


Amendment #2 to the First Amended & Restated PCACO Contract 

AMENDMENT #2 

TO THE 

FIRST AMENDED AND RESTATED 

PRIMARY CARE ACCOUNTABLE CARE ORGANIZATION CONTRACT

FOR THE

ACCOUNTABLE CARE ORGANIZATION PROGRAM 

WHEREAS, the Executive Office of Health and Human Services (“EOHHS”) and the 
Contractor identified in Appendix K (“Contractor”) entered into the Contract effective January
1, 2023, and with an Operational Start Date of April 1, 2023, to serve as an Accountable Care 
Organization, improve the MassHealth Member experience of care, health of the population, and 
efficiency of the MassHealth program, and provide comprehensive health care coverage to 
MassHealth Members; and 

WHEREAS, EOHHS and the Contractor last amended and restated the Contract effective 
January 1, 2024, (the First Amended and Restated Accountable Care Partnership Plan Contract); 

WHEREAS, EOHHS and the Contractor amended the Contract through Amendment #1 
(January 1, 2024);  

WHEREAS, in accordance with Section 5.12 of the Contract, EOHHS and the Contractor desire 
to amend the Contract effective January 1, 2024; 

WHEREAS, EOHHS and the Contractor agree that the terms stated herein are subject to all 
required approvals of the federal Centers for Medicare and Medicaid Services (CMS);

NOW, THEREFORE, in consideration of the mutual covenants and agreements contained 
herein, the Contractor and EOHHS agree as follows: 

1. Section 2.11.B.1 is hereby amended by deleting and replacing “;” at the end of Section 
2.11.B.1.d with “; and” and by adding a new Section 2.11.B.1.e as follows: 

“e. Increase its ability to participate with the Behavioral Health Treatment and 
Referral Platform (BHTRP) and to be able to both create and receive updates 
from providers using BHTRP to support its members.” 

2. Section 2.11.B is hereby amended by deleting and replacing “.” at the end of Section 
2.11.B.7 with “; and” and by adding a new Section 2.11.B.8: 

“8. The Contractor shall comply with the Expedited Psychiatric Inpatient Admission 
(EPIA) protocol, including but not limited to utilization of the Behavioral Health 
Treatment and Referral Platform, as directed by EOHHS upon implementation.” 
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3. Section 2 is hereby amended by inserting a new Section 2.15 as follows: 

“Section 2.15 Pre-exposure prophylaxis (PrEP) for HIV Incentive 

The Contractor shall promote equitable access to care by ensuring stable access for the 
HIV+ communities by maintaining or improving the financial stability of Participating 
PCPs that uniquely serve these populations. For any Contractor whose Participating 
PCPs include an FQHC that provides substantial pre-exposure prophylaxis (PrEP) for 
HIV, defined as incurring over 700 paid claims in Contract Year 1, the Contractor shall 
make best efforts to reduce administrative costs while maintaining access to HIV 
treatment and prevention services. For each Contract Year specified by EOHHS, the 
Contractor shall receive a PrEP for HIV incentive payment as set forth in Section 4.2.H 
if: 

A. At the time of the midpoint evaluation specified by EOHHS, the 
Contractor has worked together with the FQHC to achieve progress on 
measures targeting health care access and the financial stability of the 
FQHC, as set forth in Section 2.15.B below; and 

B. By the end of Contract Year 2, the Contractor has demonstrated that 
through their work together with the FQHC, the FQHC has reduced its 
cost per visit by 12% against a historical benchmark as determined by 
EOHHS, without reducing access to care as determined by EOHHS.” 

4. Section 4.2 is hereby amended by inserting a new Section 4.2.H as follows: 

“H. PrEP for HIV Incentive Payment Pursuant to Section 2.15

1. At a frequency to be specified by EOHHS, EOHHS shall make timely 
PrEP for HIV incentive payments, totaling no more than $5 million for 
any given Contract Year, if the Contractor achieves the health care access 
and financial stability targets as set forth in Section 2.15.

2. The PrEP for HIV Incentive shall not be included in the risk sharing 
arrangement calculations set forth in Section 4.5.” 

5. Section 5.26.A.4.a is hereby amended by deleting and replacing “41 USC § 
1396b(m)(4)(A)” with “42 USC § 1396b(m)(4)(A)”.’ 

6. Appendix A, TCOC Included Services, is hereby deleted and replaced with the attached 
Appendix A. 

7. Appendix G, Requirements for the Material Subcontracts Between Accountable Care 
Organizations (ACOs) and Community Partners (CPs), is hereby deleted and replaced 
with the attached Appendix G. 
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8. Appendix I, TCOC Benchmarks, is hereby deleted and replaced with the attached 
Appendix I. 

9. Appendix J, Sub-Capitation Program Rate for Primary Care Entities, is hereby deleted 
and replaced with the attached Appendix J. 
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APPENDIX G 

Requirements for the Material Subcontracts Between Accountable Care Organizations (ACOs) and 
Community Partners (CPs) 

 
The Contractor shall maintain material subcontracts (also known as ACO-CP Agreements) with at least 
one (1) Behavioral Health Community Partner (BH CP) and at least one (1) Long Term Services and 
Supports Community Partner (LTSS CP) within each of the Contractor’s Service Area(s), as specified in 
Section 2.4.E of the Contract and in this Appendix G. The Contractor’s CP material subcontracts, 
referred to in this Appendix as “subcontracts,” shall be provided to EOHHS upon request and may be 
reviewed by EOHHS. All requirements set forth herein are applicable to subcontracts with both BH CPs 
and LTSS CPs unless otherwise specified. 
 
All terms or their abbreviations, when capitalized in this Appendix, are defined as set forth in the 
Contract or otherwise defined by EOHHS. The Contractor and the CP with which the Contractor enters 
into a subcontract are referred to collectively herein as the “Parties.” 
 
The Parties’ subcontracts must comply with applicable laws and regulations, including but not limited to 
applicable privacy laws and regulations, and with the Contractor’s Contract with EOHHS. 
 
The Parties’ subcontracts must, at a minimum, contain the information included in this document.  
 

Section 1.1 PAYMENT  

A. The Parties’ subcontract shall obligate the Contractor to pay the CP as described in Section 
2.4.E.8.  

1. The Contractor shall pay CPs a monthly panel-based payment that includes the following 
components, and as further specified by EOHHS.  

a. Base rate for CP Supports: $190 PMPM or a rate as further specified by EOHHS 

b. Add-on payment for CPs serving CP Enrollees who are experiencing 
homelessness, as determined by EOHHS.  The Contractor shall make an add-on 
payment to applicable CPs as follows: 

(i) Tier 1: 25-50% of the CP’s Enrollees are experiencing homelessness – 
The Contractor shall pay an additional $10 PMPM for all CP Enrollees 
enrolled in the CP. 

