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I. Introduction

The New York State Department of Health (SDOH) is issuing this Request for Applications
(RFA) to provide education, outreach services and enrollment assistance into government-
sponsored health insurance programs to the aged, certified blind and certified disabled
populations. Under this procurement, $6 million in annual funding, over a period of five years,
is available to community-based organizations and government entities for the purpose of
providing Facilitated Enrollment (FE) services to persons applying for government-sponsored
health insurance, with a specific focus on persons aged 65 years or older, certified blind
individuals and the certified disabled population.

For this RFA, the proposed Facilitated Enrollment for the Aged, Blind and Disabled (FE-ABD)
Program should target FE services either statewide or to a specific region of the state. Regions,
as defined in this RFA, include New York City (Bronx, Kings, New York, Queens, and
Richmond counties), Long Island (Nassau and Suffolk counties), and Rest of State (all other
counties not previously listed under New York City or Long Island). If an agency proposes to
provide statewide coverage then at least one subcontractor or an adequate number of facilitated
enrollers should be located in each region of the state. If an agency only proposes to serve one or
two of the regions indicated in this RFA, then the maximum funding awards for each region will
apply (see Section V.7). The highest scoring proposal in each region, based upon the criteria set
forth in this RFA, which is designed to effectively target FE services to the aged, blind and
disabled populations, will be awarded funding.

Il. Who May Apply

A. Eligible Entities

Under Social Services Law §366 subdivision 15, the Commissioner may contract with
community based organizations (CBOs) and other entities that can effectively target
outreach and enrollment assistance efforts to aged, blind and disabled persons who may be
eligible for coverage. Examples of eligible applicants include, but are not limited to,
advocacy organizations for persons with disabilities, community service agencies, not-for-
profit providers of services to persons with disabilities, rural health networks, health care
providers and perinatal networks. Local government agencies are also eligible to apply.

B. Preferred Characteristics

Given the complexities of applying for public health insurance coverage, especially when
the individual is over the age of 65, certified blind, or disabled, it is preferred that an
applying agency have prior experience in the provision of facilitated enrollment services,
or experience providing programs and services to the aged, certified blind and disabled
populations, or both.

The original Facilitated Enrollment (FE) Program was designed to provide community
based alternatives to the local Department of Social Services (LDSS) for individuals to



apply for health insurance. Since program inception, 1,282,766 applications have been
completed, covering 2,067,196 adults and children. This RFA builds on the success of the
FE program to expand these services to additional populations.

Operational Model

The preferred operational model under this RFA is a tiered approach: a Central Agency
(CA), with a network of subcontracting community-based organizations to offer services to
a broader service area or region of the state that covers multiple counties. The CA is
responsible for the design, implementation and oversight of program operations. Under this
model, the CA will serve as a form of clearinghouse, providing training, support and
technical assistance to the subcontractors and subsequent facilitated enrollers. The CA will
ensure the completeness and quality of all applications, the submission of applications to
the LDSS/Human Resources Administration (HRA), and serve as the interface between the
facilitated enroller and these agencies.

Under this operational model, it is anticipated that most of the direct facilitated enrollment
services will be conducted at the subcontractor agency level. Applicants may also elect to
provide direct FE services in addition to acting as the CA. It is the responsibility of the
applicant to clearly explain their operational model, and describe the responsibilities and
functions of each participating agency.

The CA should clearly identify its network of partnering subcontractors at the time of
application submission. The proposal should target FE services either statewide or to a
specific region of the state. If an agency proposes to provide statewide coverage then at
least one subcontractor agency should be located in each region of the state. Regions, as
defined in this RFA, include New York City (Bronx, Kings, Queens, New York, and
Richmond Counties), Long Island (Nassau and Suffolk Counties) and Rest of State (All
other counties not listed under the New York City or the Long Island Regions).

A Central Agency that only proposes to subcontract with agencies located in New York
City may request a maximum funding award of $2,600,000. A Central Agency that only
proposes to subcontract with agencies in Long Island may request a maximum funding
award of $800,000. A Central Agency that only proposes to subcontract with agencies
located in the Rest of State region, may request a maximum funding award of $2,600,000.
A Central Agency that proposes to have subcontractors in each region of the state
(statewide coverage) can apply for a maximum funding award of $6,000,000. If the CA
only proposes to serve one or two of the regions indicated in this RFA, then the maximum
funding awards for each region will apply. Refer to Table 1: Funding and Distribution by
Region.



i. Role of the Central Agency

The function of the CA is to design and implement the Facilitated Enroliment for the
Aged, Blind, and Disabled (FE-ABD) Program, providing training, oversight and
technical assistance to subcontractor agencies and consumer assistance staff. As part
of the role as the CA, the successful bidder will:

e Develop internal operating procedures, for all program processes,

e Define a quality assurance program,

e Provide training, both initial and on-going, and technical assistance to
facilitated enrollment staff,

e Ensure the timely submission of complete and accurate applications, with the
required documentation, directly to the appropriate LDSS responsible for
processing the application and determining eligibility,

e Track the status of each application electronically from initiation through
submission to the final determination of eligibility, and prepare productivity
reports as requested,

e Maintain the confidentiality of information contained on the Access NY
Healthcare application, the Access NY Supplement A and related forms, and
any additional information provided by applicants, as well as information
contained on supporting documentation,

e Comply with the Federal Health Insurance Portability and Accountability Act
(HIPAA) Business Associate Agreement (see Attachment 1), and,

e Be responsible for fiscal oversight of program operations at the subcontractor
agencies.

e For those applicants proposing to also provide facilitated enrollment services
at the CA, the role of facilitated enrollment staff is described below.

ii.  Role of the Subcontractor Agency and Facilitated Enrollment Staff

The primary role of the subcontractor agency is to employ facilitated enrollment staff
who will work with the aged, blind and disabled populations to complete an
application packet for government-sponsored health insurance. Program staff will
adhere to the CA-defined protocols for the handling of these applications (as
approved by SDOH), and attend training sessions, in-services and program meetings
as defined by the CA.

