria specified in paragraph (f), the
1307| agency shall make recipient assignnments consecutively by famly
1308| wunit.

1309 (h) The agency may not engage in practices that are

1310| designed to favor one managed care plan over another er—that—are
1311 o .

1312 3 an—i a-—ana 2 olan—o 0 0 HA—a—heha
1313| ecareplanratherthaninMdiPass. This subsection does not

1314| prohibit the agency fromreporting on the performnce of

1315 Medi Pass or any managed care plan, as neasured by perfornance
1316| criteria devel oped by the agency.

1317 o .

1318
1319
1320
1321
1322
1323
1324
1325
1326
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1354 4— The nanaged-care plan-s or Medi-Pass prirery—care
1355 . : . .

1356
1357
1358
1359
1360 (k) Notw thstandi ng the provisions of chapter 287, the

1361| agency may, at its discretion, renew cost-effective contracts

1362| for choice counseling services once or nore for such periods as
1363| the agency may deci de. However, all such renewal s may not
1364| conbine to exceed a total period |onger than the termof the

1365| original contract.

1366

1367

1368

1369

1370 {(b)y—FElderlyand disabled recipients,—especially-those who
1371| are—-at—+risk—of nursing-hore placenent—

1372 {e)y—Persons—wi-th developrental disabilities—

1373 t—Qali-Hied Medicare beneficiaries—

1374 e)—Adul-ts—who-have chronic,—high-cost—rnedical—condi-tions—
1375 (1) Adults and children who have nental health problens.
1376 {g—Oher—reciprents for whommanaged-care plans—and

1377| MediPass—offerthe opportunity of nore cost-effectivecare—-and

1378| greater—accessto gualified providers—
1379 Section 7. The Agency for Health Care Adm nistration shall

1380| report to the Legislature by April 1, 2006, the specific

1381| preinplenentation mlestones required by the Centers for
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1382 Medicare and Medi caid Services Special Ternms and Conditions

1383| related to the low incone pool that have been approved by the

1384| Federal Governnent and the status of any renaining

1385| preinplenentation mlestones that have not been approved by the
1386| Federal Governnent.

1387 Section 8. Quarterly progress and annual reports. --The
1388 Agency for Health Care Adm nistration shall submt to the

1389 Governor, the President of the Senate, the Speaker of the House
1390| of Representatives, the Mnority Leader of the Senate, the

1391 Mnority Leader of the House of Representatives, and the Ofice

1392 of Program Policy Anal ysis and Governnent Accountability the

1393| follow ng reports:

1394 (1) Quarterly progress reports subnmtted to Centers for

1395| Medicare and Medicaid Services no |ater than 60 days foll ow ng

1396 the end of each quarter. These reports shall present the

1397| agency's analysis and the status of various operational areas.

1398| The quarterly progress reports shall include, but are not
1399 limted to, the foll ow ng:
1400 (a) Docunmentation of events that occurred during the

1401| quarter or that are anticipated to occur in the near future that

1402| affect health care delivery, including, but not limted to, the

1403| approval of contracts with new nanaged care plans, the

1404| procedures for designating coverage areas, the process of

1405| phasing in nanaged care, a description of the popul ati ons served

1406| and the benefits provided, the nunber of recipients enrolled, a

1407 list of grievances submtted by enroll ees, and other operational
1408| issues.

1409 (b) Action plans for addressing policy and adm nistrative
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1410| i ssues.

1411 (c) Docunentation of agency efforts related to the

1412| collection and verification of encounter and utilization data.

1413 (d) Enrollnment data for each managed care plan accordi ng

1414| to the follow ng specifications: total nunber of enrollees,

1415| eligibility category, nunber of enrollees receiving Tenporary

1416| Assistance for Needy Fam |ies or Suppl emental Security | ncone,

1417 market share, and percentage change in enrollnent. In addition,

1418| the agency shall provide a sunmary of voluntary and nandatory

1419| selection rates and di senroll nent data. Enroll nent data, nunber

1420 of nenbers by nonth, and expenditures shall be submitted in the

1421| fornmat for nonitoring budget neutrality provided by the Centers
1422 for Medicare and Medi cai d Servi ces.

1423 (e) Docunentation of |owincone pool activities and

1424 | associ ated expenditures.

1425 (f) Docunentation of activities related to the

1426| inplenentation of choice counseling including efforts to inprove

1427 health literacy and the nmethods used to obtain public input

1428| including recipient focus groups.

1429 (g) Participation rates in the Enhanced Benefit Accounts
1430 Program as established in the Centers for Medi care and Medi cai d
1431| Services Special Terns and Conditions nunber 11-W00206/4, which

1432| shall include: participation |evels, summary of activities and

1433| associ at ed expendi tures, nunber of accounts established

1434| including active participants and individuals who continue to

1435 retain access to funds in an account but no | onger actively

1436| participate, estinated quarterly deposits in accounts, and

1437 expenditures fromthe accounts.
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1438 (h) Enrollnment data on enpl oyer - sponsored i nsurance t hat

1439 docunents the nunmber of individuals selecting to opt out when

1440 enpl oyer-sponsored insurance is avail able. The agency shal

1441 i nclude data that identifies enrollee characteristics to include

1442| eligibility category, type of enpl oyer-sponsored insurance, and

1443| type of coverage based on whether the coverage is for the

1444| individual or the famly. The agency shall devel op and nmintain

1445| disenroll nment reports specifying the reason for disenrolling in

1446| an enpl oyer-sponsored i nsurance program The agency shall al so

1447| track and report on those enrollees who elect to reenroll in the

1448 Medicaid reformwai ver denonstrati on program

1449 (i) Docunentation of progress toward the denonstration

1450 program goal s.

