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B1 Narrative Proposal Method of Approach 
Since 2015, Optum Rx has administered the Fee-For-Service (FFS) Medicaid program for the 
Arizona Health Care Cost Containment System (AHCCCS), providing retail pharmacy claim 
processing and all-inclusive rate claim processing as well as benefit plan management, 
pharmacy network management, pricing and eligibility. We provide reporting through a 
combination of standard and custom reports. AHCCCS has access to our online data-reporting 
warehouse, which offers a wide range of reporting options. We also deliver CMS PERM audit 
reports. 

It has been a privilege to help serve Arizonans who depend on the AHCCCS program for their 
prescription drug needs. We are gratified to continue our partnership with you, delivering 
services you and your members deserve while seeking opportunities to enhance our current 
offering and exploring new products and services to better the lives of your members while 
driving toward cost containment in a constantly changing, sometimes volatile health care 
environment. We believe that our proposal response clearly and effectively details the scope of 
work we will continue to deliver while highlighting opportunities to grow and improve. 

Our method of approach focuses on areas of pharmacy care services integral to your FFS 
Medicaid program including account management, clinical programs and drug lists 
management, generic drug Maximum Allowable Cost (MAC), diabetic supply rebates, specialty 
pharmacy services, claims processing activities, network management, network-specific 
member services, data and systems, reporting requirements, disaster recovery, audit services, 
subcontractor agreements with Arizona state sister agencies and our transition plan. 

Company Overview 
Serving more than 64.6 million lives including more than 24.8 million FFS Medicaid lives in 24 
states, Optum Rx is not simply a pharmacy benefit manager. We are a pharmacy care services 
company focused on driving transformative change and delivering quality holistic care. 
Advancing a business model grounded in access, affordability and transparency, we are 28,000 
employees, including more than 12,500 clinicians, strong in our belief that everyone deserves 
an affordable, personalized and connected health care experience without bias or barriers. 

We align our solutions with AHCCCS’s needs—not the other way around. We improve member 
outcomes with precise insights that recognize the whole person at every touch point. We are 
making health care more connected, less fragmented and more affordable for everyone. We 
are committed to clinical and operational excellence. 

Since our inception in 1989, we have worked closely with our customers to provide high-quality 
pharmacy care services designed to promote care without compromise. We manage over 
1.5 billion pharmacy claims annually for a broad spectrum of customers, including public and 
government entities, health plans, Medicare and Medicaid plan sponsors, employer groups, 
collective bargaining groups and third-party administrators. 
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Account Management 
In addition to staff described in B2 Narrative Proposal Experience and Expertise , Optum Rx will 
continue to support AHCCCS with a leadership team that has worked together for more than 17 
years, with combined Medicaid PBM experience of more than 250 years. 

Our FFS Medicaid Team brings decades of experience working together within the Optum Rx 
organization on FFS Medicaid business. You can be confident that our named and current 
longstanding AHCCCS core Optum Rx staff are supported by a team of professionals who 
understand not only Medicaid, but the intricacies specific to each state including Arizona. 

Our team has worked together on multiple successful projects similar in scope. In addition, our 
experience working together includes multiple successful implementations of claims 
processing, FFS drug rebate and other PBM support activities such as prior authorization 
management, Retrospective Drug Utilization Review (RetroDUR), MAC list management, 
Pharmacy & Therapeutics (P&T) Committee support, auditing and call center support. The close 
working relationship we have fostered over the years provides a supportive and trusting 
foundation for ongoing operations and support of customers throughout the life of the 
contract. 

We have included resumes of our core Account Management Team members and biographies 
for our FFS Medicaid team supporting the AHCCCS contract in B2 Narrative Experience and 
Expertise. 

Clinical Programs and Drug Lists Management 
AHCCCS’s members benefit from the clinical programs described below that also maximize cost-
effectiveness for AHCCCS. 

Drug Utilization Review Programs 
Concurrent Drug Utilization Review 

Optum Rx’s Concurrent DUR is an ongoing drug monitoring program driven primarily by Medi-
Span® drug database edits and designed to check all incoming prescription claims real time 
within the adjudication platform against the member’s prescription history. At the point of 
service, our system checks for potential drug-related problems to improve the safety, quality, 
and cost effectiveness of dispensed medications by ensuring all prescriptions are clinically 
appropriate. 

Our standard Concurrent DUR edit categories include: 

● Drug regimen compliance
screening

● Drug-drug interaction screening
● Drug-diagnosis caution screening
● Drug-inferred health state

screening

● Dosing/duration screening
● Drug-age caution screening
● Drug-sex caution screening
● Duplicate Rx screening
● Duplicate therapy screening
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● Therapeutic dose limits screening ● Morphine equivalent dose (MED)
limit screening

During adjudication, Concurrent DUR edits run simultaneously with the other plan benefit edits. 
When a medication issue is encountered, Concurrent DUR responses are sent to the pharmacy 
based on the severity of the issue and AHCCCS’s set-up; these messages include both soft 
rejects, which require pharmacist intervention and outcome codes, and hard rejects, which 
require prior authorization. The program is flexible and configurable to meet your needs. 
Standard program reporting includes monthly activity and quarterly outcome reports that can 
be provided to CMS in the CMS DUR Annual Report. 

Retrospective Drug Utilization Review Overview 

Improving outcomes based on RetroDUR activities involves a thoughtful approach to the overall 
patient population and problem areas of prescribing and utilization. Our flexible RetroDUR 
program meets the needs and requests of both AHCCCS and CMS by focusing on appropriate 
utilization at the individual member level and the cost-effectiveness of every claim adjudicated. 
The customized program currently in place addresses the specific needs of Arizona’s Medicaid 
population. RetroDUR initiatives help educate members and prescribers about inappropriate or 
potentially dangerous medications, increase adherence to prescribed medications, and 
optimize the benefits of medication therapy.  

Below we describe our experience implementing RetroDUR for Medicaid customers, the 
RetroDUR process we currently have in place for Arizona today, and our ability to customize 
letters, interventions and reporting regarding RetroDUR. 

RetroDUR Process 

Unlike other RetroDUR approaches that review member profiles on a monthly or quarterly 
basis, our RetroDUR program reviews all claims at a near real-time rate: 

● 72 hours after a claim is paid, a notification is launched to the appropriate recipients.
● RetroDUR analysis occurs 72 hours after the triggering claim is submitted so that the

resulting prescriber interventions are sound and accurate (removing those that would
have been quickly reversed).

● RetroDUR reviews all claims for every member regardless of the number of providers
they see, prescriptions they fill and disease states or conditions they may have.

In addition, by helping to reduce the risk of adverse drug events and elevating the quality of 
care for members, RetroDUR contributes to the prevention of dangerous and costly disease 
progression and reduces total health care expenditures for AHCCCS and its members. RetroDUR 
also fosters risk mitigation by reducing adverse events and closing gaps in care. Through this 
program, AHCCCS recognizes a combined prescription and inferred medical cost savings. 

Customization of Letters, Interventions, and Reporting 

At the request of AHCCCS, we can customize RetroDUR letters, interventions, and reporting. 
We review AHCCCS’s processed claims to determine areas for improvements and necessary 
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interventions. To drive safe and appropriate utilization, we review the following areas that in 
turn manage expenditures: 

● Overuse
● Inappropriate dose or duration
● Duplicate therapy
● Drug-drug interactions
● Drug-disease interactions
● Drug-age considerations
● Gaps in care

When an issue is identified, a near-real-time customized fax letter is submitted to the 
prescriber notifying them of the potential prescribing concern and current guideline-based 
practices. A trained team of pharmacists is available to discuss the letter that is submitted if 
questions should arise. If the prescriber modifies therapy based on the intervention, a positive 
intervention is tracked. We provide customized reporting to detail positive and no-change 
interventions to determine the impact of the intervention, and we provide reporting specific to 
the needs of AHCCCS and CMS.  

In the past year, we implemented a RetroDUR program for AHCCCS consisting of two initiatives 
focused on diabetes management. While these interventions have not yet completed their one-
year timeframe, currently more than 7,000 letters have been sent to identified prescribers 
providing an almost 10 percent positive clinical impact and estimated savings of $37,000. 
Current interventions are adding therapy due to gaps in care, specifically, statin therapy and 
diabetic testing supplies for those patients on insulin, which decrease overall pharmacy savings 
but increase medical inferred savings.  

Utilization Management Programs Including Prior Authorization 

We review and update our utilization management programs, including prior authorization, and 
clinical guidelines as needed and review all on an annual basis. In cases of drug recalls or alerts 
by the FDA or other regulatory bodies, changes may be implemented in a more expeditious 
manner if there is an impact on utilization management criteria. 

Our utilization management programs include: 

● Prior authorization: Promotes appropriate use of high-cost medications or highly
utilized therapeutic drug categories with potential for inappropriate or unsafe use.

● Quantity limits: Prevents excessive dosages or extended periods of therapy without
clinical justification to promote safe and appropriate medication use through
maximum daily dose limits, maximum quantities per specified period or maximum
quantities per prescription.

● Step therapy: Promotes effective, safe or less costly first-line medications, including
generic alternatives, as recommended by national guidelines and clinical evidence.

Step 1: Determine Need for Utilization Management Criteria 

We develop or revise utilization management criteria for various reasons, including: 
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● New FDA products or drug indications
● FDA drug safety warnings or labeling changes
● High-cost medications with narrow FDA indications
● Large potential for off-label/inappropriate use
● Medicare Part B versus Medicare Part D coverage
● Recommendations by our P&T Committee
● Benefit design
● Not first-line when step therapy is recommended

Step 2: Conduct Research 

For medications requiring utilization management or other approval criteria, clinical pharmacist 
Jacqueline Oberg conducts an extensive review of medical literature. When appropriate or 
necessary, a practicing physician with specialized medical expertise reviews the guidelines to 
validate criteria are consistent with standard medical care and scientific evidence-based 
literature. Examples of sources that are reviewed include: 

● Peer-reviewed medical literature, such as randomized clinical trials, comparative
effectiveness reports, evidence-based reviews and pharmacoeconomic and outcomes
research; examples include:
• Agency for Healthcare Research and Quality
• Cochrane
• Centers for Medicare & Medicaid Services
• Department of Defense

● Established treatment guidelines, practice parameters and consensus statements
endorsed by leading governmental, medical or pharmacy organizations; examples
include:
• Centers for Disease Control and Prevention (CDC)
• National Comprehensive Cancer Network
• American Psychological Association

● Pertinent FDA information; examples include:
• Product prescribing information
• Summary basis of approval
• MedWatch

● Pharmaceutical company information; examples include:
• Response to medical information inquiries
• Academy of Managed Care Pharmacy dossiers
• Posters
• Presentations

● Medical and pharmacy tertiary references; examples include:
• Thomson Micromedex DrugDex
• American Hospital Formulary Service
• Clinical Pharmacology
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● Leading medical or pharmacy textbooks and websites
● Comparison of efficacy, type and frequency of side effects and potential drug

interactions among alternative drug products
● Assessment of potential impact on adherence when compared to alternative

products
● Thorough evaluation of potential member benefits, risks and outcomes
● Economic considerations after safety, efficacy and therapeutic need is established;

impact on total health care costs

Step 3: Present New Drugs and Management Strategy 

Every two weeks, AHCCCS receives for review updates from our clinical pharmacists regarding 
new drugs and other guideline changes. 

Step 4: Implement and Report Guidelines 

After AHCCCS reviews a guideline and decides to implement it, we perform the update based 
on your direction and we also provide daily prior authorization reports for your review.  

Clinical pharmacists Jilka Patel and Jacquelyn Oberg manage Optum Rx’s highly robust prior 
authorization program for AHCCCS that includes appropriate management of opioids, specialty 
products, and compounds. A recent prior authorization update to the GLP-1 receptor 
antagonists regarding patient’s age and prescriber attestation noting that the drug is not being 
used solely for weight loss resulted in a 4 percent increase in prior authorization denials. In 
partnership with AHCCCS, we developed prior authorization criteria for the continuous blood 
glucose monitors (CGMs) to make sure members were utilizing in appropriate situations while 
controlling costs. Included for authorization were members who were already established with 
insulin pumps, were insulin dependent, had other high-risk diagnoses (such as gestational 
diabetes), and those assessing appropriate insulin pump needs. At AHCCCS’s request, Optum Rx 
developed prior authorization criteria for Qutenza requiring a diagnosis of neuropathic pain 
from postherpetic neuralgia or diagnosis of neuropathic pain associated with diabetic 
peripheral neuropathy of the feet and previous trial and failure of other efficacious, cost-
effective agents. These prior authorization recommendations provide AHCCCS with effective 
ways to manage cost while providing members with efficacious therapy. We have provided 
three example prior authorizations as part of our proposal response, please refer to Section B, 
B10 Prior Authorization Samples. 

Likewise, they also review removal of prior authorization. We suggested the removal of prior 
authorization criteria for naïve patients being treated for hepatitis C. This resulted in a 
113 percent increase in hepatitis C treatment that potentially prevented further disease spread 
and complications. 

SilentAuth™ 

Optum Rx’s SilentAuth solution utilizes a variety of member and prescriber information to 
effectively automate prior authorization requests at the point of service. SilentAuth pulls 
member and prescriber information to validate prior authorization criteria to determine 
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approval or denial at point of service. Determining prior authorization at point of service 
decreases pharmacist, member, and provider disruption, and reduces the number of members 
who walk away or never obtain their prescription due to the need for prior authorization. 

Optum Rx has utilized SilentAuth to its fullest extent, and it has provided many valuable 
benefits to other FFS Medicaid states, prescribers and members. This system has decreased the 
prescriber prior authorization burden and reduces member walk-away rate and ensures they 
have necessary medication immediately at point of service. 

Member and prescriber data utilized by SilentAuth includes: 

● Member demographics including age and sex
● Member pharmacy claims history
● Member medical history including International Classification of Diseases (ICD-9/ICD-

10) and CPT codes
● Prescriber specialty via taxonomy codes

The following figure illustrates the SilentAuth process flow: 

RxClaim 
Pharmacy and 
medical data

RxAuth
Claim Logic

Does member 
meet criteria?

Auto approval and 
claim processes

Claim denied and 
message to the 

RPh

Manual review in 
PA call center

Yes

No

SilentAuth processing enables AHCCCS to “silently” validate prior authorization criteria for 
efficient and accurate processing. Prior authorization criteria are developed by Optum Rx and 
subsequently approved by AHCCCS. 

PreCheck MyScript 

Another innovative tool to help streamline the prior authorization process is PreCheck 
MyScript, which provides prescribers with real-time, member-specific data within their EMR e-
prescribing workflow. PreCheck MyScript directly improves the member experience and overall 
plan performance by supporting more informed and expedient clinical decisions. 
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Delivering member-specific 
price transparency for 
more than 64 million 
Optum Rx members at the 
point of prescribing, 
PreCheck MyScript 
leverages this exclusive 
information to provide 
real-time benefit 
transparency, 
therapeutically equivalent 
drug alternatives and 
home delivery or specialty 
pharmacy options when 
applicable while enabling 
prescribers to see whether 
clinical programs such as prior authorization are required. If so, they can submit documentation 
directly within the medical record before the member even leaves the office; prescribers may 
also avoid prior authorizations altogether by selecting a drug alternative. 

Once the prescriber submits an e-prescription within the EMR, that initiates a trial claim with 
Optum Rx. In less than two seconds, PreCheck MyScript returns individualized, benefit specific 
coverage determination. Furthermore, it also returns member cost, pharmacy options, and 
therapeutically equivalent drug alternatives available under the member's benefit. 

 
After the prescriber consults with the member to determine the preferred care path, the 
prescriber may easily select the chosen drug and proceed to send the prescription to the 



Arizona Health Care Cost 
Containment System 

 RFP #YH24-0004 
B1 Narrative Proposal 

of Approach 
 

 

  9 
 

pharmacy. The provider may also elect to start a prior authorization directly in the workflow 
and once the form is complete the prescriber submits for review. 

Furthermore, all prescribers have access to our provider portal, which enables prescribers the 
ability to access PreCheck MyScript outside of the EMR. 

