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ADDENDUM 1 TO SOONERCARE PHYSICIAN AGREEMENT 
FOR CHOICE PRIMARY CARE PROVIDERS/CASE MANAGERS 

 
1.0 PURPOSE 

The purpose of this Addendum (hereafter ADDENDUM 1) is for OHCA and PROVIDER 
to contract for Choice PCP/CM services.  
 

2.0 DEFINITIONS 
The terms used in ADDENDUM 1 have the following meanings: 
A. CAPITATION means a contractual arrangement through which PROVIDER agrees 

to provide specified health care services to members for a specified prospective 
payment per member per month. 

B. PANEL means a group of members who have selected PROVIDER for PCP/CM 
services. 

 
3.0 PROVIDER QUALIFICATIONS 
3.1 Licenses and Permits 

A. PROVIDER is an individual who is in general practice or is board eligible or certified 
in family medicine, internal medicine, pediatrics, or obstetrics and gynecology. 

B.  PROVIDER, if a medical resident serving as a PCP/CM, is:  
1. At the Post-Graduate (PG-2) level or higher; 
2. Serving as a PCP/CM only within his/her continuity clinic (e.g., family practice 

residents may only serve as PCP/CM’s within the family practice residency clinic 
setting); 

3. Working under the supervision of a licensed attending physician; 
3.2 Provider Services and Responsibilities 
 PROVIDER shall: 

A. Provide case management services and all services listed in Attachment A for Choice 
members assigned to PROVIDER’s panel. Attachment A may be amended by OHCA 
at any time by written notification to PROVIDER. Case management means: i) 
coordinating and monitoring all medical care for panel members; ii) making medically 
necessary specialty referrals for panel members, including standing referrals (i.e. a 
PCP/CM referral for a member needing to access multiple appointments with a 
specialist over a set period of time (such as a year), without seeking multiple referrals 
that may include a limitation on the frequency or number of visits); iii) coordinating 
panel members’ admissions to the hospital; iv) making appropriate referrals to the 
Women, Infants and Children (WIC) program; v.) coordinating with mental health 
professionals involved in panel members’ care; vi.) educating panel members to 
appropriately use medical resources such as emergency room and Patient Advice 
Line; 

B. Ensure that the services provided are sufficient in amount, duration, or scope to 
reasonably meet the health care needs of the members assigned to PROVIDER; 

C. Purchase from another provider at PROVIDER’s expense any services listed in 
Attachment A which cannot be provided by PROVIDER. However, PROVIDER may, 
upon request of a member or OHCA, refer a member to a qualified SoonerCare 
contracted health care provider for a second opinion. PROVIDER will not be 
responsible for paying a contracted provider who provides a second opinion;  

D. Not require a member to obtain a referral for the following services:  
1. behavioral health services,  
2. vision services, meaning examinations and refractive services provided by 

optometrists or ophthalmologists within the legal scope of their practice, 
3. dental services,  
4. child abuse/sexual abuse examinations,  
5. prenatal and obstetrical supplies and services, meaning prenatal care, delivery, 

and sixty (60) days of postpartum care, 
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6. family planning supplies and services, meaning an office visit for a 
comprehensive family planning evaluation, including obtaining a pap smear;   

7. women’s routine and preventive health care services, 
8. emergency services as defined in 3.4, 
9. specialty care for members with special health care needs as defined by OHCA, 
10. services delivered to American Indians at Indian Health Service, tribal, or urban 

Indian clinics; 
E. Be accountable for any functions and responsibilities that it delegates to any 

subcontractor. PROVIDER shall have a written agreement with subcontractor that 
specifies subcontractor’s activities and responsibilities and shall monitor such 
agreement on an ongoing basis. PROVIDER shall also ensure that subcontractors 
comply with applicable Federal and State laws and regulations.  

F. Furnish information to OHCA about any services PROVIDER does not cover 
because of religious or moral objections. In the event a change in policy occurs 
during the term of ADDENDUM 1, PROVIDER must notify OHCA and panel 
members within 30 days of the policy change. 