The subcontractor agency will place sufficient numbers of enrollment assistance staff
at sites that are accessible and convenient to the population being served to assure
timely access by applicants. Sites should include a range of locations that attract as
many of the target populations as possible (e.g. senior citizen centers, high-rise
housing). Home visits should be included as an appointment option in order to assist
those applicants with mobility issues.

Facilitated enrollment staff will educate eligible applicants about Medicaid managed
care and how to access benefits in a managed care environment, and provide



applicants with information about the right to appeal to the LDSS/HRA regarding
eligibility determinations and health plans about benefit decisions. This includes the
distribution of SDOH approved informational materials describing Medicaid. They
will counsel all applicants eligible to participate in a managed care plan on the
selection of a participating health plan, providing unbiased information and assistance
for plan selection, and describing the important role of a primary care provider (PCP)
and the benefits of preventive health care.

I11. Program Narrative

A.

Identification of the Populations to be Served

In New York State, the 2000 Census figures show nearly 2.4 million residents are 65 years
and older, a figure projected to be over 3.2 million by 2025. According to data from 2001
through 2003, nearly 2.7 million adults in the State reported having a disability. The
prevalence of disability was higher among women, increased with age, and varied inversely
by reported annual household income. Providing ease of access to convenient community-
based enrollment assistance, inclusive of home visits, will allow many ABD persons to
obtain comprehensive health insurance, improve health outcomes and thereby improve
quality of life. Given the past success of the Facilitated Enrollment program to provide
children and adults access to, and assistance with, the application process for public health
insurance programs, it is a natural extension of FE to provide targeted assistance to the aged,
blind, and disabled populations.

For the purposes of this RFA, and in assessing program eligibility, the following glossary
describes the populations to be targeted under this RFA:

e Aged - an individual who is 65 years of age or older

e Blind - an individual who has central visual acuity of 20/200 or less in the better
eye with the use of a correcting lens.

e Disabled - an individual who is unable to engage in any substantial gainful activity
by reason of any medically determinable physical or mental impairment which can
be expected to result in death or which has lasted or can be expected to last for a
continuous period of not less than 12 months

All persons age 65 or older are eligible to receive Medicaid if they meet the financial and
other eligibility requirements. Individuals of any age are eligible to receive Medicaid when
they are certified blind by the Commission for the Blind and Visually Handicapped,
provided they meet the financial and other eligibility requirements. For the disabled
population, persons under the age of 65 who are certified disabled by the Social Security
Administration, the State Medicaid Disability Review Team or local Medicaid Disability
Review Team, or persons in receipt of Railroad Retirement benefits as, “totally and
permanently disabled” are considered disabled for Medicaid purposes and are eligible to
receive Medicaid providing they meet all of the financial and other eligibility requirements.
Persons who are aged, certified blind or certified disabled are part of the SSl-related
category of Medicaid.



Note: All disability determinations for the Medicaid Buy-In for Working People with
Disabilities (MBI-WPD) program, as well as for individuals who are age 65 or over and are
establishing a pooled trust are performed by the State Medicaid Disability Review. Team.

Applicants should describe in detail their past accomplishments and experience in working
with the target population. Applicants should present information on previous and/or current
challenges and solutions in service provision to the target population. Applicants should
describe the population to be served, and to the extent possible, the level of under or
uninsured in the population.

Eligibility Requirements for Public Health Insurance Programs

The following factors are among those considered when determining eligibility for
individuals in the SSl-related category of Medicaid:

e New York State Residency — the applicant must provide documentation of
New York State residency. Documentation must be within six months of
the application date;

e Age - the applicant attests to his/her date of birth. A validated Social
Security Number (see U.S. Citizenship Status/Identity below) is verification
of his/her date of birth;

e Household Income - the applicant must document the household income for
the four weeks prior to application;

e Other Health Insurance — if the applicant has other health insurance,
documentation showing what that coverage includes must be provided;

e U.S. Citizenship Status/ldentity — if the applicant attests that he/she is a U.S.
citizen and provides his/her social security number, citizenship will be
verified using a data file matching process with the Social Security
Administration (SSA). If the match is successful, the applicant does not
need to provide proof of U.S. citizenship, identity or date of birth. If the
match is not successful or the applicant does not provide his/her social
security number, the applicant must provide original citizenship and identity
documentation. Certain populations are exempt from the citizenship and
identity documentation requirements, including but not limited to
individuals receiving Medicare, Social Security Disability Insurance
benefits and Supplemental Security Income benefits; and

e Immigration Status (if not a U.S. citizen) — applicants must document their
immigration status.

An additional factor relevant to the eligibility of the SSI-related population is resources.
Resources include such things as checking and savings accounts, retirement accounts,
certificates of deposit, stocks, mutual funds, annuities, trust accounts, life insurance policies,
real property and home equity. To determine eligibility for Medicaid for SSl-related
applicants, available countable resources are compared to a resource test.

