MEDICAL SERVICES POLICY MANUAL, SECTION A

A-100 General Program Information ,

A-100 General Program Information
MS Manual 07/01/2005/64/18 -

The Medicaid Program Is a Federal-State Program designed to meet the financial expense of
medical services for eligible individuals in Arkansas. The Department of Human Services,
Divisions of County Operations and Medical Services have the responsibility for administration
of the Medicaid Program. The purpose of Medical Services is to provide medical asgfstante to
low income individuals and families and to insure proper utilization of such serces. The
Division of County Operations will accept all applications, verification documents et and will
make eligibility determinations.

Benefits for the Arkansas Medicaid and ARKids Programs mclude but are not hwihd to the
following:

s Emergency Services

+ Home Health and Hospice
* Hospitalization

s Long Term Care

s Physician Services

» Prescription Drugs

* Transportation-Refar to Aggend'ixﬁhfe? é/desqﬁbﬂon :}f'T‘r@ﬁsportation Services

Generally, there is no limit ap’beagfits to individyais under age 21 who are enrolled in the Child
Health Services Program {EPSRT, The(g ingy be begéfit limits to individuals over age 21.
Consult “Arkanss Wddicaid, ARids First® Ygit-Arkansas Medicaid Beneficiary Handbook”
(PUB-040) for spevificigformationand covered seagies.

The Adult Expansion @roup¢overage$ok most individuals will be provided through a private
insurqnee glam, i.e., a QualifiedHéalth Plan (QHP). QHP coverage will include:

* CulphtientSeivices

* Emergeqcy Services

¢ Hospitalizatign’

s Maternity and Newborn Care

o
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* Mental Health and Substance Abuse

»  Prescription Drugs

+ Rehabilitative and Habilitative Services

e laboratory Services

+ Preventive and Wellness Services and Chronic Disease Management

¢ Pediatric Services, including Dental and Vision Care
EXCEPTION: Individuals eligible for the Adult Expansion Group whoQave health care
needs that make coverage through a QHH?mpractical, oveqi;\compfex,

or would undermine continuity or effective'rrqséof care, will nqt\enroll in
a private QHP plan but will remain in Medicaid.

A-115 Cost Sharing for Workers witliDisahilities
[ MS Manual 07/01/2008/45/34

Recipients of Medicaid for Workers with Disagjfities withgross ingdtne under 100 percent {100%)
of the Federal Poverty Level for their family size will be sublecbto the usual Medicaid co- pays.
Recipients with gross income equal to of greater than 100 percend(100%) of the FPL will be
assessed co-payments at the:point of servicg #6r medicgl visits aﬁdoa‘escription drugs according
to the following schedule:

1. Physician’s visits.- $10.00 pay visit; _
2. Prescription drugs <810.00 for gehefic, § 15.08 fok brand name;
3. Inpatient Hospital« Zs%qf\'t-he firstd'hy’s Medicaid per diemrate;

4. Orthptic sppliances, présthetlsdevices and augmentative communication devices - 10% of
the Medicaid magimumaliowablegmount;

5. Durable médif;_ailxequipmsqt - 20% of Medicaid maximum aliowable amount peritem;

6. Occupational, ph'}si\céi\and speech therapy, & private duty nursing - $10.00 per visit, with a
cap of $10.00 per day.
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A-120 Dual Eligibles-Medicare/Medicaid
MS Manual 07/01/2088/15/414

Medicare is a Federal Insurance Program which pays part of hospital and medical costs for
persons 65 years of age and over, certain disabled persons and others determined eligible by the
Social Security Administration. Medicare Insurance in Arkansas is processed by Arkansas Blue
Cross and Blue Shield. Medicare consists of 4 types of coverage, Part A - Hospitalfnsprance, Part
B - Medical Insurance, Part C - Medicare Advantage Plans and Part D - Prescriptiog Drug
Coverage.

Part A Hospital Insurance - Most people do not pay a premium for Part A becaugerthey org
spouse already paid for it through their payroll taxes while workifg. Other individua}?who ara
aged, blind or have a disability may purchase Part A for a premium. Metlicare Part A provides
hospital insurance coverage for inpatient hospital care, post-hospital extenied care, post-
hospital home health care and hospice. The Medicaid Agency (DHS) purchasqs’this coverage for
individuals entitled as Qualified Medicare Beneficiaries{GMB) {MS B-322)-and Qualified Disabled
Working Individuals (QDWI} who must pay the Rart A premium (MS BZ25Y. '

Part B Medical Insurance — Most people pay a momhly “premlum for Part B. Medicare Part B
helps cover physician services, supplies, home, Realth Carg, etrtpa\tem hospital services, therapy,
and other medical services that Part\& does not. gpver. TheW@dicaid Agsncy (DHS) purchases
this coverage for individuals entitled asQGallfredMedrcare Bem@ﬂuanes (QMB} {5 B-322),
Specified Low Income Medicare Beneficiartes (SMBY {&S‘B_%L) andAor Qualifying Individuals-1
{Ql-1) (MS B-324) who must pay the Part B preqium.

Limitations for recipients withgint Mgdisare/Medicaid coverage:

i Medicaid'\pa%s‘ﬂart B deduétib[_e’&nﬁeojﬁ?urance of allowable charges on assigned
Medicare da'ims\ﬁied by a p@r"t'igjpating provi'der. Medicare determines covered services
and allowed ghargag &n all joigt claims. Medicaid benefit limits do not apply to Medicare
alibwable serviges underiPart B.

2. Medicaid-covers a] medically pecessary days of hospitalization. This coverage may be in
the fogm.of dedugtible; coinsurance, and/or per diem payments.

3. Medicaid parficipates in payment of extended care and skilled nursing care coinsurance
days which aregllowed by Medicare.
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Part {-Medicare Advantage Plans, sometimes called "Part C* or "MA Plans,” are offered by

private companies approved by Medicare. If you join a Medicare Advantage Plan, you still have
Medicare. Plan members receive Medicare Part A {Hospital Insurance) and Medicare Part B
{Medical Insurance} coverage from the Medicare Advantage Plan and not original Medicare.

Part D- Prescription drug coverage is offered to everyone with Medicare. Fuil benefit dual
eligibles {(FBDE}, those who are receiving Medicaid and Medicare, are entitled to premium free
Part D enroliment, however, they may elect enroliment in an enhanced plan. Those who enroll
in an enhanced plan are responsible for that portion of the premium attributable to the
enhancement. When an institutionalized FBDE is enrolled in an enhanced plan, thé gortion of
the premium that remains the individual's responsibility is an allowable deductiog in the post
eligibility calculation.

A-130 Disclosure of Information/Confidentiality
MS Manual 07/01/2008/415/14

Generally, information concerning an applicant or recipient will not be re{eased to other parties
without the individual’s written consent. Upon reasondBle notice to the couq_t"‘-}and during
Cecunty Oeffice hours, an applicant or recipient has thg right to view copies of the inferfhation
in his or her electronic case file. The appiicant/rééinient'pa*n only obta.iﬁ'cppies of information
that he or she provided to the Ceounty Qeffice.

Information may be released without #h ipdividual’s written censglit to:

1. Authorized employees of the Agency and the Social Sesyrity Administration;
2. The individual's attoraey, legal guérq[i\an’dt semeone with pgwer of attorney;
3. Anindividual who the regipient has asked’o serve ashiSyepresentative AND who has
supplied confidential iqu;matiiin-for the cage record which helped to establisheligibility
(i.e., bankstitements, inggme verication); _
A court of lew,when the cagé.re€ord is subpbenaed.
The Federally Facifitated Health insurance Marketplace {FFM) when the individual is
determined M\e{ikaid\ipéiigible{oi’«_specific reasons, €.g., income, in one of the Families
gnd gdividuals EXglbility Bgdups.
Confidentta} informafion skould not e released over the telephone unless county workers are
assured that thejrare talking with individuals who are entitled to the information being
requested.

A-131 Authorized Representatives
MS Manual 07/01/2004/03414

Information may be given to Authorized Representatives that have been named on the BEo-153,
Consentforan Authorized Representative form. An Authorized Representative is one or more
individuals designated by an applicant/recipient to act on his/her behalf with respect to a specific
Medicaid application or renewal. In the absence of a completed authorization formeompleted
B&o-153, the fact that a person’s name is in the authorized representative space on an
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application form does not necessarily mean that he or she is an authorized representative or that
information should be released to him or her,

¥
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requested-by-theapplicantirecipient: If the applicant/recipient is incapacitated, if the person who
completed the application has supplied information for the case record, and if the person has a
need to use information in that record to act in some capacity for the benefit of the

applicant/recipient, then information can be released.

An authorized representative may change, i.e., the authorized representative wh.elhgipedwgo
establish original eligibility may not necessarily be the same person who will helpg@establish'
eligibility at reevaluation. exaraple i - '

MNE-adeqin 36 raiete et B C O s R

A-132 Medical Records and DC0-109s
MS Manual 07/01/2063463414

Medical records and the BLO-165-MedicalReview Feam (MR {é_pons are a part of an
applicant’s or recipient’s case record and, as su€h, will B considerggh according to (MS A-130}.

A-134 CollaterabInfgrmation
MS Manual 67/01/2094/03£04 "

Collaie(a}*ilﬁqﬁnation {avidence provided by persons other than the applicant/ recipient or by
written doguments) Will by dbtained gnly when necessary to establish eligibility. The applicant
or recipient will be inforegéd that the source of collateral information will be contacted.

The eligibility wor'k_ez{@usewwker will protect the rights of the applicant/recipient during
collateral interviews, aadwill give only the information necessary to enable the collateral to
understand the need for the information requested.

A-140 Retention of Medicaid Case Records
MS Manual 07/01/2003,/01/14

The Medicaid electronic case record must be kept for a minimum of five {5} years after case
closure.



MEDICAL SERVICES POLICY MANUAL, SECTION A

A-100 General Program Information
EXCEPTION: if an audit by or on behalf of the Federal Government has begun butis not

completed at the end of the five year period, or if audit findings have not been
resolved at the end of the five year period, the records will be retained until
resolution of the audit findings. {Central Office will notify the County Office when
an audit by the Federal Government is to be conducted, of the cases to be
audited, and when the audit has been completed.}

Documents provided to the Ceounty QOeffice that do not have to be returned to the applicant

will be destroyed by burning or shredding once scanned into the electronic case records

A-150 Quality Assurance
MS Manual 07/01/2001/01/14

As a condition of eligibility, all Medicaid recipients are required te cooperate wt{h\the Qualjty
Assurance (QA) Unit during their review process.