Proven results of PreCheck MyScript include: 

● More than 800,000 providers utilizing PreCheck MyScript 
● Available to 90 percent of active prescribers and all major EHRs and integrators 

including Surescripts, Epic, Athena, RxRevu (Cerner), DrFirst, Allscripts, NewCrop and 
eClinicalWorks 

● Average of $285 customer savings per prescription when switched to a lower cost 
option 

● 80 percent of prescriptions for Tier 3 medications were moved to a lower tier 
● 50 minutes in time savings for physicians and office staff per patient per avoided 

prior authorization 
● 50 minutes of time savings for providers when the prior authorization is appealed 
● 32 percent reduction in retail pharmacy administrative costs 
● 30 percent of prior authorization initiated electronically or avoided 

Academic Detailing 

Optum Rx’s Academic Detailing Program is a pharmacist and physician engagement program 
that improves the quality of member care and manage total health care costs. Our program 
utilizes pharmacy claims data as well as medical data, where applicable, to identify physicians 
who practice high-quality and cost-efficient, evidence-based medicine as well as those whose 
patterns deviate from their peers. Our physician engagement approach encompasses different 
forms of communications including digital, telephonic, as well as face to face consults. Our 
program includes reports and detailed patient-level information that providers need to 
facilitate effective health care decisions. The program delivers key differentiators in patient 
care to AHCCCS by working to: 

● Increase member medication adherence through insights that guides provider 
communication 

● Improve provider compliance with evidence-based clinical prescribing guidelines 
● Optimize trend management by increasing cost effective prescribing behaviors 
● Enhance the continuity of patient-physician relationships for effective management 

of chronic conditions 

By providing physicians with specific metrics on their prescribing trends, we collaborate with 
them to help optimize patient care and lower costs. Pharmacist engagement focuses on plan 
changes, updates to the Preferred Drug List, program initiatives, and billing questions or 
concerns.  
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Analytical Tools Offer Insights into Prescribing Patterns 

The Optum Rx physician profiling analytics tool helps AHCCCS understand the providers’ 
prescribing patterns as well as their members’ medication utilization behaviors. We generate 
actionable analytics using cost and quality benchmarks to evaluate prescribing patterns and 
drives informed outreach to physicians. 

Our RxTrack reporting platform offers standard physician profiling reports such as the 
Prescriber Detail Reports and Top Prescriber Reports. These reports are customizable and 
available on a monthly, quarterly and annual basis as well as accessible any time through the 
RxTrack online portal. Below are examples of the report measures: 

● Number of prescriptions written 
● Percentage of preferred drugs prescribed 
● Percentage of generics prescribed 
● Amount paid and ingredient cost of prescription 
● Dispense as Written (DAW) codes 
● Drug type or class 

Our physician profiling analytics tool that uses proprietary methodology to individually measure 
each Primary Care Provider (PCP) relative to average values and top performers across certain 
quality and cost metrics. By looking at each physician‘s pattern of care individually, as well as on 
a group level, our customers can begin to clearly see opportunities for targeted messaging and 
action. This tool provides detailed quarterly reporting such as: 

● Cost Efficiency: A look at the Generic Dispensing Rate (GDR) across five therapeutic 
classes. 

● Optimal Adherence: View of the percentage of members who are adherent for each 
PCP, as well as the distribution of the various Proportion of Days Covered (PDC) 
scores for these patients. 

● Guideline Compliance: Looking at how well this PCP’s members followed key clinical 
guidelines where complex regimens exist. Special focuses are on asthma and 
diabetes because of their prevalence across populations. 

● Member Panel Details: All the individual patients that comprise the aggregate 
metrics seen on the previous reports. Each measure is separately detailed so the 
PCP or perhaps a practice administrator can help prioritize individual members to 
bring back for a repeat visit or require a phone call. 

Optum Rx also offers custom analytics through our clinical analytics consulting group for deeper 
analytics insights not available through our standard physician profiling analytical tools. 

Physician Engagement Approach 

In a constantly changing health care landscape, Optum Rx offers a multi-touchpoint 
engagement approach to maximize successful prescriber engagements. The following describes 
the engagement approaches we can employ within your Academic Detailing program, based on 
your preference as well as specific geographical intricacies. 
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● Multi-media engagement strategies such as digital or paper provider newsletter 
communications, fax, email, web-based and other electronic forms of 
communications such as PreCheck MyScript 

● Telephone based strategies such as stand-alone calls, or calls coupled with multi-
media pre/post outreach communications 

● Face-to-face engagements such as face-to-face consults through office visits, 
presentations at group practice meetings, and other provider engagement events 

Academic Detailing Strategies 

The Optum Rx Academic Detailing Program is built to tailor to the goals of our customers. We 
offer different proven detailing options that our customers can choose to achieve the various 
goals that you have for your members and prescribers, whether it be focused on enhanced 
member care, improving provider network partnerships, clinical quality, cost management, 
custom initiatives, and/or total health care outcomes. The following are examples of the 
strategies we offer: 

● Prior authorization strategies provide for a more efficient provider and member 
prior authorization experience. 

● Preferred Drug List Optimization strategies increase cost effective utilization of 
medications by increased prescribing of preferred agents and to notify prescribers 
of changes. 

● Drug trend specific detailing shows use of specific, high cost drugs. 
● Clinical Quality strategies increase adherence to clinical quality guidelines, 

adherence, and other factors. 
● Member-focused strategies deliver demand pharmacist counseling services, CMR 

completion, and other benefits. 

Optum Rx has demonstrated proven success through our current academic detailing programs. 
In a large health plan utilizing academic detailers within Optum Rx, an estimated 12-month cost 
savings to the plan of $1.8 million was achieved through formulary updates to preferred agents 
and simplification in overprescribing. It was noted that conversion to preferred therapy 
occurred in approximately 63 percent of members/prescribers targeted. In one of our FFS 
Medicaid States with academic detailing, our detailers reach out to approximately 600 to 700 
pharmacies a year, providing contacts and answering billing questions. On average, our 
detailers receive approximately 400 calls/emails a month from prescribers and pharmacies 
regarding plan information. Answering these questions up-front eliminates billing errors and 
increases awareness of the state’s benefit and preferred drug list. 

We look forward to offering AHCCCS our experience, expertise, and expansive services and 
capabilities to be your partner on a successful Academic Detailing program. Should 
implementation of this program be requested by AHCCCS, we will further identify resources 
necessary for implementation and operations and provide AHCCCS with associated costs. 
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AHCCCS Pharmacy & Therapeutics Committee Support 

Our goal in supporting P&T Committees similar to AHCCCS’s P&T Committee is to promote 
clinically appropriate, safe, and cost-effective drug therapy that reflects community and 
national standards of practice. 

Our approach to supporting these bodies prioritizes clinical outcomes for members: 

● We work diligently to remove bias from presentations and that rules and 
regulations are stringently enforced. 

● We encourage respectful clinical discussion and debate during meetings that we 
participate/moderate. 

● We verify that the most up-to-date information is provided. 
● We confirm that the best clinical decisions are made by stakeholders and safe and 

effective and outcomes are realized for members. 
● Our clinicians are experienced and well versed in current clinical guidelines and 

industry standards. 

We can provide AHCCCS with P&T Committee support that includes their clinical pharmacist 
team and our Drug Intelligence Team of clinical pharmacists who have more than 10 years of 
PBM and managed care experience in drug information services. Services provided include: 

● Consultative Services: clinical pharmacist reviews AHCCCS’s P&T Committee 
materials to recommend modifications.  

● Drug Monographs: Comprehensive reviews of recently approved drugs include a 
product summary, disease overview, clinical trials review, dosing and 
administration, adverse effects, drug interactions and place in therapy, including 
treatment guidelines and high-level comparison of agents within therapeutic class.  

● Drug Class Reviews: Detailed, evidence-based reviews of clinical efficacy and safety 
for a therapeutic class compare drugs, based upon pharmacotherapeutic 
classification, indication or treatment of a disease state. Reviews include a product 
comparison chart, clinical trial summary for efficacy and safety, place in therapy or 
treatment guideline(s) overview and disease state overview and background.  

In addition, the clinical pharmacist provides input on, or participates in, AHCCCS’s P&T 
Committee-related meetings by teleconference or in person as requested.  

Drug Monographs 

The Optum Rx Clinical Team assumes full responsibility for critical, evidence-based review of all 
clinical aspects of a new drug entity and developing comprehensive drug/drug class review 
monographs. The monographs include references and other supporting documentation from 
government agencies, medical associations, national commissions, peer-reviewed journals, and 
authoritative compendia used in the compilation of the materials presented and included for 
documentation and review. Abbreviated new drug reviews may be developed for drugs that are 
considered new formulations or line extensions. These deliverables are provided to AHCCCS as 
requested prior to the P&T Committee meeting.  
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New drug review monographs contain the following information:  

● Monograph summary  
● FDA approval information  
● Indication(s)  
● Mechanism of action  
● Pharmacokinetics  
● Clinical efficacy (for example, 

summary of trials, search 
strategy, and study tables)  

● Safety (for example, 
contraindications, 
warnings/precautions, Risk 
Evaluation Mitigation Strategy 

[REMS], adverse events, and drug 
interactions)  

● Dosage and administration  
● Special populations  
● Product availability and storage 

instructions  
● Monitoring parameters  
● Clinical guidelines  
● Place in therapy  
● Comparison of agents in 

therapeutic class  
● Conclusion  
● References  

Abbreviated new drug review monographs contain the following information:  

● FDA approval information  
● Indication(s)  
● Pharmacokinetics  
● Clinical efficacy  
● Safety (for example contraindications, warnings/precautions, REMS, adverse events, 

and drug interactions)  
● Dosage and administration  
● Special populations  
● Product availability.  
● Alternatives  
● Conclusion/place in therapy  
● References  

We have provided two example drug monographs as part of our proposal response, please 
refer to Section B, B11 Drug Monograph Samples. 

Therapeutic Class Reviews 

Therapeutic class review shall contain the following sections in narrative or table format using 
the template:  

● Scope of review—provides the 
disease state epidemiology and 
background  

● FDA-approved indication(s)  
● Mechanism of action  
● Pharmacokinetics  

● Clinical efficacy (for example, 
summary of trials, search 
strategy, and study tables)  

● Product availability and storage 
instructions  

● Dosage and administration  
● Special populations   
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● Safety (for example, 
contraindications, warnings and 
precautions, REMS, adverse 
events, and drug interactions) 

● Monitoring parameters 

● Clinical guidelines  
● Conclusion  
● References  
 

We have provided two therapeutic class reviews as part of our proposal response, please refer 
to Section B, B12 Therapeutic Class Review Samples. 

Should AHCCCS request implementation of full-service P&T Committee support, we will identify 
resources necessary for implementation and operations and provide AHCCCS with the 
associated costs.  

MedMonitor 

Through our Optum Rx MedMonitor portal service, our clinical expertise has expanded reach, 
extending case management across multiple areas and connecting multiple electronic health 
systems for improved continuity and care management. Should AHCCCS request 
implementation of this optional program, Optum Rx will further identify resources necessary 
for implementation and operations and provide AHCCCS with associated costs. 

Additionally, the MedMonitor portal enables clinicians to review medications and offer 
wellness support to patients immediately in person or over the phone. The portal is designed 
with busy schedules in mind, embedding clinical content—so that time is not spent typing in 
information—and centralizing letter fulfillment. Optum Rx, in partnership with AHCCCS, can 
leverage this program with the Indian Health Services pharmacies and population to provide 
direct case management in target disease states, such as HIV and diabetes.  

Providers engaged in the review can expect: 

● Speed and flexibility: Cases are loaded within one day of receiving claims 
information, and reviews can be completed quickly.  

● Web enablement and turnkey service delivery: Simple, streamlined processes 
create efficient collection, assessment and documentation of opportunities within 
the system. 

● Compliance: We meet all CMS requirements, as well as clinical practice standards 
and evidence-based guidelines. All data elements for CMS audits are easily 
retrieved and viewable within our platform. This means comprehensive medication 
reviews (CMRs) completed through the MedMonitor portal will count toward 
completions with CMS.  

● Full-service fulfillment: Optum Rx handles all required patient and prescriber 
outreach (patient enrollment letter, post-CMR letter as well as prescriber drug 
therapy recommendations) and can support added engagement options such as 
postcards or email, where needed, to supplement efforts and ensure program 
success. Marketing best practices are applied across all channels of communication. 
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Diabetes Management Program 

The optional Optum Rx Diabetes Management Program reduces the total cost of care and 
improves member health outcomes by helping members control blood sugar, A1c levels, 
disease progression and comorbidities. Should implementation of this optional program be 
requested by AHCCCS, Optum Rx will further identify resources necessary for implementation 
and operations and provide AHCCCS with associated costs. 

By motivating members to improve their health, we can reduce complications and progression, 
as well as reduce medical visits and hospitalizations. Through this program, we can intervene 
sooner to help members who need it most. We utilize analytic insight to deliver the highest 
level of care for our members. Our program components are customizable based on the agency 
preference, and may include member outreach, education, case management support provided 
by Certified Diabetes Educators (CDEs), gaps in care analysis, and adherence monitoring. 
Reporting provided to AHCCCS can offer critical actionable insight leading to better outcomes 
and decision making.  

Program Results 

Our Diabetes Management Program has achieved the following results: 

● 66 percent of high-risk diabetics with signs of disease progression have experienced 
A1c improvement. 

● 21 percent of diabetic members transitioned to ADA’s A1c goal of less than 7 
percent. 

● Members between an A1c of 7 to 8 percent may remain there since aggressively 
trying to assist members in attaining less than 7 percent may lead to more 
complications such as hypoglycemia. 

● We also know that for members with an A1c greater than 8 percent, interventions 
need to be made to get them below 8 percent, which indicates their disease has 
progressed. 

● A 1.8-point average A1c reduction resulted in the highest at-risk population, with 
signs of disease progression decreasing from the baseline of greater than 9 percent. 
It’s important for members that have an A1c of greater than 9 percent to reduce 
their A1c and move it towards a goal of less than 7 percent. 

● For the members that had a baseline greater than 8 percent, we were able to 
reduce their A1c by an average of one point. 

Generic Drug Maximum Allowable Cost (MAC) Program  
Optum Rx has significant experience managing MAC programs for several State Medicaid 
agencies including AHCCCS. These MAC programs have demonstrated the ability to contribute 
to pharmacy program savings by encouraging pharmacies to dispense generic rather than brand 
name products, and secondly by directly limiting the reimbursement for the generic products 
listed. It is important to utilize a MAC list that is sufficient in both its breadth (the number of 
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drug entities represented on the MAC list) and depth (the number of different strengths, 
dosage forms and package sizes). 

The Optum Rx MAC list includes more than 40,000 generic NDCs and over 4,000 GPIs 
representing 87 percent of all generic drugs available in the marketplace. Based on our book of 
business, 99 percent of utilized generics are on the MAC list. 

The Optum Rx MAC Solution 

Our MAC unit pricing methodologies vary based on the marketplace characteristics of a 
particular drug. Generally, we consider the number of product lines available, and at the range 
of acquisition prices for those products, through a series of algorithms, arrive at a MAC price for 
a drug product. Once loaded into RxClaim®, the pricing algorithms for various products use the 
MAC price for the drug on the date of service for the claim to adjudicate claims for payment. 

Optum Rx’s Clinical Staff is available to assist in the event a customized update to the MAC List 
is needed. The MAC list is loaded into RxClaim and may be provided in electronic format for 
upload to AHCCCS website should that be requested or required. Information regarding the 
MAC list, rules for adjudication, update information and the dispute process are included in our 
provider education materials and on the dedicated AHCCCS site. 

What qualifies a drug for MAC consideration? 

A drug is considered for inclusion in the Optum Rx MAC list when a combination of the 
following conditions is met: 

● The drug must be a multi-source product (available from more than one source) per 
the Medi-Span multi-source drug indicator (an industry standard metric that 
indicates that a drug is available from more than one source/manufacturer) and/or 
the drug has a generic equivalent. 