Whether resources need to be documented, and for how long a period, is dependent



on the services for which an individual is applying. The following briefly outlines
the resource reporting required for the different levels of care under Medicaid:

e Persons applying for Medicaid coverage that does not include community-
based long-term care services may attest to the amount of their resources,
and are not required to submit documentation.

e For those applying for coverage that includes community-based long-term
care services, documentation of the current amount of resources must
accompany the application. Community-based long-term care services
include such things as: adult day health care; private duty nursing; assisted
living programs; personal care services; Certified Home Health Agency
services; Hospice in the community or in a residence program; and, many
other services.

e Institutionalized persons applying for coverage of nursing home care must
submit documentation of resources for the past 60 months.

Note: Individuals applying for the Medicaid Savings Program only do not have a
resource test and resources are not considered in determining eligibility for this program.

C. Overview of Government-Sponsored Health Insurance Programs

Applicants should have experience and a detailed knowledge of the public health insurance
programs available to individuals who are aged, blind and disabled including: Medicaid, the
Medicaid Buy-In for Working People with Disabilities (MBI-WPD) program, the Medicaid
Excess Income (Spenddown) program, the Medicare Savings Program (MSP), Medicaid for
Institutional Care in a Nursing Home including spousal impoverishment provisions and
transfer of assets provisions, and a basic understanding of trusts.

1. Medicaid

Medicaid is a health insurance program that offers eligible persons complete coverage
for all their health care needs. Adults enrolled in Medicaid can visit Medicaid
participating doctors, health centers, clinics and hospitals to receive their health care.
Most adults must join a health plan that has its own network of doctors and health
centers.

The Affordable Care Act of 2010 (ACA) makes significant changes to the Medicaid
program. It also provides that states offer a health insurance marketplace where
individuals and families can apply for health insurance, including Medicaid. New
York’s marketplace is called New York State of Health (NYSOH).

Effective 1/1/2014, Medicaid applicants that are required to have eligibility
determined based on modified adjusted gross income (MAGI) will have eligibility
determined through NYSOH. This is primarily pregnant women, children, parents
and caretaker relatives and adults ages 19 to 64 who are not in receipt of Medicare.
The local department of social services will continue to determine eligibility for
individuals in the SSI-related category until such time as the NYSOH is prepared to



process these applications.

Additionally, aged, blind and disabled individuals who apply at NYSOH under a
MAGI eligibility group who are determined financially ineligible for Medicaid may
be referred to the local department of social services to have eligibility determined
under SSl-related eligibility rules, including the Excess Income program. These
individuals will receive application forms to complete for submission to the local
department of social services and may require assistance in filling out the application.

a.

MAGI Medicaid eligibility groups are:

Pregnant women

Infants and Children under 19 years of age

0 Infants less than 1 year

o0 Child 1-5 years of age

o Child 16-18 years of age

Adult Group — Childless Adults, which include individuals who
O are not pregnant

O areage 19-64

o0 do not have Medicare

o0 could be certified disabled but do not have Medicare yet
Parents/Caretaker Relatives;

Children in Foster Care (Chaffee)

Family Planning Benefit Program

Note: A caretaker relative may be over 65 and included in the MAGI eligibility
group even if he/she has Medicare coverage.

b.

Non-MAGI Medicaid eligibility groups are:
Medically Needy
0 Supplemental Security Income (SSI) recipients
0 SSl-related individuals - includes those who
= are aged (65 years of age and older)
= certified blind
= certified disabled
0 ADC-related individuals are those who
= are under 21 years of age; and
= for reasons other than income, individuals who would meet the
eligibility requirements of the Aid to Families with Dependent
Children program (ADC-related)

Foster Care
o (IV-E or Non-1V-E)
o Individual under 26 years of age who was in foster care and in
receipt of Medicaid on their eighteenth birthday
Medicaid Buy-In for Working People with Disabilities (MBI-WPD)
program applicants



e Resident of home for adults run by the LDSS, Office of Mental Health
Residential Care Centers/Community Residences

e Medicare Savings Program applicants

e Individuals applying for COBRA continuation of premium payments

e Medicaid continuation of Pickle, Widow and Widowers and Disabled
Adult Child eligible individuals

Medicaid Buy-In for Working People with Disabilities (MBI-WPD) Program

The Medicaid Buy-In for Working People with Disabilities (MBI-WPD) program
offers Medicaid coverage to people with disabilities who are working and earning
more than the allowable limits for regular Medicaid. This program allows working
people with disabilities to earn more without the risk of losing vital health care
coverage.

To be eligible for the Medicaid Buy-In for Working People with Disabilities program
an individual must:

e Bearesident of New York State;

e Be at least 16 but not yet 65 years of age;

e Have a disability as defined by the Social Security Administration;
e Be engaged in paid work (includes part-time and full-time work);

e Have gross income that does not exceed 250% of the Federal Poverty Level.
For an individual or married couple with all earned income, the allowable
gross income for this program may be as high as $58,476 for an individual or
$78,588 for a couple; and

e Have non-exempt resources that do not exceed $20,000 for a one-person
household and $30,000 for a two-person household.

Note: Effective October 1, 2011, retirement accounts that previously would have
been counted as a resource are disregarded in determining eligibility for this program.
Retirement accounts that are disregarded are annuities or work-related plans for
providing income when employment ends, including but not limited to: pensions;
Individual Retirement Accounts (IRAs); 401(k) plans and Keogh plans.

Eligibility for this program is determined using an SSl-related budget (pre-ACA
rules), including all applicable disregards. Income and resources are compared to the
standards noted in the bullets above. The program covers single individuals and
married couples, if both are working and disabled, but it does not offer family
coverage.