A-160 Referral Process for cOu‘ﬂEm
MS Manual 07/01/2004/04434

There are several standardizé&\;ﬁ:ocesgs“ﬁor hosbﬂa@;physicians to refer needy individuals to
the County Officé. Tf'\:‘are are also.several grograms that receive referrals from the County
Office. These procrsses dand Ceoun(y Qéff)ce respopstbilities are described in the sections
below.

A-161 Hospi 1/Pnysician§§fe‘mx
MS Manual 82/0342083/0%4

The hospital/physitian shomld inform needy individuals of possible medical assistance available

under the MedicaidPRogram. The-hospital/physician-should-refer ail interested-individuals-to-the-
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A-162 Hospital/Physician/Certified Nurde:Midwife Referrghfor
Newborns
MS Manual 07/01/2063/04/14

Federal law mandates Medicaid coveragefota.periodf 1@ fienths for a newborn infant whose
mother is certified for Medicaid at thé birth o‘f\t@ué-\infant,q_r*is determitied Medicaid eligible after
the birth for the birth month. The newgbrn is not required togéside with the mother during this
period but must be an Arkansas resident;ﬁ\éfertt': {1asL-210) fbr\aﬂditianal information on
hospital/physician/certified nlisse-midwife referral of a ngwborn.

A-163ChildeRealth Services Program (EPSDT)
MS Manual\gRi01/ 268376344

The Child Healtﬁ‘S@Mces Program (EPSDT) is a program designed to provide early and periodic
screening, diagnosis"gpﬁ\treatment services at no cost to Medicaid eligible individuals under age
21 {including parents under age 21).

A-164 Client Representative Services Program
MS Manual 01/01/2068/45/14
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Client Representation is a program available through the Division of Aging, Adult and

Behavioral Health Services (DAABHS |-and-Adult-Services{DAAS] for eligible persons age 60
and over. It is designed to individualize and coordinate delivery of sccial and health care

services for the person being served.

& NOTE: This program should not be confused with the Title XIX Targeted Case
Management Program which is funded by Medicaid.

Ciient Representation includes developing individual service plans, arranging for_a‘_fé‘ga‘ssagfsare
and services, doing follow-up, monitoring client and service delivery, and peridgically reviewing

and revising overall service plans. ¢ b I
Rl b b

y

< St
Client Representation services are administered through the State’s Area Agegcies on Aging.,
‘:'n:“- b

B
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Services which are arranged for or provided by the Client Representation Program are: Advocacy
Assistance, Adult Day Care, Chore Services, Companionship, Congregate Housing, Congregate
Meals, Emergency Life Response, Escort, Home Delivered Meals, Home Health Services, Home
Repair/Mcdification/Maintenance, Homemaker Services, Information and Assistadfce, job
Placement, Medical Transportation, Qutreach, Personal Care, Respite Care, Pregective Serviges,
referral for Legal Assistance, providing information on and determining eligibility fpPpublic
benefits such as QMB and SMB, assistance with completion of applications@hd paperyork, And
attending meetings on behalf of client. Note, not every service is available in eyery region and a
service available within a region may not be available in every [o(ation.
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A-165 Inpatient Psychiatric Services
MS Manual 07/01/2004/01/17

The Arkansas Medicaid Program provides coverage of inpatient psychiatric care for eligible
individuals. individuals under age 21 who are aiready eligible for Medicaid can be covered for
acute inpatient psychiatric care services at an approved facility without making an application. _
Stays that extend beyond what is considered acute are available only for Medicaid heneficiaries
who have received a Behavioral Health Independent Assessment and have been found eligibie
for services contained in the 1815 (i) state plan amendment.

A PCP referral is not required for emergengpadimissigns:

Individuals under age 21 who'are fiot eligible for Medicaid when they enter one of these
facilities will be referred to thg Eourty DHS Office ¥y the individual's county of last residence or
parent’s residenfe fox eligibility\étermination,

Individuals admitteq‘intq an approvgd wsychiatric facility from an in-home or non-institutional
setting will be evaluated agaibst the following criteria:

1.9 Iﬁgmﬁﬁsﬁ Und'gg_ Age 19:Apply the rules of ARKids or U-18 spend down for eligibility
degerminatiphs.
2. individuals Age 18:21-Apply the rules for the Adult Expansion Group. Refer toB-270.

A-166 DDS Chilall_:ha;lis-Sewiees with Chronic Health Conditions
MS$ Manual 07/01/200/03/34

The Division of Developmental Disabilities Services (DDS) has the administrative responsibility for Arkansas’s Title V

Children with Special Health Care Needs (CSHCN) program, Children’s-Services with Chronic Health Conditions
(6SCHC), which was formerly known as Children’s Medical-Services {CMS). Within the Division, the Children’s-
Services with Chronic Health Conditions {€5CHC) section is charged with the administration of all-such-services to
children with disabilitieseligible medical and developmental conditions.
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DDS Children’s-Services with Chronic Health Conditions (€5CHC) is limited to Childran-with-Special Health-Care-
Needs{CSHCN} under the age of 18 years, who will beaefit fromsurgical ormedicalinterventionhave medical needs
that are not covered by health insurance, Medicaid, or the Medicaid EPSDT program. esrequire-extensive-case- Care
coordination is offered to CSHCN up to age 21 vears or completion of high school, whichever occurs first. CHC
works with families and providers to assist in addressing their concerns related to CSHCN by promating assessment,
intervention, education, and coordination of services. Eligibiiity determination (medical and financial) is

determined by CHC staff.

A-170 Expedited Services for Child Abuse Cases
MS Manual 07/01/2064/03/14

Special consideration for immediate action will be given to cases invdlmg\child abuse. (wﬁere
the perpetrator has left the home]) that are 1dentifted by, the DCFS worker‘a;s heedmg expedited

A-190 Twelve Mogth Fllmg Dgadlmevo'ﬁ Medicaid Claims

MS Manual 07/01/2088/ 35434

The Mgdticajd Program has a tv'.rajvhmoh@,ﬁ filing deadline from the date of service for all
Medica'i'd{:faims,.(gig;,‘_clé{ms with 271712 date of service must be received by the Claims
Processor ongt before f?’ﬂliif payment is to be made}. Claims which are not received within
the twelve»mo'ﬁtp pericd wil e routinely denied. Recipients are not liable for payment of any
claim denied due toghe timely fiting policy.

In situations when the Eécipient’s Medicaid eligibility has not been determined until after the
service has been rendered, the provider must still submit the claim within twelve months from
the date of service. If the claim is denied for recipient ineligibility, the provider may resubmit the
ciaim when eligibility is determined. If the initial claim for payment was submitted within the
filing deadline, the claim will be considered timely filed, regardless of when the eligibility
determination is finalized for the date of service.
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Medicare determines covered services and allowed chayges on all joim/MﬁdicarefMed-icaid
claims. Medicaid is only responsible for the dedustible andyor coinsurance on the allowed
charges. For dually eligible recipients, a claim.filed wi(tiMedieare will serve as the claim for
Medicaid payment of the deductible/€oinsurapce amourgsd The previder must submit the claim
to Medicare within twelve months ﬁqmthe date of service g order to meet the Medicaid filing

deadline. If the provider submits the claign’to Médicare within twelve months from the date of
service, the claim will be ¢énsidered timely fed, regardigs®ef when Medicare crosses the claim
to Medicaid for payment ofghe deductible/coinstirance.
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B-310 Long Term Services and Supports

B-300 Aid to the Aged, Blind and Disabled (AABD) Eligibility Groups
MS Manual 61464/1407/01/20 o

. .-“;‘:}
The AABD Eligibility Groups are categorized below under Long Term Services and Supports,
Medicare Savings Program, Workers with Disabilities, and Supplemental Security Income ‘4/‘?»?
(SS1}/SSI related groups. -A brief description follows.

B-310 Long Term Services and Supports
MS Manual 07/01/2003£63/34

The Long Term Services and Supports group provides coverage tQ el_igib‘t‘e\ih'ai_vi'duais in nursing
facifities, home and eemmunity-community-based waivers, and the PACE program. -Home and
community- based waivers and PACE community programs provide nonf‘institutig'hal long term
eare-services and supports to individuals as an alternative tonstitutionalization. -Individuals
eligible for waiver and PACE services must be potentially eligible for admission to a nursing
facility.

B-311 Nursing Facility
MS Manual 07/01/208845/34

This group consists of individuals who-ate aged; blind, orhave disabilities and are living in a Long
Term Care Facility including an intermadiate Care atility for Individuals with Intellectual
Disabilities (ICF/HD).

Nursing Facility.covgrage is provifed tomdwtduals who meet both categortcal eligibility and
medlcal necessm,\requnrement\s ~Refer to MS F-150-151. The-indsdidusal e

04 sezounlele masepeese anmeet sl €000 Themd:wdual‘smcomecannot
exceed{hree\f.’i) ttme$ the current SS[ payment standard. -However, individuals with income
over the limit may- b@ eligible if they have established an income trust, {Refer to -MS H-110.}-
The individuals tesources ¢annot exceed 52000 and a couple’s resources cannot exceed $3000.

NOTE: See-Refer to'MS E-500 for resources and MS H-200-MS H-430 for spousal rules.

NOTE: A pericd of ineligibility will be imposed for uncompensated transfers. Refer to the MS H-
300 section.
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B-312 Assisted Living Facilities (Living Choices)

In addition to facility vendor payments, nursing facility eligibles receive the full range of
Medicaid benefits and services with the following exception:

B-312 Assisted Living Facilities (Living Choices)
MS Manual 07/01/2008415414

This group consists of individuals in licensed Leve! Il Assisted Living Fagilities {ALF} who are aged
(age 65 or older), or 21 years of age or over and blind or have a‘ﬂhysical'd\i‘éil;ili'ty as established
by $51/5SA or by the DHS Medical Review Team {MRT}or by Rai[road'Retirem\ént. -Assisted Living
Services are provided to eligible individuals to allow them to. maintain‘t{iéir independence and
dignity while receiving a high level of care and support. -ALFcoverage is provided to individuals
who meet hoth categorical eligibility and medical necessity requirements, -The individual’s
income cannot exceed three (3} times the current SSI payméﬁ‘t standard. -However, individuals
with income over the limit may be eligible if they have established an income trust, {Re—fer to
MS$ H-110.}. -The individual's resources cannot exceed 52000 and a couple’s resources cannot
exceed $3000.