(ii) Tier 2: Over 50% of the CP’s Enrollees are experiencing homelessness - 
The Contractor shall pay an additional $75 PMPM for all CP Enrollees 
enrolled in the CP). 

(iii) The percentage of a CP’s Enrollees that are experiencing homelessness 
will be determined by EOHHS identified sources.  

c. Add-on payment for CP Enrollees in the Oak Bluffs and Nantucket Service Areas 
as follows: 
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(i) For Contract Year 1, BH CP Enrollees only: $100 PMPM;  

(ii) For Contract Year 2, for all CP Enrollees: $100 PMPM; or 

(iii) As further specified by EOHHS. 

2. The Contractor shall pay CPs an annual quality performance-based payment based on 
calculations provided by EOHHS up to $40 PMPM based on the CP’s performance on CP 
Quality Measures, as determined by EOHHS. 

3. The Contractor shall reconcile monthly panel-based payments to CPs as further specified 
by EOHHS. 

Section 1.2 CP Supports 

In addition to the enhanced care coordination requirements described in Section 2.4.C of the Contract 
delegated to the CP by the Contractor, the Parties’ subcontract shall require the following: 

A. Outreach and Engagement  

The Parties’ subcontract shall require that the CP develop, implement, maintain, and adhere to a 
protocol for outreach and engagement of CP Enrollees. Such protocol shall include the 
requirements in Section 2.4.C.3 of the Contract, as well as the following requirements:  

1. Require the CP to attempt at least one face-to-face visit with each CP Enrollee within the 
first 3 calendar months of the CP Enrollee’s enrollment in the CP. 

2. For each CP Enrollee who agrees to participate in the CP program, require the CP to:  

a. Attest that the CP has performed the outreach and activities described in 
Section 2.4.C.3 of the Contract and Section 1.2 of this Appendix G and obtained 
verbal or written agreement from the CP Enrollee to receive or continue 
receiving CP supports; 

b. Maintain a copy of the attestation and the CP Enrollee’s written agreement, or a 
record of the CP Enrollee’s verbal agreement, if applicable, in the CP Enrollee’s 
record; and 

c. Explain the Protected Information (PI) the CP intends to obtain, use, and share 
for purposes of providing CP supports;  

d. To the extent deemed necessary by the CP, obtain the CP Enrollee’s written 
authorization to the uses and disclosures of their Protected Information (PI) as 
necessary for providing CP supports.  

3. Require the CP to notify the Contractor if the CP Enrollee declines to participate in the 
CP program or requests enrollment in a different CP. 

4. For BH CPs only, for BH CP Enrollees the BH CP believes are experiencing homelessness 
or are at risk of homelessness, require the CP use the Homeless Management 
Information System (HMIS) or other means to:  
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a. Confirm whether the CP Enrollee is currently experiencing or has a history of 
experiencing homelessness or unstable housing; 

b. Identify which homeless provider agencies and agency staff have worked with 
the CP Enrollee, if any. If the CP Enrollee is not connected with a homeless 
provider agency, the CP shall immediately work to connect the CP Enrollee with 
a homeless provider agency; and 

c. Once the homeless provider agencies and agency staff are identified or 
connected to the CP Enrollee, conduct outreach to the homeless provider 
agencies to gather additional information and invite the homeless provider to 
participate in the Care Team and care planning for the CP Enrollee. 

B. Comprehensive Assessment  

The Parties’ subcontract shall require that the CP shall complete a Comprehensive Assessment, 
as described in Section 2.3.B.4 of the Contract. The CP shall utilize a Comprehensive Assessment 
tool of their choosing that meets the requirements as set forth in Section 2.3.B.4. In addition to 
the requirements in Section 2.3.B.4 of the Contract, the Parties’ subcontract shall require the 
following: 

1. For the Medication domain, the CP shall conduct a medication review in accordance 
with Section 2.4.C.6 of the Contract and Section 1.2.H of this Appendix. 

2. The CP shall perform Comprehensive Assessments face-to-face unless otherwise 
specified by EOHHS, and shall take place in a location that meets the CP Enrollee’s 
needs, including home-based assessments as appropriate.  

3. A registered nurse (RN) employed by the CP must review and agree to the CP Enrollee’s 
medical history, medical needs, medications, and functional status, including needs for 
assistance with any Activities of Daily Living (ADLs) and Instrumental Activities of Daily 
Living (IADLs). 

4. A Clinical Care Manager employed by the CP shall provide final review and approval of 
the entire Comprehensive Assessment. If the Clinical Care Manager is an RN, review and 
approval of the Comprehensive Assessment may be completed by one staff member 
provided all requirements of this Section are met. 

C. Health-Related Social Needs Screening and Connection to Community, Social and Flexible 
Services 

The Parties’ subcontract shall require that the CP shall complete a health-related social needs 
(HRSN) Screening, as described in Section 2.3.B.3 of the Contract, and shall utilize such tool in 
connecting CP Enrollees to community and social supports and Flexible Services. In addition to 
the requirements in Section 2.3.B.3 of the Contract, the Parties’ subcontract shall require the CP 
to do the following: 

1. Conduct a health-related social needs (HRSN) screening upon enrollment to the CP for 
those CP Enrollees who have not had an HRSN screening within the last twelve (12) 
calendar months that includes all domains and considerations described in Section 
2.3.B.3 of the Contract, and annually thereafter. The HRSN screening may occur as a 
unique screening, or as part of the Comprehensive Assessment. 
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2. Utilize the results of any such HRSN screenings when creating a Care Plan and 
coordinating care. 

3. Provide its Heath-Related Social Needs Screening tool to the Contractor and to EOHHS 
upon request for review and shall make any changes to such tool as directed by EOHHS. 
EOHHS may require the Contractor to use a specific tool in place of the Contractor’s 
proposed tool. 