Medicaid Spenddown Program
An individual who is age 65 or older or who is certified blind, or certified disabled

and has countable income that is over the Medicaid level, may still be able to get
Medicaid coverage under the Excess Income or Spenddown Program. For SSI-
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related individuals, certain deductions are taken from the monthly household income.
The most common deductions for individuals who are disabled or over 65 years of
age is a $20 deduction from unearned or earned income and from earned income, the
first $65 and one-half the remainder. The cost of monthly health insurance premiums
such as Medicare Part B is also deducted from income. Any child support received is
counted as income.

The amount of income remaining after subtracting any deductions is compared to the
medically needy income level for the individual’s household size. If the individual’s
monthly income is over the medically needy level, the amount the income is over is
called excess income. It is like a deductible that goes toward the cost of medical bills.
If medical bills equal the excess income amount in a particular month, Medicaid pays
the additional medical bills beyond the excess income amount for the rest of that
month. This includes payment for care provided outside a hospital, doctor and dental
visits, lab tests, prescription drugs and long-term care in the community such as home
care and assisted living. Inpatient hospital care and services may be covered if an
individual has medical bills, paid or unpaid, that are at least equal to the monthly
excess income amount for six months. This program also has a Pay-In Option, where
an individual can pay the monthly excess income amount for any month directly to
the local department of social services to receive Medicaid outpatient coverage for
that month.

Medicare Savings Program (MSP)

The Medicare Savings Program assists individuals and couples in paying for their
Medicare premiums. If applicants apply for MSP only they may complete the DOH-
4328 (Medicare Savings Program application). There is no resource test. The
following programs fall within the MSP:

¢ Full Medicaid for Dual Eligibles (Individuals eligible for both Medicare and
Medicaid)

This program pays for a wide range of medical care, services and supplies as
well as premiums, coinsurance and deductible payments for Medicare
beneficiaries.

e Qualified Medicare Beneficiary (QMB) — Income below 100% FPL + $20
This program can pay for the Medicare Part A and B premium, coinsurance
and deductible amounts. An individual can be eligible for QMB only or for
QMB and Medicaid.

e Specified Low Income Medicare Beneficiary (SLIMB) — Income below
120% FPL + $20
This program pays for the Medicare Part B premium only. Individuals can be
eligible for SLIMB only or for SLIMB and Medicaid (with a spenddown).
The applicant must have Medicare Part A in order to be eligible for the
program.

e Qualified Individual (QI) — Income below 135% FPL + $20
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This program pays for the Medicare Part B premium only. Individuals cannot
be eligible for QI and Medicaid. The applicant must have Medicare Part A.
States are allotted money for this program on a yearly basis.

e Qualified Disabled and Working Individual (QDWI) — Income below
200% FPL + $20
This program pays for the Medicare Part A premium only, not Part B. The
applicant must be a disabled worker under age 65 who lost Part A benefits
because of return to work.

Medicaid for Institutional Care in a Nursing Home

An individual who is admitted to a medical facility and is not expected to return home
or an individual who is an “institutionalized spouse” is considered to be in permanent
absence status. An individual is presumed to be in permanent absence status if
he/she:

e s admitted to a nursing home or intermediate care facility,

e Isreceiving an alternate level of care in a hospital, or

e Remains in an acute care hospital for more than six calendar months.
Adequate medical evidence may overcome these presumptions.

For individuals who are admitted to a nursing facility and considered to be in
permanent absence status, chronic care budgeting begins the first day of the month
following the establishment of permanent absence. Under chronic care budgeting,
certain deductions and a personal needs allowance (PNA) are allowed in determining
the income to be applied toward the cost of nursing home care.

Spousal Impoverishment Rules

When the individual is an institutionalized spouse, spousal impoverishment rules are
used to determine the institutionalized spouse’s eligibility for Medicaid and the
amount of his/her income to be applied toward the cost of nursing home care. These
rules provide for a resource allowance and an income allowance for the spouse living
in the community (community spouse).

The community spouse resource allowance is the greater of:
e $74,820, the State minimum spousal resource standard, or
e $115,920 (for 2013), the amount of the spousal share up to the federal
maximum.

The spousal share is an amount equal to one-half (1/2) of the total value of couple’s

countable resources as of the date of the first continuous period of institutionalization
of the institutionalized spouse.

If the couples’ combined resources are less than the State minimum allowances, the
community spouse may retain all of the couples’ resources. When the combined
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resources exceed the maximum amount, the excess is considered available to the
institutionalized spouse. The institutionalized spouse is allowed the Medicaid
resource level for one ($14,400 for 2013).

In determining whether an institutionalized spouse will need to contribute income
toward the cost of nursing home care, spousal impoverishment rules allow for a
contribution to the community spouse when the community spouse’s income is below
the minimum monthly maintenance needs allowance (MMMNA). For 2013, the
MMMNA is $2,898. Income of the institutionalized spouse can be used to bring the
community spouse’s income up to the MMMNA. When the applicant has a
dependent family member living with the community spouse, a family member
allowance is made available. The family member allowance is first made up from an
excess income of the community spouse. If the community spouse’s income is
insufficient to cover the family member allowance, the remainder is deducted from
the institutionalized spouse’s income.

Spousal impoverishment rules also apply to couples with a spouse participating in a
home and community-based waiver (HCBS) program and to couples with a spouse
enrolled in a Managed Long Term Care (MLTC) plan.