NOTE: See-Refer to MS E-500 for resources aird MS H-200-MS H-430 for spousal rules,
NOTE: A period of ine[igibi[ftv--w_ill be imposed foruncompensated transfers. Refer to the MS H-
300 sectian.

B-313 ARCheices in Hammecare
MS Manual 03/04/1607/61/20

This group consists of¢adividugls-individuals aged 21 or over. Individuals aged 21-64 must have
a -physical disability-gécording to $SA/$SI guidelines, Railroad Retirement, or the DHS Medical

Review Team IMRT].

Services under ARChoices may be provided to individuals who meet both categorical and
functional need requirements including requiring an intermediate level of care designation as
determined by Dtilization Reviewthe Office of Long Term Care (OLTC). -The individual's income
cannot exceed three (3} times the $SI payment standard-and reseurees-cannotexceed-$2000.
However, individuals with income over the limit may be eligible if they have established an
income trust. Refer to MS H-110. The individual’s resources cannot exceed S2000 and a couple’s

resources cannot exceed S3000.
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B-315 TEFRA '

NoTE: Refer to MS E-500 for resources and MS H-200-M$ H-430 for spousal rules.

NotE: A period of ineligibility will be imposed for uncompensated transfers. Refer to the MS H-
300 section.

Recipients of ARChoices receive the full range of Medicaid benefits and services. However, the
individual must accept the Waiver services provided by the program.

Services available through this program include;

e Attendant Care

» Home Delivered Meals

+ Personal Emergency Response System
* Adult Day Health

s Prevocational Services for persgns with physical dis-égilities

» Respite Care
s Adult Day Services
» Environmental Adaptatiohs/Adaptive Equipment

NoTE: Recipients of Medjcaid-in the Workets with Disabilities group will be able to access
services under7ARChoices p‘rb\videdtﬁ"e functiphal need criteria for ARChoices have been met as
well as the financial criteria of the Workers with Disabilities group.

B-395 TEFRA
MS Manual 38402/1687/01/20

This group consists of'chil@ren 18 years of age or younger with disabilities that must meet the
medical necessity.requirement for institutional placement in a hospital, a skilled nursing facility,
intermediate Care Facilities for [ndividuals with Intellectual Disabilities {ICF/iID}, or be at risk for
future institutional placement. -Medical services must be available to provide care to the child in
the home, and it must be appropriate to provide such care outside an institution.

The income limit is three {3) times the current SSI payment standardSSHSRA, -Oniy the child’s
income is considered. -Parental income is not considered in the eligibility determination, but is
considered for the purpose of calculating the monthly premium. -For information regarding




MEDICAL SERVICES POLICY MANUAL, SECTION B MARKUP

B-300 Aid to the Aged, Blind and Disabled {AABD) Eligibility Groups

B-316 Autism

TEFRA premiums and calculation, see-refer to MS F 170-173. -The resource limit is 52000. -Only
the child’s resources are considered. -Parental resources are disregarded. -Recipients of TEFRA
Waiver receive the full range of Medicaid benefits and services.

B-316 Autism
MS Manuald4/0441807/01/20

This group consists of children ages 18 months through seven {7) yedrs whio.have a diagnosis of
autism. -In addition to the autism diagnosis, the waiver participan must have a disabifity
determination and meet the Intermediate Care Facilities for hjfdividua[é‘with Intellectual
Disabilities (ICF/HD) level of care. -The income limit for the childs three (3) fimes the current SS
payment standard $SHSPA-and the resource limit is $2000. -Parental income.ahd resources are
disregarded. -Autism recipients will receive the fuil range.of Medicaid benefits and services in
addition to intensive early intervention treatment.

B-317 Division of Developmental Disabilities Services {DDS) Alternative
Community-ServicesCommunity and Employment Support Waiver

Program
MS Manual 8/3543407/01/20

This group consists of individuals of'any age'w.ti_b have developmental disabilities as determined
by the Division of Developmental Disabiljties Services (DDS). -DDS waiver services are provided
to individuals who meet the Intermiediate Bare Facilities for Individuals with Intellectual
Disabilities (ICE/UDNCHAUD level of care, -The income cannot exceed three {3) times the current
SS1 payment standard$st/SpA. However, individuals with income over the limit may be eligible if
they have established an income trust. Refer to MS H-110. -If the waiver applicant is living in the
home-gfhis/her parents, the parental income and resources will be disregarded. -Any
contributions magde to'the abplic'ant by the parents will be counted as unearned income. -In-Kind
Support and“aintenance will not be considered as income. -Resources cannot exceed $2000. -A
period of ineligihility will be imposed for uncompensated transfers.

B-318 PACE-Program of All Inclusive Care for the Elderly
MS Manual 86/61/1607/01/20

This group consists of individuals 55 years of age or older who need nursing facility care to live
as independently as possible. -PACE is a comprehensive health and social services program that
provides and coordinates primary, preventive, acute and long term care services. +ndividuals
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B-320 Medicare Savings Programs {MSP}

under age 65 must establish physical disability through SSI/SSA, -e=through the DHS Medical
Review Team (MRT], or Railroad Retirement. -In addition to the general eligibility requirements,
the individual must require one of the four levels of nursing facility care of skilled, intermediate
[, intermediate [1, or Intermediate [iI. -The individual must also meet special medical criteria as
defined in MS F-155.

-The individual's income cannot exceed three times the current $51 payment standardSSESRA.
However, individuals with income over the limit may be eligible if theyhave established an
income trust, {Re—fer to MS H-110.}- -Spousal impoverishment policy.for income MS H-400-H-
430 and resources MS H-200-212 will apply to PACE participants both in the community and in a
nursing facility. -Transfer of resources (MS H-300) will apply only if the PACEparticipant enters a
nursing facility. -The resource guidelines at MS E-500 will be followed:-PACE services are
provided in PACE Centers, in the home, and in inpatientfacilities. -ThNACE program is only

available in certain counties in Arkansas. Fepak%eﬂthe&e«sqmqﬁes—see—wfeﬂe&gpead%x-

B-320 Medicare Savings Programs {MSP)
MS Manual 65L/63£3407/01/20

The MSP groups provide Medicdre savipgs by pa\\iin\'g{hg_“Medigare premium{s} and possibly the
Medicare deductibles and coinsyrance. -Except forARSeniors, these categories do not provide
for the full range of Medicaid services. fhe groups aredescribed below.

B-321 ARSeniors
MS Manual 68§35£1407/01/20

This group consists ofindividuals:aged 65 or over whose income is equal to or below 80% of the
FederaI Poverty Levels rm} Regjpients do not have to be entitied to Medicare {e.g. Qualified
Aliens w\ho ‘have not worked

enough quarters to QUa_[ifQ--for Medicare can still be eligible for ARSeniors}. -If the individual is
entitled to Medicare he/she must receive Medicare. If the individual chooses not to enroll in
Medicare (if eligible), he or she is not eligible for the ARSeniors program. -ARSeniors provides
full Medicaid coverage. -See-Refer to MS F-190.
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B-300 Aid to the Aged, Blind and Disabled {AABD} Eligibility Groups

B-322 Qualified Medicare Beneficiaries {QMB)

B-322 Qualified Medicare Beneficiaries (QMB)
MS Manual 88/435/3407/01/20

This group consists of individuals who are aged, blind, or have z disability; and entitled to or
conditionally eligible for Medicare Part A. -The income limit is 100% of the Federal Poverty
Leveis (FPLIFRE. -QMB pays the Medicare premium, deductibles, and coinsurances.- See-Refer to
MS F-190.

B-323 Specified Low-Income Medicare Beneficiaries (SMB)
MS Manual §8/£15£1407/01/20

This group consists of individuals who are aged, blind, or have a disability and.entitled to

{actually receiving) Medicare Part A. -The income limit is‘bétween 100% @nd 120% of the Federal
Poverty Levels (FPL)ERE, -SMB pays only the Medicare Part B\premium. See-Refer to MS F-190,

B-324 Qualifying Individuals 1 (QI-1)
MS Manual 8845£1407/01/20

This group consists of individuals who 'are"-aged’,@ind;‘or h}'_we a disability and entitled 1o {actually
receiving) Medicare Part A. These individuals would be eligible for SMB except their income
exceeds the SMB level,-QI-1’s must.have income.of at¥east 120% but less that 135% of the
Federal Poverty Levels (FPUERL - QI-1 pays only the Medicare Part B premium. See-Refer to M$
F-130.

B-325 Qualified Disablgd and Working Individuals (QDWI)
MS Manual 10/08/3507/01/20

This group consists ofndividugls who are blind or have a disability and who lost Medicare Part A
entitlementsolely dug to'the individual's earnings that reached or exceeded the Substantial
Gainful Activit\\,!\(SG_A) armount. -Individuals who are 65 years of age or older will not qualify as a
QDWI. The -GDWhincome limit is 200% of the Federal Poverty Levels (FPLIERL. -QDWI's are
eligible only for payment of their Medicare Part A-Hospital Insurance premium, SeeRefer to MS
F-190.
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B-300 Aid to the Aged, Blind and Disabled {AABD} Eligibility Groups

B-326 Medicare Savings Programs - Comparison Chart

B-326 Medicare Savings Programs - Comparison Chart
MS Manual 83/63/1907/01/20

The following comparison chart provides a brief overview of the five categories including the
coverage provided and eligibility requirements.

AR Seniors QMB SMB QI-1 QDWI
Benefits Full Range of | Pays Medicare Pays Part B | Pays Part B ' Pays Part A
Medicaid Premium(s), Premium Premium Premium
Benefits deductible and
M5 A-100 coinsurance
Categorical Aged Only | Aged, Blind_or | Aged, Blind, | Aged, Blind, | Blind or Disabled |
MS F-110 thru 120 Disabled or Disabled | or Disabled
Income Limits Equaltoor  100%ofthe  Between  Atleast 120% 200%of FPL
. ; below 80% federal-Roverty  100% and but ess than
MS E-110; Appendink
of FPL Level{FPL} 120% of FPL  135% of FPL
Resource Limits _—mgaagy_?.g,g.gg' id ____ ___ o l»ndiwéual—;f,d@@@'_' wal-$400¢
MS E-110 -600- -ZUpdated Annually Couple—56006
Medicare Must receive | Entitled tote Entitled to {actually Lost Medicare Part
Requirements Medicare if {actually receiving} Medicare Part A A & SSA-DIB
entitled to receiving} or benefits due to SGA
Medicare conditionally Entitied to reenrol)
eligible for in Medicare Part A
MS F-190 Medicare Part A

B-330 Workers with Bisdbilities
MS Manual 83£03/3607/01/20

This group-tonsists of individuals who-are:

e Hava adisability

—Are .working at the time of application;

SREaHRD

¢¢¢¢¢¢

thelRS-(Refer to Gilossary for definition of working.)