● Optum Rx also considers the availability and the number of A-rated generic 
equivalent products using the Medi-Span Orange Book Code. This criterion is 
designed to discourage inappropriate generic substitution for brand products with 
low therapeutic indices. 

● Additionally, Optum Rx determines the spread between the unit prices for the 
brand and the generic products—a significant difference must be present for the 
product to qualify for inclusion on the MAC list. Price spread is considered to 
provide for a meaningful MAC. 

● Drugs that are widely available on the market as a generic formulation from 
multiple manufacturers without shortages are also considered eligible for inclusion. 

● Finally, the utilization of the generic product in the AHCCCS population is 
considered—if a highly utilized generic drug is not present on the MAC list per the 
previously defined and systematically discovered criteria, the clinical team will 
manually review the characteristics of that drug and make a decision regarding its 
eligibility for inclusion on the list. 
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We employ sufficient methodology to verify that the reimbursement pharmacies receive will 
allow them to procure the products and achieve a reasonable return within the MAC pricing 
schema. This approach gives us credibility and the ability to defend disputes. 

We provide customization of generic and brand designations as required through the use of 
RxClaim product level override functionality. This functionality enables AHCCCS to override the 
designation of a drug as brand or generic and allows application of MAC pricing and other 
applicable pricing rules when needed. 

Frequency of Updates 

In order to operate at maximum efficacy, MAC lists are updated monthly. This allows for the 
most correct pricing at any given moment and secures provider cooperation and satisfaction. 
Pricing data received from Medi-Span is updated weekly, while additional acquisition pricing is 
updated quarterly at a minimum. Once per quarter, MAC pricing files are completely refreshed 
utilizing the pricing methodology algorithms described below. A new AHCCCS MAC file is 
created from this update routine. The new file is loaded to the RxClaim Client MAC file as a 
“change” file—meaning that records are not deleted and replaced. Changes to prices are 
accommodated using an end date for the prior record and a new pricing segment/begin date 
for the new price record. Concurrent to this process, a new AHCCCS MAC file is produced and 
uploaded to the dedicated AHCCCS website. 

We realize that generic market conditions are dynamic (e.g., drug shortages causing inflation of 
acquisition prices for drugs) and has a number of processes to capture price change information 
and the capability to update MAC pricing within one business day. 

We appreciate the potential cost savings available from new generic launches. Our MAC team 
carefully monitors the generic approval and 180-day exclusive expirations pipelines to identify 
new opportunities. Once opportunities are identified, we gather pricing and availability 
information and often prepare comparisons to brand net cost after rebates, providing best 
value reimbursement at the earliest occasion. 

Ongoing Quality Assurance of MAC prices 

We understand the importance of ongoing quality assurance (QA) initiatives especially as they 
pertain to issues that affect payment to providers, as accurate payment to pharmacies helps to 
secure relationships with providers and ultimately impacts the level of services that AHCCCS 
members receive. Our internal procedures prior to implementation and utilization of a MAC list 
includes regular updates, manual file review by clinical and analytics personnel and promotion 
to production with file load quality assurance processes, confirm that files are loaded accurately 
into RxClaim, along with a final post promotion review. 

However, it is still possible that the provider community is in disagreement with posted MAC 
pricing. When a discrepancy is reported, we initiate a formal QA process. When a discrepancy is 
reported by a provider, the drug/strength/dosage form, current MAC price, and detailed issue 
is recorded by provider relation, which forwards this information to the Clinical and MAC Team 
who verify/validate the MAC price in RxClaim against current acquisition pricing through 
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application of the algorithm logic. Investigation into the availability of the drug is conducted. A 
final disposition is made and the provider is contacted with an explanation of findings. 

Pricing Methodology 

While our formulas to set MAC pricing are proprietary, we can provide the logic and processes 
that have been employed to calculate the prices. In general, we apply the following 
methodologies and logical steps: 

● First, the final selection of drug products is made. Acquisition prices are obtained 
from wholesalers, retailers, and the Medi-Span drug file. These prices flow into 
Optum Rx and are identified with a date received and a source code. Quarterly, the 
most recent prices obtained for each drug are extracted and organized by generic 
drug name/strength/dosage form (for all NDCs available, excluding unit dose). Unit 
dose products are excluded as they generally are not dispensed in a retail pharmacy 
setting and are more expensive per unit due to their specialized packaging. 

● Second, average wholesale prices, and average sell prices are examined for each of 
the drugs in question, when dispensed for a 30 day supply at the recommended 
dose. Through a series of proprietary algorithms, the MAC price for each generic 
drug/strength/dosage form (using GPI) is determined. The MAC price is then 
applied across all package sizes available, but is structured to assure the profit to 
the pharmacist to dispense the generic product is higher than that associated with 
dispensing the brand product. This strategy provides pharmacists with an incentive 
to dispense generic products as well as to make recommendations to prescribers 
that they substitute brand products with generic therapy alternatives. When 
required, MAC pricing is applied at the NDC level to allow for different pricing for 
different package sizes. 

Diabetic Supply Rebates 
Optum Rx has a proven track record in diabetic supply rebate negotiation and administration 
for various lines of business including Medicaid, commercial, CHIP and Medicare Part D. Optum 
Rx maintains relationships and negotiates rebates with all large diabetic supply manufacturers 
as well as with smaller manufacturers. Optum Rx’s experience with diabetic supply rebates for 
the state Medicaid program includes negotiating rebates for blood glucose testing meters, 
blood glucose test strips, lancet devices, lancets, syringes, pen needles and continuous glucose 
monitors. Negotiations encompass establishing a program where AHCCCS receives “free blood 
glucose testing meters” through rebating or manufacturer-run distribution programs.  
Optum Rx’s experience encompasses the full range of activities from managing the rebate bid 
solicitation process through the administration and collection of diabetic supply rebates. As 
with supplemental rebates, Optum Rx utilizes a rebate strategy for diabetic supplies that is 
based on market share movement and exclusive preferred diabetic supply list (PDSL) 
positioning. This approach results in narrowing the field of preferred manufacturers from “any 
willing manufacturer” to one or two preferred manufacturers.  
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The level of cost savings achieved through the utilization of a diabetic supply rebate program is 
dependent on how the program is designed and actively managed. To that end, it is imperative 
that AHCCCS see the whole picture and avoid chasing rebate dollars at the expense of 
increasing the front-end drug spend.  

As stated above, Optum Rx employs a diabetic supply rebate negotiation strategy that is based 
on market share movement – the theory being that the more market share that is moved to a 
manufacturer, the more that manufacturer is willing to pay in diabetic supply rebates. 
Manufacturers are invited to submit bids based on varying levels of exclusivity. The exclusivity 
level determines how many diabetic supply manufacturers are deemed preferred. Generally 
speaking, the more exclusive the position (e.g. – one preferred manufacturer versus several 
preferred manufacturers), the higher the bid needed in order to achieve that status. This 
exclusivity approach demands that the net-net cost to AHCCCS be considered when making 
preferred status decisions due to variances in upfront cost for a given manufacturers product. 

Once best and final offers are received, Optum Rx provides predictive modeling that 
determines estimated cost savings. This modeling utilizes product selection and estimated 
market share movements to predict changes to provider reimbursement and provides an 
estimation of diabetic supply rebates. The information gained from this modeling provides 
AHCCCS with a net-net cost that can be applied at various manufacturer exclusivity levels. 

Optum Rx administers diabetic supply rebates following the same processes and procedures 
that are used to administer supplemental rebates (and as more fully described below). In 
general, these processes and procedures are designed around parameters of the Medicaid Drug 
Rebate Program (MDRP). Variances are generally the result of contractual provisions in the 
diabetic supply rebate agreements. Whenever possible, Optum Rx recommends following 
MDRP protocol as it has longevity (as it has been in place for over 30 years) and is widely 
understood and accepted by manufacturers and state Medicaid programs. 

Plan Document Procedures 
Optum Rx maintains a plan document that includes the entire benefit design of the AHCCCS 
program. This document includes status of products, programs in place, pricing logic, eligibility 
design, and other benefit information to make sure no plan details are missed. As the benefit 
changes, the changes are incorporated by date into the files. All configuration updates are 
saved and tracked by date for recordkeeping purposes.  

Specialty Pharmacy Services 
Optum Specialty Pharmacy is available for AHCCCS and your members to maximize the specialty 
pharmacy benefit, improving and refining specialty medication prescribing, dispensing and 
delivery by continually building connections across the health care system to make it easier for 
your members to access the care they need, to get the medications they need when they need 
them and to make sure those medications work as effectively as possible. 
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Our dedicated specialty therapeutic team focuses on transforming the specialty pharmacy 
experience for AHCCCS members by: 

● Enhancing processes and systems supporting clinical programs to improve clinical 
outcomes 

● Removing financial barriers to increase access to specialty drugs 
● Improving technology to create efficiencies across the pharmacy experience 

This team collaborates with existing operations leaders to develop solutions that create a 
seamless specialty pharmacy experience for your members. 

Specialty Pharmacy Patient Care Coordinators 

Members have access to specialty support 24 hours a day, seven days a week through one 
dedicated, toll-free telephone number. 

In our virtual call center model, Patient Care Coordinators (PCCs) work remotely to provide 
superior service to callers. Our call center personnel, toll-free numbers and call center systems 
are integrated using the latest technology, allowing for more rapid response times by 
automatically routing a caller to the first available PCC across the country. This model is also 
proving to be more popular with our own employees. We are seeing positive NPS results along 
with higher employee retention. 

Claims Processing Activities 
Having supported AHCCCS’s benefit program since 2015, we process approximately 2.4 million 
of your claims annually including those for Indian Health Services (IHS)/638 Tribal Pharmacies 
Reimbursement as well as coordination of benefits (COB) and third-party liability (TPL) claims. 
In addition to this daily claim processing, we also perform payment file production. 

We fully understand the complexities of the CMS IHS All Inclusive Rate (AIR) program, which. 
involves a unique rate reimbursement structure for the IHS that is determined by CMS. 

RxClaim Platform 

Central to our claims processing support for AHCCCS is RxClaim, our proprietary rules-based 
claims processing system that supports virtually every type of pharmacy benefit program and 
pharmacy delivery mechanism available. Its flexibility, capabilities, and capacity are virtually 
unlimited. In use since 1999, RxClaim is designed for online, real-time and fully integrated 
adjudication of prescription drug claims at the point of service, whether that is retail, home 
delivery or specialty. 

With operational support available 24 hours a day, seven days a week, staff constantly monitor 
the performance and availability of the system. Using sophisticated monitoring hardware and 
software, connections are automatically tested every five minutes to validate that the systems 
are performing as expected for you and the pharmacies your members visit that rely on us to 
process their claims efficiently and accurately. 
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Accuracy and Verification 

Our standard for claim processing accuracy is at least 99.9 percent, with accuracy defined as the 
percent of all claims paid with no errors based on a statistically significant random sample of 
claims audited.  

RxClaim verifies your claim at the point of service prior to submission for processing. It checks 
that the claim is submitted in the correct format, that the member is eligible, that the pharmacy 
is in-network, and the drug is in the correct tier. Subsequent to a positive check, the claim is 
sent for further processing. If the claim does not pass the initial check, a rejection occurs. 

As part of our claim adjudication process, 100 percent of claims are filtered through our Real 
Time Audit System at the point of service. A set of algorithms identifies outliers and a 
notification is sent to members of our auditing department, who then calls the pharmacy to 
resolve the concern. This process helps prevent mistakes and reduce fraud in prescription 
claims submission. 

Coordination of Benefits  

RxClaim validates and cost-avoids individual claims against the primary payer(s). The system 
accepts other payers’ secondary claims, supporting the National Council for Prescription Drug 
Programs (NCPDP) maximum of nine other payers if the pharmacy processes more than one 
other payer for a given claim transaction. 

In processing a COB claim, we store the primary member’s payer data on the claim to the 
extent that it is reported by the submitting pharmacy according to NCPDP COB Segment field 
requirements. In order to cost-avoid as many claims as possible, we support AHCCCS in 
enhancing the use of standard NCPDP Other Coverage Codes (OCC) to reduce the number of 
claims that are paid without the application of other payer’s pharmacy benefit coverage. 

Automating Coordination of Benefits 

Our Enhanced Coordination of Benefits program (eCOB) is a service we make available to our 
Medicaid customers that identifies potential data sources that may make it possible to avoid 
health care costs that are attributable to a third party. This service delivers real time savings 
and substantially reduces a state’s reliance on a “pay and chase” model and augments a state’s 
supplied TPL data.  

The eCOB program: 

• Collects other health insurance (OHI) that is unreported by members 
• Uses exclusive agreements with data aggregators and payment/revenue cycle 

companies to augment TPL data 
• Centralizes member claims history to increase patient safety 
• Cost Avoids claims where there is known or suspected other insurance. 

By using data and technology in this new way, we can more accurately detect and identify TPL. 
The eCOB solution augments existing AHCCCS-supplied TPL data residing in RxClaim with 
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information collected from leading providers of revenue and payment cycle solutions, some of 
the largest national PBMs and through exclusive relationships we have with several data 
aggregators. Updated frequently, this data provides up-to-date results as claims are processed.  

We identify members with other coverage and integrate our external data sources into a single 
eligibility database. Then, the claim editing process uses unique algorithms to identify matches 
with eligibility data. When the eCOB TPL data is used, a match is found, and the pharmacy has 
not indicated they have submitted a claim to any other payer, the pharmacist receives a NCPDP 
rejection code ‘41 – Submit to Primary Processor’ for the claim with the available NCPDP COB 
Response fields along with the following other payer information provided in the text message 
portion of the claim response: 

• BIN number 
• PCN number 
• Group number 
• Cardholder ID 
• Person code 
• Processor help desk phone number 

The following steps then occur: 

• The pharmacist can override the TPL reject by indicating that the claim has been sent to 
another payer and has been paid or rejected through submitting the applicable OCC 
code. 

• If the primary insurer covers less than the Medicaid allowed amount, Medicaid pays as 
secondary. 

• If the primary insurer rejects the claim, Medicaid may pay the claim depending on the 
reason for the reject. 

Results 

Our state Medicaid customers have achieved over $50 million in savings using eCOB. This 
program is the only such intervention on the market to avoid paying claims proactively and to 
avoid the “pay and chase” methods used today. eCOB leverages our relationships with 
numerous data sources and is a proven cost avoidance model using data-matching algorithms 
and innovative data sources. We significantly improve the identification of previously unknown 
primary coverage, reassigning benefit liability to the appropriate payer. 

Network Management 
As your incumbent pharmacy care services organization for more than 8 years, we are pleased 
to have provided the members of the AHCCCS with retail pharmacy access that exceeds the 
minimum access standards that you require. We ensure this access through constant 
monitoring and evaluation of our network. We always want to add more pharmacies and are 
constantly on the lookout for new or existing pharmacies who meet our stringent requirements 
for certification and licensing. Your members have today and will continue to have access to a 
broad network of excellent network pharmacies. 
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Moreover, our account management team works closely with you to maintain those standards 
and ensure that the network does not decrease throughout the contract, so your members’ 
experience is as free from any friction as possible. 

The retail network AHCCCS uses currently comprises more than 67,000 pharmacies, with your 
members having convenient access to all major chains, grocery store pharmacies, mass 
merchants, small chains, pharmacy services administration organizations (PSAOs), and 
independent pharmacies throughout the United States (including Puerto Rico, Guam, and the 
Virgin Islands). This equates to 93 percent of available retail pharmacies in the country. Our 
network pharmacies are all contracted and equipped to serve the AHCCCS. Our strategy 
ensures broad access to a high-quality network of pharmacies to serve members in every type 
of community setting at your members’ convenience. 

We are increasingly working in more innovative ways with our network pharmacies to add 
value for your members.  

Arizona Statewide Pharmacy Network 

In order to bring pharmacy services to AHCCCS members in a timelier manner, we can waive 
our standard waiting period for a newly opened pharmacy to join our national network. We 
also understand that all pharmacies that process claims for AHCCCS must have an AHCCCS ID 
(AKA Arizona Medicaid ID) prior to being allowed to submit claims for an AHCCCS member. 