Note: When a single individual is admitted to a nursing home on a temporary basis,
community budgeting rules apply.

Transfer of Assets Rules

For Medicaid coverage of nursing home care, the transfer of assets rules apply to
institutionalized spouses and institutionalized individuals who are subject to a
resource test and who are in permanent placement or whose care exceeds 29 days of
short term rehabilitation. These rules include a review of assets during the look-back
period (a period of sixty months prior to the month the otherwise eligible
institutionalized individual is seeking coverage for nursing home care) to determine
whether assets have been transferred for purposes of obtaining eligibility. Any
uncompensated transfers may result in a period of ineligibility for coverage of nursing
home care. There are several exceptions when transfer penalties are not imposed.

Treatment of Trusts

Trust funds are funds that are held in trust by one party (the trustee) for the benefit of
a person (beneficiary) or group of persons. These funds are not owned by the
beneficiary and are usually under the control of the trustee. The trustee must carry
out the stipulated conditions that are specified in the trust. For Medicaid eligibility,
the treatment of a trust depends on the type of trust, whose assets were used to fund
the trust and who has access to the principal and/or the right to receive income from
the trust.

13



a. Revocable Trust

When an SSI-Related Medicaid applicant/recipient has created a revocable trust,
the principal of the trust is considered available, since the individual can revoke
the trust and have the assets returned. Under the transfer of assets rules, payments
made from a revocable trust to someone other than the applicant/recipient may be
treated as an uncompensated transfer. Since the funds held in a revocable trust are
considered available, transfers into a revocable trust during the look-back period
are not subject to treatment as an uncompensated transfer.

b. Irrevocable Trust

The availability of assets held in an irrevocable trust depends on the trustee’s
authority, under the terms of the trust, to make payments to or for the benefit of
the applicant/recipient. When the terms of the trust stipulate that no payment of
principal or income generated by trust principal may be made to or for the benefit
of the applicant/recipient or the applicant/recipient’s spouse, assets used to fund
the trust may be treated as an uncompensated transfer under the transfer of assets
rules.

c. Third Party and Testamentary Trusts

Since assets used to fund a third party trust (including testamentary trusts) are not
the applicant/recipient’s assets, these types of trusts are not subject to the transfer
of assets rules. Although the principal and any accumulated income in the trust
are not considered available to the applicant/recipient, distributions from the trust
that are actually made to the applicant/recipient are considered income in the
month received.

d. Supplemental Needs Trust

A supplemental needs trust is a trust created for the benefit of an individual of any
age with a severe and chronic or persistent impairment. These trusts are designed
to supplement government benefits for which the individual is otherwise eligible.
Generally, these trusts are irrevocable. They can be funded with assets of the
disabled individual or by assets owned by another person. Medicaid treatment is
based on the availability of the assets held in trust.

e. Exception Trust

Another type of supplemental needs trust is an exception trust. There are two
types of exception trusts:

e Atrust created for the benefit of a disabled individual under age 65, by the

individual, a parent, grandparent, legal guardian or court of competent
jurisdiction and the trust agreement provides that the State will be reimbursed

14



up to the amount of Medicaid paid, from assets remaining in the trust upon
death of the disabled individual.

e A trust containing the assets of a disabled individual of any age and is a
pooled trust. A pooled trust is established and managed by a non-profit
association which maintains a separate account for the disabled individual, but
pools the assets with other accounts for investment purposes. Pooled trusts
are established for the benefit of a disabled individual, by the individual, by
the parent, grandparent or legal guardian, or by a court of competent
jurisdiction. Upon death of the disabled individual, funds remaining in the
disabled individual’s account that are not retained by the non-profit
association are paid to the State, up to the amount of Medicaid paid on the
disabled individual’s behalf.

For Medicaid eligibility purposes, funds in an exception trust are not considered
available to the disabled individual. Also, for purposes of budgeting monthly
income under community budgeting, income deposited into an exception trust is
excluded when the income is deposited into the trust during the same month in
which the income is received. This exclusion does not apply when chronic care
budgeting is used.

Under the transfer rules, assets transferred to an exception trust are not treated as
a prohibited transfer when the asset(s) are transferred to the trust while the
applicant/recipient is under age 65. Any asset(s) transferred to the trust after the
applicant/recipient turns 65, will be considered an uncompensated transfer, unless
proof is provided that the trustee used those funds for the sole benefit of the
applicant/recipient.

D. Medicaid Application Submission Process

Applicants should propose a comprehensive process and workplan for meeting with aged,
blind, and disabled individuals, completing applications, and performing a quality review
process of each application originating with facilitated enrollment staff, whether
employed at the CA directly or by a subcontractor agency. The plan should detail the
operating procedures which will be put in place to assure complete, timely and highly
accurate applications, and include the submission of completed applications to the LDSS.

Applicants should describe how they, and their subcontractor network, will ensure
compliance with the Americans with Disabilities Act (ADA). Specifically, how they
intend to make the FE-ABD Program readily accessible to and usable by individuals with
disabilities, including but not limited to people with visual, auditory, cognitive or
mobility disabilities.

Applicants should discuss how facilitated enroliment services will be provided in
locations and at times that are convenient for and accessible to the target population.
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In the initial stages of this FE-ABD Program, applications will be completed using the
Access NY Healthcare (http://www.health.ny.gov/forms/doh-4220all.pdf) and the Access
NY Supplement A (http://www.health.ny.gov/forms/doh-4495a.pdf). These applications,
with necessary documentation, will be submitted by the CA to the appropriate Local
Department of Social Services (LDSS) for an eligibility review and determination.
Applications from the FE-ABD Program will eventually be submitted electronically to
the NYSOH.

