CONTRACT # 16-93687

BOS ASREEMERT

INTERGOVERNMENTAL AGREEMENT REGARDING
TRANSFER OF PUBLIC FUNDS

T ML 4 i

This Agreement is entered into between the CALIFORNIA DEPARTMENT OF HEALTH CARE
SERVICES (“DHCS”) and the Mendocino County (GOVERNMENTAL FUNDING ENTITY) with

respect to the matters set forth below.

RECITALS

A. This Agreement is made pursuant to the authority of Welfare & Institutions Code, sections
14164 and 14301.4.

B. The Partnership HealthPlan of California (HEALTH PLAN) is a County Organized Health
System formed pursuant to Welfare and Institutions Code section 14087.54 and County Code Chapter
7.58, County Code Chapter 2.45, County Code Chapter 2, Title 2, and County Code Chapter 34.
HEALTH PLAN is a party to a Medi-Cal managed care contract with DHCS, entered into pursuant to
Welfare and Institutions Code section 14087.3, under which HEALTH PLAN arranges and pays for the
provision of covered Medi-Cal health care services to eligible Medi-Cal members residing in the County.

THEREFORE, the parties agree as follows:

AGREEMENT -

1. Transfer of Public Funds

1.1 The GOVERNMENT FUNDING ENTITY shall transfer funds to DHCS pursuant
to sections 14164 and 14301.4 of the Welfare and Institutions Code, up to a maximum total amoﬁnt of
one million eighty thousand six hundred forty-two dollars ($1,080,642) for the period of July 1, 2015
through June 30, 2016, and a maximum total amount of one million two hundred eighty-one thousand five
hundred eighty-seven dollars ($1,281,587) for the period of July.l, 2016 through June 30, 2017, to be

used solely as a portion of the nonfederal share of actuarially sound Medi-Cal managed care capitation
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rate increases for HEALTH PLAN for the periods of July 1, 2015 through June 30, 2016, and July 1, 2016
through June 30, 2017 as described in section 2.2 below. The funds shall be transferred in accordance
with a mutually agreed upon schedule between the GOVERNMENTAL FUNDING ENTITY and DHCS,
in the amounts specified therein.

1.2 The GOVERNMENTAL FUNDING ENTITY shall certify that the funds
transferred qualify for federal financial participation pursuant to 42 C.F.R. part 433 subpart B, and are not
derived from impermissible sources such as recycled Medicaid payments, federal money excluded from
uée as State match, impermissible taxes, and non-bona fide provider-related donations. For transferring
units of government that are also direct service providers, impermissible sourcés do not include patient
care or other revenue received from programs such as Medicare or Medicaid to the extent that the
program revenue is not obligated to the State as the source of funding.

2. Acceptance and Use of Transferred Funds by DHCS

2.1 DHCS shall exercise its authority under section 14164 of the Welfare and
Institutions Code to accept funds transferred by the GOVERNMENTAL FUNDING ENTITY pursuant to
this Agreement as intergovernmental transfers (“IGTs”), to use for the purpose set forth in section 2.2
below.

2.2 The funds transferred by the GOVERNMENTAL FUNDING ENTITY pursuant to
this Agreement shall be used to fund a portion of the nonfederal share of increases in Medi-Cal managed
care actuarially sound capitation rates described in paragraph (4) of subdivision (b) of section 14301.4 of
the Welfare and Institutions Code and shall be paid, together with the related federal financial
participation, by DHCS to HEALTH PLAN as part of HEALTH PLAN’S capitation rates for the periods
of July 1, 2015 through June 30, 2016 and July 1, 2016 through June 30, 2017. The rate increases paid

under section 2.2 shall be used for payments related to Medi-Cal services rendered to Medi-Cal
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beneficiaries. The rate increases paid under this section 2.2 shall be in addition to, and shall not replace or
supplant, all other amounts paid or payable by DHCS or other State agencies to HEALTH PLAN.

| 2.3 DHCS shall seek federal financial participation for the rate increases specified in
section 2.2 to the full extent permitted by federal law.

2.4 The parties acknovﬂedge the State DHCS will obtain any necessary approvals
from the Centers for Medicare and Medicaid Services prior to the payment of any rate increase pursuant
to section 2.2.

2.5  The parties agree that none of these funds, either GOVERNMENTAL FUNDING
ENTITY or federal matching fqnds will be recycled back to the GOVERMENTAL FUNDING
ENTITY’S general fund, the State, or any other intermediary organization. Payments made by the
HEALTH PLAN to providers under the terms of this Agreement and their provider agreement constitute
patient éare revenues.

2.6 Within One Hundred Twenty (120) calendar days of the execution éf this
Agreement, DHCS shall advise the GOVERNMENTAL FUNDING ENTITY and HEALTH PLAN of the
amount of the Medi-Cal managed care capitation rate increases that DHCS paid to HEALTH PLAN
during the applicabl.e rate year involving any funding under the terms of this Agreement.

2.7  If any portion of the funds transferred by the GOVERNMENTAL FUNDING
ENTITY pursuant to this Agreement is not expended for the specified rate increases under Section 2.2,
DHCS shall return the unexpended funds to the GOVERNMENTAL FUNDING ENTITY.