4. If the CP Enrollee would like supports, identify supports to address the CP Enrollee’s 
identified HRSN(s), including using tools such as the Community Resource Database 
(CRD) which is provided to the CP by the Contractor, as appropriate; 

5. Provide the CP Enrollee with information about available HRSN-related supports, how to 
contact such supports, and the accessibility of such supports; 

6. Ensure such CP Enrollees are referred to HRSN-related supports provided by the 
Contractor, or a Social Services Organization, as applicable. For CP Enrollees who are 
referred to a Social Services Organization, the CP shall confirm the Social Services 
Organization has the capacity to provide services to the CP Enrollee and, if not, arrange 
a referral to another Social Services Organization; 

7. Document relevant ICD-10 codes (such as “Z codes” included in categories Z55-65 and as 
further specified by EOHHS); 

8. Submit to the Contractor aggregate reports of the identified HRSNs of its CP Enrollees, 
as well as how those CP Enrollees were referred to appropriate resources to address 
those identified HRSNs, in a form, format, and frequency specified by EOHHS; 

9. Coordinate supports to address HRSNs, including: 

a. Assisting the CP Enrollee in attending the referral appointment, including 
activities such as coordinating transportation assistance and following up after 
missed appointments; 

b. Directly introducing the CP Enrollee to the service provider, if co-located, during 
a visit; 

c. Utilizing electronic referral (e.g., electronic referral platform, secure e-mail) to 
connect the CP Enrollee with the appropriate provider or Social Service 
Organization, if the Social Service Organization has electronic referral 
capabilities, including sharing relevant patient information; 

d. Following up electronically (e.g., electronic referral platform, secure e-mail) with 
the provider or Social Service Organization, if the Social Service Organization has 
electronic follow-up capabilities, as needed, to ensure the CP Enrollee’s needs 
are met. 

10. For CP Enrollees, the CP shall provide HRSN screening and, for CP Enrollees enrolled in 
an ACO, consider referral to Flexible Services, depending on program availability and CP 
Enrollee eligibility; 
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a. For CP Enrollees identified as needing referrals to Flexible Services, 
Supplemental Nutrition Assistance Program (SNAP), or Special Supplemental 
Nutrition Program for Women, Infants, and Children (WIC), the CP shall: 

(i) Provide the CP Enrollee’s contact information and information about 
the identified HRSN to the entity receiving the referral; and 

(ii) Follow up with the CP Enrollee to ensure the CP Enrollee’s identified 
needs are being met. 

11. The CP to shall document results of the HRSN screening and include a list of the 
community and social services resources the CP Enrollee needs in the CP Enrollee’s Care 
Plan, as described in Section 1.2.D of this Appendix. 

D. Development of Care Plan  

The Parties’ subcontract shall require that the CP develop a Care Plan as described in Section 
2.3.B.5 of the Contract.  The CP shall utilize a Care Plan template approved by the Contractor 
that meets the requirements of Section 2.3.B.5 of the Contract. In addition to the requirements 
in Section 2.3.B.5, the Parties’ subcontract shall require the following: 

1. Care Plans shall be reviewed by a registered nurse (RN) employed by the CP. Care Plans 
shall receive final review and approval by a Clinical Care Manager employed by the CP. 

2. The CP shall document within the CP Enrollee record that the Care Plan was provided to, 
agreed to, and signed or otherwise approved by the CP Enrollee. 

3. The CP shall complete Care Plans within five (5) calendar months of CP Enrollee’s 
enrollment with the CP. A Care Plan shall be considered complete when: 

a. The Care Plan has been approved by a Clinical Care Manager; and 

b. The Care Plan has been signed or otherwise approved by the CP Enrollee (or 
authorized representative, if any). 

4. The CP shall share the completed Care Plan with the Enrollee’s PCP or PCP Designee, the 
Contractor, and other parties who need the Care Plan in connection with their 
treatment of the CP Enrollee, provision of coverage or benefits to the CP Enrollee, or 
related operational activities involving the CP Enrollee, including members of the CP 
Enrollee’s Care Team, CBHC staff, if applicable, and other providers who serve the CP 
Enrollee, including state agency or other case managers, in accordance with all data 
privacy and data security provisions applicable. 

E. Care Team 

The Parties’ subcontract shall require that the CP take the lead on forming and coordinating a 
Care Team for CP Enrollees who have agreed to participate in the program, as described in 
Section 2.4.C.4 of the Contract. In addition, the CP shall ensure: 

1. That the Care Team meets at least once within a 12-month period, and  
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2. That a representative from the Care Team attends any multidisciplinary team meetings 
hosted by the Contractor, clinical staff, hospitals and/or other stakeholders to review 
high-risk Members, if applicable; 

F. Care Coordination 

The Parties’ subcontract shall require that the CP Enrollee’s CP Care Coordinator provide 
ongoing care coordination support to the CP Enrollee in coordination with the CP Enrollee’s PCP 
and other providers as set forth in Section 2.4.A and Section 2.4.C of the Contract. In addition, 
the Parties’ subcontract shall: 

1. Require CPs to assist CP Enrollees in the following activities: 

a. For CP Enrollees with behavioral health needs, coordinating with the CP 
Enrollee’s behavioral health providers to develop the CP Enrollee’s Crisis 
Prevention Plan to prevent avoidable use of emergency departments, 
hospitalizations and criminal justice involvement and to provide follow-up if 
these events occur. The Crisis Prevention Plan shall be documented in the CP 
Enrollee’s record and shared with the CP Enrollee’s Care Team and other 
providers. 

b. For CP Enrollees with LTSS needs, assisting with prior authorization for 
MassHealth State Plan LTSS as applicable. If a service request is significantly 
modified or denied by MassHealth, the CP shall work with the CP Enrollee to 
ensure the Care Plan is adequate to meet the CP Enrollee’s needs by working 
with the CP Enrollee to identify other appropriate supports to meet an unmet 
need. 

c. In addition to implementing the activities necessary to support the CP Enrollee’s 
Care Plan, as described in Section 2.3.B.5 of the Contract, ensure the CP 
Enrollee has timely and coordinated access to primary, medical specialty, LTSS, 
and behavioral health care. Such additional activities shall include, but are not 
limited to: 

(i) Explaining PCP, specialist, and other provider directives to the CP 
Enrollee; 

(ii) Providing well-visit, medical, prenatal, outpatient behavioral health, and 
preventative care reminders; 

(iii) Assisting the CP Enrollee in scheduling health-related appointments, 
accessing transportation resources to such appointments, and 
confirming with the CP Enrollee that such appointments have been 
kept; 

(iv) Confirming with the CP Enrollee that they are adhering to medication 
recommendations; 
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(v) At a minimum, conducting a face-to-face visit at home or in a location 
agreed upon by the CP Enrollee, with each CP Enrollee on a quarterly 
basis; and 

(vi) Making regular telephone, telehealth, or other appropriate contact with 
the CP Enrollee between face-to-face visits. 

d. Coordinating with a CP Enrollee’s ACCS provider, if any, as follows: 

(i) Inform the CP Enrollee’s ACCS provider of all of the CP Enrollee’s routine 
and specialty medical care including identifiable symptoms that may 
require routine monitoring; 

(ii) Coordinate with the CP Enrollee’s ACCS provider to develop the CP 
Enrollee’s crisis plan to prevent use of emergency departments, 
hospitalizations and criminal justice involvement and to provide follow-
up if these events occur; and 

