[bookmark: _GoBack]ATTACHMENT I
KanCare Claims Processing Requirements

1.0 Claims and Claim Corrections
1.1	Entry and Control 
1.1.1	Maintain control over all transactions during their entire processing cycle.
1.1.2	Provide accurate and complete audit trails of all processing.
1.1.3	Monitor the location of all claims at all times.
1.1.4	All input and output transmissions and formats must be Health Insurance Portability and Accountability Act (HIPAA) compliant. The CONTRACTOR(S)’ system must be adapted to meet any new HIPAA requirements for transactions and transmissions.

1.2	Inputs 
The CONTRACTOR(S)’ system accepts, controls, processes, and reports separately, claims for KanCare. Inputs include the following claim forms (in both paper and electronic formats) and attachments:
1.2.1	UB‑04 claim forms from providers, in both paper and HIPAA‑required electronic media format.
1.2.2	The Centers for Medicare & Medicaid Services (CMS) 1500 claim forms from providers, in both paper and HIPAA‑required electronic media format.
1.2.3	Pharmacy, in both paper and HIPAA‑required electronic media format.
1.2.4	Dental (ADA Format), in both paper and HIPAA‑required electronic media format.
1.2.5	Attachments required for claims adjudication, including; but not limited to:
1.2.5.1	Third party liability (TPL) and Medicare Explanation of Benefits (EOBs).
1.2.5.2	Sterilization and abortion consent forms.
1.2.5.3	Dental x‑rays.

1.3 Processing Requirements 
1.3.1 Identify, upon receipt, each claim and its attachments, adjustment and financial transaction with a unique Internal Control Number (ICN). 
Note: The ICN is alphanumeric, has a maximum field length of 16 bytes and includes, at a minimum, the date of claim receipt. Additional identifiers could include the batch number, sequence of claim within the batch and an indicator of the type of claim submission.
1.3.2 Maintain an optical image of all claims, attachments, adjustment requests, and other paper documents.
1.3.3 Retrieve optical images by ICN and other user‑defined keys.
1.3.4 Maintain inventory control and an audit trail for all claims and other transactions entered into the system to ensure processing through completion.
1.3.5 Edit to prevent duplicate entry of claims.
1.3.6 Maintain an audit trail record with each claim and adjustment record that shows each stage of processing, the date each stage the claim was entered, the processor ID, and any error codes posted at each step‑in processing.
1.3.7 Maintain online inquiry to claims, adjustments, and financial transactions, from data entry through to payment, with access by Kansas Medical Assistance Program (KMAP) ID or Social Security Number (SSN), provider ID number, and ICN to include pertinent claim data and claim status.
1.3.8 Accept claims received via paper or electronic media from providers, billing services, and Medicare carriers and intermediaries.
1.3.9 CONTRACTOR(S) must offer providers the ability to submit claim attachments electronically or via fax, in addition to being able to submit them as a paper attachment.

1.4 Electronic Media Claims (EMC) 
1.4.1 Accept claims from both participating and non‑participating providers.
1.4.2 Develop and implement a testing process to verify providers' readiness for EMC participation.
1.4.3 Accept and adjudicate Medicare crossover claims.
1.4.4 Perform logic and consistency editing to screen claims before acceptance by the CONTRACTOR(S)’ system, including, at a minimum: 
1.4.4.1 Claim filing is within time limit for filing.
1.4.4.2 Logical dates of services (e.g., valid dates, not future dates).
1.4.4.3 Service consistency with place of service/type of service.
1.4.4.4 Units/number of services performed is consistent with the span of time for the procedure.

1.5 	Front End Billing (FEB) Requirements
The FEB process was developed to assist in reducing provider administrative overhead and allowing providers to continue to bill in the same manner as they submit Kansas Medicaid claims. It also provides KDHE‑DHCF a mechanism for data management. Claims will be split and forwarded to the appropriate managed care organization (MCO) by the Beneficiary’s assignment on the earliest claim date of service.