3.3 Access to Care 
PROVIDER shall: 
A. Ensure the availability of twenty-four (24) hour per day, seven (7) days per week 

telephone coverage with immediate availability of an on-call medical professional. 
PROVIDER shall provide all panel members with the information necessary to 
access the 24-hour coverage. PROVIDER is authorized to use OHCA’s Patient 
Advice Line toll-free number only after regular State of Oklahoma business hours as 
a resource to fulfill the after hours telephone coverage requirement; 

B. Make a medical evaluation or cause such an evaluation to be made: 
1. For new or existing members with urgent medical conditions: within twenty-four 

(24) hours with appropriate treatment and follow up as deemed medically 
necessary. Urgent medical condition means a condition manifesting itself by 
acute symptoms of sufficient severity (including severe pain, psychiatric 
disturbances and/or symptoms of substance abuse), such that a reasonably 
prudent lay person could expect that the absence of medical attention within 
twenty-four (24) hours could result in: (i.) placing the health of the individual (or 
with respect to a pregnant woman the health of the woman or her unborn child) in 
serious jeopardy; or (ii) serious impairment to bodily function; or (iii) a serious 
dysfunction of any body organ or part; 

2. For new or existing members with non-urgent medical problems: within three (3) 
weeks. This standard does not apply to appointments for routine physical exams, 
nor for regularly scheduled visits to monitor a chronic medical condition, if that 
condition calls for visits to occur less frequently than once every three weeks; 

C. Offer hours of operation that are no less than the hours of operation offered to 
commercial members or hours comparable to those offered to SoonerCare 
Traditional members if PROVIDER serves only SoonerCare members; 

D. Offer its panel members access to medical coverage through other SoonerCare 
contracted providers if PROVIDER is unable to maintain regular office hours for a 
period of three or more consecutive days. This coverage must be arranged and paid 
for by PROVIDER. OHCA will not pay in addition to the monthly capitated rate for 
alternate coverage; 

E. Evaluate members’ needs for hospital admissions and services and coordinate 
necessary referrals. If PROVIDER does not have hospital admitting privileges, 
PROVIDER shall make arrangements with the practitioners specified on 
PROVIDER’s application form in order to coordinate the member’s admission to the 
hospital. PROVIDER shall coordinate the member’s hospital plan of care with the 
receiving practitioner if appropriate, until the member is discharged from the hospital. 

3.4    Emergency Services 
PROVIDER shall not refer patients to the emergency room for non-emergency conditions. 
Medical care for non-emergency medical conditions shall be provided in the office setting. 
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PROVIDER shall advise members of the proper use of the emergency room. Nothing in this 
paragraph shall limit PROVIDER’s ability to provide emergency room services to a panel 
member consistent with his/her legal scope of practice in an emergency room setting.   

3.5    Record Keeping and Reporting 
PROVIDER shall: 

 A. Provide encounter data recording health-care related services rendered to panel 
members by PROVIDER to OHCA on state-defined claim forms within sixty (60) days 
of the date of service. Encounter data means the record of a health-care related 
service rendered by PROVIDER to a panel member. PROVIDER shall correct and 
resubmit denied encounters within sixty (60) days. PROVIDER shall submit other 
data as requested by OHCA to support research and quality improvement initiatives. 
Failure to submit encounter data may result in penalties or contract action up to and 
including termination. 

B. Document in the member’s medical record each referral to other health care 
providers. PROVIDER shall also keep a copy of each medical report(s) submitted to 
PROVIDER by any referring provider. If a medical report is not returned in a timely 
manner, PROVIDER will contact the health care provider to whom the referral was 
made to obtain such report(s); 

C. Report to the SoonerCare Helpline at 1-800-987-7767 any member status changes 
such as births, deaths, marriages, and changes of residence in a timely manner 
when known; 

D.  Obtain proper consent and transfer member medical records free of charge, if 
requested, in the event that the member moves or changes PCP/CMs. 

 
4.0 PROVIDER PANEL REQUIREMENTS 
4.1 Panel Capacity 

A. PROVIDER shall specify a capacity of Choice members he/she is willing to accept 
under ADDENDUM 1. The maximum capacity is two thousand five hundred (2,500) 
for a full-time Choice physician. If PROVIDER is a medical resident, his/her 
enrollment shall not exceed eight hundred seventy-five (875) members. If 
PROVIDER is also an O-EPIC-IP PCP, PROVIDER shall not exceed these capacities 
for both panels combined. 