* _ Are at least 16 years of age, but less than 65 years of age; and whe;

» _exceptExcept for earned income, would be income eligible to receive Supplemental
Security Income {SS1}.
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B-300 Aid to the Aged, Blind and Disabled {AABD) Eligibility Groups

B-340 Supplemental Security Income {S5!}/55! Related Groups

cribylo Foe Bde o ry P

a¥a £ vy 2 - O PO » o oL o-bag

sategery—Howaverf an individual was not an 581 or $5A disability recipient, a disability
determination must be made by the DHS Medical Review Team [MRT]_&GQ}: Refer to §MS F 122].

Substantial Gainful Activity {SGA} is not considered for the dis_abi[itvd\etermination. -In addition,
the individual’s total unearned income {minus the $20 generﬂ\eﬁc[usio‘n)fmu'str-be under the §5I

payment amoaunt for one person to qualify for this group. %e#eﬁeﬁ&%@%md—sa
PRReRORoUhE:

Recipients will be able to access services through ARChoices waiver-Waiver provided the
medical criteria for ARChoices have been met.as well as the ﬁnanq'iai\cr_ite'ri_a of the Workers
with Disabilities group. -Refer te MS C-240 for guidance and proceduresregarding the medical

assessment process.

Applicants will be advised by their caseeligibility worker-that if they accept services from
ARChoices waiver-Waiver providers while their appligations are pending and are subsequently
denied for ARChoices waiyeFWaiuer-,\fhby-will.jje responsible for paying the provider.

Recipients of Medicaid in the Workers with Disabilities category will be eligible for the full range
of Medicaid sef‘vftes.

B-340 Supplemental Security Income (851)/SSI Related Groups
MS Manual 68/45/3407/04/20

The SSI groyps are.QSl-eIigib[es or special groups that lost their SSI due to SSA cost of living
adjustment ;GQIA} increases, receipt of widow/widowers benefits, or entitlement to or an
increase in their'B{Sabled Adult Child (DAC) benefits. -These groups are described below.

B-341 Supplemental Security Income {SSI} Cash Eligibles
MS Manual 63/034/3407/01/20

The-This group consists of individuals who have been determined eligible for $51 benefits by the
Social Security Administration {S5A). -They are eligible for the full range of Meadicaid benefits and
services.
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B-300 Aid to the Aged, Blind and Disabled {AABD)} Eligibility Groups

B-341 Supplemental Security Income {851) Cash Eligibles
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C-200 Alternative Application Processes

C-205 Pregnant Woman {PW} Period of Eligibility

‘T:"-. B e -
C-200 Alternative Appligation Processes
MS Manual 83,/63/1607/01/20

The following eligibility groups do not follow the standard application processes as described in
C-100:

e Newborn:

e Autism Waiver-

e TEFRA-
»  ARChoices Waiver:
s PACE-

« DDS Waiver Alternative Community Services.

» Referral processes for Eligibles Who Lose SSI due to 55A IﬁL'A-[néreases, Disabled Adult
Children, and Disabled Widow/Widowers and Disgbled Surviving Divorced Spouses-

The application process for the above-e_[igib‘t!i@\groups are described below.

C-205 Pregnant Woman (PW) Period ofEligibility

MS Manual 10/364507/01/20 . _

An individual found eligible miay receive PW Medicaid coverage only- during the period of
pregnancy and through the end-of the monthiin which the 60th day postpartum falls.
Postpartum covergge will be\proviﬂed-utp" women who are Medicaid certified at the time of
delivery and tc women who have-a Medicaid application pending at the time of birth and are
later found eligible for PW-coverage.

An individual'who applies forffegnant Woman ~ Full or Medically Needy Medicaid after
termination.of-a pregnancy may be given benefits to the end of the birth month, if eligible,
but may not begiven postpartum coverage. A pregnant woman who applies after the birth of
the child and is found eligible in the birth month for Limited PW or Unborn Child will be given
full postpartum coverage.

If the pregnant woman has medical bills in the 3-three months pricr to the date of
application, retroactive eligibility will be determined. There must have been medical bills
incurred to give retroactive coverage. ThThe medical bills-must-beverifiedand must be for
the PW. Medical bills for other family members will not qualify the PW for retroactive PW
coverage. {refreactive coverage-icnetaivens the prd-showd-be-clearlvdocu
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C-210 Newborn Referral Process

shav- e Eoy BRREE-ES

If a PW applicant is not income eligible in the month of application or the month in which the
45th day falls, but is income and otherwise eligible in one of the retroactive months, the
application will be approved beginning in the earliest month of retroactive eligibility. Eligibility
will then continue through the end of the month in which the 60th day postpartum falls, if the
applicant is eligible for the postpartum coverage, with disregard of any income changes which
occurred after the beginning month of eligibility.

There will be “No Look Back” at {ater income increases throughout the pregnancy and the
postpartumn period, even if the applicant is not eligible in the mgdnth ofa\ppj_ic’ation or in the
month when the 45th day of the application falls, {Refer to MS I-610).

C-210 Newborn Referral Process
MS$ Manual 88/01/1507/01/20

Hospital and physician providers use the BLO-D645, Hospit’él/?hysi:jihn{ﬁértified Nurse-Midwife
Referral for Newborn [nfant Medicaid Coverage, to refer children who are born to and will
reside with their Medicaid eligiblé methers following discharge from the hospital. -The referring
provider is requested to comp’fgte the DCO-06454arid send it 1o the DHS County Office of the
mother's residence within five {5}days of the .chi[d‘s\l;gt"‘rth, when possible. Fhe-BCG-645-will
e . . TR N . .

LT oy EHA—£) o e £ v e A ¥ 3 B

& NOTE: \T—he\-'ln the fd{lbw@g.situat}ons,; coverage for the infant should be made on a
DCO-QlS‘Q;-ﬁgplication\fojr Health Coverage, or online at access.arkansas.coviwill-be

¢ Ifthe mother of the child is not Medicaid eligible and has not made application for
Medicaid to'cover her pregnangy; or

» |f the mother of the child is approved under the Unborn €Child category (refer to
MS B-220)- or

s If the infant will be living with someone else other than the biclogical mother
following discharze from the hospitalk
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C-211 Newborn Referral Disposal Process

C-211 Newborn Referral Disposal Process
MS Manual 88/0141507/01/20

Once a newborn is eligible, the newborn will remain eligible until fbe’-._last day of the month of
the child’s first birthday regardless of whether the mother conitinuestp be eligible.

The only exceptions to a full year of coverage are:

. Mﬂm&mmwme child no longer resides in the

State of Arkansass

¢  Deathf the efthe-child dies during the —1—2—meath12~montﬁ'cove?qge period=

C-220 Autism Waiver Application Process
MS Manuai 04/0141807/01/20 1915 (¢) of the Social

Security Act

The Autism Waiver program is operated by Partnersforinclusive Communities-{Rartnarsla

contracted entity under the administrative authority of the Division of Medical Services. The
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C-220 Autism Waiver Application Process

Autism Waiver brochure and the telephone number for Pasginersthe contracted entity isare
available at local DHS County offices. Interested individuals should contact Partners for more
infermation or to start the application process.

To apply for services, the chitd must be between eighteen418} months and five 5 years old. A
child five 5-years and one I-day old is over the age limit for application. If approved, coverage
will be for a minimum of two Z2years and a maximum of three 3-years, The 3three-year coverage
period starts on the first {1*} date of a billable service by a provider.jf't“_i’;_iierage has not ended
prior to the child’s eighth+48*} birthday, coverage will end the daycbefore the ¢child’s eighth4{8%)
birthday.
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C-230 TEFRA Application Process

C-230 TEFRA Application Process___
MS Manual 8/05/38607/01/20 P.L.97-

248

TEFRA applications {DCO-9700} will be available at focal DHS offices or by mail, through
hospitals, including Arkansas Children's Hospital, and Federally Qualified Health Centers.
Information will be available through the Division of Developmental Disabilities (DDS) Services
Coordinators and Providers. Information will also be available on the DHS/DMS website.

To complete the eligibility determination, the following steps must be completed:
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€-200 Alternative Application Processes
C-231 TEFRA Re-Application When Case Closed Due to Non-
Payment of Premiums

¢ The application must be made by an adult responsibie for the care of the child,

e A DMS 2602, Physician’s Assessment of Eligibility, must be completed by the child’s
physician to determine Medical Necessity and Appropriateness of Care.

If disability has not previously been established by the Social Security Administration, a Medical

Review Team (MRT) disability review must be completed. The-applicationwillbemade by the

’

|- oy el i Yho W
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C-231 TEFRA Re-Application When Case Glosed Due to Non-Payment of

Premiums
MS Manuat 84/83/4407/01/20

When the TEFRA case is closed due to non-payment of premiums, a new application must be
made . before e[igibj]ity‘eg'n.resu‘me. Eligibility will be redetermined at the time the new
application is made.

If the case has been closed less than 12 months because of failure to pay premiums, the past
due premiumsyriust be paid in full before the child can be re-approved for TEFRA Waiver
services.

If a case is closed 12 months or more due to failure to pay premiums, payment of the past due
premiums will not be required to reopen the case.
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C-232 TEFRA Eligibility Determination |

C-232 TEFRA Eligibility Determination
MS Manual 8543241207 /01/20

With the exception of the Appropriateness of Care requirement, eligibility will be determined by
the casewerkereligibility worker in the same manner as teag-Long-Term Services and Supports
LTSS] cases.

A child who would not be eligible or potentially eligible for Medicaid in'an-institution cannot be
considered for TEFRA. if the child’s countable income is less than the current LFC-LTSS income
limit (referto-Appendix S) and the child’s countable resources are less than $2,000-:00the
current resource limit, he/she will meet the TEFRA income andésource requirements. Parental
income and resources will be disregarded when determining e[ig?bifity. However, parental
income will be considered when calculating the monthly premium amount. Refer to MS F-170
through MS F-173.