Front end editing will be applied to all claims sent to the MCOs based upon SNIP levels 1 through 4 compliance and validity editing. Electronic claims submitted to the Fiscal Agent will be forwarded to the MCO for processing via a daily 837 and NCPDP transactions. The CONTRACTOR(S) will be responsible for forwarding the appropriate claim types to their Subcontractors, for example; vision, dental, behavioral health and non‑emergency medical transportation (NEMT).
1.5.1 Related Files Data Exchange Requirements and File Listing:
1.5.1.1 The CONTRACTOR(S) shall receive and process FEB files daily.
1.5.1.2 The CONTRACTOR(S) shall process and respond within 24 hours of receipt.
1.5.1.3 The CONTRACTOR(S) shall send a 999 file acknowledgement and 277CA responses by the end of the next business day.
1.5.1.4 The CONTRACTOR(S) shall report to the Fiscal Agent any files that are pending over 24 hours, excluding weekends.
1.5.1.5 FEB Related Files List:
1.5.1.5.1 837 Health Care Claims (Institutional, Professional and Dental)
1.5.1.5.2 NCPDP D.0 Pharmacy 
1.5.2 Claims Front End Billing Rejections: 
1.5.2.1 The CONTRACTOR(S) shall receive FEB files and rejection reports daily.
1.5.2.2 The CONTRACTOR(S) shall process and respond by close of business on the following business day.
1.5.3 Adjudicated Claim Copies (Pharmacy/NEMT Claims)/Pre‑adjudicated Claim Copies. A copy of all electronic and paper claims received directly by the CONTRACTOR(S) from the provider or other clearinghouses must be sent to the Fiscal Agent.
1.5.3.1 The CONTRACTOR(S) shall send a complete copy of all electronic and paper claims received directly by the MCO.
1.5.3.2 Claim copies should be sent the same day the claim is received. 
Note: Exception for NEMT and pharmacy claims. NEMT and pharmacy claim copies should be received the day before the encounters are submitted.
1.5.4 FEB Rejections:
1.5.4.1 The CONTRACTOR(S) shall review the FEB related ASC X12N 277 Claims Status Response and respond to the State within 48 hours of file production on any anomalies. The CONTRACTOR(S) shall work with the State and Fiscal Agent to determine how these should be addressed.
1.5.4.2 Upon discovery of any problem within its span of control that may jeopardize or is jeopardizing the availability and performance of all systems functions and the availability of information in said systems, including any problems affecting scheduled exchanges of data between the CONTRACTOR(S) and the State and/or its agent(s), the CONTRACTOR(S) shall notify the applicable State staff via phone, fax and/or electronic mail within one (1) hour of such discovery. In its notification, the CONTRACTOR(S) shall explain in detail the impact to critical path processes such as claims submission processes.
1.5.5 System Modifications: Notification and Discussion of Potential System Changes shall apply regarding all system modifications that could impact FEB. The CONTRACTOR(S) shall notify the State of the following changes to systems within its span of control at least ninety (90) calendar days before the projected date of the change. If so directed by the State, the CONTRACTOR(S) shall discuss the proposed change with the applicable State staff. This includes: 
1.5.5.1 Decisions regarding system or process modifications that impact FEB will need to be made in conjunction with the State regarding FEB editing/denials, claim routing (splitting), or data needs.
1.5.5.2 Implementation date shall be agreed upon by both parties.
1.5.6 Reporting ‑ Rejected and Accepted Claims:
The CONTRACTOR(S) and their Subcontractors shall report monthly the number of FEB claims that were accepted and rejected per week. 
1.5.6.1 At a minimum, the report should contain but not limited to:
1.5.6.1.1 Claim type.
1.5.6.1.2 Plan/Subcontractor.
1.5.6.1.3 Number of claims accepted.
1.5.6.1.4 Number of claim rejected.
1.5.6.1.5 Total number of claims.
1.5.6.1.6 Percentage of claims accepted.
1.5.6.1.7 Percentage of claims rejected.
1.5.6.1.8 Subtotals of all the above columns.
1.5.7 Acceptance of FEB Related Files:
Monthly, the CONTRACTOR(S) and their Subcontractor shall forward to the State a report indicating when the FEB related files were loaded into their system. The CONTRACTOR(S) will work with the State regarding the required format and data elements.