The LDSS/HRA offices are responsible for the eligibility determinations for all Medicaid
applicants. In addition, the LDSS/HRA is responsible for enrollment of Medicaid
recipients into a participating health plan, if appropriate. In designated areas, an
enrollment broker (currently MAXIMUS, Inc.) may be responsible for adding the
appropriate data regarding plan selection to the central file and enrollment into a health
plan.

. Applicant Characteristics and Staffing Levels

Applicants should demonstrate their commitment to actively engage in and conduct
operations in support of the FE-ABD Program. The CA and their network of
subcontractors should have a known presence in their proposed service area. The FE-
ABD Program should relate to the broader mission statement of the organization as a
whole. The majority of personnel resources should go to staff dedicated to providing
facilitated enrollment services or to administrative personnel that will ensure the accuracy
and completeness of program services.

1. Program Manager/Project Officer

Applicants should include a dedicated program manager or project officer who is
responsible for the overall operation of the FE-ABD Program. The SDOH prefers that
the manager dedicates 100% of his/her time to this project and is responsible for all
communication with the SDOH. An applicant proposing less than a full time program
manager or project officer should define the manager’s other responsibilities and explain,
how and by whom, the additional oversight of the program will be provided. Applicants
should describe all funding for a less than full-time program manager.

2. Quality Review Staff

All applications will need to be reviewed for accuracy and completeness prior to
submission to the appropriate county LDSS or Human Resource Administration (HRA)
in NYC. Applicants may propose to employ the Quality Reviewers directly, or may
locate this function at their subcontractors. The design of the program is at the discretion
of the applicant. However, the FTE level of quality review staff should be adequate to
support the proposed volume of applications to be processed. For applicants proposing to
cover a large geographic area, with subcontractors in each region and regional quality
review staff, the location(s) and responsibilities of such regional staff should be clearly
described.
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3. Subcontractor Agency

Applicants should describe in detail each subcontractor agency which will participate in
its FE-ABD Program network. This includes the subcontractor’s past accomplishments
and experience working with the target population. A letter of commitment should be
included from each subcontractor with the proposal.

4. Facilitated Enrollment Staff

Program experience shows that facilitated enrollers working full time in the FE Program
are generally more successful than part time facilitated enrollers. The knowledge and
experience needed to be a successful facilitated enroller is difficult to achieve and retain
without a full time commitment to the job responsibilities. As such, the SDOH prefers
that the FE-ABD Program employ full time staff to provide application assistance.
However, the SDOH will consider positions less than full time equivalents (FTEs) if the
applicant supplies a justification. A duplication of effort between the subcontractor
agency’s other programs or staff providing similar services for another program, will be
unacceptable and SDOH reserves the right to withhold funding, in whole or part, or
terminate the contract.

. Training

Successful applicants are expected to assure that an appropriate FE-ABD staff person
attend an initial DOH-sponsored training session prior to implementation of application
assistance. Following this initial training, it is the responsibility of the CA to ensure that
additional staff, including subcontractor staff, be trained using the DOH-supplied
curriculum via a “train-the-trainer” approach.

In their response, applicants should describe the method they will use to conduct their
initial training of the additional subcontractor and facilitated enroliment staff, as well as
on-going technical assistance, including regularly scheduled meetings and in-service
sessions. As the network of subcontractors may encompass a significant geographic
distribution, an applicant should include the method to be used to conduct frequent and
regularly scheduled communications with all facilitated enrollment staff.

The Central Agency should have experience providing both training in-person and online.
The CA will be responsible for following the curriculum approved by SDOH, and setting
up the training schedule and determining the location of these trainings as determined by
the geographic distribution of the proposed subcontractor network and/or facilitated
enrollment staff.

. Quality Assurance and Productivity

Applicants should describe a quality assurance plan for monitoring subcontractor
activities and performance. This should include a procedure for correcting under-
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performance, an attestation that the CA will not continue to fund non-performing
subcontractors at the originally agreed upon funding level, and a description of how
subcontracting arrangements will be adjusted, if appropriate.

Information on each application must be entered into DOH’s Health Commerce System
(HCS) into a database specifically designed to capture data regarding FE-ABD
applications. This allows SDOH to monitor contractor performance and productivity, by
the FE-ABD network as a whole, by CA and subcontractor, and by individual facilitated
enrollment staff.

Applicants should describe their ability to electronically track each application from
initiation through submission to the LDSS to the final determination of eligibility.
Applicants should discuss their ability to design and prepare Productivity reports on a
regular and timely basis. The process for using these productivity reports and the data
collected in the HCS to modify FE-ABD Program services should be clearly explained in
the proposal.

. Confidentiality, Privacy, and Security Requirements

Central Agencies, their subcontractors and agents must establish and implement privacy
and security protocols to maintain the confidentiality of information contained on the
Access NY Healthcare application, the Access NY Supplement A, and additional
information provided by applicants, as well as information contained on supporting
documentation.

Information may be shared by the CA and subcontractor(s) conducting facilitated
enrollment, and the programs and agencies identified in this RFA, provided that the
applicant has given appropriate written authorization by signing the application, and the
release of the information is for the purposes of determining eligibility or evaluating the
success of the program. There can be no further disclosure of Medicaid Confidential
Data (MCD) without prior written approval of the SDOH Medicaid Confidential Review
Committee (MCDRC). The CA agency will require that any approved agreement or
contract with a subcontractor or others contains a statement that the subcontractor or
other party may not further disclose MCD without the prior written approval of the
MCDRC.