This is just one example of how we partner with our network pharmacies to support their 
ability to make a difference in their communities. We also work with network providers to drive 
better outcomes in a local care setting by developing and contracting a variety of clinical and 
value-based care programs. A few examples include: 

● Medication Therapy Management/Medication Reconciliation 
● Transitional care management 
● Pharmacist prescribing and testing services 
● Program referrals (behavioral health, annual wellness visits) 
● Custom point-of-service counseling 

These programs incentivize providers to engage with members and provide meaningful clinical 
support, while offering a competitive reimbursement based on eligibility requirements and 
qualifications. 

Optum Rx Integrated Pharmacy in Arizona 

In October 2023, Optum Rx opened a state-of-the-art home delivery pharmacy in Mesa, 
Arizona. The facility expands Optum Rx’s integrated pharmacy care services capabilities, 
improving access to needed medications and helping people achieve better health outcomes. 

For people taking multiple prescriptions, the new facility prepares and bundles medications into 
daily, timed packages designed to improve medication adherence, drive better health 
outcomes and increase patient satisfaction.  
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The Optum Rx Home Delivery Pharmacy works with all major shipping carriers to ensure 
patients get medications where and when they need them, including rural and other hard-to-
reach communities. This investment represents a long-term commitment by Optum Rx to the 
state, where it will add 300 jobs to its 5,500-person workforce in Arizona. 

As part of its commitment to advancing career opportunities and creating an inclusive 
environment for all, Optum Rx invests in training programs and resources for those with no 
pharmacy experience or those transitioning into the industry. It also partners with non-profit 
organizations like Ability360, which advocates for employment services for individuals with 
disabilities, and 50Strong, which assists military members transitioning from service to the 
workforce, to inform the programs. Optum Rx held a job fair in May and has worked with the 
City of Mesa to recruit area residents to fill jobs for the new facility. 

Home Delivery Pharmacies 

Our pharmacies are capable of increasing capacity to accommodate volume from new business. 
We accomplish this flexibility by adjusting operational hours, workflows, and administrative 
processes to accommodate increased volume. We continually evaluate home delivery growth 
and performance to help ensure that we maintain a consistently high-quality experience for 
members, engaging in planning to increase capacity through long term expansion strategies 
including opening new facilities such as our latest Mesa, Arizona fulfillment site. 

Optum Rx offers accurate, efficient Home Delivery Pharmacy dispensing from our fully owned 
facilities strategically located throughout the U.S., each of which combines the latest 
automation technologies with eyes-on inspection and verification at multiple checkpoints 
throughout the fulfillment process. 

“Companies like Optum are tapping into our state’s top-tier workforce and 
healthy business environment. This new fulfillment pharmacy creates 
hundreds of new jobs and represents a long-term economic investment in 
health care, technology and people right here in Arizona.” 

 — Arizona Governor Katie Hobbs 
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Member Services 
Pharmacy is the most frequent consumer touch point in health care. That means every 
interaction is a chance to make the health system work better. AHCCCS’s members and health 
care providers may contact us by phone, email, mail and fax. Our customer service advocates 
(CSAs) are ready to help 24 hours a day, seven days a week—including holidays. 

We provide a toll-free number for Medicaid business with multiple prompt options to support 
varied inquiries and caller types. Members calling one of our toll-free numbers are greeted by 
the IVR system, which has user-friendly menus and instructions in English and Spanish to help 
members with topics like Home Delivery Pharmacy benefits, placing refill orders, checking 
prescription order status and verifying the number of refills remaining. Approximately 10 
percent of member calls are resolved through the IVR system. 

CSAs provide an efficient and effective customer service experience to members, pharmacies 
and providers. Our CSAs include clinical and non-clinical staff, who address general and complex 
pharmacy inquiries as part of a tiered service model. CSAs are segmented into tiered groups, 
each focused on addressing specific, yet increasingly complex levels of inquiries. Our call 
routing uses artificial intelligence (AI) to seamlessly drive the call to the specialist with the 
expertise to handle that inquiry—enabling us to provide timely support based on inquiry 
complexity. This call routing improves the member experience by increasing first contact 
resolution (FCR). 
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Member Inquiries 

Members contact customer service by phone, email, webchat or mail. 

● Phone Inquiries: Members calling one of our toll-free numbers are greeted by the IVR 
system. This sophisticated system features detailed menus and instructions that help 
callers perform routine functions and submit inquiries. Members may also choose to 
speak with a CSA, and if needed, one of our clinical pharmacists. 

● Email or Mail Inquiries: Members can submit inquiries by email or mail. Members can 
also use our online feedback form through our member portal to submit questions 
related to benefits or to provide comments and suggestions to improve our website or 
services. 

● Webchat Inquiries: Members can navigate to the chat with us feature on the portal to 
initiate their online interaction for real-time responses to questions related to benefits. 

Member Communication Materials 

It is our goal to help people live healthier lives and achieve better wellness. We create and 
distribute tailored notifications throughout the year as needed. Examples include changes to 
the member’s pharmacy benefit plan, formulary, or network. These are distributed on an ad 
hoc basis or on a predetermined schedule, depending on the type of communication and 
AHCCCS’s preference. Extra costs may be involved depending on the complexity of the request. 

Print-on-Demand Materials 

We also offer our customers an extensive suite of standard print-on-demand materials that 
cover topics such as: 

● Medication compliance 
● Health improvement 
● Lifestyle changes 
● Diabetes 
● Asthma 
● Cardiovascular health 
● The value of formularies and generic medications 

These materials provide members with information about certain disease states and other 
consumer-related data. They also educate members on the importance of medication 
compliance, healthy lifestyle choices and improving the overall quality of life. 

Members using Optum Home Delivery receive additional information with their prescriptions, 
including educational content and instructions for using medication appropriately. 

Language Services 

Our call centers are staffed with bilingual representatives to assist both English and Spanish 
speaking members, with more than 50 Spanish language certified CSAs available. Spanish is the 
predominant language support requested. 
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We also contract with LanguageLine Solutions®, a company that provides real-time, around-
the-clock translation for over 240 languages. Additionally, we provide many of our member 
communications—such as new member welcome materials and educational materials—in both 
English and Spanish, as part of our standard service offering. We can develop additional 
versions of our materials in other languages at AHCCCS’s request at an additional cost. 

We accommodate translation of member communications into non-English languages, 
including those required for adverse benefit determination notices according to the Patient 
Protection and Affordable Care Act of 2010 (PPACA), and any federal or state government 
guidance issued as a result, along with complaint and appeal response translations required by 
NCQA RR3 (A) and (B), and any other translation requirements that may be required. 

We provide the languages required under Medicare Part D and the Americans with Disabilities 
Act. We implement member marketing materials delegated to Optum Rx according to 
marketing guidelines when the 5 percent threshold is met. Upon receipt of the CMS approved 
translated marketing materials where we are the fulfillment vendor, we work with our third-
party print vendors to have those materials set up for distribution. CMS does provide some 
materials already translated into Spanish and Chinese; depending on whether the plan sponsor 
meets the 5 percent threshold for any other language, those would also be required. 

We can provide member materials in virtually every language used in business. For example, 
the most commonly translated languages include Albanian, Arabic, Armenian, Bengali, Bosnian, 
Bulgarian, Burmese, Chinese, Croatian, Czech, Danish, Dutch, Farsi, Finnish, Flemish, French 
Canadian, French, German, Greek, Gujarati, Hebrew, Hindi, Hmong, Hungarian, Ilocano, Italian, 
Japanese, Khmer, Korean, Laotian, Norwegian, Polish, Portuguese, Punjabi, Russian, Serbian, 
Slovene, Spanish, Swedish, Tagalog, Thai, Turkish, Urdu, Vietnamese and Yiddish. 

Member Portal Including Network-specific Resources 

The Optum Rx member experience is enhanced by our high regard for the best quality and 
content throughout our communications and tools. Our member portal can offer members the 
ability to access tools and resources to enhance their personalized retail pharmacy experience 
from our digital tools. We are committed to delivering a best-in-class member experience, to 
making things easier, and to driving better health overall.  

We use member data and plan design information to create an individualized experience that 
engages members with a clear, transparent and easy to understand view into every aspect of 
their pharmacy benefit program. 

To help them with retail pharmacies, your members can access the following network-specific 
resources: 

● Pharmacy locator: Find the closest network pharmacy to fill a prescription 
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● Click-to-Call assistance: Request assistance for any pharmacy benefit and receive a call 
from an Optum Rx customer service advocate 
 

In addition to the tools and resources that are currently available to your members, we are 
pleased to offer your members our MyScript Finder tool, which helps them find the medication 
they need. MyScript Finder: 

• Provides real-time, benefit-specific medication pricing information so members can 
verify that they are not being charged a copayment per Medicaid plan requirements for 
a given medication 

• Provides messaging about safety and drug interaction alerts that show members if a 
drug may have a negative interaction with another medication 

• Selects clinical and formulary therapeutic alternatives linked to the member’s unique 
plan 

● Notifies members when a drug is not covered or requires a prior authorization 

Other Member Tools 

Your members can also access the following tools and resources:  

● Request new prescriptions, renew or refill existing prescriptions, transfer prescriptions 
from a retail pharmacy to our Home Delivery Pharmacy program 

● Enroll in our auto refill program, which enables members to select automatic refills for 
some maintenance medications 

● Sign up for email or text message medication reminders 
● View prescription status updates, including authorization requests sent to physicians 
● Track mail service prescriptions 
● Review detailed claim history 
● Find benefit information  
● Manage billing and shipping addresses 

By providing easy-to-use tools and personalized insights, our member website contributes to 
the transformation of the pharmacy experience—bringing simplicity and convenience to help 
members manage and adhere to their medication regimens, helping them manage their overall 
health and well-being. 
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Data and Systems 
RxClaim is our proprietary rules-based claims processing system that supports virtually every 
type of pharmacy benefit program and pharmacy delivery mechanism available. Its flexibility, 
capabilities, and capacity are unlimited. This claims processing system is designed for online, 
real-time adjudication of prescription drug claims at the point of service. Retail, home delivery, 
and specialty claims are adjudicated through the same fully integrated online system. Our 
RxClaim platform uses the NCPDP standard D.0 pharmacy claim format version for claims 
processing including compounds.  

With operational support available 24 hours a day, seven days a week, staff constantly monitor 
the performance and availability of the system. Using sophisticated monitoring hardware and 
software, connections are automatically tested every five minutes to validate that the systems 
are performing as expected for our customers and the pharmacies that rely on us to process 
their claims. 

We use a custom version of the RxClaim online transaction processing system to adjudicate 
claims. RxClaim verifies the claim at the point of service prior to submission for payment. It 
checks that the claim is submitted in the correct format, that the member is eligible, that the 
pharmacy is in the network, and the drug is in the correct tier. Subsequent to a positive check, 
the claim is sent for further processing. If the claim does not pass the initial check, a rejection 
occurs. 

As part of our claim adjudication process, 100 percent of claims are filtered through our Real 
Time Audit System at the point of service. A set of algorithms identifies outliers and a 
notification is sent to members of our auditing department, who then calls the pharmacy to 
resolve the concern. This process helps prevent mistakes and reduce fraud in prescription 
claims submission. 

Our system also compares the requested reimbursement with the amounts we have on file. 
These amounts are based on negotiated usual and customary (U&C) cost, contracted dispensing 
rate, and MAC pricing. We process more than 99 percent of all retail, home delivery and 
specialty claims electronically. Less than 1 percent of claims are processed manually. 

RxClaim Access 

RxClaim licenses offering appropriate levels of access and utility are available. Up to 100 
designated customer users and up to 10 vendor users are allowed read/write access to the 
claims and eligibility system through our web-based claims system access application at no 
additional charge.  

NCPDP Compliance 

Our claims processing system adheres to the NCPDP Telecommunications Standards. We 
continuously monitor our systems to ensure that updates are implemented and remain 
compliant with the current approved NCPDP standard.  
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We have a dedicated NCPDP committee consisting of several professionals representing diverse 
areas within the organization who are active NCPDP members. The Committee acts as the 
governing body to assure we remain compliant with NCPDP requirements and updates as 
applicable. 

We are well positioned to provide AHCCCS quality product and services with the transparency 
and flexibility you need to provide your members with a successful claims solution.  

Industry-leading Accreditations and Certifications 

We maintain a variety of national health care credentials demonstrating our commitment to 
excellence and inspiring a better health care system. We hold HITRUST certification, URAC 
accreditation and have attained CMS certifications for many of our state Medicaid customers. 

CMS Certification 

Optum Rx understands the impact and importance of obtaining CMS certification for the State’s 
Medicaid pharmacy solution and maintains the related tasks, resources, and schedule within 
the overall project workplan. We have never failed to meet CMS certification for our customers 
where required. We have successfully completed and received CMS Certification of the 
pharmacy system in 13 states: Georgia, Illinois, Indiana, Iowa, Maine, Nevada, Ohio, South 
Dakota, Tennessee, Utah, Vermont, Washington, Wyoming. 

In each of these certifications, we have demonstrated compliance with federal security and 
technical standards as well as with state-specific requirements. Our CMS certification and 
project management team has experience and knowledge directly related to the Medicaid 
Certification Life Cycle (MECL), the Medicaid Enterprise Certification Toolkit (MECT), and the 
Outcomes-Based Certification (OBC) process identified for Electronic Visit Verification modules. 

Moreover, in December 2020, we completed CMS Outcomes-Based Certification (OBC) for 
TennCare’s pharmacy system, making the State of Tennessee the first to achieve the new 
certification process and to obtain 75 percent federal financial participation. 

If requested, we will partner with AHCCCS to obtain certification. 

HITRUST Certification 

Optum Rx information security policies are based on NIST, ISO and HITRUST frameworks. 
Optum Rx maintains a HITRUST certification for Technology Managed services and for specific 
line-of-business products as determined to be appropriate. The HITRUST CSF includes, 
harmonizes and cross-references existing, globally recognized standards, regulations and 
business requirements, including ISO, NIST, PCI, HIPAA and State laws. 

As such, HITRUST is aligned with other control testing expectations, such as the SSAE16 (SOC) 
framework, maintained by the AICPA for the financial auditing community. Optum Rx uses the 
HITRUST CSF as a single security model to measure for multiple obligations. Additionally, we 
perform a management review of the information security program and policy annually for 
relevance and updates to remain compliant. 
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Reporting Requirements 
Providing insights into every aspect of AHCCCS’s pharmacy benefit, our comprehensive 
reporting is available to you online and through electronic delivery. Our reporting uses 
differentiated technology and analytics to help you understand and manage pharmacy cost and 
member health trends that support informed health care decision making. We provide you with 
the flexibility to analyze overall plan performance and drill down in specific areas to evaluate 
trends: 

● Comprehensive Reporting on Pharmacy Benefit Performance: AHCCCS can dive deeper
into specific elements of your pharmacy benefit through our RxTrack standard reporting
package to understand performance patterns and trends and the role they play in
overall performance. Our reporting provides comprehensive filtering capabilities that,
with a few clicks of the mouse, transform any report into a configurable report of the
user’s choosing, including:
• Account Management Reports: Reports include drug utilization trends pinpointing

areas of growth, member utilization patterns (including specialty), claims analysis,
and changes in prescribing patterns. These reports demonstrate the impact of our
programs on utilization and cost trends, providing a broad range of metrics that
include total drug cost, total plan paid, total member paid, percent plan paid,
percent member paid, and more.

• Membership Reports: Reports include member claim history, member reject
history, top X members, member eligibility, members termed and member trends.

• Product Management Reports: Analytics include top drugs utilized, historical and
period-to-period comparative drug report, and drug market share reports.

• Clinical Management: These reports provide information on clinical programs
provided to AHCCCS’s members, including adherence, controlled substance
utilization, multiple providers utilization, and Concurrent DUR reports, to name a
few.

• Pharmacy Network Reports: Pharmacy utilization reports including pharmacies used
and period-to-period comparative pharmacy reports.

• Prescriber Management Reports: Reports include top prescribers and drugs
prescribed, prescriber lookup, and comparative prescriber ranking.

• On-Demand Reports: This functionality enables AHCCCS to create reports tailored to
your specific needs.