1.6 Point of Sales (POS)
1.6.1 Process a majority of pharmacy claims in real‑time via POS technology.
1.6.2 Provide a POS system, which includes at a minimum the following capabilities:
1.6.2.1 Transmission and online real‑time processing of pharmacy claims.
1.6.2.2 Access to Member and provider eligibility information.
1.6.2.3 Prior approval processing.
1.6.2.4 TPL processing and response.
1.6.2.5 Notification of co‑payment requirements.
1.6.2.6 Reversal of claims.
1.6.2.7 Compound drug prescriptions.
1.6.2.8 Accept and process override codes from the pharmacy or help desk to permit overrides for emergencies, life‑threatening illnesses, and other situations defined by the State.
1.6.3 Provide appropriate staff to support both technical and informational aspects of this function.

1.7	Outputs 
The outputs for the Claims and Claim Adjustments and Control function include control and audit trail reports produced during various stages of the claims processing cycle and claim, adjustment, and financial transaction data. They consist of:
1.7.1 Inventory management analysis by claim type, processing location, and age.
1.7.2 Input type control listings.
1.7.3 Records of non‑processable claims.
1.7.4 Exception reports of claims in suspense in a particular processing location for more than a user‑specified number of days.
1.7.5 Inquiry screens to include pertinent header and detail claim data and status.
1.7.6 Electronic submission statistics as defined by the State.
1.7.7 Reports of unsuccessful transmissions of claims and claim adjustments errors or rejections.
1.7.8 These reports shall be available to the State.
1.7.8.1 Formatted claim records for input into the claims processing cycle.
1.7.8.2 Pharmacy POS response messages to providers.

1.8 CONTRACTOR(S) Responsibilities
1.8.1 The CONTRACTOR(S) shall process all claims completely, timely and accurately.
1.8.2 The CONTRACTOR(S) shall review CMS mandated modifications and perform periodic reviews of claims data and provide written recommendations for possible changes to make data collection more efficient.
1.8.3 Establish controls to ensure no mail, claims, claim attachments, or checks are misplaced after receipt by the CONTRACTOR(S).
1.8.4 Batch electronic claims upon receipt and assign a unique ICN.
1.8.5 Record claims, accompanying documentation, and electronic transmittal documents on optical media.
1.8.6 Provide retrieval capability for optical documents by ICN and other user defined keys.
1.8.7 Establish reconciliation procedures to ensure control within the CONTRACTOR(S)’ system processing cycles.
1.8.8 Maintain standard claim control and tracking standards for all claims submitted.
1.8.9 Reconcile all claims (paper and electronic) entered into the system to batch processing cycle input and output figures.
1.8.10 Produce online and hard‑copy reconciliation and control reports according to State specifications.
1.8.11 Produce policies and guidelines providers shall follow for claims submission.
1.8.12 Perform data entry of all paper claims.
1.8.13 Process claim corrections (adjustments).
1.8.14 Load electronically submitted claims.
1.8.15 Perform validity editing on all entered claims against provider, Member, and reference data.
1.8.16 Produce all claims entry statistics reports and deliver to the State, in a format conducive to assessing performance compliance.
1.8.17 Respond to State requests for claim copies, Member and provider information, and reports
1.8.18 Make all reports available to the State.