1451 (j) Docunentation of evaluation activities.

1452 (2) The annual report shall docunent acconplishnents,

1453| programstatus, quantitative and case study findings,

1454 | wutilization data, and policy and adm nistrative difficulties in

1455 the operation of the Medicaid reformwai ver denonstration

1456| program The agency shall submt the draft annual report no

1457 later than Cctober 1 after the end of each fiscal year.

1458 (a) Beginning with the annual report for denopnstration

1459| programyear two, the agency shall include a section on the

1460 adm nistration of enhanced benefit accounts, participation

1461| rates, an assessnent of expenditures, and potential cost

1462| savings.
1463 (b) Beginning with the annual report for denonstration

1464| programyear four, the agency shall include a section that

1465| provides qualitative and quantitative data that describes the
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1466| inpact of the |low incone pool on the nunber of uninsured persons

1467| in the state fromthe start of the inplenentation of the

1468| denonstrati on program

1469 Section 9. Section 11.72, Florida Statutes, is created to
1470| read:
1471 11.72 Joint Legislative Commttee on Medi caid Reform

1472 I nplenmentation; creation; nenbership; powers; duties. --

1473 (1) There is created a standing joint coomittee of the

1474 Legislature designated the Joint Legislative Commnittee on

1475 Medicaid Reform | npl enentation for the purpose of review ng

1476| policy issues related to expansi on of the Medi caid managed care

1477| pilot program pursuant to s. 409.91211
1478 (2) The Joint Legislative Conmttee on Medicaid Reform
1479| Inplenentation shall be conposed of eight nenbers appoi nted as

1480| follows: four nenbers of the House of Representatives appoi nted

1481 by the Speaker of the House of Representatives, one of whom

1482| shall be a nenber of the mnority party; and four nenbers of the

1483| Senate appointed by the President of the Senate, one of whom

1484| shall be a nenber of the mnority party. The President of the

1485| Senate shall appoint the chair in even-nunbered years and the

1486| vice chair in odd-nunbered years, and the Speaker of the House

1487| of Representatives shall appoint the chair in odd-nunbered years

1488 and the vice chair in even-nunbered years from anong t he

1489| comm ttee nenbership. Vacancies shall be filled in the sane

1490| rmanner as the original appointnent. Menbers shall serve without

1491| conpensation, except that nenbers are entitled to rei nbursenent

1492| for per diemand travel expenses in accordance with s. 112. 061.

Page 54 of 56

CODING: Words stricken are deletions; words underlined are additions.
hb0003b-02-c2



F L OR 1 DA H O U S E O F R EPRESENTATI V E S

HB 3B CS 2005
CS

1493 (3) The conmittee shall be governed by joint rules of the

1494| Senate and the House of Representatives which shall remain in

1495| effect until repeal ed or anended by concurrent resol ution.
1496 (4) The conmmittee shall neet at the call of the chair. The
1497 committee may hold hearings on matters within its purvi ew which

1498 are in the public interest. A quorumshall consist of a najority

1499| of nenbers from each house, plus one additional nmenber from

1500 either house. Action by the commttee requires a npjority vote

1501| of the nenbers present of each house.
1502 (5) The committee shall be jointly staffed by the

1503 appropriations and substantive committees of the House of

1504| Representatives and the Senate. During even-nunbered years the

1505 Senate shall serve as |ead staff and during odd-nunbered years

1506| the House of Representatives shall serve as |ead staff.
1507 (6) The commttee shall:

1508 (a) Review reports, public hearing proceedi hgs, docunents,

1509 and naterials provided by the Agency for Health Care

1510 Adnministration relating to the expansi on of the Medi caid managed

1511| care pilot programto other counties of the state pursuant to s.
1512 409.91212.

1513 (b) Consult with the substantive and fiscal committees of

1514| the House of Representatives and the Senate whi ch have

1515| jurisdiction over the Medicaid natters relating to agency action

1516| to expand the Medi caid managed care pil ot program

1517 (c) Meet to consider and naeke a recommendati on regardi ng

1518 the extent to which the expansion criteria pursuant to s.
1519 409.91212 have been net.
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1520 (7) Wthin 2 days after neeting, during which the

1521| conmmittee reviewed docunents, material, and testinony related to

1522| the expansion criteria, the commttee shall submt a nenorandum

1523| to the Speaker of the House of Representatives, the President of

1524| the Senate, the Legislative Budget Comm ssion, and the agency

1525 delineating the extent to which the agency net the expansi on
1526 criteria.

1527 Section 10. Section 216.346, Florida Statutes, is anmended
1528| to read:

1529 216.346 Contracts between state agencies; restriction on
1530| overhead or other indirect costs.--1n any contract between state

1531| agencies, including any contract involving the State University
1532| Systemor the Florida Community Coll ege System the agency
1533| receiving the contract or grant noneys shall charge no nore than
1534| a reasonabl e percentage 5percent of the total cost of the

1535| contract or grant for overhead or indirect costs or any other

1536| costs not required for the paynent of direct costs. This

1537 provision is not intended to limt an agency's ability to

1538| certify matching funds or designate in-kind contributions which
1539 will allow the drawdown of federal Medicaid dollars that do not
1540 affect state budgeting.

1541 Section 11. This act shall take effect upon becom ng a
1542| | aw.
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