B. PROVIDER shall not be a primary supervising physician for more than two mid-level 
practitioners who are Choice and/or O-EPIC IP PCP’s, whether nurse practitioners or 
physician assistants. Mid-level practitioners rendering care to PROVIDER’s panel 
shall be individually contracted with OHCA. 

C.  OHCA does not guarantee PROVIDER an enrollment level nor will OHCA pay for 
members who are not eligible or excluded from enrollment. 

D. PROVIDER may request a change in his/her capacity by submitting a written request 
signed by PROVIDER. This request is subject to review according to program 
standards. In the event PROVIDER requests a lower capacity, OHCA may lower the 
capacity by disenrolling members to achieve that number or allowing the capacity to 
adjust as members change their PCP/CM or lose eligibility. 

4.2 Non-discrimination 
Unless approved by OHCA, PROVIDER must accept members in the order in which they 
apply without restriction up to the capacity established by ADDENDUM 1.  PROVIDER 
may not refuse an assignment or will not discriminate against members on the basis of 
health status or need for health care services or on the basis of race, color or national 
origin.  PROVIDER will not use any policy or practice that has the effect of discriminating 
on the basis of race, color or national origin. 

4.3 Continuity of Care 
PROVIDER shall provide medically necessary health care for any member who has 
selected or been assigned to PROVIDER’s panel until OHCA officially reassigns the 
member. PROVIDER shall not notify the member of a change of PCP/CM until 
PROVIDER has received notification from OHCA. 

4.4 Disenrollment at Request of PCP/CM with Cause 
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A. PROVIDER may request OHCA to disenroll a member for cause. OHCA will give 
written notice of the disenrollment request to the member.  

B. If the disenrollment request is approved, OHCA will enroll the member in 
SoonerCare Traditional for a period not to exceed six months. During this period, 
PROVIDER must continue to provide services to the member as necessary for 
continuity of care.  

 
5.0 OBLIGATIONS OF OHCA 
OHCA shall: 

A. Mail PROVIDER a monthly list of Choice panel members. This capitation roster will 
be mailed to the “pay to address” listed on the application; 

B. Provide support services to the PROVIDER in the areas of referral arrangements, 
overall utilization management, claims submission, administrative case management, 
and member education and discrimination policies; 

C. Provide a Patient Advice Line (PAL) available to panel members via a toll free 
telephone number between 5:00 PM and 8:00 AM on business days and twenty-four 
hours per day on weekends and state holidays. PROVIDER may include the PAL 
telephone number on his/her after-hours telephone message. PROVIDER will receive 
written information when PAL triages a panel member to the Emergency Room. 

D. Disenroll members from PROVIDER’s panel if ADDENDUM 1 is terminated. 
 

6.0 FEE PAYMENTS AND REIMBURSEMENTS 
6.1 Payment of Base Capitation 

A. OHCA shall pay PROVIDER a capitated rate for each member enrolled with 
PROVIDER which is payment in full for all case management services and all 
services listed in Attachment A. 

B. Capitation rates are shown in Attachment B. Actuarially certified rates will be 
developed for each calendar year in accordance with generally accepted actuarial 
principles and practices. Attachment B may be amended by OHCA at any time by 
written notification to PROVIDER. 

C. OHCA shall make capitation payments by the tenth business day of each month.  A 
single capitation amount will represent payment for all eligible members enrolled with 
PROVIDER as of the first day of that month. This payment will be made for all 
PROVIDER’s panel members regardless of what, if any, covered services 
PROVIDER renders during the month. 

D. OHCA will adjust capitation payments based on the member’s enrollment or 
disenrollment effective dates. 

6.2 EPSDT Bonus Payment 
A. If PROVIDER completes sixty five percent or more of the total required EPSDT 

screenings for PROVIDER’s panel members based on reported encounter data, 
OHCA shall make a bonus payment within one hundred eighty (180) days after the 
end of the calendar year. Screenings must meet all EPSDT requirements. 

B. PROVIDER shall report encounter data related to required screenings and follow up 
for the calendar year to OHCA by March 1 of the following year and report any data 
corrections by May 1 of the following year. Encounter data is subject to audit by 
OHCA or its agent. 

C. The methodology for bonus calculation is shown in Attachment C to ADDENDUM 1. 
OHCA may amend Attachment C at any time by written notification to PROVIDER. 