1.9 Performance Expectations 
1.9.1 Assign a unique ICN to every claim, attachment, and adjustment within one (1) business day of receipt at the CONTRACTOR(S)’ site.
1.9.2 Return paper claims missing required data to providers within three (3) business days of receipt.
1.9.3 Optically image every claim and attachment within one (1) business day of receipt at the CONTRACTOR(S)’ site.
1.9.4 Respond to State requests for claim copies, Member and provider information, and reports within three (3) business days of receiving the request.
1.9.5 Provide online response notifications to providers within five (5) minutes of receipt of incoming electronic claim transactions in ninety‑five percent (95%) of cases and one hundred percent (100%) in ten (10) minutes.
2.0 Pricing and Financial 
2.1 Processing Requirements
2.1.1 Identify the allowable reimbursement for claims according to the date‑specific pricing data and reimbursement methodologies contained on applicable provider, Member, or reference files for the date of service on the claim.
2.1.2 Edit billed charges for reasonableness (low and high variances) and flag any exceptions, including the ability to vary the parameters of this edit by provider type, claim type, and edit disposition.
2.1.3 Identify and calculate payment amounts according to the fee schedules, per diems, Diagnosis related group rates, capitation rates, case management fees, and global rates established by the State.
2.1.4 Deduct Member responsibility amounts (patient liability, client obligations, and spenddown) according to State guidelines when pricing claims. 
Note: Please refer to the “Patient Liability, Client Obligation and Spenddown Comparison Chart” in the KanCare Guide.
2.1.5 Price TPL and Medicare crossover claims at the lesser of the KMAP/MCO contracted rate or Medicare allowed amount on paper and electronic media
2.1.6 Price using a unique Qualified Medicare Beneficiary (QMB) rate.
2.1.7 Price using other payment methodologies as determined by the State, depending on beneficiary program eligibility or type of claim.
2.1.8 Price services billed with procedure codes with multiple modifiers in conformance with standard State requirements.
2.1.9 Price claims according to the policies of the program the Member is enrolled in at the time of service and edit for concurrent program enrollment.

2.2 Financial 
2.2.1 Generate provider remittance advices (RAs) in paper media or electronic HIPAA‑approved format.
2.2.2 Provide the flexibility to suppress check generation as requested by the State.
2.2.3 Update claims history with all appropriate financial records and reflect in subsequent reporting, including TPL claim‑specific recoveries.

2.3 CONTRACTOR(S) Responsibilities 
2.3.1 Make recommendations on any area in which the CONTRACTOR(S) thinks improvements can be made.
2.3.2 Price claims in accordance with KMAP policy, benefits, and limitations as defined by the State unless the service provided is approved as part of a CONTRACTOR(S) value added or in lieu of service.

