




RFA OHA-4690-19 – CCO 2.0 

Attachment 1 - Letter of Intent to Apply Form – Change Request 
1. Applicant’s Legal Entity name: West Central Coordinated Care Organization LLC 
2. Applicant’s Secretary of State Business Registration1:  Secretary of State Reg. Number 1526288-98
3. Oregon Headquarter Location:  601 SW Second Avenue, Portland OR 97204 
4. Principle Place of Business (if different than Oregon Headquarter Location):  same as headquarters
5. Key Contact Person:   Sean Jessup 

Key Contact Person Phone/Email:  503.265.4748 sean.jessup@modahealth.com 
Phone Email 

6. To be eligible to apply, Applicant must be one (or more) of the following (Please  check yes or no for
each item):
a. An organization that (1) has a certificate of authority in good standing as a health care service

contractor or health insurance company from the Oregon Department of Consumer and Business
Services (DCBS), and (2) issues health benefit plans, as defined in 743B.005, in Oregon.

Yes  No 
If you selected Yes, please provide the DCBS Certificate of Authority number: 

b. An organization that is under, or during the last two years was under, a Medicaid contract with
OHA to bear capitated health care financial risk in Oregon, including CCOs currently or
formerly certified by OHA.

Yes  No 
If you selected Yes, please provide the Medicaid contract type and number: 

c. A Provider Organization which bears health care financial risk in Oregon (e.g. hospital systems
with capitated contracts from self-insured health plans) but which DCBS has exempted from a
certificate of authority by Bulletin 96-2, https://dfr.oregon.gov/laws-
rules/Documents/Bulletins/bulletin_96-02.pdf.

Yes No 
If you selected Yes, please explain the health care financial risk you bear in Oregon and how you 
meet the DCBS exemption:   

d. A Tribe or Tribal organization.
Yes No 

Note: A Tribe may sponsor an Indian Managed Care Entity or a CCO on a different timeline 
from that generally applicable to Applicants. Tribal members may be moved to that organization 
when it is approved by OHA. 

1 If Applicant is formed under insurance law, furnish the registration number with the Oregon Department of Consumer and Business 
Services (DCBS).

https://dfr.oregon.gov/laws-rules/Documents/Bulletins/bulletin_96-02.pdf
https://dfr.oregon.gov/laws-rules/Documents/Bulletins/bulletin_96-02.pdf
https://dfr.oregon.gov/laws-rules/Documents/Bulletins/bulletin_96-02.pdf
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e. An entity newly formed from one or more of the organizations described above 

.   Yes No 
 

 

If you selected Yes, please describe the newly formed organization and explain how the 
constituent or predecessor organizations meets one of the requirements in (a) through (d) 
above: 
 
Moda Health Plan, Inc. (Moda) currently meets the requirements of an organization that has a 
certificate of authority in good standing as a health care service contractor and issues health 
benefit plans as defined in 743B.005, in Oregon. Moda’s subsidiary company ODS Community 
Health, Inc. is an equity partner and administrator of the Eastern Oregon CCO that has held a 
Medicaid contract with OHA to bear capitated health care financial risk since 2012. 
 
Our intent in forming the West Central CCO is to bring on additional equity partners such as 
local hospitals and other provider partners that currently provide care and services to OHP 
members in the desired service areas. Moda intends to reduce its equity/ownership position in 
the new company based on the equity/ownership taken by our hospital and provider partners. 
     

 
 

Please note: Applicant’s qualifications to apply will not be evaluated until after the Application due 
date. 

7. Desired Service Area 
 

County (List each 
desired County 
separately) 

In your Application, will you request 
to serve less than the entire County? 

If yes, what zip codes will be in your 
requested Service Area in this 
County? 

Lane No N/A 

Please note: If Applicant requests to cover less than a full County, it will be required to provide 
additional information and its reasoning for the request in its Application. OHA will consider requests 
during Application evaluation and will determine whether to approve or reject the request based on 
criteria that include, but are not limited to, how the request better serves the goals of CCO 2.0 than 
serving the entire County at issue. These Applicant requests and subsequent OHA responses do not 
limit OHA in any way from requiring additional changes to an Applicant’s proposed Service Area 
based on OHA’s needs and the needs of its Members. OHA may require an Applicant to accept 
OHA’s additional Service Area request(s) as a condition of receiving an award or a Notice to Proceed 
as OHA and its Members’ needs warrant.  Applicant’s requests for Service Area will not be evaluated 
until after the Application due date. 

8. In Exhibit A, please provide an organization chart complying with the requirements of Attachment 6. 
9. In Exhibit B, describe your current lines of health plan business in Oregon. Provide total covered lives 

for each line of business. (Provide separate figures for the following markets: Medicaid, other OHA, 
non-OHA state health plans, other state or local public sector, Medicare, other federal, Marketplace, 
other commercial insured, and commercial self-funded. Within each market identify numbers for 
benefit coverage types such as oral and comprehensive medical and identify numbers that are 
administrative- services-only as opposed to at-risk). 
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