D. PROVIDER’s bonus payment shall not exceed 20% of PROVIDER’s total capitation 
payments for the calendar year. 

6.3 Supplemental Payment for Immunization  
A. If PROVIDER immunizes a panel member with the fourth dose of DPT/DTaP before 

the member’s second birthday based on reported encounter data, OHCA shall pay 
PROVIDER an incentive payment of $3.00 for each panel member so immunized. 
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B. PROVIDER must report encounter data related to DPT/DTaP immunizations by 
March 31 of the following calendar year and report any data corrections by May 1 of 
the following year. Encounter data is subject to audit by OHCA or its agent. 

C. No payment will be made to PROVIDER if the member was not enrolled with 
PROVIDER on the date of the immunization or if the immunization was not reported 
on an encounter claim. 

D. Notwithstanding the amount in A., OHCA may reduce the dollar amount of the per 
panel member payment if total supplemental immunization payments requested by all 
PCP/CM’s for a particular calendar year exceed $50,000. 

6.4 Stop-Loss Payments 
A. In the event the fee-for-service reimbursement for capitated services performed by 

the PROVIDER for a single panel member in one calendar year would exceed $1,800 
(hereafter “threshold”), OHCA shall pay PROVIDER 90% of the fee-for-service 
reimbursement for all covered services performed by PROVIDER after the threshold 
is reached. 

B. The threshold amount shall only include services rendered by a single provider 
during a single calendar year for a single panel member. If the member is enrolled 
with PROVIDER for less than a calendar year, the threshold shall not be prorated. 
The threshold amount shall not include any services provided during any period 
when the panel member was enrolled with a different PCP/CM. 

C. PROVIDER shall notify his/her provider representative at OHCA in writing no later 
than May 15 of the year following the year where the threshold may have been 
exceeded. 

D. OHCA shall have 30 days after PROVIDER’s notification under 6.4(C) to evaluate the 
encounter data for the member. If OHCA determines that the threshold was reached, 
stop-loss payments shall be made monthly as covered services above the threshold 
are rendered and/or in a single payment for all covered services previously rendered 
after the threshold was reached. 

 6.5 Penalties 
If PROVIDER fails to provide required case management services, or access to care as 
defined in Section 3.3, OHCA may notify PROVIDER and impose penalties including: 
A. “Freezing” PROVIDER’s panel, i.e. not allowing new member enrollments; and/or 
B. Permanently reducing PROVIDER’s maximum panel size; and/or 
C. Recouping and/or withholding an appropriate portion of the PROVIDER’s capitation 

rate based on the number of panel members affected, the time period of the 
infraction(s), and the capitation amount attributed to the service; and/or 

D. Contract action including, but not limited to termination of ADDENDUM 1 or 
PROVIDER’s entire SoonerCare Agreement. 

. 
 

7.0     OTHER TERMS AND CONDITIONS  
7.1 Recoupement of Payments 

In the event ADDENDUM 1 is terminated for any reason, OHCA may recoup any monies 
owed from PROVIDER to OHCA under this ADDENDUM I from PROVIDER’s other 
SoonerCare reimbursements. 

7.2 Incorporation of Attachments by Reference 
Attachments A through C to ADDENDUM 1 and the Uniform Credentialing Application 
are incorporated by reference and made part of the ADDENDUM 1. OHCA may amend 
any attachment to this ADDENDUM 1 at any time by written notification to PROVIDER. 
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ATTACHMENT A 
 

Medicaid covered services not listed in the capitated benefit section will be reimbursed at the current Medicaid 
fee-for-service rate subject to all current benefit limitations and prior authorization guidelines. 