(iii) Coordinate with the CP Enrollee’s ACCS provider regarding activities for 
improving the CP Enrollee’s health and wellness and to allow ACCS 
providers to assist and reinforce the Engaged CP Enrollee’s health and 
wellness goals. 

e. For LTSS CPs: 

(i) Coordinating with other MassHealth programs that provide Case 
Management. For CP Enrollees who (1) participate in a 1915(c) Home 
and Community-Based Services (HCBS) Waiver, or (2) are receiving 
targeted case management through DYS case managers, Adult 
Community Clinical Services, Community Service Agencies (CSAs) who 
deliver Children’s Behavioral Health Initiative services, or DDS service 
coordinators, or (3) are receiving Community Case Management (CCM), 
the CP Enrollee’s CP Care Coordinator shall coordinate the provision of 
LTSS CP Supports with the CP Enrollee’s HCBS Waiver case manager, 
DDS service coordinator, DYS case manager, CSA and CCM, as 
applicable, to ensure that LTSS CP supports supplement, but do not 
duplicate, functions performed by HCBS Waiver case managers, DDS 
service coordinators, DYS case managers, CSA or CCM. 

(ii) Coordinating with the Home Care Program. For CP Enrollees who are 
not in a 1915 (c) Home and Community-Based Services (HCBS) Waiver 
and who participate in the Home Care Program operated by the 
Executive Office of Elder Affairs (EOEA), the CP Enrollee’s CP Care 
Coordinator shall coordinate the provision of LTSS CP supports with the 
CP Enrollee’s Home Care Program case manager to ensure that LTSS CP 
supports supplement, but do not duplicate, functions performed by the 
Home Care Program case manager. 
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2. Obligate the Contractor to provide the CP with information pertaining to TCOC Included 
Services and services not included in the TCOC calculations, as specified in Appendix A, 
including any such services requiring prior authorization or referrals; and 

3. Obligate the Parties to develop, maintain, and implement a mutually agreed upon 
process for how the Contractor will communicate to the CP any PCP referrals for TCOC 
Included Services and services not included in TCOC calculations. Such process shall 
include communications between the Parties about any prior authorization decisions 
(e.g., approval, modification or denial) made by EOHHS. 

G. Support for Transitions of Care 

In addition to the requirements of Section 2.4.C.5 of the Contract, the Parties’ subcontract shall 
obligate the CP to: 

1. Assist CP Enrollees who are referred to other levels of care, care management 
programs, or other providers, in accessing these supports. Such assistance may include, 
but is not limited to: 

a. Facilitating face-to-face contact between the CP Enrollee and the provider or 
program to which the CP Enrollee has been referred, and directly introducing 
the CP Enrollee to such provider or an individual associated with such program 
(i.e., “warm hand-off”), as appropriate; and 

b. Making best efforts to ensure that the CP Enrollee attends the referred 
appointment, if any, including coordinating transportation assistance and 
following up after missed appointments.  

2. Ensure that the Care Coordinator, at a minimum, offers a face-to-face follow-up visit 
within seven (7) days following a CP Enrollee’s inpatient discharge, discharge from 
twenty-four (24) hour diversionary setting, or transition to a community setting. If the 
CP Enrollee declines a face-to-face visit, the CP must document the declination in the CP 
Enrollee’s EHR and then may conduct the visit via telehealth (e.g., telephone or 
videoconference, or as further specified by EOHHS). 

H. Medication Review for CP Enrollees 

For CP Enrollees, the Parties’ subcontract shall permit CPs to obtain a list of the Enrollee’s 
medications and require the CP to: 

1. Note in the CP Enrollee’s EHR that they obtained the list; and 

2. Identify the source of the list. 

I. Connections to options counseling for CP Enrollees with LTSS Needs 

The Parties’ subcontract shall require the CP to provide information and support to each CP 
Enrollee with LTSS needs, their guardians/caregivers and other family members, as applicable, 
about assisting the CP Enrollee to live independently in their community.  The Parties 
subcontract shall require that: 

1. Such information includes, but not be limited to:  
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a. Long-term services and supports;  

b. Resources available to pay for the services; 

c. The MassOptions program which can provide the CP Enrollee with options 
counseling. 

2. The CP provide CP Enrollees support by: 

a. Assisting with referrals and resources as needed;  

b. Assisting in making decisions on supportive services, including but not limited 
to, finding assistance with personal care, household chores, or transportation; 

c. Assisting, as appropriate, in connecting to a counselor at MassOptions; and 

d. Informing the CP Enrollee about their options for specific LTSS services and 
programs for which they may be eligible, the differences among the specific 
types of LTSS services and programs and the available providers that may meet 
the CP Enrollee’s identified LTSS needs. 

3. In performing this function, the CP shall document that the CP Enrollee was informed of 
multiple service options available to meet their needs, as appropriate, and reviewed and 
provided with access to a list of all MassHealth LTSS providers in their geographic area 
for each service option, when applicable. 

J. Community Collaboration and Coordination 

In support of its provision of CP Supports, the CP shall:  

1. For BH CPs only, develop and maintain collaborative relationships with all Community 
Behavioral Health Centers (CBHCs) within its Service Area(s) to facilitate integration 
among CP Enrollees’ Care Coordination entities and clinical providers, including 
developing document processes that outline the responsibilities and requirements of 
the CBHC and the Contractor. If the CP does not have a CBHC within its organizational 
structure, the CP shall hold formalized agreements (e.g., Memorandum of 
Understanding, Affiliation Agreement, or other formalized agreements) with all CBHCs 
in its Service Area(s) that include such documented processes. Such documented 
processes shall describe workflows and standard protocol for CP Enrollee release of 
information; protocols for communication and data and exchange via EHR or other 
platforms (e.g., fax, telephone, secure email); and intended processes for Event 
Notification Services via EHR or other platforms. Such documented processes shall 
require the CP to: 

a. Refer CP Enrollees to CBHCs for services, as appropriate and as needed, after 
first considering CP Enrollee choice and preexisting clinical relationships, and 
strive to make direct introductions (“warm hand-offs”) whenever possible; 

b. Accept and act upon referrals from CBHCs; 
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c. For CP Enrollees receiving services from CBHCs, include CBHC staff in the CP 
Enrollee’s Care Team; 

d. Securely share CP Enrollee information with CBHCs and incorporate CP Enrollee 
information provided by CBHCs so as to reduce duplication of assessments. Such 
information shall include, but is not limited to, Comprehensive Assessments, 
Care Plans, CBHC comprehensive behavioral healthcare plans, outreach plans, 
transition plans, referrals that have been placed and the status of such referrals, 
and other CP Enrollee information, as needed and clinically appropriate; and 

e. Notify the CBHC within 3 business days when the CP becomes aware that a CP 
Enrollee who is receiving services from the CBHC has experienced any of the 
following events:  

(i) A transition of care as defined in Section 2.4.C.5; 

(ii) An Emergency Department discharge; 

(iii) A major change in behavioral health status (e.g., overdose or mental 
health crisis) or physical health status; or 

(iv) Any other major incidents that may impact the CP Enrollee’s health and 
wellbeing, including changes in health-related social needs (e.g.., 
eviction, job loss, food insecurity). 