2.4 Performance Expectations 
2.4.1 The State will provide beneficiary claims history. The CONTRACTOR(S) will use the claims history files for claims processing and reporting. 
3.0 	Adjudication  
3.1 Edit/Audit Processing Requirements 
In order to perform all of the required edit/audit checks during processing, and be able to pass the claims on to subsequent processing, the CONTRACTOR(S)’ system must have the capabilities to:
3.1.1 Perform all edit processing cycles and audit processing cycles.
3.1.2 Edit each data element of the claim record for required presence, format, consistency, reasonableness, and allowable values.
3.1.3 Sequence the edits and audits to ensure that as many error conditions as possible are identified before the claim requires manual intervention or is returned to the provider.
3.1.4 Establish dollar and frequency thresholds for key procedures or services and identify any Member or provider whose activity exceeds the thresholds during the history audit cycle and suspend the claim for review prior to payment.
3.1.5 Identify all applicable error codes for claims that fail daily processing edits.
3.1.6 Identify and hierarchically assign status and disposition of claims (suspend or deny) which fail edits, based on the edit disposition file.
3.1.7 Identify potential and existing TPL (including Medicare) and deny or pay and report the claim, depending on the edit, if it is for a covered service under a third party resource, for applicable claim types and covered periods.
3.1.8 Edit to ensure that TPL including Medicare and Medicare inpatient Part‑B payments, have been coordinated with and applied to claims. 
3.1.9 Randomly validate via post payment review of TPL claim audits that providers have the EOB on file as required, when the claim is submitted electronically.
3.1.10 Edit to ensure all required attachments, per the reference files or edits, have been received and maintained for audit purposes.
3.1.11 Edit for and suspend claims requiring provider or Member prepayment review.
3.1.12 Edit, suspend, and/or process newborn claims submitted under the mother’s KMAP ID according to State policy.
3.1.13 Maintain a function to process claims against an edit/audit criteria file or table and an error disposition file to provide flexibility in edit and audit processing (including system parameters) based on KMAP Benefit grid.
3.1.14 Edit to ensure that diagnosis, revenue, and procedure codes and modifiers are present on all claims including Medicare crossovers. 
3.1.15 Edit for Member eligibility on date(s) of service.
3.1.16 Retain the KMAP ID throughout claims processing and adjudication to support Member and provider customer service, reporting, and discrepancy resolution.
3.1.17 Edit for valid Member using the KMAP ID, SSN or date of birth, and any combination of characters of the first and last name, including cross‑checking against previous Member names on file.
3.1.18 Edit for Member participation in special programs against program services and restrictions, such as Lock‑in and newborn eligibility.
3.1.19 Edit provider eligibility to perform type of service rendered on date of service, including editing of the provider's CLIA identification number, if necessary.
3.1.20 Edit for provider participation as a member of the billing group under an appropriate provider type, as appropriate.
3.1.21 Edit nursing facility (NF), state mental health hospital, NF for mental health (NFMH), psychiatric residential treatment facility (PRTF), intermediary care facilities for individuals with intellectual disabilities (ICF/IID), and home‑ and community‑based services (HCBS) waiver program claims against Member level‑of‑care, admit/discharge information, and program guidelines.
3.1.22 Edit for prior authorization (PA) requirements and that the claim matches to an active PA for the date of service.
3.1.23 Maintain edit disposition to deny claims for services that require PA if no PA is identified or active.
3.1.24 Update the PA record to reflect the service(s) paid and to update the number of services or dollars still remaining to be used on the record.
3.1.25 Perform automated cross‑checks and relationship edits on all claims.
3.1.26 Perform automated audit processing using history claims, suspended claims, in‑process claims, and same cycle claims.
3.1.27 Edit for potential and exact duplicate claims, including cross‑references between group and rendering providers, multiple provider locations, and across provider and claim types and categories of service.
3.1.28 Perform automated edits using potential duplicate and exact duplicate criteria to validate against all other claims in the system.
3.1.29 Edit each claim record as completely as possible during edit or audit cycle, rather than ceasing the edit process when an edit failure is encountered.
3.1.30 Identify and track all edits and audits posted to the claim in a single cycle.
3.1.31 Provide, for each error code, a resolution code, an override indicator, and the date that the error was resolved, overridden, or denied; all claims shall carry the ID of the operator to provide a complete online audit trail of processing.
3.1.32 Maintain a record of services needed for audit processing where the audit criteria cover a period longer than thirty‑six (36) months (such as once‑in‑a‑lifetime procedures.)
3.1.33 Utilize software to perform automated edits to identify splitting or unbundling of panel or bundled type services.
3.1.34 Track long‑term care (LTC) (i.e., NF, NFMH, PRTF, and ICF/IID). Member leave days (hospital and therapeutic.)
3.1.35 Edit Member LTC information against authorized Member and provider level‑of‑care information.
3.1.36 Report drug utilization data necessary to bill manufacturers for rebates within forty‑five (45) days of the end of each quarterly rebate period. The utilization data must include, at minimum, the total number of units of each dosage form, strength, and package size by the National Drug Code (NDC) of each covered outpatient drug. Utilization data should be based on date of service instead of payment date.
3.1.37 Establish procedures to exclude utilization data for drugs subject to 340B discounts.
3.2 Adjustments 
3.2.1 Process additional types of adjustments including but not limited to spenddown, TPL, etc.
3.2.2 Retroactively reprocess NF, NFMH, state mental health hospital, PRTF and ICF/IID claims to identify and correct any erroneous payments resulting from changes in patient liabilities or facility specific rates.