C-233 TEFRA Disability Determination
MS Manual 83,483/3407/01/20

To qualify for TEFRA, a child must be cghsidered an-individua! with a disability according to the
SS! regulations that govern chfldre\n with,disabilities: Disability for a child will either be
established by the Social Security Administration (SSA) br the DHS Medical Review Team (MRT).
If a child received $$1 Withiin one yeargrior to making TEFRA Waiver application; but was
terminated for reasons otherthan lack of disability, {e.g. parental income or resources},
documentation‘Will be obtained for the casétecord. A disability decision made by $SA on 2
specific disability Is controlling fof that disability, untii the decision is changed by SSA. The child
will be considered anindividual with a disability based on the previous $5A disability
detefminiation. {Refer to MSF 120-428129 }

C-234 Defermining Appropriateness of Care for TEFRA
MS Manual 95/32/4207/01/20
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C-235 Disposition of TEFRA Application

Based on information provided on the DMS 2602, Physician’s Assessment of Eligibility, and any
medical records submitted, Fthe TEFRA Committee will determine medical necessity and if the
applicant meets the Appropriateness of Care criteria. If the applicant is having difficulty
cbtaining the Physician’s Assessment of Eligibility, the County Office should provide assistance
to obtain the required form.

C-235 Disposition of TEFRA Agplication
MS Manual 8541:241207/01/20

.

%MWM|f atany po

to meet eligibi{fty' requirements, the application will be denied.

int in the eligibility determination the child fails

The begin date for TEFRA Waiver eligibility will be the date of application, unless retroactive
coverage-is needed, If needed, the eligibility begin date can be as early as three months prior to
the date of application; provided all eligibility requirements are met.

A child canniet be approved for retroactive coverage before the onset of his/her disability as
he/she would net meet the TEFRA disability or medical necessity requirements prior to the
onset of disability. A child who had been residing in an institution would not be eligible for any
retroactive coverage while still residing in the institution as TEFRA Waiver coverage is for non-
institutionalized children only. For any retroactive coverage needed, it can be assumed that
medical necessity and appropriateness of care have been met unless there is evidence to the
contrary.
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C-240 ARChoices Waiver Application Process

C-240 ARChoices Waiver Application Process
MS Manual 81/64/1607/01/20

A potential Waiver client will make application {BCO-772DHS-0777) at the DHS county-office
County Office in his/her county of residence for a financial eligibility determination. -Refer to
Appendix | for other forms to be completed during the application process. Sepasate

if Aan applicants-sheuld-be-advised-thatif-th ey-accepts services frdm an ARChoices providers
while thei applications-are is pending, they-he/she will be responsible for paying the provider if
the application is subsequently denied.

To qualify for the ARChoices waiver, the inc['i"vidua_ls aged 21-64 must be determined to have a
physical disability through eitherthe Social Security Administration (SSA), the DHS Medical
Review Team (MRT}, or Railroad Rétirem,e‘nt M(‘R}{)MSA; The individual may have a
mental disability, but if so, it mus‘t\ﬁ'e_in,additiqn to aphysical disability to qualify for ARChoices.
Individuals requiring sérvices in ARCheices must be-classified as requiring an intermediate Level
of eCare. individuals classified as sSkilled lleve! of Ceare are not eligible for the ARChoices
Program. {Refer’to MS F-iS\S.}
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C-241 ARChoices Waiver Assessment Process
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C-241 ARChoices Waiver Assessment Process
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C-242 ARChoices Waiver Applications from Nursing Facility
Residents
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C-243 Residents of Residential Care Facilities Applying for
ARChoices Waiver

C-243 Residents of Residential Care Facilities Applving for ARChoices

Waiver
MS Manual 84/8141407/01/20

If an individual living in a residential care facilty (RCF) appligs for Waiver services and has no

plans to move out of the RCF-the-casewarker will-explaindo the applicantibataccordingto
current-HFCLETSSand-REF-poliey, he-ox/she does not meet the required Level of Care to receive

Waiver services; and the appllcatgon wal} be denigd.

When the applicant gives a date that.hedr she plansto'move out of the RCF and the relocation

date is within the next<4§ days, the applif;atiohwjl[ be taken-and-the-targetedrelocation-date
. 3 ~ ™ .

At thegnd-of the 45day péu\od ifthe applicant has not relocated,-the-caseworkerwill send-a-30

day-noticaddvisiagthat the application for Waiver services will be denied if the relocation does
not occur within the next 10 days.

C-244 ARChoices Waiver Eligibility Determination
MS Manual 63£8343607/01/20

Eligibility determinations for ARChoices Waiver cases will be conducted in the same manner as
for AABB-engtermcare-Long Term Services and Supports (LTSS) nursing facility cases.
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C-245 Approval/Denial for New ARChoices Waiver Applicants

The 551 related income and rescurce criteria located in section MS Section E will be followed. $SI
exclusions are not allowed from gross income in determining eligibility.

When determining an applicant’s countable gross income when both spouses apply, each
individual will be budgeted separately and his/her income will be compared to the current LTC
limit. Only the income of the applicant will be considered for eligibility.

in determining resource eligibility, the current LFELTSS resource limits-will apply.

*  Asingle applicant’s resources will be compared to the one-person fimit.

»_ When there is a married couple and both apply, theireombined resoiirces will be

compared to the couple’s resource limit.
» _ If only one individual of a couple applies for ARCﬁOi_ces, the riules for spousal resources

at MS H-200 will apply.
C-245 Approval/Denial for New ARChoices Wa__ivezfépﬁlicants
MS Manual 83/634/3607/01/20

The policy and procedures outlined in MS C 246-249 that determine the Waiver eligibility date
will apply to applicants entering Waiver programs§rom both the community and from

institutions.
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C-

245 Approval/Denial for New ARChoices Waiver Applicants

If the ARChoices Waiver application is denied for any reason;and Waiver services were provided
during the period of ineligibility, any charges incurred will be tha financial’responsibility of the
applicant.

If the ARChoices application is denied, the clight;has the right to appeal by filing for a Fair
Hearing. Refer to the MS L-100-$ection. | igivic i
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C-246 Effective Date of Eligibility for ARChoices Waiver

C-246 Effective Date of Eligibility for ARChoices Waiver
MS Manual 84/64/44607/01/20

After all eligibility criteria have been established, the effective date of ARChoices Waiver
Medicaid eligibility will be the date of approvalinte-thesystem.

‘} Norte: The ARChoices eligibility date will not be establishedsprior to the date the-of
approval is-entered-into-thesystemunless an earlier date is provided by DHS RN based

on the Provisional Service Plan of Care (see C-247 and C-248)-on-the DHS-3330.- The

= et ivalu b L s 0 £ W

C-247 Provisional and Compréhensive Servic e Plan efCare-for
ARChoices Waiver
MS Manual 84/84/4607/01/20

A Provisional Service Plan-efCaresis developed when.ﬁased on the assessment, the individual
has met functional!medi"c”alyc_riteria‘ but financial eligibility has not vet been determined. The
client and the provider as“ésl_xme; the responsibility oftiability should the client not meet all
criteria for eligibility and ser’vicéﬂo begin.
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C-248 Optional Participation for ARChoices Waiver

C-248 Optional Participation for ARChoices Waiver
MS Manual 83/01:41607/01/20

Refertothe BusinessProcess Manual

Neither Waiver providers nor Waiver applicants aréreguired.to begin or receive services prior to
the establishment of Medicaid eligibility, Participation is.offered by the DHS RN at the time of
assessment, If services/are started basedon the receiptof a Provisional Service Plan-etGare, it is
the responsibility of each proyider to exp{ﬁin the process and the financial liability to the
applicant and/er family members-prior to beginning services. -The decision to begin services
prior to eligibility'must be a‘jpint/deci'siaq;between the provider and the applicant.
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C-249 ARChoices Waiver Approvals for Medicaid Recipients Who

Leave LTCa Nursing Facility

C-249 ARChoices Waiver Approvals for Medicaid Recipients Who Leave

EFGa Nursing Facility
MS Manual 94£0343607/01/20
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C-250 Assisted Living Facility {ALF} Application Process

No Waiver eligibility date may be established prior to an applicant’s discharge date from an
institution. -Therefore, if a Provisional Service Plan efGare-is developed while an applicant is a
resident of a nursing home or an inpatient in an institution, the earliest Waiver eligibility date
will be the day the applicant was discharged home.

C-250 Assisted Living Facility (ALF) Application Process
MS Manual 63:/61+/1407/01/20

Applications for ALF Waiver will be made on the £¥¢-Long-Term Sérvices andSupports

Application-ferAssistance, BEO~Z-DHS-0777 in the eounty-DHS officg:County Office where the
facility is located. Applications can be made by the applicant, designated representative, next of
kin, or persen acting responsibly for the individual.

If application is made before the applicant enters a facility, The-applicanthe/she will have 30
days from the date of. approval to move into @ Medicaid approved Assisted Living Facility. -If the
individual has ne moved into the ALF within the 38-30-day time period, the application will be
denied.
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C-252 ALF Applications from Nursing Facilities or, ARChoices
Waiver Recipients

couple-apply

C-252 ALF Applications from Nursing Facilities_ or; ARChoices Waiver
Recipients
MS Manual 83:/81441607/01/20

Medicaid certified nursing facility residents who are classified Intermediate Level of Care and
ARChoices Waiver recipients who wish to apply for ALF will be referred to the DHS RN for
cocrdination of a new medical assessmentif deemed necessiy. Once functional need is
established, the DHS RN will develop a person-centered Service Rlan.

ifa non-Medicéid aligible nyrsing _facil;it'y resitdent wishes to apply for ALF Waiver, the BEODHS-
0777, Application for Assistance, must be-completed and registeredsubmitted. The caseworker
will notify the DHS RN, who will jhitiate the assessment process.
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€-254 ALF Eligibility Determination

C-254 ALF Eligibility Determination
MS Manual 8+443/3507/01/20

Eligibility determination for ALF Waiver cases will be conducted in the same manner as for Long
Term Services and Supports (AABB-LTSS) nursing facility borgFerm-Carecases.