 
PCP/CM 

Primary Care Capitated Services 
 

OFFICE VISIT - NEW PATIENT 
 

CPT 
Code 

 
Description 

99201 Office and other outpatient medical service, new patient;  brief service 
99202 Office and other outpatient medical service, new patient;  limited service 
99203 Office and other outpatient medical service, new patient;  intermediate service 
99204 Office and other outpatient medical service, new patient;  extended service 
99205 Office and other outpatient medical service, new patient;  comprehensive service 

 
OFFICE VISIT - ESTABLISHED PATIENT 

 
CPT 
Code 

 
Description 

99211 Office and other outpatient medical service, established patient;  minimal service 
99212 Office and other outpatient medical service, established patient;  brief service 
99213 Office and other outpatient medical service, established patient;  limited service 
99214 Office and other outpatient medical service, established patient;  intermediate service 
99215 Office and other outpatient medical service, established patient;  extended service 

 
NEW PATIENT - PREVENTIVE MEDICINE 

 
CPT 
Code 

 
Description 

99381 Office and other outpatient medical service, initial preventive medicine evaluation and management, infant 
99382 early childhood, age 1-4 
99383 late childhood, age 5-11 
99384 adolescent, age 12-17 
99385 18-39 years 
99386 40-64 years 
99387 65 years and over 

 
ESTABLISHED PATIENT - PREVENTIVE MEDICINE 

 
CPT 
Code 

 
Description 

99391 Periodic preventive medicine re-evaluation and management of an individual, infant 
99392 early childhood, age 1-4 
99393 late childhood, age 5-11 
99394 adolescent, age 12-17 
99395 18-39 years 
99396 40-64 years 
99397 65 years and over 
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THERAPEUTIC OR DIAGNOSTIC INJECTIONS 

CPT Code   Description 

90782 Therapeutic or diagnostic injection (specify material injected); subcutaneous or intramuscular 
90788 Intramuscular injection of antibiotic (specify) 

 

IMMUNIZATIONS/INJECTIONS 

 
CPT Code Description 
90465 Immunization administration fee under 8 years of age (percutaneous, intradermal,  subcutaneous or IM) injections 
90466 Immunization administration fee under 8 years of age (percutaneous, intradermal,  subcutaneous or IM) injections 
90467 Immunization administration fee under 8 years of age (intranasal or oral routes of administration) 
90468 Immunization administration fee under 8 years of age (intranasal or oral routes of administration) 
90471 Immunization administration fee (this code is used if vaccine is obtained through the Vaccines for Children Program) 
90472 Immunization administration fee (this code is used if vaccine is obtained through the Vaccines for Children Program) 
90473 Immunization administration by intranasal or oral route 
90474 Immunization administration by intranasal or oral route 
90632 Hepatitis A vaccine, adult dosage, for intramuscular use 
90633 Hepatitis A vaccine, pediatric/adolescent dosage – 2 dose schedule, for intramuscular use 
90634 Hepatitis A vaccine, pediatric/adolescent dosage – 3 dose schedule, for intramuscular use 
90645 Hemophilus influenza b vaccine (Hib) HbOC conjugate (4 dose schedule), for intramuscular use 
90646 Hemophilus influenza b vaccine (Hib), PRP-D conjugate, for booster use only, intramuscular use 
90647 Hemophilus influenza b vaccine (Hib), PRP conjugate (3 dose schedule), for intramuscular use 
90648 Hemophilus influenza b vaccine (Hib), PRP-T conjugate (4 dose schedule), for intramuscular use 
90657 Influenza virus vaccine, split virus, 6-35 months dosage, for intramuscular or jet injection use 
90658 Influenza virus vaccine, split virus, 3 years and above dosage, for intramuscular or jet injection use 
90660 Influenza virus vaccine, live, for intranasal use 
90669 Pneumoccoccal conjugate vaccine, polyvalent, for intramuscular use 
90700 Diphtheria, tetanus toxoids, and acellular pertussis vaccine (DTaP), for intramuscular use 
90701 Diphtheria, tetanus toxoids, and whole cell pertussis vaccine (DTP), for intramuscular use 
90702 Diphtheria and tetanus toxoids (DT) absorbed for pediatric use, for intramuscular use 
90703 Tetanus toxoid absorbed, for intramuscular or jet injection use 
90704 Mumps virus vaccine, live, for subcutaneous or jet injection use 
90705 Measles virus vaccine, live, for subcutaneous or jet injection use 
90706 Rubella virus vaccine, live, for subcutaneous or jet injection use 
90707 Measles, mumps and rubella virus vaccine (MMR), live, for subcutaneous or jet injection use 
90708 Measles and rubella virus vaccine, live, for subcutaneous or jet injection use 
90710 Measles, mumps, rubella and varicella vaccine (MMRV), live for subcutaneous use 
90712 Poliovirus vaccine, (any types) (OPV), live, for oral use 
90713 Poliovirus vaccine, inactivated, (IPV), for subcutaneous use 
90715 Diptheria, tetanus toxoids and acellular pertussis vaccine (TDaP), 7 years and above dosage 
90716 Varicella virus, vaccine, live, for subcutaneous use 
90718 Tetanus and diphtheria toxoids absorbed for adult use (Td), for intramuscular or jet injection 
90719 Diphtheria toxoid, for intramuscular use 
90720 Diphtheria, tetanus and pertussis (DTP) and Hemophilus influenza B (HIB) vaccine 
90721 Diphtheria, tetanus toxoids, and whole cell pertussis vaccine and Hemophilus influenza B vaccine (DtaP-Hib), for 