If an applicant is awarded funding, the CA is required to:

e Under the Health Insurance Portability and Accountability Act (HIPAA), submit a
completed Federal HIPAA Business Associate Agreement (Attachment 1). As a
Business Associate, a CA will comply with HIPAA privacy regulations,
safeguarding protected health information (PHI) from intentional and
Unintentional use or disclosure. All documents containing PHI, including
applications and documentation, must be kept in a secured location accessed only
by authorized personnel.
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e Submit to SDOH a completed and signed “Certification Regarding State and
Federal Confidentiality Requirements for Facilitated Enrollment” form (see
Attachment 2).

e Maintain a file of completed “Certification Regarding State and Federal
Confidentiality Requirements for Facilitated Enrollment Subcontractors,” signed
by each facilitated enroller at the time of hire (see Attachment 3).

I. Funding Methodology

Up to $6 million in annual funding is available to support statewide coverage of
consumer assistance services for the aged, blind, and disabled populations. If an agency
proposes to provide statewide coverage then at least one subcontractor should be located
in each region of the state. If the highest scoring applicant does not propose to target
facilitated enrollment services statewide, funding will be divided between the NYC
Region, Long Island, and the Rest of State regions and awarded to the highest scoring
applicant in each region.

A Central Agency that proposes to have subcontractors in each region of the state
(statewide coverage) can apply for a maximum funding award of $6,000,000. A
maximum of $2,600,000 will be available for proposals that only target services to the
NYC Region (Bronx, Kings, Queens, New York, and Richmond counties). A maximum
of $2,600,000 will be available for proposals that target services only to the Rest of State
Region (all counties except those in the NYC and Long Island regions). A maximum of
$800,000 will be available for proposals that only target services to Long Island (Nassau
and Suffolk counties). Refer to Table 1: Funding and Distribution by Region.

Table 1: Annual Funding Distribution by
Region

Funding

Region Allocated

NYC Region $2,600,000

Rest of State $2,600,000

Long Island $800,000

Statewide Total $6,000,000

IVV. Administrative Requirements

Respondents to this RFA will need to submit an application describing how they will
address the needs of the target population. Applicants will also need to submit budgets
reflecting the costs associated with providing consumer assistance services for the
population. This section provides general information regarding the process for applicants
applying to provide facilitated enrollment services.
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A. lIssuing Agency

This RFA is issued by the NYS DOH, Office of Health Insurance Programs, Division of
Eligibility and Marketplace Integration, Bureau of Child Health Plus Policy and Exchange
Consumer Assistance. The Department is responsible for the requirements specified herein
and for the evaluation of all applications.

B. Question and Answer Phase
All substantive questions about this RFA must be submitted in writing via mail to:

Gabrielle Armenia - Director,

Bureau of CHPIus Policy and Exchange Consumer Assistance
Division of Eligibility and Marketplace Integration

Office of Health Insurance Programs

New York State Department of Health

Corning Tower, OCP 1205

Empire State Plaza

Albany, New York 12237

Submission is also acceptable via fax (518) 486-6282 or e-mail to:
chpferfa@health.state.ny.us.

To the degree possible, each inquiry should cite the RFA section and paragraph to which
it refers. Written questions will be accepted until the date posted on the cover of this
RFA.

Questions of a technical nature can be addressed to Gabrielle Armenia in writing to the
above address or fax, or via telephone by calling (518) 473-0566. Questions are of a
technical nature if they are limited to how to prepare your application (e.g.,
formatting) rather than relating to the substance of the application.

Prospective applicants should note that all clarifications and exceptions, including those
relating to the terms and conditions of the contract, are to be raised prior to the
submission of an application.

This RFA has been posted on the Department's public website at:
http://www.health.ny.gov/funding/ and the NYS Grants Gateway website at:
https://www.grantsgateway.ny.gov/IntelliGrants NYSGG/module/nysgg/goportal.aspx.
Questions and answers, as well as any updates and/or modifications, will also be posted
on these websites. All such updates will be posted by the date identified on the cover
sheet of this RFA.
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C. Letter of Intent/Interest

If prospective applicants would like to receive notification when updates/modifications
are posted (including responses to written questions), it is strongly encouraged that they
complete and submit a letter of interest (see Attachment 4). Prospective applicants may
also use the letter of interest to request actual (hard copy) documents containing updated
information.

Submission of a letter of intent/interest is NOT a requirement or obligation upon the
applicant to submit an application in response to this RFA. Applications may be
submitted without first having submitted a letter of intent/interest.

D. Applicant Conference
An Applicant Conference will not be held for this program.
E. How to File an Application

Applications must be received at the following address by the date gnd time posted on
the cover sheet of this RFA. Late applications will not be accepted .

Gabrielle Armenia - Director

Bureau of CHPIus Policy and Exchange Consumer Assistance
Division of Eligibility and Marketplace Integration

Office of Health Insurance Programs

New York State Department of Health

Corning Tower, OCP 1205

Empire State Plaza

Albany, New York 12237

Applicants submitting proposals via overnight delivery services, or courier, must submit
the proposals to:

Gabrielle Armenia - Director,

Bureau of CHPIus Policy and Exchange Consumer Assistance

Division of Eligibility and Marketplace Integration

Office of Health Insurance Programs

New York State Department of Health

One Commerce Plaza, Room 1205

99 Washington Avenue

Albany, New York 12260

* It is the applicant’s responsibility to see that applications are delivered to the address

above prior to the date and time specified. Late applications due to a documentable delay
by the carrier may be considered at the Department of Health's discretion.
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Applicants shall submit one (1) signed original and four (4) copies of their application (5
complete sets in all). The five hardcopy sets of the complete application should be clearly
labeled with the name and number of the RFA as listed on the cover of this RFA
document. Applications submitted via fax or e-mail will not be accepted.