2. Coordinate with state agencies, including but not limited to, as applicable, the Executive 
Office of Elder Affairs (EOEA), the Department of Children and Families (DCF), the 
Department of Youth Services, the Department of Mental Health (DMH), the 
Department of Developmental Services (DDS), the Department of Public Health (DPH), 
the Massachusetts Rehabilitation Commission (MRC), the Massachusetts Commission 
for the Deaf and Hard of Hearing, and the Massachusetts Commission for the Blind; 

3. Coordinate with community-based organizations in the CP’s Service Area(s), and have 
knowledge of the services and specialties offered by the following specifically: 

a. BH and LTSS providers in the CP’s Service Area(s); 

b. Social Service Organizations and Flexible Services providers in the CP’s Service 
Area(s); and 

c. Primary Care Providers and other specialists working with CP Enrollees. 

Section 1.3 HEALTH EQUITY 

The Parties’ subcontract shall require the CP to collaborate with the Contractor on certain metrics and 
initiatives related to Health Equity, as described in Section 2.12 of the Contract. Specifically, the Parties’ 
subcontract shall:  

A. Require the CP to collect and submit to the Contractor CP Enrollee-level social risk factor data 
(including race, ethnicity, language, disability status, age, sexual orientation, gender identity, 
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and health-related social needs) using a screening tool and/or questionnaire provided by the 
Contractor when requested by the Contractor; and 

B. Require the CP to support the Contractor’s Health Equity initiatives, including but not limited to 
development of the Contractor’s Health Equity Strategic Plan and Report, when such initiatives 
would benefit from involvement of the CP.  

Section 1.4 REPORTING 

The Parties’ subcontract shall: 

A. Obligate the Contractor to: 

1. Report to its CPs monthly on monthly panel-based payments made in a form and format 
specified by EOHHS; 

2. Report to its CPs on quality payments made, on an annual basis, and in a form and 
format specified by EOHHS; 

3. Provide its CPs monthly assignment files as further described by EOHHS in a form and 
format specified by EOHHS; and 

4. Provide its CPs EOHHS renewal and redetermination files. 

B. Obligate the CP to: 

1. Provide to the Contractor monthly Enrollment and Disenrollment files in a format 
specified by EOHHS; 

2. Provide the Contractor data related to Health Equity as set forth in Section 1.3.A of this 
Appendix G. 

3. Provide other reports to the Contractor as identified and agreed upon by both Parties. 

Section 1.5 INTEROPERABILITY, RECORD KEEPING, COMMUNICATION AND POINTS OF CONTACT 

A. Interoperability and Record Keeping 

The Parties subcontract shall include requirements for information and data sharing, including 
but not limited to record keeping and changes to CP Enrollee’s enrollment or engagement in the 
CP as set forth in Section 2.4.E.9, and shall at a minimum: 

1. Obligate the Parties to enter into and maintain an agreement governing the CP’s use, 
disclosure, maintenance, creation or receipt of protected health information (PHI) and 
other personal or confidential information in connection with the subcontract that 
satisfies the requirements for a contract or other arrangement with a Business Associate 
under the Privacy and Security Rules, includes any terms and conditions required under 
a data use agreement between the Contractor and EOHHS and otherwise complies with 
any other privacy and security laws, regulations and legal obligations to which the 
Contractor is subject; 

2. Include such agreement as an appendix to the subcontract; 

3. Specify that no Party to the subcontract may obligate the other Party to use a specific 
Information Technology, Electronic Health Record system, or Care Management system;  
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4. Obligate both Parties to develop, maintain, and implement a mutually agreed processes 
for the exchange of CP Enrollee data between the Parties; 

a. Specify the elements included in such data exchange, which shall include at a 
minimum: CP Enrollee name; date of birth; MassHealth ID number; MassHealth 
Assignment Plan; CP Enrollee address and phone number; CP Enrollee Primary 
Language (if available); and PCP name, address, and phone number;  

b. Specify the frequency of such data exchange, which shall not be less than 
monthly;  

c. Specify the file type of such data exchange (e.g., Excel file or other mutually 
agreed upon file type); 

d. Specify the secure transmission method (e.g., secure email or the Mass HIway). 

5. Obligate both Parties to develop and implement requirements around record keeping, 
including that:   

a. The CP shall maintain an information system for collecting, recording, storing 
and maintaining all data required under the Contract.  

b. The CP shall maintain a secure Electronic Health Record for each CP Enrollee 
that includes, but is not limited to, a record of: 

(i) All applicable Comprehensive Assessment and Care Plan elements, as 
described in Sections 1.2.B and 1.2.C of this Appendix G; 

(ii) A timely update of communications with the CP Enrollee and any 
individual who has direct supportive contact with the CP Enrollee (e.g., 
family members, friends, service providers, specialists, guardians, and 
housemates), including, at a minimum: 

(a) Date of contact; 

(b) Mode of communication or contact; 

(c) Identification of the individual, if applicable; 

(d) The results of the contact; and 

(e) The initials or electronic signature of the Care Coordinator or 
other staff person making the entry. 

(iii) CP Enrollee demographic information. 

c. The CP shall ensure that all CP Enrollee Electronic Health Records are current 
and maintained in accordance with this Contract and any standards as may be 
established from time to time by EOHHS; and 
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d. The CP shall provide the Contractor with a copy of the CP Enrollees’ Electronic 
Health Records within thirty (30) calendar days of a request. 

6. Obligate both Parties to develop, maintain, and implement a mutually agreed upon 
process for changes to CP Enrollee enrollment or engagement with the CP, including: 

a. Specify the Contractor’s process for processing requests from CP Enrollees to 
enroll in a different CP or disengage from the CP; 

b. Specify the process by which the Contractor, in consultation with the CP, will 
determine if CP supports are no longer necessary for a CP Enrollee; and 

c. Specify the form, format and frequency for communications between the 
Parties regarding changes to CP Enrollee enrollment or engagement and the 
processes for transitioning such CP Enrollee’s care coordination. 

7. The Parties’ subcontract shall require that the CP maintain a record of Qualifying 
Activities performed for each CP Enrollee as further specified by EOHHS. 