intramuscular use 
90723 Diphtheria, tetanus toxoids, acellular pertussis vaccine, Hepatitis B, and polio virus vaccine, inactivated (DtaP-HepB-IPV), for 

intramuscular use 
90732 Pneumococcal polysaccharide vaccine, 23-valent, adult dosage, for subcutaneous or intramuscular use 
90371 Hepatitis B immune globulin (HBlg), human, for intramuscular use 
90743 Hepatitis B vaccine, adolescent (2 dose schedule), for intramuscular use 
90744 Hepatitis B vaccine, pediatric or  pediatric/adolescent dosage, for intramuscular use 
90746 Hepatitis B vaccine, adult dosage, for intramuscular use 
90747 Hepatitis B vaccine, dialysis or immunosuppressed patient dosage, for intramuscular use 
90748 Hepatitis B and Hemophilus influeneza b vaccine (HepB-Hib), for intramuscular use 
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The Provider must provide adults with the tetanua, pneumococcal, hepatitis A, hepatitis B and influenza vaccine 
when medically necessary. 
 

IMMUNOLOGY 

CPT  
Code 

Description 

86308 Heterophile antibodies; screening 

                                                                                    
URINALYSIS 

 
CPT 
Code 

 
Description 

81002 Without microscopy, non-automated 
81025 Urine pregnancy test 

 
CHEMISTRY 

 
CPT 
Code 

 
Description 

82465 Cholesterol, serum or whole blood, total 
82270 Blood, occult, feces screening, 1-3 simultaneous determinations 
82947 Glucose, quantitative 
83718 Lipoprotein, direct measurement, HDL cholesterol 

 
 

HEMATOLOGY AND COAGULATION 
 

   CPT 
   Code 

 
Description 

85013 Spun microhematocrit 
85014 Other than spun hematocrit 

                                                                                                         
PATHOLOGY 

 
CPT 
Code 

 
Description 

87804 Infectious agent antigen detection by immunoassay with direct optical observation; Influenza 
87880 Infectious agent antigen detection by immunoassay with direct optical observation; Streptococcus, group A 

 
 

 
 

Alternative codes used to bill for the services listed above may be changed to codes listed in the benefit package.  
Additional payment will not be generated. 
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Attachment B 
Monthly Rate Schedule 

 
Effective January 1, 2007  

through December 31, 2007 
 

TANF Members 
 

Rate Category Age Base Rate  Case 
Management 

Total Cap. 
Payment 

Male/Female <1 $33.70 $3.00 $36.70 
Male/Female 1 $15.37 $3.00 $18.37 
Male/Female 2-5 $16.37 $2.00 $18.37 
Male/Female 6-14 $9.99 $2.00 $11.99 
Female 15-20 $20.49 $2.00 $22.49 
Male 15-20 $7.34 $2.00 $9.34 
Female 21-44 $23.47 $2.00 $25.47 
Male 21-44 $17.73 $2.00 $19.73 
Male/Female 45+ $30.44 $2.00 $32.44 

 
 

ABD Members 

 
Rate Category Age Base Rate Case 

Management 
Total Cap. 
Payment 

Male/Female <1 $42.49 $3.00 $45.49 
Male/Female 1 $29.69 $3.00 $32.69 
Male/Female 2-5 $29.69 $3.00 $32.69 
Male/Female 6-14 $15.74 $3.00 $18.74 
Female 15-20 $18.56 $3.00 $21.56 
Male 15-20 $10.03 $3.00 $13.03 
Female 21-44 $25.37 $3.00 $28.37 
Male 21-44 $14.66 $3.00 $17.66 
Male/Female 45+ $21.66 $3.00 $24.66 
 
 
 
*Please note that these rates will be paid for the capitated services listed in the benefit package.  Covered 
services provided which are not in the capitated benefit package will be paid on the current Medicaid fee-
for-service schedule. 