We work together with customers to review reporting and analytics and provide 
recommendations that optimize plan performance and drive clinical outcomes. Your Optum Rx 
team uses surveillance and tracking systems to constantly monitor and analyze your pharmacy 
data, recognize patterns or outliers in your data, and proactively recommend solutions to align 
with your strategic needs. We can also provide custom and ad hoc reports based on AHCCCS’s 
needs. The AHCCCS Optum Rx Financial Analyst shall work with AHCCCS and Optum Rx AHCCCS 
team members to provide reports and analytics as requested by AHCCCS. 
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Report Delivery and Timeline 

Data is refreshed daily by 8 a.m. CT, and standard reports are provided monthly, quarterly and 
annually and can be run for custom date ranges as needed: 

● Online access in a simple point-and-click environment
● Static reports in an electronic format, such as PDF and Excel

All RxTrack month-end reporting is available within 10 calendar days following the end of the 
respective prior reporting period. Claim detail reports can be generated with data from the 
previous day after the daily refresh. 

Available Standard Reports 

Optum Rx provides a standard reporting package including a wide range of reporting insights, 
from comprehensive overviews of plan performance to detailed reporting of specific data 
elements. This standard package includes more than 40 individually unique reports, each with 
data filtering capabilities that enable AHCCCS to understand each aspect of your pharmacy 
benefit performance. The package also provides you with quarterly and annual executive 
summaries of key metrics across your pharmacy benefit. Standard reporting includes: 

Reporting Area Report Examples 

Account 
Management 

Executive Summary, Claim Detail, Formulary/Non-Formulary, Mail/Retail, 
Specialty/Non-Specialty, DAW Utilization, Rejected Claims, Claims Lag 
Reports 

Membership 
Management 

Top Members, Membership Trend, Member Lookup Reports 

Product 
Management 

Top Drugs, Period-to-Period Comparative Drug Report, Drug Market Share 
Reports 

Pharmacy 
Management 

Top Pharmacy, Pharmacy Lookup, Period-to-Period Comparative Pharmacy 
Reports 

Prescriber 
Management 

Top Prescriber, Prescriber Lookup, Period-to-Period Comparative 
Prescriber Reports 

Clinical 
Management 

Adherence, Controlled Substance Utilization, Multiple Providers 
Utilization, Concurrent DUR Reports, Personalized Rx Counselor, Optum Rx 
RetroDUR, Fraud Waste and Abuse, Adherence Reports that are 
dependent upon customer selection of the program as part of their benefit 
plan 

On-Demand 
Reporting 

On-demand reporting functionality enables you to create your own reports 
through RxTrack’s online tool, including a broad range of ad hoc reports. 
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We have provided samples of our reporting documents as part of our proposal response, please 
refer to Section B, B13 Reporting Samples.  

We review reports with AHCCCS and provide our Interactive Quarterly Performance Review 
(iQPR) to deliver insights and actionable information to optimize benefit performance and 
inform about potential plan design adjustments. The reports enable collaborative review and 
evaluation of critical areas including cost trends and health outcomes, while helping accurately 
forecast and manage AHCCCS’s pharmacy benefit. 

CMS DUR Annual Report 

The CMS DUR Annual Report is completed by our clinical staff in accordance with State and 
Federal requirements.  

In general, the process is as follows:  

● Compile and analyze interventional outcomes approximately six months post each 
intervention’s final mailing/communication 

● Initiate data gathering one month following end of the Federal fiscal year (10/1-9/30) to 
compile additional ProDUR (Concurrent DUR) and utilization information 

● Run additional ad hoc queries as required to obtain needed data and information 
● Compile, write, and assemble the report 
● Provide the completed report to AHCCCS for review 
● Complete revisions as required 
● Complete the online survey to CMS as requested by AHCCCS 

Optum Rx understands the importance of delivering a quality product within the required 
timelines. In addition, appreciating the fact that AHCCCS staff has multiple tasks and should not 
be burdened with managing their vendor, Optum Rx is proactive in compiling the data for the 
CMS Annual Report and delivering the initial draft to AHCCCS well in advance of the required 
deadline so that AHCCCS has ample time to review and comment. This approach avoids last 
minute reviews and changes and provides AHCCCS the assurance that prior to submitting the 
report to CMS, the document is complete, well researched, and defendable. 

Reporting Tool 

We make it easy for AHCCCS to monitor and review plan performance at your convenience 
through our RxTrack web-based reporting platform. The online platform gives you flexibility to 
analyze and filter data through established parameters or create ad hoc reports and customized 
views to meet your needs. RxTrack captures claims data, utilization data and member eligibility 
files, as well as prescriber and pharmacy information to provide comprehensive analytics and 
reporting for AHCCCS. We can provide logins at any level of the reporting hierarchy.  

Creating On-Demand Reports 

RxTrack provides an on-demand report resource with instant access to a broad range of plan 
metrics and performance data—including utilization and cost trends; prescriber and pharmacy 
metrics; member utilization; drug utilization; and more—that give AHCCCS the ability to create 
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on-demand, ad hoc and configurable reports to analyze all aspects of your pharmacy benefit. 
Resources and features supporting AHCCCS’s creation of on-demand reports include: 

● Web-based information delivery: Access RxTrack on-demand reporting from anywhere 
using an Internet connection and web browser. 

● Intuitive user interface: Our user-friendly interface facilitates easy navigation. 
● Extensive portfolio of filtered standard reports: On-demand reporting for AHCCCS 

provides navigation and guidance in creating your own reports to analyze data including 
the ability to download reports directly into Microsoft Excel. 

● Customized and ad hoc reporting: Our custom report builder makes it easy for users to 
focus on data that is important to your business. Further, most ad hoc reporting 
requests can be accommodated through our online reporting tool as part of our basic 
service. 

● Secure data transmission: Our firewall, filter and encryption technology protect the 
integrity and confidentiality of your data. 

RxTrack is anchored by our data warehouse and analytics technology giving you flexibility to 
create and work with reports and data views based on your preferences. Claims data is updated 
daily in the data warehouse to provide AHCCCS with up-to-date analytics to fit your specific 
reporting needs. AHCCCS can create its own configurable report views and save reports in a 
variety of file formats. Security parameters also enable you to set different access levels for 
different user groups. 

We also provide consultative support services through AHCCCS’s account management team to 
collaborate with you on strategies for maximizing your pharmacy benefits. 

Disaster Recovery Plan  
Our Enterprise Disaster Recovery Program anticipates and plans for the common types of 
disasters by designing solutions to address them. Disaster protection addresses recovery from 
the most probable disaster scenarios to the worst-case scenario. Highlights of the disaster 
recovery protection components include: 

● Optum Rx data centers allow system administrators to monitor and manage data 
centers by remote control (lights-out mode) for up to three days. Additionally, our plans 
with redundant suppliers provide for continuous fuel deliveries, allowing the data 
centers to run in this mode indefinitely. 

● Recovery solutions have active-active and active-standby components located in two 
geographically separate data centers, where either site can support the production 
application in the event of a disaster with minimal manual intervention. 

● Multiple recovery designs use various methods for storage, SAN or native database 
replication. These solutions use asynchronous data replication between the production 
and geographically dispersed recovery data centers.  

● Some distributed systems employ recovery from media using failover of production to 
geographically separate non-production systems using virtual tape data restoration. 
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● Each critical application has a disaster recovery plan that is refreshed and tested at least 
annually. 

Optum Rx relies on a diverse array of interconnected information systems to meet our 
customers’ needs. The goal of disaster recovery planning is to protect the organization in the 
event that all or some key aspects of our operations are unusable. Preparedness is the key. 
First, our Enterprise Disaster Recovery Program eliminates or reduces disaster recovery risk in 
critical technology areas, and then it plans for timely, predictable restoration of key 
applications, data and supporting critical infrastructure. 

The mission of the Enterprise Disaster Recovery Program is to minimize the aggregate risk and 
impact to Optum Rx from the occurrence of disaster recovery events. These Enterprise Disaster 
Recovery Program objectives support this mission by: 

● Providing a systems solution that accommodates the interdependencies between 
business processes and applications 

● Establishing disaster recovery requirements as part of our systems architecture, delivery 
and operations as opposed to as an afterthought once a new application goes into 
production 

● Developing and deploying a modular, adaptive set of capabilities, rather than one-size-
fits–all solutions 

● Considering the most probable disaster recovery scenarios in addition to worst-case 
scenarios  

We tailor customer-specific disaster recovery plans to the unique needs of each customer if an 
interruption of services occurs. The AHCCCS disaster recovery plan includes: 

● Purpose and Executive Summary 
● Program Overview 
● Application and Recovery Overview 
● Recovery Contacts 
● Recovery Requirements 
● Recovery and Validation Procedures  
● Non-production Recovery Strategy 
● Exercise Plan 
● Exercise Results Summary 
● Supplemental Information  
● Approvals 

Lifecycle Maintenance 
Existing disaster recovery plans follow standard lifecycle maintenance, which we update as 
changes occur to the applications or associated systems and at least annually. The dedicated 
management team and enterprise disaster recovery team validate the plans. We review the 
plans to identify: 

● Equipment updates 
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● Recovery or validation process changes 
● Employee changes or changes in responsibilities 
● Changes in business requirements not reflected in specific plans 

Audit Services 
The Optum Rx claims adjudication process includes a multi-tiered auditing program of standard 
auditing services while our fraud, waste, and abuse prevention and recovery strategies are 
spearheaded by our unique real-time audit system. In concert with audits occurring at multiple 
levels including on-site and desktop, this unique process provides sentinel monitoring for 
pharmacy fraud, waste and abuse through various system edits and algorithms. This improves 
the health system for both members and customers by guarding against fraud, waste and 
abuse. This process includes real-time auditing of every single claim we adjudicate, escalated 
auditing where warranted, and reporting and notification to the appropriate oversight agencies 
when applicable. 

Real-Time Auditing 

Our real-time audit system is our frontline process through which we detect pharmacy fraud, 
waste, abuse and error. This proprietary desktop process examines 100 percent of paid claims 
upon adjudication; nearly 50 percent of our network pharmacies receive outreach as a result of 
real-time audit annually. 

Claims are filtered through algorithms that screen for appropriate utilization patterns, cost 
information and other criteria that may indicate error or abuse. Each claim is then scored and 
ranked. The highest scored claims are flagged for further review and are routed into actionable 
queues within three seconds of detection, on average. Our audit team then investigates these 
flagged claims from this initial screening and, when deemed appropriate, the auditor performs 
an outreach to the pharmacy to verify the claim’s accuracy against the actual prescription. If an 
inaccurate claims transaction is identified, the pharmacy reverses and resubmits the claim 
correctly. 

Our unique real-time audit process provides our customers with significantly more audit 
recoveries compared to using retrospective claims audit procedures alone. Our real-time 
auditing capabilities provide auditors with a front-row seat from which they may monitor claim 
submissions post-adjudication and proactively identify trends that may point toward fraud, 
waste, abuse and error. Since our strategic algorithms allow auditors to focus on claims with 
the most aberrant problems in near real time, our program returns a higher per-claim average 
recoveries than standard next-day audit processes. 

In addition, having a small window of time between adjudication and our audit processes may 
improve the likelihood that potentially serious mistakes that lead to unnecessary adverse 
events may be caught and corrected before our customers are being charged and often prior to 
the medication being dispensed to members. 
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Other real-time audit benefits include the following: 

● Pharmacists are educated about billing errors in a timely manner, which may result in 
fewer errors in the future. The resulting sentinel effect, which is a natural side effect of 
the real-time audit process, may encourage stricter attention to policies and procedures 
on the part of pharmacy staff. It may also assist pharmacies with compliance with 
government regulations and health plan procedures. 

● Questionable claim patterns are more easily identified, which allows for more timely 
development of additional audit screening criteria. Based on this, we are able to assess 
the need for new edits or quantity limits quickly. 

Desktop Auditing 

Optum Rx’s desktop audits are initiated when a more expanded review, which consists of 
analyzing the pharmacy’s historical data and considering member and prescriber information, is 
needed. Desktop audits are conducted consistently throughout each day to investigate the 
integrity of individual claims submitted by pharmacies and paid on the behalf of members. Our 
desktop audits include filtering and examining prior claim transactions for aberrant issues 
where a larger number of source documents are requested from the pharmacy for review. In 
these cases, we notify the pharmacy of the desktop audit and request for documentation to 
support the claims. Pharmacies are provided ample opportunity to provide documentation and 
are afforded the opportunity to appeal all findings. Over 10 percent of our pharmacy network is 
subjected to desktop auditing each year. 

Some examples of findings from desktop audits include: 

● Incorrect days’ supply submitted resulting in dispensing of excessive quantity 
● Incorrect NDC submitted resulting in an overpayment 
● Prescription not found/provided 

On-site Auditing 

On-site audits are conducted throughout the year on over 5 percent of our active pharmacy 
network that spreads over, on average, 35 or more states annually. Audit selection is based on 
complex analytics, referrals from other audit teams including Real Time, Desktop and 
Investigations as well as from internal or external referrals. Approximately 40 algorithms are 
used in combination to identify pharmacies where an on-site audit is appropriate and to select 
claims to be reviewed in those audits. 

During an on-site audit an auditor reviews a targeted subset of claims. This may include review 
of hardcopy prescription files; daily computer-generated transaction logs; purchase invoices; 
third-party signature logs; accuracy of data submission; compound and specialty medication 
orders; return to stock policy adherence; regulatory compliance; presence of expired 
medications; contract compliance; monitoring of foot traffic and inventory handling; pharmacy 
cleanliness; facility safety; and proper staffing. 

The types of issues that may trigger Optum Rx to conduct an on-site audit include results of 
proprietary analytics; concerns about the validity of operations based on physician/member 
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inquiry responses; detection of potential document alteration; findings from our real-time audit 
system and potential inventory reconciliation issues. 

Investigative Auditing 

Optum Rx’s investigations team employs a variety of tools and techniques to conduct fraud 
investigations in response to various drivers and triggers, including member complaints, tip 
lines, industry referrals, customer and/or Special Investigation Units referrals, referrals from 
within Optum Rx, and data analytics. 

Examples of the type of retrospective analytics conducted by the investigations team include 
reports identifying outlier pharmacies based on criteria such as: 

● Geographic location
● Defined drug therapies
● DME claims
● Multiple-ingredient compound claims
● Geospatial analytics to identify patterns where the distance between the member,

prescribers and/or pharmacies are far beyond the norm
● Identification of other unusual patterns, such as:

• Unusually high or low reversal rates
• Unusually high rates for particular types of claims when compared to a pharmacy’s

peer groups (for example, high cost compounds, specialty drugs)
• Claims submitted at times when the pharmacy is not usually open (for example, late

night, holidays)
• Billing of drugs, or combinations of drugs, known to be associated with fraudulent

billing schemes (for example, topical pain creams)
• Pharmacies billing for members whose claims were previously being billed by a

pharmacy associated with another fraud investigation (also known as member
crossover analyses)

• Pharmacies listed on CMS’s High Risk Pharmacy list
• Pharmacies considered to have outlier behavior by CMS or other governmental

entities
• Pharmacies with unusual changes in their billing pattern

The types of fraudulent billing identified and investigated vary, but include: 
● Shipping medications to members without their knowledge or consent
● Phantom billing
● Pill shorting
● Dispensing generics but billing for brands
● Use of grey market drugs (for example, purchasing from illicit sources)
● Intentional inappropriate billing of compound claims to increase reimbursement or to

allow otherwise non-covered medications to be paid
● Identity theft
● Billing for drugs other than those dispensed
● Collusion between pharmacies and patients and prescribers
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● Re-dispensing unreversed medications 
● Inappropriate dispensing of narcotics 

Optum Rx investigation teams also participate in industry information sharing sessions, attend 
conferences related to health care fraud detection and foster relationships with the 
enforcement community through referrals as well as timely responses to requests for 
information. 

Advanced Pharmacy Audit Services 

To provide AHCCCS with enhanced network pharmacy auditing capabilities, we offer our 
Advanced Pharmacy Audit Services (APAS) with Proactive FWA (fraud, waste and abuse) 
prevention, which is designed to maximize affordability and recovery savings. We deploy 
experts and technology aimed towards pharmacy claims level activity. 