B. Communication and Points of Contact  

The Parties’ subcontract shall include requirements for communication and identification of 
points of contact, and shall at a minimum: 

1. Obligate both Parties to establish key contact(s) who will be responsible for regular 
communication between the Parties about matters such as, but not limited to, data 
exchange, and care coordination, as described in Section 2.4.E.11 of the Contract.  

2. Obligate both Parties to provide the other Party information about key contact(s), 
including at a minimum the key contact’s name, title, organizational affiliation, and 
contact information; 

3. Obligate both Parties to provide each other with timely notification if such key 
contact(s) change; and 

4. Obligate both Parties to develop, implement, and maintain a mutually agreed upon 
process for reporting of gross misconduct or critical incident involving a CP Enrollee to 
each other, as described in this Appendix G. The Parties’ subcontract shall require the 
CP to develop, implement, maintain, and adhere to procedures to track, review, and 
report critical incidents. The procedures shall:  

a. Be jointly developed  

b. Require the CP to document critical incidents including:  

(i) Fatalities and near fatalities; 

(ii) Serious injuries; 

(iii) Medication-related events resulting in significant harm; 

(iv) Serious employee misconduct; 
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(v) Serious threats of harm to CP Enrollees, CP employees or others; 

(vi) Require the CP to report critical incidents to the Contractor and the 
appropriate agencies and authorities; 

c. Require the CP to designate key personnel to track, report and monitor critical 
incidents; 

d. Require the CP to review critical incidents by committee which includes a 
Medical Director and Clinical Care Manager, at least quarterly; and 

e. Require the CP to take proactive steps to modify processes to avoid future 
incidents. 

Section 1.6 PERFORMANCE MANAGEMENT AND CONFLICT RESOLUTION  

The Parties’ subcontract shall include requirements for performance management and compliance as 
set forth in Section 2.4.E.3 of the Contract, as well as for conflict resolution. The Parties’ subcontract 
shall, at a minimum: 

A. Include a mutually agreed upon process for continued management of the subcontract, 
including: 

1. Specifying the frequency and format of regular meetings between the Parties for the 
purposes of discussing the Parties’ compliance under the Parties’ subcontract; and 

2. Specifying the intended topics of discussion during such meetings, which may include 
topics such as, but not limited to, CP Enrollee outreach, engagement, cost, utilization, 
quality and performance measures, communication between the Parties, and CP 
Enrollee grievances. 

3. Include a mutually agreed upon process for conflict resolution to address and resolve 
concerns or disagreements between the Parties which may arise, including but not 
limited to clinical, operational and financial disputes. 

4. Outline a mutually agreed upon process for CP performance management that may 
include but is not limited to the following set of escalating steps:  development and 
implementation of a performance improvement plan, development and implementation 
of a corrective action plan, non-compliance letter, and contract termination. Such 
process for performance management shall: 

a. Specify the areas in which the Contractor shall monitor CP performance and 
relevant data sources for such monitoring  

b. Specify the areas in which the Contractor shall engage in performance 
management of the CP, which must include: fidelity to CP Supports as outlined 
in the Parties’ subcontract, critical incident reporting, grievances, record 
keeping, and other responsibilities or performance indicators outlined in the 
Parties’ subcontract. 
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5. Obligate both Parties to develop processes relating to the types, frequency, and 
timeliness of bidirectional reports on performance, outcomes, and other metrics;   

6. Obligate both Parties to establish a cadence for the Parties’ leadership to engage on the 
output of such reports, in order to identify and jointly agree upon areas to improve CP 
Enrollee care and performance on financial, quality, and utilization goals, including 
specifications on who will be responsible for engaging with such reports. 

Section 1.7 CP ENROLLEE PROTECTIONS 

A. Grievances 

The Parties’ subcontract shall require that the CP develop, implement, maintain, and adhere to 
written policies and procedures for the receipt and timely resolution of Grievances from CP 
Enrollees. Such policies and procedures shall require the CPs to: 

1. At least annually, the CP shall notify the Contractor of any grievances the CP received 
and the resolution of the grievance. 

2. At least annually, the Contractor shall notify EOHHS of any grievances the CP or 
Contractor has received regarding the CP program and the resolution of the grievance.  

B. Information and Accessibility Requirements 

The Parties’ subcontract shall require that: 

1. With respect to any written information it provides to CP Enrollees, the CP make such 
information easily understood as follows: 

a. Make such information available in prevalent non-English languages specified by 
EOHHS; 

b. Make oral interpretation services available for all non-English languages, 
including American Sign Language, available free of charge to CP Enrollees and 
notify CP Enrollees of this service and how to access it; and 

c. Make such information available in alternative formats and in an appropriate 
manner that takes into consideration the special needs of CP Enrollees, such as 
visual impairment and limited reading proficiency, and notify CP Enrollees of 
such alternative formats and how to access those formats. 

2. The CP ensures that CP Enrollee visits with Care Coordinators are conducted in a manner 
to accommodate a CP Enrollee’s disability and language needs, including the use of safe 
and accessible meeting locations, language assistance (e.g., access to qualified 
interpreters), and auxiliary aids and services (e.g., documents that are accessible to 
individuals who are blind or have low vision).  

C. CP Enrollee Rights 

The Parties’ subcontract shall require that the CP have written policies ensuring CP Enrollees are 
guaranteed the rights described in Section 2.9.G. of the Contract, and ensure that its 
employees, Affiliated Partners, and subcontractors observe and protect these rights. The CP 
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shall be required to inform CP Enrollees of these rights upon CP Enrollees’ agreement to 
participate in the CP program. 

Section 1.8 OMBUDSMAN 

The Parties’ subcontract shall require that the CP supports CP Enrollee access to, and work with, the 
EOHHS Ombudsman to address CP Enrollee requests for information, issues, or concerns related to the 
CP or ACO program, as described in Section 2.9.G.2 of the Contract.  