Refertotho Business Procass Manual

The 55! related income and resource criteria located in MS E-400-530 will-be followed. $$1
exclusions are not allowed from gross income in determining eligibility.

in determining an ALF applicant’s countable gross income when\b\oth spousés apply, each
individual will be budgeted separately and his/her incgme compared in his/her budget to the

current FFELTSS limit. {Refer to- Appendix S3. Fe#aa—appi@en%—uﬁh—aa%g#e@e&se—en%he
ncome-of-theapplicant-will-be-considered-for-eligibility-Anindividual with income over the

current LTSS income limit may establish Medfcaid/Waiver eligibility by estabhshmg an Income
Trust. Refer to MS H-110- 1156, -When there is g married cou’pie and-only one member of the

couple applies, the rules for spousal [mpbversshment {-Re—MS—H—EQG}-regardmg income wrlI he
app[ted Refer to MS H-200. Ani

In determining resource eligibility, the eGrremt +TCLTSS resource limits will apply.

*__ Asingle applicantisresources will be compared to the one-person limit.

¢ ‘When there is 2 married coupie and both apply, their combined resources will be
comparedys the couple’$ resource limit at application.

»  When there iswa married couple and only one member of the couple applies, the rules
for spousal impoverishment (Re-MS H-200} regarding resources will be applied.

For information regarding contribution to the cost of care, refer to MS H-412.

C-255 ALE Approvals/Denial for New ALF Applicants (Non-E¥E&Nursing

Facility)
MS Manual 8381/1407/01/20

After all eligibility ¢riteria have been established, the effective date of ALF Waiver eligibility is
established by the DHS RN based on the latter of the date of application, date of admission to
the assisted living facility, or the date the person-centered Service Plan -ef-GCare-is signed by the
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C-200 Alternative Application Processes

C-256 ALF Approvals for Medicaid Recipients Who Leave LTC a

Nursing Facility or ARChoices Waiver

DHS RN and the applicant. -The DHS RN will provide the Waiver eligibility date to the county
County Officesia-the-DHS-3330,

Thegrossineome-ofthe-alf financial or non-financial cfiteria isare nst met, t‘hg‘ip_ plication will
be denied. If the application is denied, the client has the right to appeal by _filin_g»fé’r a Fair
Hearing. Refer to the MS L-100 section. igibledndivi : 5 A ;

C-256 ALF Approvals for Medicaid Recipients Who Leave LTGa Nursing
Facility or ARChdices Waiver
MS Manual 63/01/1607/01/20

L4 - 3 - 3
individualistierlavil—The ALF'Waiver case can be approved once verification of an Intermediate

Level of Care a\hd the ALF waiver begin date frcm the DHS RN is received-from-the DAASBHS RN

aRd-a-pay-DHE- BT dderecaived.
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C-260 Program of All Inclusive Care for the Eiderly (PACE}
Application Process

C-260 Program of All Inclusive Caré for the Elderly (PACE) Application

Process
MS Manual 66/644160%/01/20

Prospec,t\ive?--PéCE__rec‘ip'ients wah.apply for PACE services through their local DHScounty-offices
County Offices. -Apglicants may apply by referral from the PACE provider, by referral from the
DHS RN, or without a referral from any source. -Regardless of the origin of the inquiry, the
prospective recipient must meet the medical and financial eligibility criteria outlined in MS E-
400 and F-155 and reside in a PACE service area. Refer to Appendix K for PACE providers and the

zip codes they serve,

Applicants residing in a PACE service area will be referred to the DHS RN for coordination of the

medical assessment.
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C-200 Alternative Application Processes

(-260 Program of All Inclusive Care for the Elderly {PACE}
Application Process

The BEG eligibility worker will approve or deny the application based on financial and non-
financial eligibility requirements. The final determination of eligibility will be communicated to

the PACE provider by the DHS RN,
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C-200 Alternative Application Processes

(-261 PACE Assessment Process for Nursing Facility Residents,
ARChoices, or Assisted Living Facility Participants

C-261 PACE Assessment Process for Nursing Facility Residents,
ARChoices, or Assisted Living Facility Participants

MS Manual 04/61/1607/01/20 42 CFR
§ 460

Nursing facility residents, ARChoices Waiver recipients, or-Assisted Living Facility (ALF)
panticipants who wish to apply for PACE will be referred to the PHS RN for coordination of a
medical assessment.
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C-200 Alternative Application Processes

C-262 Approval/Denial for PACE Applicantstion Approval

C-262 Approval/Denial for PACE Applicantstien-Appreval
MS Manual 83/63/1407/01/20

s

enrollment in the PACE program is effective on the firsft_\day of the ca{é‘ndar menth following the
date the PACE organization receives the signed enroliment agreement; buit it may fiot be prior

to the date of application at the eounty-office-County Office or prior to the date the medical
assessment was completed by the DHS RN.

If financial or non-financial criteria isare not: me}, the application will be denied. If the
application is denied, the client hasthe.right to>appeal by filing for a Fair Hearing. Refer to the
MS L-100 section.




MEDICAL SERVICES POLICY MANUAL, SECTION C

C-200 Alternative Application Processes

C-263 Approvals for Waiver Recipients to PACE and PACE
Participants to Waiver

C-263 Approvals for Waiver Recipients to PACE and PACE Participants to

Waiver
MS Manual 81/04/1607/01/20

When -the-caseworker-determines-that-d Waiver r‘egtipient_ig was-found to be medically and
financially eligible for PACE, the Waivericase will eannbi-be-closed in-ANSWER-untilthe day

before the PACE eligibility i started ashe participant’s enroliment in the PACE program is
effective on the first day'of thecalendar month, Refer to {MS C-262.4
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€-200 Alternative Application Processes

{-264 PACE Enrollment _ _

C-264 PACE Enrcllment
MS Manual 64/84/1407/01/20

Participant enrollment into the PACE Program is voluntary. -The Division of Aging-and-Adult
ServicesHBAASIAging, Adult and Behavioral Health Services jDAABHS} must-assess the potential
enrollee and concur that the client meets the requirements for-nursing facility care prior to
enroliment. -The DHS-RN must certify that an assessment has been completed:

The PACE provider must explain to the potential enro['['ee that enrcliment in P\ACE._resu[ts in
disenrollment in any cther Medicare or Medicaid plan and‘tﬁat_ enrollmént requires the
completicn of &n intensive assessment that includes a minimumi'of one home visit and one visit
by the potential PACE enrollee to the PACE center.

C-265 PACE Disenrollment
MS Manual 61/01/1407/01/20

Participants may voluntarily disenrpll from ‘thePACE‘pJOg_ram at any time for any reason.

Participants may be involuntarily disenralled due to:.

The partiéipa_nt's‘fai'lu;'e to pa\\‘f\if he/she has a payment responsibiiity=:
"The participant’s disruptive or threatening behavior-

Th_e‘par;'i‘cipa ntymoving out of the PACE service delivery area-

B oW oNoR

. The'participant na longer meeting the nursing facility Level of Care
réguirement-x
The participant’ death
The PACE organization cannot provide the required services due to loss of
licensure or contracts with outside providers—er

7. A PACE program agreement is not renewed:
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- C-266 PACE Provider Post-Enrollment Assessments |

The PACE Organization may appeal an adverse decision to the-BAAS Division of Aging, Adult and

Behavioral Health Services (DAABHS).

C-266 PACE Provider Post-Enrollment Assessments
MS Manual 83/63£1407/01/20

Upon enrollment, it is required that each PACE providér\liaye an inte‘rqi‘sciplin\al:y team in place
that is responsible for the overall assessment of care needs.and subsequent management,
supervision and provision of care for PACE patticipants. -The teain’s membership consists of a
primary care physician {PCP}, registered nurse, social worker,physicalthierapist, occupational
therapist, recreational therapist/activitycoordinator, diet‘@iah, PACE center supervisor, home
care cocrdinator, personal care attendant/a(d;\and a transportation staff/driver.
The interdisciplinary team is responsible for the-assessment, treatment planning and care
delivery of the PACE participant. PACE regulationsws'tablisﬁ the following assessment
requirements:
1. Aninitial in-person-assessment mist be completed by the Primary Care Physician, RN,
Social Worker, Physical Thetapist an;\i/qr Occupational Therapist, Dietician, and the
Home Care Liaison.
2. At least serni-apnually,an in-person assessment and treatment plan must be completed
Qv the Primary CaréPhysician, RN, Social Worker, and Recreational Therapist/Activity
\C\bordi\ﬁator.
3. An aqhua]‘i'n-p;f‘ersbn assessment and treatment plan must be completed by the Physical
Therapist and/or Occupational Therapist, Dietician and Home Care LiaisenCoordinator.

PACE organizations will consolidate discipline specific plans into a single plan of care semi-
annually through discussion and consensus of the interdisciplinary team. -The consolidated plan
will then be discussed and finalized with the PACE participant and his or her significant others.
Reassessments and Treatment Plan changes will be completed when the health or psycho-social
situation of the ¢lient changes.
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C-270 Division of Developmental Disabilities Services (DDS}

Waiver Application Process

C-270 Division of Developmental Disabilities Services (DDS) Waiver

Application Process
MS Manual §3433/1507/01/20

The BDS eligibility worker will obtain a completed DHS-0777B£0-77 from each applicant or the
parent/guardian/representative of the applicant UNLESS-unless the applicant is a current
Medicaid recipient residing in an Intermediate Care Facility for Individuals with Intellectual
Disabilities (ICF/IID), a IcEAID-and-Nursing-nursing Homeffacility, QR-’gop\éned in a TEFRA case.
PleaserRefer to Appendix | for the required forms to be completed during the application
process.

A-DBS

Medicaid Eligibiity-eligibility worker will have 45 days in which to process an application, or 80
days if a dlsabslltv\determmatlon is needed.- MMM@MMM@D&MW

Please+Refer to MS A-200 and MS A-212 for information regarding the Medicaid coverage
period and retroactive eligibility.
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C-200 Alternative Application Processes

€-271 Approving the DDS Application
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C-200 Alternative Application Processes

C-272 DDS Waiver Applicants Currently Residing in Intermediate

Care Facilities for Individuals with Intellectual Disabilities
(ICF/IID)ICF/IID Facilities

C-272 DDS Waiver Applicants Currently Residing in Intermediate Care
Facilities for Individuals with Intellectual Disabilities (ICF /IID)ICEAID

Faeiliti
MS Manual 84433/43507/01/20

Eligibility determinations may be made for applicants who request Waiver services and who are
currently residing in an ICF/IID facility, when there is a plan to move them to a community
setting. Fhe-approvalregue se-BES e Unitisineludedintle ‘\\. o }




MEDICAL SERVICES POLICY MANUAL, SECTION C

€.200 Alternative Application Processes

C-272 DDS Waiver Applicants Currently Residing in Intermediate
Care Facilities for Individuals with Intellectual Disabilities
{ICF/UD)ICF/IID Facilities
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C-200 Alternative Application Processes

C-280 SSA Referral Processes for Specific AABD Groups

C-280 SSA Referral Processes for Specific AABD Groups
MS Manual 83/33/1507/01/20

The Social Security Administraijon has several referral provesses that are used to notify DCO
when Medicaid may be extendedwhen individuals lose their SSI eligibility. -SSA will determine
which individuals are gotentjally eligible based-an their disability and marital status and will
refer those individuals to D‘CQj’fot e]igibfﬁ;\‘y-determ'in‘ations under the provisions described in
the sections below.