3. Amendments
3.1  No amendment or modification to this Agreement shall be binding on either party

unless made in writing and executed by both parties.
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3.2 The parties shall negotiate in good faith to amend this Agreement as necessary and
appropriate to implement the requirements‘set forth in section 2 of this Agreemeht.
4, Notices. Any and all notices required, permitted or desired to be given hereunder by one
party to the other shall be in writing and shall be delivered tov the other party personally or by United
States first class, certified or registered mail with postage prepaid, addressed to the other party at the

address set forth below:

To the GOVERNMENTAL FUNDING ENTITY:

Tammy Moss Chandler, Director Health & Human Services
County of Mendocino

747 South State Street

Ukiah, California 95482

chandlert@co.mendocino.ca.us

With copies to:

Mary Alice Willeford, Administrative Services Manager
County of Mendocino
1120 South Dora Street

Ukiah, California 95482
willefom@co.mendocino.ca.us

Carolyn Stewart

Senior Director of Financial Analysis
Partnership HealthPlan of California
4665 Business Center Drive
Fairfield, CA 94534
cstewart@partnership.org

To DHCS:
Sandra Dixon
California Department of Health Care Services
Capitated Rates Development Division
1501 Capitol Ave., Suite 71-4002
MS 4413
Sacramento, CA 95814
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Sandra.Dixon@dhcs.ca.gov

5. Other Provisions

5.1  This Agreement contains the entire Agreement between the parties with respect to
the Medi-Cal rate increases for HEALTH PLAN described in> section 2.2 that are funded by the
GOVERNMENTAL FUNDING ENTITY and supersedes any previous or contemporaneous oral or
written proposals, statements, discussions, negotiations or other agreements between the
GOVERNMENTAL FUNDING ENTITY and DHCS. This Agreement is not, however, intended to be
the sole agreement between the parties on matters relating to the funding and administration of the Medi-
Cal program. One or more other agreements already exist between the parties regarding such other
matters, and other agreements may be entered into in the future. This Agreement shall not modify the
terms of any other agreement between the parties.

5.2 The nonenforcement or other waiver of any provision of this Agreement shall not
be construed as a continuing waiver or as a waiver of any other provision of this Agreement.

5.3  Section 2 of this Agreement shall survive the expiration or termination of this
Agreement.

5.4  Nothing in this Agreement is intended to confer any rights or remedies on any third
party, including, without limitation, any provider(s) or groups of providers, or any right to medical
services for any individual(s) or groups of individuals; accordingly, there shall be no third party
beneficiary of this Agreement. |

5.5  Time is of the essence in this Agreement.

5.6  Each party hereby represents that the person(s) executing this Agreement on its

behalf is duly authorized to do so.
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6. State Authority. Except as expressly provided herein, nothing in this Agreement shall be

construed to limit, restrict, or modify the DHCS’ powers, authorities, andvduties under federal and state
law and regulations. |

7. Approval. This Agreement is of no force and effect until signed by the parties.

8. Term. This Agreement shall be effective as of July 1, 2015 and shall expire as of

June 30, 2019 unless terminated earlier by mutual agreement of the parties.

SIGNATURES

IN WITNESS WHEREOF, the parties hereto have executed this Agreement, on the date of
the last signature below.

THE MENDOCINO COUNTY
By: %WL U/M\,/' Date: 5 / 7’7// / 7

Tammy Moss Chandler, Director Health & Human Services Agency

THE STATE OF CALIFORNIA, DEPARTMENT OF HEALTH CARE SERVICES:

w el e Ll

Jennifer Lopez, Acting Division Chief, Capitated Rates Development Division

Template Version- 2017



IN WITNESS WHEREOF, the parties hereto have executed this Agreement as of the day and year

first above written.
COUNTY OF MENDOCINO

HEALTH %w SERVICES AGENCY:
& /@(./ ._/ﬂ“

By:
Tammy Moss Chandler, HHSA Director
Date: ‘j/ ‘5// / 7

Budgeted: [X]Yes [ ]No
Budget Unit: 4070

Line Item: 862239
Org/Object Code: CMIGT
Grant: [_] Yes No
Grant No.:

COUNT%DQ, "!,Zr:lﬁo (,m
e P £ e (g ng

'JOAN MCCOWEN. Chair
BOARD OF SUPERVISORS

MAY 16 2017

Date:

ATTEST:
CARMEL J. ANGELO, Clerk of said Board

By: /4‘/7%

Dater MIAY 16 207

I hereby certify that according to the proviéions of
Government Code Section 25103, delivery of this
document has been made.

CARMEL J. ANGELO, C!I%Board
By: /

CONTRACTOR/COMPANY NAME

By:
Signature
Printed Name: Jennifer Lopez

Title: Acting Division Chief,

Capitated Rates Development Division

Date:

NAME AND ADDRESS OF CONTRACTOR:

CA Department of Health Care Services
Capitated Rates Development Division
1501 Capitol Ave., Suite 71-4002 MS 4413
Sacramento, CA 95814

By signing above, signatory warrants and
represents that he/she executed this Agreement
in his/her authorized capacity and that by his/her
signature on this Agreement, he/she or the entity
upon behalf of which he/she acted, executed this
Agreement.

COUNTY COUNSEL REVIEW:

APPROVED AS TO FORM:
KATHARINE L. ELLIOTT, County Counsel

- Chalsttn St

Deputy
Date: 5/ 3 / 13-
FISCAL I-Z{gYIEW:

By: ‘ ﬁ:}%i’@ M\Q@Q@ﬁr

Deputy T Deputy GEO/Fiscal '
Date: MAY 16 2017 Date 5_347
EXECUTIVE OFFICE REVIEW:

INSURANCE RE\!!EW R
By: | F;':"#f%:;?"?f.g‘?'\fﬂViN
ALAN DIFLORA, Ri

Date: £-317

PR D)

sk Manager

APPROVAL g OMMERBED

" CARMEL J. ANGELOY Chief Executive Officer
Date: 5-3-\7

Authority: $0-25,000 Department; $25,0

1= 50,000 Purchasing Agent; $50,001+ Board of Supervisors

Exception to Bid Process Required/Completed [ ] N/A