APAS and Proactive FWA bolsters our core pharmacy auditing operations by providing a greater 
degree of focus on AHCCCS’s specific data. This increases cost avoidance and accuracy, shortens 
investigation timelines and provides greater opportunities to deter potential schemes and 
suspicious patterns. APAS helps you improve affordability by increasing monetary recoveries by 
an average of 250 percent during the first year, providing an added layer of scrutiny and 
protection against FWA. 

Proactive FWA detects pharmacy fraud earlier and more accurately by targeting and detecting 
fraud prospectively. Using advanced analytic techniques of predictive modeling combined with 
artificial intelligence (AI) machine learning technology, Proactive FWA detects and predicts 
high-risk, potentially fraudulent pharmacy scenarios in near real time that traditional analytics 
do not. These advanced analytics continuously learn new trends and suspect patterns on an 
ongoing basis. Earlier detection of potentially fraudulent billing patterns enables fraud 
investigators to address questionable pharmacies and claims more quickly, thus deterring fraud 
and minimizing financial exposure. 

Proactive FWA detects fraud on a pharmacy level. With this approach, Proactive FWA evaluates 
pharmacy claims activity across the entire pharmacy network using dozens of risk factors at 
once. Pharmacies exhibiting suspicious behaviors are then risk-scored and routed to fraud 
investigators, pharmacy technicians trained to audit client claims for potential fraud, who 
complete investigations earlier and deter suspicious behavior sooner. 

Proactive FWA also detects fraud at the claim level. AHCCCS’s claims are evaluated daily and 
risk-scored for potential fraud in near real time (post-adjudication, pre-payment) using 
predictive model technology. Claims are scored based on individual claim risk factors and not 
based on connection to highest risk pharmacies. High risk-scored claims are evaluated by fraud 
investigators. If warranted, members and prescribers may be contacted to verify claims and the 
appropriateness of the transaction. For instances where a member or prescriber does not 
validate the claims, the pharmacy is engaged to reverse the claim.  
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Analytic reports specific to AHCCCS offer unique insight including: 

● Member fill pattern reviews that may identify unusual and potentially abusive practices 
such as drug seeking behavior (Reported as identified) 

● Scheduled pharmacy audit reports (quarterly, monthly and yearly) including summaries 
and claims detail 

● Quarterly Business Review, which highlights specific audit results and activities for the 
prior quarter, cases of interest, emerging trends or issues and plan related 
recommendations (such as potential quantity limits for drugs where we may see a trend 
of over-billed quantities) 

APAS and Proactive FWA support our core pharmacy auditing operations by providing a greater 
degree of focus on AHCCCS’s specific data. This leads to increased cost avoidance, increased 
accuracy, shortened investigation timelines and greater opportunities to deter potential 
schemes and suspicious patterns. 

Sister Agencies 
Optum Rx has worked extensively with Sister Agencies such as the Department of 
Developmental Disabilities and the Arizona Refugee program. We work directly with each Sister 
Agency to gain a complete understanding of their unique retail pharmacy benefit requirements 
including eligibility, benefit plan design, pricing, DUR and other components in order to tailor 
the needs of each Sister Agency to their program. Our flexibility enables us to create a unique 
pharmacy benefit program based on those unique needs. 

As required, we shall enter into subcontractor agreements with Arizona State Sister Agencies 
under this contract. We understand that the following sister agencies intend to utilize this 
contract:  

● The Department of Economic Security (DES) for the Division of Developmental Disability 
(DDD) American Indian Health Plan members and State-Operated Facilities members  

● The Division of Adult and Aging Services (DAAS) for its Refugee Resettlement Medical 
Assistance Program  

● Other populations/programs as agreed to by Optum Rx and individual state agency/ies.  

We accommodate these requirements by creating specific benefit plans and eligibility mapping.  

Turnover and Transition 
As your current partner, Optum Rx is prepared to provide continuous PBM services without 
interruption. Current services will not be impacted as all plans are coded and configured and 
interfaces and extracts are active. For projects, services, and benefit plans that are not currently 
in place today, we follow a rigorous implementation process as detailed below. 

Our approach to turnover begins with detailed planning and incorporates project management 
quality checkpoints and milestones. Our experience as an incoming PBM has engendered an 
awareness of the importance of an outgoing contractor fully performing its disengagement 
responsibilities. The key objective for the disengagement task is to support continued peak 
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service levels to members, providers, AHCCCS and the operational team. Successful 
disengagements require considerable collaboration, and we commit our full cooperation to 
performing all of our obligations and responsibilities and to working with AHCCCS and the 
incoming contractor to meet transition goals, including the timely start of changeover 
operations and uninterrupted service levels to State staff, providers, and most importantly, 
AHCCCS’s Medicaid population. 

Initial planning for turnover begins at least 12 months in advance of the end of the contract to 
provide adequate preparation time for all stakeholders. During this time, Optum Rx begins 
development of a turnover plan for submission to AHCCCS. 

Once we receive notification from AHCCCS that the contract will end, the initial Turnover Plan is 
delivered to the State within 45 days. Based on AHCCCS’s feedback, we then update the 
Turnover Plan as changes that may impact an eventual transition are identified. Such changes 
typically include personnel or organizational changes, timeline changes, and unexpected state 
or Federal mandates. 

In general, the objectives of the turnover plan are for Optum Rx to: 

● Provide for a turnover of AHCCCS operations that is transparent to providers and 
members and minimizes the disruption experienced by all interested parties 

● Preserve a stable operational environment while providing an orderly, complete, and 
controlled transition of the PBM program to the AHCCCS or its designated agent 

● Deliver an orderly turnover of all data, documentation and other items developed and 
used to support the AHCCCS PBM Program 

● Support continuity in service and staffing of vital functions 
● Provide knowledge transfer and sufficient subject matter expertise is available to 

AHCCCS and the incoming vendor throughout the transition 

As we plan and execute turnover, we remain fully engaged at all leadership levels as your 
trusted PBM. We hold ourselves accountable to help you continue to achieve your objectives as 
we help our successor during the transition. 

Supplemental Rebates 
If requested by AHCCCS, Optum Rx negotiates with manufacturers for supplemental rebates 
and administers the supplemental rebate program. 

Optum Rx believes that supplemental rebate negotiation is the first step in a complex process 
and the supplemental rebate program and the Preferred Drug List (PDL) must work together to 
achieve the best result possible. Optum Rx employs a supplemental rebate negotiation strategy 
that is based on market share movement—the theory being that the more market share that is 
moved to a manufacturer, the more that manufacturer is willing to pay in supplemental 
rebates. Manufacturers are invited to submit bids based on varying levels of exclusivity within 
any particular therapeutic class. The exclusivity level determines how many agents are deemed 
“preferred” within a particular class. Generally speaking, the more exclusive the formulary 
position (for example, one preferred agent versus several preferred agents), the higher the bid 
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needed in order to achieve that status. This exclusivity approach demands that the net cost to 
the State be considered when making preferred status decisions due to other factors which can 
come into play such as drug reimbursement cost, federal rebates, UROAs, recommended daily 
consumption (DACON) and acute versus chronic therapy. 

The review and analysis of any supplemental rebate offer must consider the consequences of 
accepting that offer. It is not merely an estimation of the value of the supplemental rebate 
collection based on historic utilization. The analysis must always consider any potential impact 
of the drug spend for the class as a whole. In the worst case scenario, a branded drug with a 
high supplemental rebate promoted through a formulary may result in increased utilization of 
that drug at the expense of less expensive generic and branded alternatives such that the 
resulting net spend of the drug class increases rather than decreases. In some cases, this 
increased utilization may continue for many years all while the product is under patent 
protection. 

Fundamental to success are three important components that we offer AHCCCS as it relates to 
support in managing the supplemental rebate program. 

• Full Transparency: Optum Rx manages AHCCCS’ supplemental rebate program based
only on the administrative fee we receive through the contract with AHCCCS and does
not retain any rebate dollars (100 percent pass-through to AHCCCS). Although we
leverage our relationships with manufacturers and experience gained from Medicaid
and other lines of business, we are not beholden to any manufacturer based on a larger
book of business in the commercial, Medicare Part D or Medicaid space. Any rebate
negotiations performed on behalf of AHCCCS are specific to AHCCCS and do not give
manufacturers preference or disadvantage in any other state where Optum Rx provides
services.

• Analytical and Decision Support: Optum Rx provides experienced consultative and
management support to help analyze, interpret, strategize and communicate the
program’s cost savings effectiveness. This includes cost modeling that determines the
net cost savings from various formulary, supplemental rebate contracting, or utilization
management initiatives to assist AHCCCS in determining the best approach. In modeling
net cost savings based on supplemental rebate contracting, Optum Rx provides
reporting that shows detailed net unit costs at various levels on all drugs in a
therapeutic class.

• Program Coordination and Collaboration: Optum Rx assists the State in integrating its
PDL and supplemental rebates with other pharmacy benefit management strategies. For
example, coordinating PDL/supplemental rebate decisions with point-of-service step
therapy or prior approval protocols, dispensing limits, drug utilization review programs,
education efforts and pharmaceutical care interventions. We believe that coordinating
efforts to lower unit cost and affect prescribing behavior, medication use and treatment
outcomes yield the best results.
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Supplemental Rebate Administration 

Optum Rx Medicaid Rebate Operations staff establishes supplemental rebates as a program in 
Optum Rx rebate management system (rebate management system) and administers it as 
mandated by CMS, AHCCCS, and the terms of AHCCCs’ supplemental rebate contracts. Since 
CMS offers states the latitude to negotiate and contract directly with manufacturers, URAs are 
calculated based on the terms of the individual supplemental rebate contracts. As a result, 
quarterly URAs must be calculated rather than being supplied by CMS. The rebate management 
system offers the flexibility to utilize federal rebate unit rebate amounts (URAs) in calculating 
supplemental rebate URAs. Having first been developed to manage commercial rebate 
programs, the rebate management system provides the unique capability to handle the myriad 
of URA calculation methodologies devised by manufacturers and state Medicaid programs. 
Some common examples of the URA calculation methodologies utilized for supplemental 
rebates for drug products that the rebate management system can perform include: 

• Fixed Percentage: The fixed percentage methodology calculates rebates as a fixed 
percentage of a pricing point such as Wholesale Acquisition Cost (WAC), Average 
Wholesale Price (AWP) or Average Manufacturer Price (AMP). The supplemental rebate 
URA is derived utilizing the following calculation: 
• Pricing point x manufacturer bid percentage = supplemental rebate URA 
• The timing of the pricing point to be used (for example, last day of the applicable 

quarter) is determined by the applicable supplemental rebate contract. 
• Guaranteed Net Price: The Guaranteed Net Price (GNP) methodology provides price 

protection as it ensures that the net cost of the applicable product remains constant 
during the term of the contract. The methodology utilizes as its starting point a pricing 
point such as WAC, AWP, or AMP with the end point being the GNP bid by the 
manufacturer. The methodology also takes into account the federal rebate. The 
supplemental rebate URA is derived utilizing the following calculation: 
• Pricing point – federal rebate – GNP = supplemental rebate URA 
• The timing of the pricing point to be used (for example, last day of the applicable 

quarter) is determined by the applicable supplemental rebate contract. In the event 
the calculation yields a zero or negative amount, no supplemental rebate is owed. 

• Quarterly Percentage: The quarterly percentage methodology limits the total rebate 
liability (federal rebate and supplemental rebate). The manufacturer bids a percentage 
of a pricing point such as WAC, AWP, or AMP and the federal rebate, expressed as a 
percentage of the pricing point, is subtracted from the manufacturer bid percentage. If 
the difference is positive, a supplemental rebate is owed. If the difference is zero or a 
negative, no supplemental rebate is owed. The supplemental rebate URA is derived 
utilizing the following calculation: 
• Manufacturer bid percentage of pricing point – federal rebate expressed as a 

percentage of pricing point = supplemental rebate percentage of pricing point 
• Supplemental rebate percentage of pricing point x pricing point = supplemental 

rebate URA 



Arizona Health Care Cost 
Containment System 

 RFP #YH24-0004 
B1 Narrative Proposal 

of Approach 
 

 

  44 
 

 
The timing of the pricing point to be used (for example, last day of the applicable quarter) is 
determined by the applicable supplemental rebate contract. 

Supplemental rebate program administration includes invoicing, payment receipt and 
reconciliation, rebate collection efforts, dispute resolution activities, maintaining Treasury bill 
(T-Bill) rate table reporting and supporting manufacturer inquiries related to the supplemental 
rebate process.  

The rebate system utilized to manage supplemental drug rebate activities is built on NCPDP and 
CMS rebate standards and is a flexible, table-driven system that enables Optum Rx to 
effectively manage rebates through functions such as: 

• Customer and contract setups 
• Import of data files including claims, CMS files and drug reference tables 
• Generation of drug rebate invoices 
• Entry of data related to drug rebate payments and disputes 
• Financial reporting 

 
The rebate management system is consistently updated and maintained to be in compliance 
with all procedural and regulatory requirements. As the system is updated, all changes and 
enhancements are tested in a separate quality assurance (QA) environment before being 
installed in production environments. Typically, more than one Medicaid rebate test 
environment exists at a given time (that is, one environment corresponds to current production 
release of the product and another environment corresponds to the next major release) to 
confirm the highest level of data integrity. 

The rebate management system is programmed to restrict access to functions and features 
with role-based access control. Customers and their authorized users have access only to their 
specific data. Functionality is limited (for example, read only versus update capability) based 
upon a user’s defined role. 

Optum Rx prepares and delivers supplemental drug rebate invoices quarterly within contracted 
mandated timeline. Using the rebate management system, our Medicaid Rebate Operations 
staff can deliver invoices to manufacturers using U.S. mail, electronic mail, or our manufacturer 
portal.  

Utilization data for paid claims from the subject invoice quarter as well as reversals and 
adjustments to claims paid in prior quarters is used to prepare paper, or electronic, drug rebate 
invoices quarterly, to comply with state, federal, and contractual invoicing requirements. 

The rebate management system follows CMS directives with regard to processing inter-quarter 
utilization changes. In order to avoid negative unit amounts, the rebate management system 
places the reversed claim and if applicable, the adjusted claim, in the quarter associated with 
the original paid claim. This results in Optum Rx producing invoices which notify the applicable 
manufacturer of the utilization change. 
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Per CMS requirements, the rebate management system calculates drug rebates at the 11-digit 
NDC level. Once the following tasks are completed, the drug rebate calculation process is 
initiated: 

1) Load utilization data (pharmacy and physician administered drug claims) 

2) Load the quarterly CMS Rate and Manufacturer Contact files 

3) Perform final claim audits 

4) Update crosswalk records 

5) Update unit conversions 

6) Update state supplemental rates and products 

7) Update Claim Inclusion / Exclusion criteria according to State policy 

8) Update Treasury Bill (T-Bill) rates 

As the supplemental drug rebates are calculated, the Optum Rx Medicaid Rebate Operations 
staff performs invoice audits to identify any unusual invoice amounts that may trigger a 
dispute. These audits compare the current quarter invoices to prior quarters. Suspect invoices 
are reviewed to determine if adjustments are warranted. If adjustments are necessary, invoices 
are recalculated. In compliance with CMS guidelines, we send utilization changes for prior 
quarters to manufacturers with the current quarter invoices. 

Upon receipt of supplemental rebate payments, all reconciliation documents (ROSI and/or 
PQAS), communications and payment envelopes with the postmark date are made available to 
the Optum Rx Medicaid Rebate Operations staff. Our staff contacts all eligible manufacturers 
periodically throughout the quarter and follows up with those who do not use the CMS 
mandated ROSI and PQAS forms when remitting payment. When needed, our staff educates all 
manufacturer contacts about not utilizing non-compliant payment forms, and escalates the 
matter as needed including manufacturer management and CMS.  