Section 1.9 TERMINATION 

A. The Contractor’s subcontract shall, at minimum: 

1. Obligate both Parties, prior to termination of the subcontract by either Party, to: 

a. Follow all conflict resolution processes, as appropriate, described in this 
Appendix G; 

(i) Provided however that if both Parties agree to terminate the 
subcontract for reasons other than for-cause, the Parties may terminate 
the subcontract without following all conflict resolution processes 
described in this Appendix G; 

b. If EOHHS terminates the relevant contract with the Contractor or CP, 
termination of the subcontract may be made without following all conflict 
resolution processes described in this Appendix G; and 

c. If EOHHS notifies a Party to the subcontract, indicating that the other Party has 
materially breached its contract with EOHHS, in the sole determination of 
EOHHS, the first Party may terminate the subcontract without following all 
conflict resolution processes described in this Appendix G; 

2. Specify that in the event of termination of the subcontract, the obligations of the Parties 
under the subcontract, with regard to each shared CP Enrollee at the time of such 
termination, will continue until the CP has provided a warm hand-off of the CP Enrollee 
to the Contractor, a new ACO or MCO, or a new CP, if applicable, and the transition of 
CP Enrollee data in accordance with the Parties’ data policies, provided, however, that 
the Parties shall exercise best efforts to complete all transition activities within one 
month from the date of termination, expiration, or non-renewal of the subcontract. 
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APPENDIX I 
TCOC BENCHMARKS  

 
EXHIBIT 1 

TCOC BENCHMARKS AND ADMINISTRATIVE PAYMENTS 
Contract Year 2 

 
Listed below are the Per Member Per Month (PMPM) TCOC Benchmarks and Administrative Payments and Primary Care 
Sub-Capitation Payments (together “PCACO Payments”) for Contract Year 2 (January 1, 2024, through December 31, 
2024), subject to state appropriation and all necessary federal approvals.  
 
TCOC Benchmarks do not include EOHHS adjustments described in Sections 4.5.D of the Contract.  
 

Exhibit 1.1: ACO TCOC Benchmarks (per member per month) effective January 1, 2024 – December 31, 2024 
 

RC I Adult 
Effective January 1, 2024 – December 31, 2024 

REGION TCOC BENCHMARK  

Northern $605.65  

Greater Boston $657.69  

Southern $670.68  

Central $633.60  

Western $584.01  

RC I Child 
Effective January 1, 2024 – December 31, 2024 

REGION TCOC BENCHMARK  

Northern $267.03  

Greater Boston $274.46  

Southern $279.77  

Central $272.16  

Western $288.20  
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RC II Adult

Effective January 1, 2024 – December 31, 2024

REGION TCOC BENCHMARK  

Northern $1,993.93 

Greater Boston $2,169.80  

Southern $2,116.07  

Central $1,979.79  

Western $1,726.87  

RC II Child 
Effective January 1, 2024 – December 31, 2024 

REGION TCOC BENCHMARK  

Northern $1,121.12  

Greater Boston $1,190.76  

Southern $1,024.90  

Central $1,084.52  

Western $906.09  

RC IX 
Effective January 1, 2024 – December 31, 2024 

REGION TCOC BENCHMARK  

Northern $639.92  

Greater Boston $623.08 

Southern $725.00  

Central $682.18  

Western $623.82  
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RC X 
Effective January 1, 2024 – December 31, 2024 

REGION TCOC BENCHMARK 

Northern $2,101.17  

Greater Boston $2,296.44 

Southern $2,135.07  

Central $1,971.86 

Western $1,607.43  
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Exhibit 1.2: PCACO Payments (per member per month) effective January 1, 2024 – December 31, 2024 
 

Primary Care Sub-Capitation Payments 
Effective January 1, 2024 – December 31, 2024 

REGION RC I Adult RC I Child RC II Adult RC II Child RC IX RC X 

Northern $77.87 $69.01  $127.02 $69.86 $77.87  $127.02  

Greater 
Boston 

$64.32  $62.32  $98.73  $63.80  $64.32  $98.73  

Southern $67.64  $69.89  $97.25  $71.13  $67.64  $97.25  

Central $59.81 $59.23  $102.67 $65.52 $59.81  $102.67  

Western $49.82  $61.73  $93.21  $72.39  $49.82  $93.21  

ACO Administrative Payments for Risk Track 1
Effective January 1, 2024 – December 31, 2024 

REGION RC I Adult RC I Child RC II Adult RC II Child RC IX RC X 

Northern $30.96 $27.49  $60.40  $60.70 $31.65  $64.48  

Greater 
Boston 

$31.88  $28.17  $65.62  $70.44  $31.56  $70.70  

Southern $31.93  $27.65  $63.15  $57.38  $33.35  $65.05  

Central $31.31 $27.34  $60.28  $60.54 $32.49  $61.94  

Western $30.19  $27.68  $53.63  $51.18  $31.14  $51.43  

ACO Administrative Payments for Risk Track 2
Effective January 1, 2024 – December 31, 2024 

REGION RC I Adult RC I Child RC II Adult RC II Child RC IX RC X 

Northern $30.31  $27.20  $58.29  $59.49  $30.95  $62.26  

Greater 
Boston 

$31.17  $27.87  $63.32  $69.15  $30.88  $68.27  

Southern $31.21 $27.35  $60.91  $56.28 $32.56  $62.79  

Central $30.63  $27.04  $58.19  $59.37  $31.75  $59.86  

Western $29.56 $27.37  $51.80  $50.21 $30.45  $49.73  
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ACO Administrative Payments for Risk Track 3
Effective January 1, 2024 – December 31, 2024

REGION RC I Adult RC I Child RC II Adult RC II Child RC IX RC X

Northern $29.65 $26.91  $56.19  $58.29 $30.26  $60.05  

Greater 
Boston 

$30.47  $27.57  $61.03  $67.86  $30.20  $65.85  

Southern $30.49  $27.04  $58.67  $55.18  $31.78  $60.54  

Central $29.95 $26.74  $56.10  $58.21 $31.01  $57.79  

Western $28.92  $27.05  $49.98  $49.24  $29.77  $48.04  
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EXHIBIT 2 
STOP-LOSS ATTACHMENT POINT 

Contract Year 2 
 

The table below indicates the admission-level stop-loss attachment point as described in Section 4.5.D.c for the Contract 
Year. 

 

Admission Level Stop-Loss Attachment Point 

$150,000 
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EXHIBIT 3 
MINIMUM SAVINGS AND LOSSES THRESHOLD SELECTION 

Contract Year 2 
 

The table below indicates the Contractor’s selected minimum savings and losses threshold as described in Section 4.5.C 
for the Contract Year. 

 

Minimum Savings and 
Losses Rate 

Minimum Savings and Losses Rate Selection 
= Selected; X = Not Selected 

1%  

2%  
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EXHIBIT 4 
RISK TRACK SELECTION 

Contract Year 2 

The table below indicates the Contractor’s selected Risk Track as described in Section 4.5.C for the Contract 
Year. 