 
Individuals who are dually eligible for Medicare/Medicaid are not part of the program at this time. 
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 ATTACHMENT C 
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CY 2007 EPSDT Bonus Payment Methodology 
January 1, 2007-December 31, 2007 

Compliance Rate and Bonus Payment Methodology and Example 
 

Compliance Rate Determination _CMS-416 Methodology (Refer to Example 1, Presented Below): 
   
Step 1: Total Individuals Eligible for ESPDT- List the total unduplicated number of all individuals under 

the age of 21 determined to be eligible for EPSDT services, distributed by age and by basis of 
Medicaid eligibility.    Unduplicated means that an eligible person is reported only once although 
he or she may have had more than one period of eligibility during the year.    

 
Step  2a: State Periodicity Schedule -  List the number of initial or periodic general health screenings 

required to be provided to individuals within the age group specified according to the state's 
periodicity schedule.  This information is provided in the example below. 

Step 2b: Number of Years in Age Group - List the number of years included in each age group. 
Step 2c: Annualized State Periodicity Schedule - Divide the number in Step 2a by the number in Step 2b 

for each age group. 
Step  3a: Total Months Eligibility -   Enter the total months of eligibility for individuals in each age group 

on Line 1 during the reporting year.  
Step  3b: Average Period of Eligibility - Divide the total months of eligibility by Step 1.  Divide that 

number by 12 and enter the quotient.  This number represents the portion of the year that 
individuals remain Medicaid eligible during the reporting year, regardless of whether eligibility 
was maintained continuously.   

Step  4: Expected Number of Screenings per Eligible - Multiply Step 2c by Step 3b per age group.  Enter 
the product.  This number reflects the expected number of initial or periodic screenings per child 
per year based on the number required by the state-specific periodicity schedule and the average 
period of eligibility. 

Step 5: Expected Number of Screenings - Multiply Step 4 by Step 1 per age group.  Enter the product.  
This reflects the number of initial or periodic screenings expected to be provided to the eligible 
individuals in Step 1. 

Step 6: Total Screens Received - Enter the total number of initial or periodic screens furnished to eligible 
individuals. 

Step 7: Screening Ratio - Divide the actual number of initial and periodic screening services received 
(Step 6) by the expected number of initial and periodic screening services (Step 5). This ratio 
indicates the extent to which EPSDT eligibles receive the number of initial and periodic 
screening services required by the State's periodicity schedule, adjusted by the proportion of the 
year for which they are Medicaid eligible. 

Step 8: OHCA Required Compliance Rate - Enter the contractually required compliance rate per age 
group. 

   
   
Bonus Payment Calculations (Refer to Example 1, Presented Below): 
 
Line 9 % Above Compliance - Example Line 7 minus Line 8.  This will determine if the provider met 

the OHCA compliance rate requirement. 
Line 10 Number of EPSDT Screens - This is the number from Example Line 6.  Enter this number only if 

the provider is above compliance for the age group.  If the provider is below the required 
compliance rate enter zero (if Line 9 is negative). 
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Bonus Payment Calculations (Refer to Example 1, Presented Below) Attachment C  Continued: 
 
Line 11 Bonus Payment Per Screen - This is a fixed number to be determined by the OHCA and is based 

on a percent of the actual cost of an EPSDT screen per age group.  For example, if an EPSDT 
screen is reimbursed at $71.13 for the less than 1 year old age group, OHCA will pay an 
enhanced rate of $17.78 (an additional 25%) to providers who meet or exceed the compliance 
rate for the less than 1 year olds age group.  (See Table 1: Bonus Payment Per Screen). 

Line 12 Bonus Payment Amount Per Age Group - Multiply Example Line 10 by Example Line 11.  This 
is the amount that will be paid to the provider for that specified age group. 

Line  13 Total Potential Bonus Payment -   Sum of age groups on Example Line 12.  This is the potential 
total amount owed to the provider. 