3.3 Spenddown Requirements 
3.3.1 Apply spenddown accurately and timely, every hour, at a minimum, using the Spenddown Web Service.
3.3.2 Review and research the Spenddown Adjustment Reports, which includes accessing the Medicaid Management Information Systems (MMIS) to determine which claims applied to spenddown should be adjusted.
3.3.3 Reconcile spenddown discrepancies for the claims applied to spenddown based on the spenddown amount reported on the encounter as compared to the spenddown amount submitted through the Spenddown Web Service.
3.3.4 Establish a process to return monies timely to Members when spenddown is over applied as identified through the Spenddown Adjustment Reports.
3.3.5 Establish a process to notify the State on any spenddown discrepancies and monies returned to Members.
3.3.6 Check the hourly Spenddown Proprietary File to confirm the Member’s remaining spenddown balance is greater than zero, before submitting to the Spenddown Web Service. 
3.3.7 Apply calculated charges to spenddown. Apply denied claims to spenddown based upon the pre‑emptive indicator. 
Note: Services that are considered “Spenddown Pre‑emptive” are not applied toward the Member’s Spenddown
3.3.8 Apply claims with TPL and Medicare payments correctly to spenddown. 
3.3.9 Complete MMIS training to use in researching spenddown issues. MCOs will maintain internal staff to provide ongoing MMIS spenddown training for MCO staff and Subcontractors. 
3.3.10 Pharmacy Benefit Manager must develop a process to timely notify pharmacy providers of the amount applied to spenddown based on the Spenddown Web Service Response File.
3.3.11 Comply with spenddown policy related to QMB and AIDS Drug Assistance Program (ADAP).

3.4 Suspense Resolution Processing Requirements 
3.4.1 Completely re‑edit corrected claims.
3.4.2 Identify discrepancies such as reported death, date of birth, and others identified by the State.
3.4.3 Provide the capability to hold for payment, for a time period determined by the State, all claims, or claims for one or more provider types or individual providers, by billing or rendering status.

3.5 CONTRACTOR(S) Responsibilities 
3.5.1 Propose necessary and desirable edit and audit criteria.
3.5.2 Propose for State approval prepayment and medical review criteria.
3.5.3 Review and resolve any claims that suspend for any of the edits and audits as determined by the State.
3.5.4 Process "special" claims, including late billing, Member retroactive eligibility, out‑of‑state emergency, and any other State‑defined situation, in accordance with State instructions.
3.5.5 Make recommendations on any area in which the CONTRACTOR(S) thinks improvements can be made.
3.5.6 Maintain a method to process for payment any specific claim(s), as directed by the State, on an exception basis and maintain an audit trail.
4.0 	History, Inquiry, and Reporting  
4.1 Processing Requirements 
4.1.1 Maintain thirty‑six (36) months of adjudicated (paid and denied) claims history and all claims for lifetime procedures on a current, active claims history file for use in audit processing, online inquiry and update, and printed claims inquiries, including, at a minimum:
4.1.1.1 Diagnosis codes at both the header and detail level, as defined by HIPAA format requirements.
4.1.1.2 Multiple procedure code modifiers per line, as defined by HIPAA.
4.1.1.3 All billing, supervising, rendering, furnishing, ordering, prescribing, referring, and other providers eligible to provide services under the State Plan at the correct header and detail levels based on the type of service. 
4.1.1.4 PA number at header or detail level based on the type of service.
4.1.1.5 Billed, allowed, and paid amounts.
4.1.1.6 MCO, TPL and Medicare payment data including allowed amounts, payment amounts, deductible, co‑payments, co‑insurance, paid date, denied date, claim adjustment reason codes/remittance advice remark codes (CARC/RARCs).
4.1.1.7 Beneficiary HCBS client obligation and NF patient liability, as applicable.
4.1.1.8 Procedure, drug, or other service codes, including revenue codes and procedure code modifiers.
4.1.1.9 Early and Periodic Screening & Diagnosis Treatment (EPSDT) service indicator.
4.1.1.10 Date of service, date of adjudication, date of payment.
4.1.2 Maintain the original claim and the results of adjustment transactions in claims history; link all claims and subsequent adjustments to the original claim number.
4.1.3 Maintain a record of any services that, due to State policy, are required for processing for a longer span of time than that covered by the active claims history (such as once‑in‑a‑lifetime procedures) on active claims history for audit processing.
4.1.4 Maintain thirty‑six (36) months of member‑centric service authorization history related to all claims including the following fields at a minimum:
4.1.4.1 PA Number.
4.1.4.2 Member ID. 
4.1.4.3 Effective Start Date.
4.1.4.4 Effective End Date.
4.1.4.5 MCO Payor ID.
4.1.4.6 PA Line Item.
4.1.4.7 Additional fields as required by the State.

