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Attestation for Medicare Crossover Claims

	
	Contract Year: 
	     

	Coordinated Care Organization (CCO):
	     

	Medicaid Contract Number (6 digits only):
	     


The CCO named above is required to submit this Attestation relating to the automated crossover claims process for Affiliated Medicare Advantage (MA) and Dual Special Needs Plans under the Medicaid Contract it has entered into with the Oregon Health Authority (OHA). 
Capitalized terms not defined in this Attestation have the meanings assigned to them in the Medicaid Contract.
The CCO is required to submit this Attestation pursuant to Exhibit B, Part 8, Section 6, Paragraph d of the Medicaid Contract if there has been any change in its Affiliated MA and Dual Special Needs Plans since the prior Contract Year.  
By signing this Attestation, I, the undersigned, hereby attest to the following:
a. I have authority, in accordance with Section 4.1.1 in the General Provisions of the Medicaid Contract, to make this Attestation on behalf of the CCO named above with respect to the Medicaid Contract; and
b. The CCO has changed one or more of its Affiliated MA and Dual Special Needs Plans since the prior Contract Year, as identified in the table below; and 

	Affiliated MA and Dual Special Needs Plans

	For Prior Contract Year
	For Current Contract Year

	     
	     

	     
	     

	     
	     


c. The CCO and any Subcontractor(s), including risk-accepting entities, to which the CCO has delegated responsibility for claims processing has an automated crossover claims process in place for the MA and Dual Special Needs Plans newly affiliated effective for the current Contract Year.

	CCO


	     
	
	
	
	     

	Name
	
	Signature
	
	Date

	Authority of above signer:
	|_| Chief Executive Officer
	|_| Chief Financial Officer

	
	|_| Employee with delegated authority as designated by the 	“Delegation Authorization and Signature Form”
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