The rebate management system only allows the entry of payments for supplemental rebates at 
the 11-digit NDC/year-quarter level. The payment entry screens in the rebate management 
system are arranged to replicate the layout of the ROSI and PQAS drug rebate reconciliation 
forms. Certain fields are prepopulated by the system based on the invoice (unit totals, URAs 
and drug rebate amounts) with our rebate staff manually entering the information provided by 
manufacturers. This allows our rebate staff to view and compare to determine which 11-digit 
NDC items are different than the invoice and/or in dispute. The rebate management system 
also provides the capability to separate an aggregate payment (e.g., one manufacturer check) 
and apply the proceeds to multiple invoices and year and quarter combinations. The system 
does not allow a user to post a payment unless the combined totals of all payments entered 
equal the grand total of the check. If a rebate management system user tries to post a payment 
where the totals do not match, a validation error is presented detailing the discrepancy. 
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The system automatically calculates outstanding balances whenever accounts receivable 
transactions (debits or credits) are posted to a manufacturer’s account. In addition, interest is 
posted to the accounts receivable file upon the receipt and entry of a payment or credit note in 
the ROSI or PQAS. Accounts receivable transactions are posted in real-time, enabling our rebate 
staff to promptly review outstanding balances. 

All payments, full and partial, are entered into the rebate management system. In the case of a 
partial payment, Optum Rx contacts the manufacturer directly to determine why full payment 
was not made and ascertain whether there is a dispute. If so, the rebate operation staff enters 
the disputed units, the dispute code(s), and initiates the dispute resolution process. 

Supplemental Rebate Reporting 

Reliable, accurate data is available through the Optum Rx rebate management system (rebate 
management system) in order to perform a variety of functions – from basic report 
development to in-depth data mining – on various data types. Optum Rx provides AHCCCS with 
an easily accessible complete supplemental rebate reporting package that is customizable to 
meet its needs and to assist with providing data necessary to compile CMS 64. Rebate reporting 
is generally at the 11-digit NDC level and tracks: 

• Supplemental rebates invoiced 
• Supplemental rebate payments received (including comparison of invoiced amount to 

paid amount) 
• Supplemental rebate disputes 
• Interest billed and collected 
• Changes to quarterly utilization based on dispute resolution adjustment 
• Current and past accounts receivable by manufacturer 

In addition, supplemental rebate reports can be generated in the rebate management system 
at any time. 

The following figure offers a list of standard supplemental rebate reports available in rebate 
management system. 

Accounts Receivable 
Reports Claim Detail Reports CMS Reports Product Detail 

Reports 
Outstanding Rebates and 
Disputes 340B Excluded Claims Medicaid Drug Rebate 

Schedule (64.9R) 
Product Dispute 
Summary 

Medicaid Drug Rebate 
Invoice 

Drug Rebate - PHS Exempt 
Claims Report 

Medicaid Drug Rebate 
Schedule (Top 20 Disputes) 

Unbreakable 
Package NDCs 

Medicaid Drug Rebate 
Utilization Change Invoice 

Claim with No CMS NDC 
Data Report 

Unit Rebate Offset Amount 
(UROA) Report – Summary 

Non-Rebateable 
NDCs 

Accounts Receivable 
Reports Claim Detail Reports CMS Reports Product Detail 

Reports 
Drug Rebate – Final 
Manufacturer’s Invoice 
Report 

Rebate Amount Exceeds 
Reimbursed Amount 

Unit Rebate Offset Amount 
(UROA) Report - Detail 

Unit Type 
Discrepancy 
Report 

Invoice Totals by 
Manufacturer 

Physician Administered 
Claims 

Rebate Offset Amount (ROA) 
Analysis 

CMS Ineligible 
DESI Code Report 
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Manufacturer A/R 
Transactions & Payments 
Summary Manually Adjusted Claims 

Claims Detail Report – 
Utilization File 

CMS 
New/Terminated 
Product Report 

Payment Detail Eligible Claim Unit 
Conversion 

Zero CMS URA 
Report 

Payment Interface Dynamic Aggregator Invoiced 
Claim Detail 

Medicaid A/R Balance ROSI/PQAS URA 
Discrepancies 
Invoice Comparison Report 
Cash Receipts Summary Medicaid A/R Transaction 
Invoice Collection 
Medical, BCCTS, Family Planning Invoice and 
Payment 

CMS-64.9R. After the end of each quarter, OptumRx provides the AHCCCS with the CMS-64.9R 
report as part of the standard supplemental rebate reporting. The second page of the CMS-
64.9R report provides a narrative section. CMS has directed states to use this section to report 
on manufacturers with the largest outstanding rebate balances (see CMS Medicaid Drug Rebate 
Program Release Number 40 to all State Medicaid Directors). OptumRx reports and provides 
the following: 

• The name of the manufacturer involved (and labeler code)
• The rebate amounts outstanding (principal only)
• The applicable quarters involved
• Brief description of the dispute

In addition to the above reporting, if applicable or requested by AHCCCS, Optum Rx will submit 
the following AHCCCS-specified rebate report quarterly to the AHCCCS Director of Pharmacy 
that includes: the NDC of the drug, the drug name and strength, the total quantity dispensed 
and the total number of prescriptions. Optum Rx is committed to working collaboratively with 
AHCCCS to fulfill all reporting requirements. 

We look forward to offering AHCCCS our experience, expertise, and expansive services and 
capabilities to be your partner on a successful supplemental rebate program. Should 
implementation of this program be requested by AHCCCS, we will further identify resources 
necessary for implementation and operations and provide AHCCCS with associated costs. 
Outcome-Based Rebates 
Outcome-based rebate contracts enable state Medicaid programs to apply evidence-based 
clinical outcome measures to a drugs real-world performance with the goal of reduced costs 
and improved care.  

Optum Rx leverages its experience in the commercial, Medicare Part D and Medicaid lines of 
business to provide AHCCCS with outcome-based rebate contracts for review and use if 
requested. Optum Rx began outcome-based contracting in 2015 (Hepatitis C) and has pursued 
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outcome-based rebates for multiple disease states including: cardiovascular disease, diabetes, 
gene therapies, migraine, multiple sclerosis, obesity, oncology, rare disease, and respiratory 
diseases (e.g., asthma, chronic obstructive pulmonary disease). 

Outcome-based rebate opportunities may be identified by AHCCCS, manufacturers, Optum Rx 
or made available in the CMS’ Medicaid Drug Program application.  

Regardless of path used to identify the outcome-based rebate opportunity, Optum Rx conducts 
an initial review to determine medications involved, patient population and outcome 
measurement. This initial review is shared with AHCCCS. If AHCCCS is interested in moving 
forward, Optum Rx negotiates with the manufacturer to define an analytics plan which 
includes: 

• Covered drug(s)
• Covered drug status
• Utilization period
• Utilization population
• Data aggregator identification
• Base rebate benefit
• Payment for outcome-based benchmarks
• Outcome-based rebate unit amount
• Rebate calculation methodology
• Outcome-based benchmark
• Evaluation methodology
• Time periods (pre-intervention, intervention, post-intervention)

Once these parameters are established, Optum Rx provides AHCCCS with a thorough review of 
the outcome-based rebate contract. As part of the review, Optum Rx outlines any challenges 
that the outcome-based rebate contract may present. Examples of the challenges include:  

• Obtaining medical data
• Obtaining a sufficient intervention population size
• Determining methodology to measure “real world” outcomes
• Extended observation periods which delay outcome-based rebate payouts

Once AHCCCS decides to move forward with an outcome-based rebate opportunity, Optum Rx 
will assist in data aggregation and analytics activities. As part of data aggregation and analytics 
activities, Optum Rx assists AHCCCS in obtaining information from network pharmacies and 
prescribers. As with supplemental rebates and diabetic supply rebates, Optum Rx handles 
rebate administration activities such as invoicing, collection, dispute resolution and reporting. 

Per the direction of AHCCCS in response to our RFP questions, Optum Rx has provided the costs 
associated with soliciting, negotiating, contract and rebate administration of outcome-based 
rebate contracts as separate pricing from the PBM claims adjudication pricing methodologies.  
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We look forward to offering AHCCCS our experience, expertise, and expansive services and 
capabilities to be your partner on a successful outcome-based rebate program. Should 
implementation of this program be requested by AHCCCS, we will further identify resources 
necessary for data aggregation and data analytics and provide AHCCCS with associated costs. 

Offeror’s Contracted Pharmacy Network 
Please refer to Section B, B6 Attachment 4 – Offeror’s Contracted Pharmacy Network for a 
listing of all contracted pharmacies meeting the specified criteria. 

Performance Guarantees 
Please refer to Section B, B5 Attachment 3 – Performance Guarantees Matrix for our 
performance guarantees. 

Implementation/Project Plan 
Please see our 6-month implementation/project plan starting on the next page. 
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% Work 

Complete 
Task Name Start Finish Duration 

0% Implementation Timeline 4/1/24 10/1/24 180 days

0%       Go Live Date 4/1/24 10/1/24 180 days
0%    Implementation Planning 4/17/24 5/1/24 14 days 

0%       Implementation Assignments 4/17/24 4/29/24 12 days 

0%          Implementation Manager Assigned 4/17/24 4/19/24 3 days 

0%          Request Implementation Team Assigned 4/20/24 4/23/24 2 days 

0%          All Resources Assigned 4/24/24 4/29/24 4 days 

0%          Determine RxCLAIM Environment 4/30/24 5/2/24 3 days 

0%       Kick-Off Meeting Preparation 4/17/24 5/2/24 12 days 

0%          INTERNAL- Scope of Products & Services Sold Meeting 4/20/24 4/23/24 2 days 

0%          EXTERNAL- Introductory Call 4/24/24 4/26/24 3 days 

0%          INTERNAL- Core Team Meeting 4/30/24 5/2/24 3 days 

0%          IM Prep for Kick-off Meeting 4/17/24 4/18/24 2 days 

0%       Project Tracking 4/20/24 5/3/24 10 days 

0%          Create Implementation in SalesForce.com 4/24/24 4/24/24 1 day 

0%          Create Implementation Case in Pulse 4/20/24 5/3/24 10 days 

0%          Create Project Folder on SharePoint 4/20/24 5/3/24 10 days 

0%       Implementation Kick-Off 4/20/24 5/3/24 10 days 

0%          Kick-Off Meetings 4/20/24 5/3/24 10 days 

0%    Establish Ongoing Internal Meeting Schedule 5/3/24 5/3/24 1 day 

0%    Conduct Client Kick-Off Meeting 4/20/24 4/20/24 1 day 

0%    Establish Ongoing Client Meeting Schedule  4/23/18  4/23/18 1 day 

0%       Project Creation 4/17/24 5/4/24 14 days 

0%          Initiate Implementation Project Plan 4/30/24 5/4/24 5 days 

0%          Initiate Implementation / Issue and Risk Tracking 4/17/24 4/23/24 5 days 

0%          Create and Distribute Contact List 4/23/24 4/24/24 2 days 

0%    Requirements Gathering 4/23/24 9/25/24 112 days 

0%       Business Structure 4/23/124 7/4/24 53 days 

0%       B/P/G 4/23/24 6/27/24 48 days 

0%          Secure approval for Custom BIN or PCN 4/23/24 4/24/24 2 days 
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0%          Assign BIN/PCN/GROUP 6/21/24 6/27/24 5 days 

0%       Benefit Plan Requirements 5/4/24 9/25/24 103 days 

0%          Discuss Benefit Plan Requirements 5/4/24 8/2/24 65 days 

0%          Benefit Plan Build 8/7/24 8/13/24 5 days 

0%    BDS/BDT requirements 8/7/24 8/13/24 5 days 

0%    CBDT requirements 8/7/24 8/13/24 5 days 

0%    Specialty Pricing 8/7/24 8/13/24 5 days 

0%    Formulary 8/7/24 8/13/24 5 days 

0%    Network Creation 8/7/24 8/13/24 5 days 

0%    Pricing 8/7/24 8/13/24 5 days 

0%          QA Analysis 8/14/24 9/25/24 31 days 

0%    QA Benefit Plans 8/14/24 8/20/24 5 days 

0%    Document Benefit Plan QA Results 8/21/24 8/27/24 5 days 

0%    Confirm QA Testing Complete 9/21/24 9/21/24 1 day 

0%    Share Test Results with Client 9/25/24 9/25/24 1 day 

0%    Eligibility 5/4/24 8/13/24 72 days 

0%       Member Eligibility 5/4/24 8/13/24 72 days 

0%          Determine Eligibility Provider 5/4/24 5/4/24 1 day 

0%          834 Eligibility 5/7/24 5/11/24 5 days 

0%    Discuss 834 Eligibility Layout and Mapping 5/7/24 5/11/24 5 days 

0%    Confirm Eligibility Details 5/7/24 5/11/24 5 days 

0%          Test Eligibility File load 7/3/24 7/10/24 6 days 

0%    Receive Test Member Eligibility File 7/3/24 7/3/24 1 day 

0%    Load Test Member Eligibility File 7/4/24 7/6/124 3 days 

0%    Review Results of Test Member Eligibility Load 7/9/24 7/10/24 2 days 

0%          Test Eligibility File load #2 7/11/24 7/18/24 6 days 

0%    Receive Test Member Eligibility File 7/11/24 7/11/24 1 day 

0%    Load Test Member Eligibility File 7/12/24 7/16/24 3 days 

0%    Review Results of Test Member Eligibility Load 7/17/24 7/18/24 2 days 

0%          Production Eligibility File Load 7/31/24 8/13/24 10 days 
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0%    Clinical 5/4/24 9/17/24 97 days 

0%       Kickoff Call to verify Clinical Requirements 5/25/24 5/28/24 2 days 

0%       Prefill Clinical design template 5/29/24 6/24/24 15 days 

0%       Prefill PA Implementation Guide 5/29/24 6/24/24 15 days 

0%       Clinical Requirement Received 5/29/24 6/11/24 10 days 

0%       Obtain Initial Historical claims data from Sales (if available) 5/29/24 6/4/24 5 days 

0%       Make Clinical Recommendations 6/12/24 7/2/24 15 days 

0%       Update CBDT 6/12/24 6/14/24 3 days 

0%       Update PA Guide 6/12/24 6/12/24 1 day 

0%       Review CBDT with client 6/19/24 7/2/24 10 days 

0%       Approve CBDT 7/10/24 7/10/24 1 day 

0%       Submit CBDT to BA or BC 7/3/24 7/3/24 1 day 

0%        PA guide to RxAUTH 6/12/24 6/12/24 1 day 

0%       Custom Requirements if applicable 6/12/24 6/24/24 5 days 

0%          Formulary 6/12/24 6/24/24 5 days 

0%          UM Edits 6/12/24 6/24/24 5 days 

0%          Copay Design 6/12/24 6/24/24 5 days 

0%  Clinical Programs 6/12/24  6/18/18 5 days 

0%       Drug Intelligence 5/14/24 9/17/24 91 days 

0%          Discuss Drug Recall Program 5/14/24 5/24/24 5 days 

0%          Confirm Drug Recall Requirements with Drug Intelligence 5/21/24 5/25/24 5 days 

0%          Set up Client for Drug Recall Program 5/28/24 6/1/24 5 days 

0%          Request Clinical Publications 9/10/24 9/10/24 1 day 

0%          Establish Clinical Publications 9/11/24 9/17/24 5 days 

0%       Prior Authorization (Clinical Call Center) 5/4/24 7/12/24 50 days 

0%          Discuss Requirements for Prior Authorization Management 5/4/24 5/10/24 5 days 

0%          Review Prior Authorization Process 5/11/24 5/17/24 5 days 

0%          Discuss Clinical Appeals Process 5/11/24 5/17/24 5 days 

0%          Discuss Administrative Appeals Process 5/11/24 5/17/24 5 days 

0%          Assign Clinical Call Center Toll Free Number 5/24/24 5/24/24 1 day 
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0%          Complete Prior Authorization Implementation Guide 5/24/24 5/24/24 5 days 

0%          Review/Revise Prior Authorization Implementation Guide 5/25/24 5/31/24 5 days 

0%          Approve Prior Authorization Implementation Guide 6/1/24 6/7/24 5 days 

0%          Set up process for Prior Authorization Management 6/8/24 6/28/24 15 days 