Prior to SDOH’s application approval date, an applicant may withdraw its submitted
application by sending a written withdrawal request, signed by the applicant’s authorized
agent, to the above address.

F. THE DEPARTMENT OF HEALTH RESERVED RIGHTS:

The Department of Health reserves the right to:

10.

11.

12.

13.

Reject any or all applications received in response to this RFA.
Withdraw the RFA at any time, at the Department’s sole discretion.
Make an award under the RFA in whole or in part.

Disqualify any applicant whose conduct and/or proposal fails to conform to the
requirements of the RFA.

Seek clarifications and revisions of applications.

Use application information obtained through site visits, management interviews and the
state’s investigation of an applicant’s qualifications, experience, ability or financial
standing, and any material or information submitted by the applicant in response to the
agency’s request for clarifying information in the course of evaluation and/or selection
under the RFA.

Prior to application opening, amend the RFA specifications to correct errors or
oversights, or to supply additional information, as it becomes available.

Prior to application opening, direct applicants to submit proposal modifications
addressing subsequent RFA amendments.

Change any of the scheduled dates.
Waive any requirements that are not material.
Award more than one contract resulting from this RFA.

Conduct contract negotiations with the next responsible applicant, should the Department
be unsuccessful in negotiating with the selected applicant.

Utilize any and all ideas submitted with the applications received.
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14.

15.

16.

17.

18.

19.

Unless otherwise specified in the RFA, every offer is firm and not revocable for a period of
60 days from the bid opening.

Waive or modify minor irregularities in applications received after prior notification to the
applicant.

Require clarification at any time during the procurement process and/or require correction of
arithmetic or other apparent errors for the purpose of assuring a full and complete
understanding of an offerer’s application and/or to determine an offerer’s compliance with
the requirements of the RFA.

Negotiate with successful applicants within the scope of the RFA in the best interests of the
State.

Eliminate any mandatory, non-material specifications that cannot be complied with by all
applicants.

Award grants based on geographic or regional considerations to serve the best interests of the
state.

Term of Contract

Any contract resulting from this RFA will be effective only upon approval by the New York
State Office of the Comptroller. It is expected that contracts resulting from this RFA will have
the following multi-year time period: 4/1/14 through 3/31/109.

Continued funding throughout this period is contingent upon availability of funding and
state budget appropriations. DOH also reserves the right to revise the award amount as
necessary due to changes in the availability of funding.

Minority & Woman-Owned Business Enterprise Requirements

Pursuant to New York State Executive Law Article 15-A, the New York State Department
of Health (*“DOH”) recognizes its obligation to promote opportunities for maximum
feasible participation of certified minority-and women-owned business enterprises and the
employment of minority group members and women in the performance of DOH contracts.

In 2006, the State of New York commissioned a disparity study to evaluate whether
minority and women-owned business enterprises had a full and fair opportunity to
participate in state contracting. The findings of the study were published on April 29,
2010, under the title "The State of Minority and Women-Owned Business Enterprises:
Evidence from New York" (“Disparity Study”). The report found evidence of statistically
significant disparities between the level of participation of minority-and women-owned
business enterprises in state procurement contracting versus the number of minority-and
women-owned business enterprises that were ready, willing and able to participate in state
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procurements. As a result of these findings, the Disparity Study made recommendations
concerning the implementation and operation of the statewide certified minority- and
women-owned business enterprises program. The recommendations from the Disparity
Study culminated in the enactment and the implementation of New York State Executive
Law Article 15-A, which requires, among other things, that DOH establish goals for
maximum feasible participation of New York State Certified minority- and women —
owned business enterprises (“MWBE”) and the employment of minority groups members
and women in the performance of New York State contracts.

Business Participation Opportunities for MWBES

For purposes of this solicitation, the New York State Department of Health hereby
establishes a goal of 20% on any subcontracted labor or services, equipment, materials, or
any combined purchase of the foregoing greater than $25,000 under a contract awarded
from this solicitation. The goal on the eligible portion of this contract will be 10% for
Minority-Owned Business Enterprises (“MBE”) participation and 10% for Women-Owned
Business Enterprises (“WBE”) participation (based on the current availability of qualified
MBEs and WBEs and outreach efforts to certified MWBE firms). A contractor
(“Contractor”) on the subject contract (“Contract”) must document good faith efforts to
provide meaningful participation by MWBES as subcontractors or suppliers in the
performance of the Contract and Contractor agrees that DOH may withhold payment
pending receipt of the required MWBE documentation. For guidance on how DOH will
determine “good faith efforts,” refer to 5 NYCRR §142.8.

The directory of New York State Certified MWBES can be viewed at:
https://ny.newnycontracts.com. The directory is found in the upper right hand side of the
webpage under “Search for Certified Firms” and accessed by clicking on the link entitled
“MWBE Directory” Engaging with firms found in the directory with like product(s) and/or
service(s) is strongly encouraged and all communication efforts and responses should be
well documented.

By submitting an application, a grantee agrees to complete an MWBE Utilization plan as
directed in Attachment 13 of this RFA. DOH will review the submitted MWBE
Utilization Plan. If the pla