C-281 Eligible Due to Disregard of Social Security COLA Increases
(Pl(fklgl |

MS Mangé[;@;&%;&{}?{o 1/20°

The Social Security Administration notifies the Division of County Operations (DCO) of individuals
tosing 88! eligibility due to COLA increases. These individuals will receive a notice regarding this

change and will be given an opportunity to provide information to establish that they remain
Medicaid eligible. Refer to MS B-342 for eligibility requirements.
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C-282 Hdentification of Stragglers _

C-282 Identification of Stragglers
MS Manual 834£3344507/01/20

The Social Security Administration will notify Central Office of any individuals who qualify for
continued Medicaid coverage under the Pickle Amendment who were not identified on the lead
file transmitted from Baltimore.
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£-283 Disabled Adult Children [DAC)

nterdew—Application will be made {aken-on
Assistance.

C-283 Disabled Adult Children (DAC)
MS Manual 83423/4507/01/20

The Secial Security Administration will notify the Aagencyof DAC cases, hroughSP-and

AL A BEAIA-DEHHEG ) AR alnt Ko

is—-Application will be made on the BCG-8095, Application for Medicaid Assistance-ané
WM%?&HWH&&G—G&%M 'Refer‘to‘M_S"BéSdG..for eligibility requirements.

C-284 Disabled Widows, Widowers, and Disabled Surviving Divorced

Spouses
MS Manual 83/413£3507/81/20

The Social Security Administeation wi!bdg'term'i'ne which individuals are potentially eligible,
based on their disab'tl@-.and marital status, and will refer those individuals to DCO for eligibility
determinations under these provisions. -Application will be made on the DCO-0095, Application
for Medicaid Assistance. Refer to MS B-345 for eligibility requirements.and-registered-inthe

C-285 Individnals Who Have Remarried
MS$ Manual 83/8543807/01/20

It is possible that some of the individuals referred by SSA will have remarried and will have a
spouse in the home. In that case, the spouse will be considered an ineligible spouse, and the
deeming of income rules at MS E-440 will apply in determining eligibility. The resulting net
income will be compared to the couple’s $S1/SPA for eligibility. Resources will be compared to
the couple’s resource limit.
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C-286 COLA (Pickle), Disabled Adult Child {DAC), and
Widows/Widowers Referral Letter

In the event SSA refers both members of a married couple for eligibility determination, the $SA
income of both individuals will be disregarded, along with the SSI exclusions, before comparing
their net income to the SSI/SPA for a couple in the eligibility determination. The couple’s
resource limit will apply.

C-286 COLA (Pickle), Disabled Adult Child (DAC), and
Widows/Widowers Referral Letter
MS Manual 83/63/3407/01/20

The Social Security Administration mails a referral letter direcf_[v-.m the DCO Medicaid Eligibility
Unit when an individual may be a candidate for preservation of Medicaid-eligibility under the
provision of COLA, DAC, or Widow/Widowers benefits:
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T = E-400 Determining Financial Eligibility for AABD Groups

E-405 Income

E-400 Determining Financial Eligibility for AABD Groups
MS Manual 8340344607/01/20 )

The methodology in the following sections will be used to determine financial eligibility for
Medicare Savings Program {MSP), TEFRA, Autism, SSI/COLA groups, and the Long--Term Services
and Supports {LTSS) Greups-groups (i.e. Nursing Facility, Intermediate Care Facilities for
Andividuals with Intellectual Disabilities, Home and Community-Based Services waivars-Waivers
and PACE).- It will also be used to calculate the contribution to careffbr»nur\s"ing_ and assisted

living facilities_ and; PACE-and ARCheices- Adult-Family Home.

E-405 Income
MS Manual 84£64/3407/01/20

Income is defined as the receipt of assets by an individual in'cash or in»kind"‘{_Re.—MS E-432 #7}
during the month. To be considered as income, the assets received must be something of value
received by the individual for his own use and‘benefit in préviding the basic requirements of
food, clothing, and shelter. tump sum or ane-time payments are considered as income for the
month of their receipt.

Income may be received in casb\(ing:[uding checks, money orders, etc.) or in-kind {including
items such as rent, free food, etc.). The'cash value of t@ms received in-kind must be
determined. The valuexpf.i:r:ifrequent[yqnd irregularly. received items such as small gifts of
clothing will not be considéredqg;‘income; '

E-410 Income Eyaluatioh
MS$ Manual 36/26/4507/01/20

Determigation of income eligibility will be based on an applicant/recipient’s monthly income.
The recipient’s gross monthly income will be compared to the monthly income eligibility
standard to maKe this determination. Exclude VA Aid and Attendance and Continuing or Unusual
Medical Expense reimbursements (CME/UME) in this computation.

income which is received on a basis other than monthly {annually, semiannually, etc.} will be
considered as income for the month of receipt only. {Do not count dividends received from
insurance policies as income in eligibility determinations). Amounts carried over inic the
following month will be considered as resources,

Non-monthly income receipts will be treated as follows:
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E-410 income Evaluation

1. Regularly Received Non-menthiv-Monthly Income - When income that will affect
eligibility is regularly received by the individual in an established amount and at a set

time, the easewarkereligibilitrworker-will-begin-processing case will be adjustmented in
the month pr[or to the receipt of the income after an advance —?he—easewe;keqae_hg%f

bereceivednotice. -If the increased income will result in only one month of ineligibility,
the case may be reinstated effective the first day of the mOf(th following the month of

mehglbihty thhout taking a new appllcatlon Advaneemﬁqe&o%h&ekem-“ﬂ&mhat

if the anticipated income is in an amount great enough t\‘.@'t»is_like’lg 1o result in two or
more months of ineligibility, the dlientwill be infqrfn,ed in the-advance notice that the
case will be closed and that a nqubp[ication will'be required to reopen the case.

If the Anticipated-anticipated ingome changesthatwili pot result in case closure, saay
v sk ol o bl AR T v Nearthoam the pooptls e - themanth

easeweﬁkepe_hgwm re::[plent or representative shewld-will be notified of
the increased ven;ior payment respensibility-by-DCO-FO0ZDHS-0767-at least ten-10 days

prior tg #put-efthe change.

2. [rreguiari@ecehed Non:Meonthiy Income - When the recipient receives income on an
;{hpredictab_lé basis and i unpredictable amounts, income adjustments and ineligibility
‘gesuiting from its inclysion in the budget will not be processed untif after its receipt. The
M;gdavﬁivance notice of intended action will be given before effecting-any case
closuras or income adjustments resulting in changes in vendor payment are completeds.

;e&pens&bd&y—m—tbese—ease&-ﬂew effort should be made to antu:[pate non-monthly

income receipts so that advance action can be taken.

As with regularly received non-monthly income, if benefits will be terminated for only
one menth for receipt of irregular non-monthly income, a new application will not be
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E-410 Income Evaluation

required-and-the-customerwill-be-se-advised. Closures of two or more months will

require a new application.

3. SSI/SSA Lump Sum Benefits - SSI lump sum payments will not be counted as income in
the month of receipt and will be given a resource exclusion according to the schedule at
MS E-523 #6. $SA lump sum payments will be counted as income in the month of
receipt, but will be given the appropriate rescurce exclusion. Interest earned on these
excluded funds wili be counted as income in the month accruéd and as a resource, if
retained, in the month(s} following.

When SSA lump sum benefits result in income ineligibility; the case will be suspended in
the month of receipt of the lump sum. A new épplication wilknot be required to reopen

the case in the following month. {Re-ferte-MSH-481for procedusbs)

4. Interest and Dividend Income - jnterest and divideﬁﬁs/en cheeking and savings accounts,
certificates of deposit, etc. represent a return on an investment or a loan of money, and
are considered unearned-income wheq credited.to an account. Interest and dividends
are considered credite’\& to an account when a financial institution normally reports the
income to the customer. The frequency withawhich interest is computed is immaterial in
determining when the income 'is_«receiugﬁ'{e._g.,a bank may compute interest daily, but
credit an account‘tm[}‘mpnthlyn\r‘quarterlv):'

Interestand dividends wilt be considered in both eligibility and net income determinations.
An individyal will not ba allowed to retain interest and dividends for personal needs in
addition to the monthly personal needs allowance.

In ﬁgtermin@g‘initia[ eligibility and at subsequent reevaluations, the latest
interéstjdividéndxs'tatement {two if paid gquarterly, at least three if paid monthly) will be
used to de;ér_mine the countable monthly amount. #sSmall interest/dividend amounts
paid monthly or quarterly which fluctuate slightly-counties may be averaged and-use
theaveraged-ameunt-until the next scheduled reevaluation, unless an adjustment is
necessary sooner fdue to a reported change. Interest/dividends credited or paid annually

will be counted as income in the month of credit or receipt.
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E-415 Determination and Verification of Earnings from
Employment

® NoTE: Interest income of State Human Development Centers and Beaten
SepvicesArkansas Health Center customersresidents will be used in determining initial
eligibility, but will not be considered in determining net inchme.

® Interest income of residents in 10 bed ICF/ID { Interme‘djéte Care_'Faé(il,itiesjlndividuals

with Intellectual Disabilities) facilities is counted in BOTH injtial and post-eligibility
determinations, as semi-annual cost reporting is.siot done forthese facilities.

Gross earned income is counted in determining initialeligibility for ICF/HD residents
including residents of State Human Development Centers. Ih-post eligibility
determinations earnings less mandated deductions up to an amount equal to the
current 551 Standard Payment Amount are disregarded.