0%          Set up RxAUTH application for Prior Authorization Management 6/8/24 6/28/24 15 days 

0%          Train Prior Authorization Agents on Client Requirements 6/29/24 7/12/24 10 days 

0%    Data Interfaces 4/23/24 11/2/24 140 days 

0%       Discuss and Receive Data Interface Requirements 4/23/24 4/23/24 1 day 

0%       Obtain approval for Custom Requirements ( if applicable) 5/1/24 5/7/24 5 days 

0%       Capture detail Requirements for Custom layout 5/8/24 5/21/24 10 days 

0%       Obtain client sign off on Custom Requirements 7/3/24 7/5/24 3 days 

0% 
      Obtain necessary NDA and/or PHI Authorization Release Forms 
for Data Exchange 

7/6/24 8/16/24 30 days 

0%       Prescriber Network 4/23/24 9/19/24 108 days 

0%          Provide Catamaran Prescriber Load Layout for review 4/23/24 4/23/24 1 day 

0%          Discuss Catamaran Prescriber Load Layout Format 4/24/24 4/30/24 5 days 

0%          Request Prescriber Load Automation and Inventory ID 5/1/24 5/2/24 2 days 

0%          Complete setup for Prescriber Network 5/3/24 5/30/24 20 days 

0%          Provide Test Prescriber Load File 7/24/24 8/13/24 15 days 

0%          Load Test Prescriber File 8/14/24 8/20/24 5 days 

0%          Review Results of Test Prescriber Load 8/21/24 8/27/24 5 days 

0%          Approve Test Prescriber Load 9/4/24 9/4/24 1 day 

0%          Provide Production Prescriber Load File 9/4/24 9/10/24 5 days 

0%          Load Production Prescriber File 9/11/24 9/12/24 2 days 

0%          Establish Automated Prescriber Load 9/13/24 9/19/24 5 days 

0%       Historical File Loads 5/7/24 11/2/24 130 days 

0%          Member ID cross-reference (if needed) 7/19/24 7/20/24 2 days 

0%          Historical Claims 5/7/24 11/2/24 130 days 

0%    Discuss Historical Claim Transfer Layout and Requirements 5/7/24 5/11/24 5 days 

0%    Discuss timing and route of File Exchange 5/7/24 5/11/24 5 days 
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0%    Adjust Load Program if Necessary 5/14/24  6/1/18 15 days 

0%    Set up Historical CAG 6/21/24 6/27/24 5 days 

0%    Set up Historical TCT 6/21/24 6/21/24 1 day 

0%    Test Historical Claims File 7/3/24 7/25/24 17 days 

0%       Provide Test Historical Claim File 7/3/24 7/9/24 5 days 

0%       Load Test File 7/10/24 7/16/24 5 days 

0%       Load and Error report 7/17/24 7/17/24 1 day 

0%       Match Historical Data to Test Eligibility 7/24/24 7/24/24 5 days 

0%       Share Match Rate with IPM 7/25/24 7/25/24 1 day 

0%    Production Historical Claims File 8/28/24 9/25/24 21 days 

0%       Provide Initial Historical Claim Production File 8/28/24 9/3/24 5 days 

0%       Load Initial Historical Claim Production File to Historical CAG 9/4/24 9/10/24 5 days 

0%       Review/Revise Initial Historical Claim Load 9/11/24 9/17/24 5 days 

0%       Match Initial Historical Claim Load to Eligibility 9/24/24 9/24/24 5 days 

0%       Share Match Rate with IPM 9/25/24 9/25/24 1 day 

0%    Historical Claims Lag File 10/9/24 10/23/24 11 days 

0%    Push Claim History to Data Warehouse (if applicable) 10/22/24 11/2/24 10 days 

0%          Historical PAs 5/22/24 10/4/24 98 days 

0%    Discuss Historical PA Transfer Layout and Requirements 5/22/24 5/28/24 5 days 

0%    Discuss timing and route of File Exchange 5/22/24 5/28/24 5 days 

0%    Adjust Load Program if Necessary 5/29/24 6/4/24 5 days 

0%    Map PAs to RxCLAIM Flags 8/14/24 8/20/24 5 days 

0%    Receive/Test Historical PA Test File 8/7/24 8/13/24 5 days 

0%    Provide Initial Historical PA Production File 8/14/24 8/20/24 5 days 

0%    Map PAs to RxCLAIM Flags 8/21/24 8/27/24 5 days 

0%    Load Initial Historical PA Production File 8/28/24 9/3/24 5 days 

0%    Review/Revise Initial Historical PA Load 9/4/24 9/10/24 5 days 

0%    Historical PA Lag File 10/1/24 10/4/24 4 days 

0%       Provide Lag Historical PA Production File 10/1/24 10/1/24 1 day 

0%       Map PAs to RxCLAIM Flags 10/2/24 10/2/24 1 day 
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0%       Load Lag Historical PA Production File 10/3/24  10/3/18 1 day 

0%       Review/Revise Lag Historical PA Load 10/4/24 10/4/24 1 day 

0%    Member Services (Member/Pharmacy Call Center) 4/20/24 10/1/24 117 days 

0%       Assign Toll Free # 6/26/24 7/9/24 10 days 

0% 
      Discuss Requirements / Service Levels for Member and Pharmacy 
Call Center 

4/20/24 4/26/24 5 days 

0%       Provide Final BDS/BDT 7/30/24 7/30/24 1 day 

0%       Complete Member Services Client Sign Off document 7/31/24 8/6/24 5 days 

0%       Review/Revise Member Services Client Sign Off document 8/7/24 8/13/24 5 days 

0%       Approve Member Services Client Sign Off document 8/21/24 8/27/24 5 days 

0%       Set up process for Member and Pharmacy Call Center 8/28/24 9/10/24 10 days 

0%       Complete CRM Setup (with Mail Order if Applicable) 8/7/24 9/3/24 20 days 

0%       Train Member Services Representatives on Client Requirements 9/4/24 10/1/24 20 days 

0%       Test Phone Line 9/3/24 9/3/24 1 day 

0%       Provide Call Reporting 10/1/24 10/1/24 1 day 

0% E-Commerce 4/23/24 9/26/24 113 days 

0%       Public Portal Request (Received by ecommerce if applicable) 7/11/24 7/11/24 1 day 

0%       Member Portal (myCatamaranRx.com) 7/3/24 9/24 56 days 

0%          Provide Member Portal Overview 7/3/24 7/9/24 5 days 

0%          Determine Member Portal Setup Requirements 7/10/24 7/16/24 5 days 

0%          Complete myCatamaranRx Implementation Form 7/17/24 7/24 2 days 

0%          Configure Member Portal 8/21/24 9/10/24 15 days 

0%          Test Member Portal Configuration 9/11/24 9/13/24 3 days 

0%          Receive dummy/test login information from E-Commerce 9/11/24 9/12/24 2 days 

0% 
         Review Web Portal to ensure reference documents and overall 
information is accurate 

9/13/24 9/14/24 2 days 

0%          Portal Configuration Complete 9/24/24 9/24/24 1 day 

0%          SSO 7/17/24 7/24/24 2 days 

0%    SAML approval if necessary 7/17/24 7/24/24 2 days 

0%       RxVIEW 4/23/24 8/15/24 83 days 
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0%          Determine Client Portal Access & Requirements 4/23/24 4/27/24 5 days 

0%          Complete RxVIEW User Request Form 4/30/24 5/11/24 10 days 

0%          Configure Client Portal 7/19/24 8/8/24 15 days 

0%          Create Client Portal User Accounts 7/19/24 8/8/24 15 days 

0%          Provide User IDs and Passwords for Client Portal 8/9/24 8/15/24 5 days 

0%          Provide Manual and Training Video 8/9/24 8/9/24 1 day 

0%       Public Portal Request 4/23/24 9/26/24 113 days 

0%          Determine Public Portal Setup Requirements 4/23/24 4/27/24 5 days 

0%          Complete Public Portal Implementation Form 4/30/24 5/1/24 2 days 

0%          Configure Public Portal 5/2/24 5/8/24 5 days 

0%          Test Public Portal Configuration 5/9/24 5/22/24 10 days 

0% 
         Review Web Portal to ensure reference documents and overall 
information is accurate 

5/23/24 5/24/24 2 days 

0%          Public Portal Complete 9/24 9/26/24 7 days 

0%    Print Fulfillment 5/29/24 9/4/24 71 days 

0%       Complete New Client Membe Communication Notification Form 6/19/24 6/25/24 5 days 

0%       Member Welcome Letter 7/10/24 9/3/24 40 days 

0%       Custom Member Kit Communication Materials (if applicable) 5/29/24 9/4/24 71 days 

0%    File Transfer Connectivity 4/23/24 7/20/24 65 days 

0%       Discuss sFTP Requirements for File Transfer 4/23/24 4/27/24 5 days 

0%       Request sFTP Setup/Structure 4/30/24 5/1/24 2 days 

0%       Establish sFTP Site and Structure 7/3/24 7/16/24 10 days 

0%       Provide Connection & Login Information for sFTP Site 7/17/24 7/24 2 days 

0%       Test sFTP Connectivity 7/19/24 7/20/24 2 days 

0%    Pharmacy Networks 4/27/24 9/17/24 102 days 

0%       Retail Network 4/27/24 9/17/24 102 days 

0%          Determine Network Requirements 4/27/24 5/3/24 5 days 

0%          Determine Pharmacy Contracting Requirements 5/11/24 5/17/24 5 days 

0%          Set up Retail Network 7/10/24 9/17/24 50 days 

0%    Pharmacy Contracting 7/10/24 9/17/24 50 days 
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0%       Specialty Network 4/27/24 5/17/24 15 days 

0%       Pharmacy Notification 8/20/24 8/20/24 1 day 

0%          Pharmacy Fax Blasts 8/20/24 8/20/24 1 day 

0%    Specialty Setup 4/20/24 9/10/24 102 days 

0%       Discuss Specialty Volume 4/20/24 5/3/24 10 days 

0%       Discuss Specialty Outreach Process/Requirements 4/20/24 5/3/24 10 days 

0%       Specialty Outreach 5/4/24 9/10/24 92 days 

0%          Determine if Specialty ORT file will be used 5/4/24 5/10/24 5 days 

0%          Provide list of Specialty Members/Drugs/Providers 5/4/24 5/24/24 15 days 

0%          Provide Specialty Outreach Letter for Review 5/4/24 5/4/24 1 day 

0%          Approve Specialty Outreach Letter 5/14/24 5/24/24 5 days 

0%          Adjust Specialty Outreach Letter 5/7/24 5/11/24 5 days 

0%          Load Specialty Outreach Letter for Production 5/21/24 5/25/24 5 days 

0%          Queue Specialty Outreach Letter to Print Vendor 5/28/24 5/29/24 2 days 

0%          Print Specialty Outreach Letter 5/30/24 6/4/24 4 days 

0%          Ship Specialty Outreach Letter 6/5/24 6/11/24 5 days 

0%          Send Specialty ORT File 7/10/24 8/6/24 20 days 

0%          Load Specialty ORT File 8/7/24 8/13/24 5 days 

0%          Conduct Specialty Outreach Outbound Calls to Member 8/14/24 9/3/24 15 days 

0%          Conduct Specialty Outreach Outbound Calls to Provider 8/14/24 9/3/24 15 days 

0%          Setup Client for Specialty in ScriptMed 5/4/24 5/31/24 20 days 

0%          Complete Specialty Script Conversion 9/4/24 9/10/24 5 days 

0%       Train Agents on Client Requirements 8/28/24 9/10/24 10 days 

0%    Data Transfer (Loads & Extracts) 4/23/24 6/1/24 30 days 

0% 
      Obtain necessary NDA and/or PHI Authorization Release Forms 
for Data Exchange 

4/23/24 6/1/24 30 days 

0%    Finance 4/20/24 9/3/24 97 days 

0%       Payments 5/28/24 6/22/24 20 days 

0%          Complete Carrier Payment Setup Request Form 5/28/24 6/1/24 5 days 

0%          Establish Pharmacy & Member Payments 6/4/24 6/22/24 15 days 
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0%       Invoicing/Billing 4/20/24 9/3/24 97 days 

0%          Provide Sample Invoice and Billing Reports 4/20/24 4/20/24 1 day 

0%          Review Invoice and Billing Reports and Process 5/21/24 6/1/24 10 days 

0%          Provide Primary and Secondary contact for Invoice and Billing 5/21/24 6/1/24 10 days 

0%          Complete IRS W-9 Form 5/21/24 6/1/24 10 days 

0%          Complete New Client Billing & Invoice Notification Form 6/4/24 6/5/24 2 days 

0%          Set up Client Invoice and Billing 8/21/24 9/3/24 10 days 

0%    System Access 4/20/24 9/27/24 115 days 

0%       RxCLAIM 5/7/24 9/27/24 104 days 

0%          Determine RxCLAIM Access & Requirements 5/7/24 5/11/24 5 days 

0%          Complete RxCLAIM User Request Form 5/14/24 5/15/24 2 days 

0%          Create Client Logical 5/16/24 6/5/24 15 days 

0%          Create RxCLAIM User Accounts 8/21/24 9/17/24 20 days 

0%          Provide User IDs and Passwords for RxCLAIM 9/24 9/24/24 5 days 

0%          Conduct RxCLAIM Training 9/25/24 9/27/24 3 days 

0%       RxTRACK (Reporting) 4/20/24 9/17/24 107 days 

0%          Provide RxTRACK Report Catalog 4/20/24 4/20/24 1 day 

0%          Determine RxTRACK Access & Requirements 5/28/24 6/1/24 5 days 

0%          Complete RxTRACK Security Setup Request Form 6/4/24 6/8/24 5 days 

0%          Complete RxTRACK Client and User Setup 8/21/24 9/3/24 10 days 

0%          Provide User IDs and Passwords for RxTRACK 9/4/24 9/10/24 5 days 

0%          Conduct RxTRACK Training 9/11/24 9/17/24 5 days 

0%    Go Live Preparation 9/11/24 9/27/24 13 days 

0%       Confirm Contract has been Executed 9/17/24 9/17/24 1 day 

0%       Confirm all tasks have been completed 9/24/24 9/21/24 4 days 

0%       Configure Go Live Claim Reports 9/14/24 9/27/24 10 days 

0%       Determine Go Live Meeting Frequency & Schedule 9/11/24 9/17/24 5 days 

0%       Determine Go Live Communication & Escalation Process 9/11/24 9/17/24 5 days 

0%    Go Live 10/1/24 10/12/24 10 days 

0%       Process Claims 10/1/24 10/1/24 1 day 
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0%       Monitor & Validate Claims 10/1/24 10/12/24 10 days 

0%       Provide Status Communications as Scheduled 10/1/24 10/12/24 10 days 

0%       Conduct Internal Meetings as Scheduled 10/1/24 10/12/24 10 days 

0%       Conduct Client Meetings as Scheduled 10/1/24 10/12/24 10 days 

0%    Project Closure 10/8/24 11/12/24 26 days 

0%       Satisfaction Surveys 10/8/24 10/29/24 16 days 

0%          Distribute Survey Requests 10/8/24 10/8/24 1 day 

0%          Complete Survey Requests 10/9/24 10/22/24 10 days 

0%          Compile Survey Results 10/23/24 10/29/24 5 days 

0%       Transition to Account Management 10/24/24  11/12/18 18 days 

0%          Provide all necessary Documentation 10/24/24  10/18/18 1 day 

0%          Conduct Internal Transition Call 10/19/24 10/19/24 1 day 

0%          Conduct Client Transition Call 10/22/24 10/22/24 1 day 

0%          Review & Approve 1st Invoice 10/22/24 10/22/24 1 day 

0%          Complete Implementation Lessons to Learn 11/12/24 11/12/24 1 day 

0%       Project Tracking 11/6/24 11/12/24 5 days 

0%          Archive all Implementation Documentation 11/6/24 11/12/24 5 days 

0%          Close Out Implementation Case in Pulse 11/6/24 11/12/24 5 days 

0%          Close Out Implementation in SalesForce.com 11/6/24 11/12/24 5 days 
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