4.2 Outputs 
4.2.1 Inventory management analysis by claim type, processing location, and claim age.
4.2.2 Claims inventory trend reports.
4.2.3 Suspense file summary and detail reports.
4.2.4 Edit/audit override analysis by claim type, edit/audit, and operator ID.
4.2.5 Reports of "specially handled" or manually processed claims.
4.2.6 Advance Pay Collection Referral Report.

4.3 CONTRACTOR(S) Responsibilities 
4.3.1 Provide training to State staff in the use of the CONTRACTOR(S)’ Claims.
4.3.2 Processing and related ancillary systems, initially and on an ongoing basis, as requested by the State.
4.3.3 Produce all required claims operations reports and deliver to the State.
4.3.4 Provide claims payment data to the State.
4.3.5 Produce HIPAA‑compliant remittance advices (paper and electronic) and deliver to providers.
4.3.6 Ensure all EOB codes sent on an 835 remittance advice are HIPAA compliant. If necessary, provide supplemental training material for providers to understand the root cause of the denial when the HIPAA reason does not provide specific detail.
4.3.7 Report all error codes on the remittance advice (RA).
4.3.8 Provide online access to State staff to all history and financial information.
4.3.9 Support all claims reporting functions, files, and data elements necessary to meet the requirements of this RFP.
5.0 	Maintenance and Modification Changes 
5.1 System/Software Modifications 
System and software modifications may result when the State or the CONTRACTOR(S) determines that an additional requirement needs to be met which results in a change to existing file structures or current processing logic. Examples of modification tasks include:
5.1.1 Implementation of capabilities neither specified in this RFP nor agreed to during the Design Task.
5.1.2 Implementation of edits and audits not defined in the operational system accepted by the State.
5.1.3 Changes to established report, screen or file formats and new data elements or report items.
5.1.4 Acceptance of a new input form.

5.2 CONTRACTOR(S) Responsibilities 
Where a maintenance activity is determined to be necessary:  Identify the business impact and work in conjunction with State staff to resolve the deficiency.

5.3 Problem Notification
Upon discovery of any problem within its span of control that may jeopardize or is jeopardizing the availability and performance of all systems functions and the availability of information, including any problems affecting scheduled exchanges of data between the CONTRACTOR(S) and the State and/or its agent(s), the CONTRACTOR(S) shall notify the applicable State staff via phone, fax and/or electronic mail within one (1) hour of such discovery. 
5.3.1 In its notification, the CONTRACTOR(S) shall:
5.3.1.1 Explain in detail the impact to critical path processes such as enrollment management and claims submission processes. 
5.3.1.2 Submit an MCO Problem Notification Form by the end of the next business day after discovery of a system deficiency is identified.
5.3.1.3 Submit weekly updates to KDHE on the status of the problem through the KanCare Claims Resolution Log, Unified Log, and Encounter Data Resolution Log.
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