Line 14 Actual Bonus Payment - The final bonus payment cannot exceed 20% of the provider's annual 
capitation payment. 

   
  Please note, SoonerCare Choice provider EPSDT bonus payments in the aggregate shall not 

exceed $1,000,000.00 
   
Table 1:  EPSDT Bonus Payment Per Screen  
 
Procedure Code Description  Age Group Medicaid Allowable Bonus % Rate Enhanced 
      
EPSDT Blended Rate   <  1 $  71.13 @  25% $  17.78 
EPSDT Blended Rate    1-5 $  85.01 @  25% $  21.25 
EPSDT Blended Rate   6-14 $  87.10 @  25% $  21.78 
EPSDT Blended Rate  15-20 $  96.52 @  25% $  24.13 
      
Example 1:   EPSDT Bonus Payment Calculations 
 
  Compliance Rate Calculations 

(based on CMS-416 -methodology) < 1 1 2-5 6-14 15-20 
Line 1: Total Individuals Eligible for EPSDT 212 181 486 796 87 
Line 2a: Number of Required Screens 6 2 4 5 3 
Line 2b: Number of Years in Age Group 1 1 4 9 6 
Line 2c: Number of Expected Screen in One Year 6 2 1 0.5 0.5 
Line 3a: Total Eligible Months 892 670 2693 4938 472 
Line 3b: Average Period of Eligibility 0.35 0.31 0.46 0.52 0.45 
Line 4: Expected Number of Screens Per Eligible 2.10 0.52 0.46 0.26 0.23 
Line 5: Expected Number of Screens Per Group 446 112 224 206 20 
Line 6: Total Screens Received 291 109 200 175 2 
Line 7: Screening Ratio .65 .97 .89 .85 .10 
Line 8: 2007 OHCA Required Compliance Rate .65 .65 .65 .65 .65 
        
  Bonus Payment Calculations      
Line 9: % Above Compliance 0 .32 .24 .20 (.50) 
Line 10: Number of EPSDT Screens from Line 6 - 109 200 175 - 
Line 11: Bonus Payment Per Screen $15.28 $18.70 $18.70 $19.68 $21.40 
Line 12: Bonus Payment Amount Per Age Group $0    $2,038 $3,740 $3,444 $0 
Line 13: Total Potential Bonus Payment $9,222  
Line 14: 20% of Annual Capitation Payment $10,711  
Line 15: Actual Provider Bonus Payment $9,222  

  



 
 

SoonerCare Choice 

CHOICE PROGRAM ATTACHMENT 
FOR CHOICE PCP/CM  

• All providers must complete this attachment to be enrolled in the Choice program. 

• PCP’s must attach a copy of the Uniform Credentialing Application.                      

If you have questions regarding the Choice Program, please feel free to contact Provider 

Services at 1-800-522-0114. 

                                     CHOICE Provider Information 
Please check ONE of the following for age/gender of Choice members you wish to treat: 

Male/Female/Any Age □       Male/Female/Age 0-14 □                Females/Age 14-over □ 

                Male/Female/14-over □       Male/Female/Age 21-over □    

Will you provide OB care for Choice members? □Yes   □ No                               

If the above represents a change from your previous panel characteristics, please check here □  
Considering the patient mix (other payers such as self-pay, Medicare, other insurance) and the total 

number of office hours the provider is available to render PCP services, please note the percentage of  

total office hours available for serving Choice members at this location: 

□ 100% (e.g. 40 office hours per week)             □ ________% (based on 40 hour work week) 
Program capacity will be prorated based on availability, on-site provider office hours and multiple 

office locations. Please specify the desired total patient capacity the provider is able and willing to 

enroll (Combined Choice and O-EPIC panels may not exceed 2500.): __________ Final capacity is 

subject to approval by the SoonerCare program. 

 

If physician, please list all advanced nurse practitioners and/or physician assistants for whom you serve 

as the primary supervising physician.  If advanced nurse practitioner or physician assistant, please list 

supervising physician(s):     

 

____________________________  ______________________________________     

_____________________________    

 

Please list all hospitals at which you have admitting privileges. (If you do not have admitting privileges, 

please list physicians with whom you will coordinate hospital admissions and the hospital where those 

physicians have admitting privileges.): 

 

___________________________________________________________________________________

___________________________________________________________________________________ 

 