Risk Track Risk Track Selection 
= Selected; X = Not Selected 

Risk Track 1 – Full Accountability  

Risk Track 2 – Shared Accountability  

Risk Track 3 – Narrow Accountability  
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EXHIBIT 5 
RISK SHARING ARRANGEMENTS 

 
Market-Wide Risk Sharing Arrangement (“Market Corridor”)

1. Gain on the Market Corridor 

If the Market Corridor expenditures, as determined by EOHHS in accordance with Section 4.5.A, are greater than 
or less than the Market Corridor revenue, as determined by EOHHS in accordance with Section 4.5.A, the 
Contractor and EOHHS shall share the resulting loss or gain as follows: 

Gain MassHealth Share Market Share

Absolute value of the Gain less than or equal to 
0.75% of the Market Corridor Revenue 

0% 100% 

Absolute value of the Gain greater than 0.75% of the 
Market Corridor Revenue 

95% 5% 

2. Loss on the Market Corridor 
 

Loss MassHealth Share Market Share 
Absolute value of the Loss less than or equal to 0.75% 
of the Market Revenue 

0% 100% 

Absolute value of the Loss greater than 0.75% of the 
Market Revenue 

95% 5% 

TCOC Shared Savings/Shared Losses (Plan Corridor) 

Risk Track 1 – Full Accountability 

If the Contractor selects Risk Track 1 – Full Accountability as set forth in Section 4.5, the Contractor’s Shared Savings 
payment or Shared Losses payment shall be as follows: 
 

Savings MassHealth Share Contractor Share 

Absolute value of savings less than or equal to 5% of 
the TCOC Benchmark 

0% 100% 

Absolute value of savings greater than 5% of the 
TCOC Benchmark 

95% 5% 

Losses MassHealth Share Contractor Share 

Absolute value of losses with an absolute value less 
than or equal to 5% of TCOC Benchmark 

0% 100% 

Absolute value of losses with an absolute value 
greater than 5% of the TCOC Benchmark 

95% 5% 
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Risk Track 2 – Shared Accountability 

If the Contractor selects Risk Track 2 – Shared Accountability as set forth in in Section 4.5, the Contractor’s Shared 
Savings payment or Shared Losses payment shall be as follows: 

Savings MassHealth Share Contractor Share 

Absolute value of savings less than or equal to 5% of 
the TCOC Benchmark 

30% 70% 

Absolute value of savings greater than 5% of the 
TCOC Benchmark 

95% 5% 

Losses MassHealth Share Contractor Share 

Absolute value of losses with an absolute value less 
than or equal to 5% of TCOC Benchmark 

30% 70% 

Absolute value of losses with an absolute value 
greater than 5% of the TCOC Benchmark 

95% 5% 

Risk Track 3 – Narrow Accountability 

If the Contractor selects Risk Track 3 – Narrow Accountability as set forth in Section 4.5, the Contractor’s Shared Savings 
payment or Shared Losses payment shall be as follows: 

Savings MassHealth Share Contractor Share 

Absolute value of savings less than or equal to 3% of 
the TCOC Benchmark 

40% 60% 

Absolute value of savings greater than 3% and less 
than or equal to 5% of the TCOC Benchmark 

65% 35% 

Absolute value of savings with an absolute value 
greater than 5% of the TCOC Benchmark 

95% 5% 

Losses MassHealth Share Contractor Share 

Absolute value of losses with an absolute value less 
than or equal to 3% of TCOC Benchmark 

40% 60% 

Absolute value of losses greater than 3% and less 
than or equal to 5% of the TCOC Benchmark 

65% 35% 

Absolute value of losses with an absolute value 
greater than 5% of the TCOC Benchmark 

95% 5% 
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APPENDIX J 
 

SUB-CAPITATION PROGRAM RATES FOR PRIMARY CARE ENTITIES 
Contract Year 2 

 
Listed below are the Per Member Per Month (PMPM) Primary Care Entity (PCE) Primary Care Sub-Capitation Rates, 
developed by EOHHS, for Contract Year 2 (January 1, 2024, through December 31, 2024) (also referred to as Rate Year 
2024 or RY24). The table below sets forth PMPM amounts by PCE, across all Regions and Rating Categories. Please refer 
to Section 2.14.A.1.h for information on how the Contractor shall pay each PCE during the Contract Year. 

 

PCE-specific Primary Care Sub-Capitation Rates 

January 1, 2024 – December 31, 2024 (RY24) 

PCE (as defined by 
EOHHS) 

PCE SUB-CAPITATION 
RATE COMPONENT: 

BASE SUB-
CAPITATION RATE  

PCE SUB-CAPITATION 
RATE COMPONENT: 

TIER ENHANCED 
PAYMENT 

TOTAL PCE SUB-
CAPITATION RATE 

(see Section 
2.14.A.1.h) 

(per member per 
month) 

(per member per 
month) 

(per member per 
month) 

 XXXXX1484  $  54.13   $  11.10   $  65.23  

 XXXXX5308  $  52.42   $  11.41   $  63.83  

 XXXXX2730  $  67.15   $  11.55   $  78.70  

 XXXXX9828  $  62.10   $  11.25   $  73.35  

 XXXXX0564  $  61.71   $  10.59   $  72.30  

 XXXXX3817  $  46.39   $  11.80   $  58.19  

 XXXXX5066  $  59.58   $  11.79   $  71.37  

 XXXXX0447  $  84.00   $  11.05   $  95.05  

 XXXXX0040  $  34.05   $  11.37   $  45.42  

 XXXXX5800  $  52.23   $  11.38   $  63.61  

 XXXXX8824  $  67.10   $  11.81   $  78.91  

 XXXXX5044  $  61.12   $  11.77   $  72.89  

 XXXXX2968  $  52.70   $  11.28   $  63.98  

 XXXXX0560  $  64.07   $  10.77   $  74.84  

 XXXXX3741  $  88.96   $  10.43   $  99.39  

 XXXXX2697  $  62.35   $  11.19   $  73.54  
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PCE-specific Primary Care Sub-Capitation Rates 

January 1, 2024 – December 31, 2024 (RY24)

PCE (as defined by 
EOHHS) 

PCE SUB-CAPITATION 
RATE COMPONENT: 

BASE SUB-
CAPITATION RATE 

PCE SUB-CAPITATION 
RATE COMPONENT: 

TIER ENHANCED 
PAYMENT

TOTAL PCE SUB-
CAPITATION RATE 

(see Section 
2.14.A.1.h)

(per member per 
month)

(per member per 
month)

(per member per 
month)

 XXXXX7835  $  58.42   $  11.70   $  70.12  

 XXXXX1415  $  37.12  $    6.28   $  43.40 

 XXXXX9746  $  61.57  $  11.29   $  72.86 

 XXXXX1732  $  48.18   $  11.59   $  59.77  

 XXXXX1597  $  39.99   $  12.00   $  51.99  

 XXXXX0772  $  31.57  $  10.73   $  42.30  

 XXXXX7629  $  30.84   $  11.27   $  42.11  