E-415 Determination and Verification.g¢f Earnings from Employment
MS Manual 84/61/1407/01/20

The monthly gross amour‘ft*of any earnings-from employment will be determined. Menthly gross
income is determined by the actualearnings received (or to be received) during the month of
application or ree_\(éluation,‘v.fhethgr'paig weekly, biweekly, semimonthly, or monthly.4a-cases

o 3 R E M AurRc e month-ol ane =t ATt

If the earnings fluctuate, the-casewerkerwilldetermine-by-averaging or other means will be

used to determine ~an amount which fairly reflects the monthly income actually eurrently

available to the applicant-en-a-menthly-basis

by o g OG- HLR RO =% I arlostion

Verification of earnings from employment will be by check stubs, pay slips, or collateral contact
with the employer. Sufficient verification must be obtained so that the actual income of the
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E-400 Determining Financial Eligibility for AABD Groups

E-421 Determining Amount of Net Earnings from Seif-
Employment

employee can be determined. The-caseworkerelisibility-workerwillnot-automatically-assume

thatene-checkstub-accuratelyreflectsearningsforan-entire-month-The latest month's

verification will be required. If a person is paid weekly, then the latest 4 {or 5) consecutive check
stubs will be required. If the person is paid every other week or twice a month, then the latest
two check stubs will be required, and if paid monthly, then the latest check stub will be
required. If the eustemerindividual does not have the required verification, then verification
from the employer will be required.

E-421 Determining Amount of Net Earnings from Self-Employment
MS Manual 04/64/4407/01/20

The amount of net earnings from s,eIf-emp]ay?ngnt is not always ascertainable from business

records. If this is the case, use tie first-ofthe followingan aiternate methods that is likely to give

the most accurate estimate of syrrent and future net-earnings which may be allocated ena
monthly basiswill be used.
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E-421 Determining Amount of Net Earnings from Self-
Employment

ndividual-how a-been-detarm G54 : : gibility—Advise-tThe individual
that-he/she-may appeal if hé/she dispotes the estimates; or that-he/she may request a change
or reapply if new evidence becomes. availahle.

= ava oot hy £

If the allocated amounts of inpo:ﬁ{g_.resu!t\i'j_‘g_:.ineligibility, explain-te-the-dndividualthat-he/she
may reapply if the temaining current year receipts or expenses or a new accounting of net
earnings from self-amployment result in lower net earnings.

if the indivj&ua?‘is,\é[igiblé,for assistance, advise-himtherthathe/she should report promptly any
substantial \fa(}"at_ion of.pet earnings should-bereported premptiy-with appropriate evidence, so
that overpayment$ and underpayments ¢an be prevented. Explain-alse-that-hHe/she must
provide a copy of the federal tax return as it becomes available.

When ere-efthean alternate methodsunderitems3-4-0r5 has been used to determine net
earnings, advise-the individual that-hefshe-should maintain monthly records of ongoing receipts
and expenditures until the federal tax return is available so that substantial variations of income
can be identified and reported immediately to avoid erroneous eligibility.
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E-427 Development of Living Expenses

E-427 Development of Living Expenses
MS Manual 04/0341407/01/20

When development of living expenses is required due to unstated income, explaintothe

—it is

necessary to Censiderconsider the living expenses of every member of theselfemploved
individual’s household,-and-explain-thatall expenses-must-be-considered, It is essential that a
complete disclosure of the following be obtained-:

1. Shelter or Living Quarters Cost (rents, taxes, mortgage payments, heating expenses,
utility expenses, water expenses, sewer expenses, garbage collection expenses, etc.)-

2. Clothing and Upkeep-

3. Medical Expense Not Reimbursad by Insurance (doctor bills, dentist bills, drugs, heaith
insurance premiums, etc.}

4. Transportation (car loart payments, insirance premiums, gasoline, tires, oil, mass
transportation fares, ete,}>

5. Food, Meals and--H_ouseho[BSU’DDlies--{g_roc_erieS-, Cleaning supplies, restaurant meals,
etc.):

6. Credit Purchases and Loans {furniture bill payments, finance company payments, etc.):

Other (lifeinsura nce\pr\erﬁiums,--lgggl services, traffic fines, cigarettes, alcoholic
beverages, etc{k
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E-428 Determination of Unstated Income _

E-428 Determination of Unstated Income
MS Manual 10/26£1507/01/20

The amount of unstated income is the difference between the known monthly income and the

monthly paid living expenses.
Feportedineome—~Reported income may include net earnings from seif-employment and

income from cther sources, mc[udmg cash or in-kind income. T-he»émew%t—ei»&epeﬂe&meeme

Reported income is the aggregate of unearned and earnediptome of tha following people living
together as one household-:

1. Applicant{s}
2. Individual(s} whose income is deemeéd to the applicant; and

3. Ineligible chiidren, if any, who wouid be takepibte-accountconsidered in computing the
amount of deemed incgme whete there is @ deeming-situation:
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E-430 Sources of Unearned Income

Previding an Oppertunity-fto-Explain—When unstated unearned income is determined, diseuss
the-matter with-the-individualand-provide-the individual with-will have an opportunity to

explain how living expenses are met. If the stated living expenses jficlude ohligations which do
not represent actual expenditures (because bills are not being paid), gdjust-the amount of living
expenses afterobtaining asecond{will be adjusted}stetementetiivingexpehses, If there are
loans which account for the money used to pay living expenses, the_individtlglshould provide
ebtain-a statement of specifics of the loan{s) and verification of verifythelloan transaction(s}.
Verified proceeds from loans received and used for living expenses can be subtratted from the
amount of unstated unearned income left aftér subtracting repgrted income from living
expenses. The use of resources may also be used to explain how Iivjh“g‘eigenses are met.

HNotice-of Detesmination—When unstated.unearned income is counted, the individual will
receive explainon-theg notice of decéision (-DEQ—?—O?—QHS—OlOJ—)—that an inclusion of unstated

income was made based on a gomparisenof living ‘expenses with reported income because of
excess living expenses.

E-430 Sources of Unearned Income.
MS Manual 034/9342607/01/20
The following are p‘oss‘ilzi\e-.souf{-:\es of unearned income:

1 _'f’ens_ion‘s, annuities-, ihsyrance beneﬁts, Social Security, Railroad Retirement, aad

&%&ctw[ Semce amhtaw— |[1tary a&e@memsmlotments Teachers Retirement, State
Retiremept, Workmen’s Compensation, Miners’ Pension, and-Black Lung benefits.,_and
Veterans Benefits. {eExclude V.A. Aide and Attendance and Continuing or Unusual
Medical Expense reimbursements-(CME/UME) payments. Re.fer to MS E-451. Count
gross income when determining eligibility.};

NoTE: If state and federal taxes are withheld, count the gross income when determining
eligibility for nursing facility and ICF/11D cases. -Consider the net income in the post eligibility
determination of the vendor payment.
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2. Payments received for the rental of rooms, apartments, dwelling units, buildings, or
land. If paid regularly, taxes, insurance, interest on loans,.and the expense of upkeep
may be deducted.

® NoTE: In Waiver and TEFRA cases, the deductions are ot given for eligibility
determinations. In Long Term Servrces and Supports {LTSS} casesmhere there is a
patient liabilitypurs e : :
cases, the deductions are not giver in, the initial OR post eligibility determinations, and
neither far home nor forfﬁo,r,x:home reptal properties.

——d

Interest, dividends, arid income from capitalinvestments, insurance policies, etc.
Royalty income from oil, gas or-6ther mineraldeases.

Regular payments ffom estates, trust funds (Re-MS E-522 #13), or other personal
property which cannot-be converted-into cash because of legal provisions.

Child sypport payments.

Regular centributions from organizations, churches, friends, relatives, or social agencies.

190:49»

Ihcome or suppor and maintenance received in-kind.

ertoc e B F

E-432 Types of Unearned Income
MS Manual 83/64/16Q7/01/20

1. Social Security Benefits

Social Security benefits are paid, according to Social Security rules, to upenretiremant

disability-erdeath-ofa covered wage earner,_—Retirementbenefitsare pavableatage

e
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Mwmmﬁafwm?&mge%thew spouse or w:dow/er
and/or their is-eligi 3 B A "
ehgb&e—a{—aay—age—#—the;eﬁe-mmor chtldren-ef—%be—wage—eamer—hvmg—m—ther—heme

2. Reduction of SSA Benefits

The withholding from Title Il benefits by SSA for the recovery of 851 or SS{\_
overpayments is mandatory. -The money withheld wi{l\'not be considered as available
income for the institutionalized-erHEBS-individual’s contributiontoward the cost of
care in Long Term Services and Supports. (LTSS) cas@s where there'is a patient liability.

3. Railroad Retirement Benefits

Railroad Retirement Bepefits are paid to ‘msﬁlivjdua!é“and spouses covered under the
Railroad Retirement Act. Ap individual may receive both Railroad Retirement and Social
Security, if covered-under both programs, and the spouse of a Railroad Retirement
beneficiary may'ceceive a spousels benefit while drawing Social Security.
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5. Veterans Benefits

’

the portion of the VA Benefit attributable to the veterah/survivi
counted as his/her income. The depepdent’s portion of the VA Benefit will be counted
as income to the dependent(s).dt-will be necessanyto determine the portion of the VA
Benefit that is attributable go the 'anlioant/recipie'nt. Veterans, widows/ers and other
surviving dependents eijgib,le\jfbr higher benefit payments under the Veteran’s Pension
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Improvement Act must agree to apply for and accept those benefits. 4nformation-on

Little-Rock-Mrkansas24201
6. Civil Service Benefits

Civil Service Benefits are paid td'individuals and to surviving spouses of individuals who
retired from civilian government'jobs (e.g., Internal Revenue Service, Postal Service,
etc.). These benefits incliide regular retirement and disability retirement.

7. In-Kind Support and Maintenance {ISM) and Other In-Kind Income

There are two types of unearned in-kind income: in-kind support and maintenance, and
other in-kind income,

In-Kind Support and Maintenance

When an individual receives an item of food and/or shelter cutright, or when someone
else pays for (or makes a payment on} food and/or shelter for the individual, the
individual receives in-kind support and maintenance (ISM}. Generally, ISM is counted
when the individual has use of the food and/or shelter item. Mortgage payments made
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by a third party on the home where the individuai resides will be considered 1SM; or an
individual living rent free {or making only token payments} in the home of another is
considered to be receiving 1SM.

Other In-Kind Income

When an individual receives something outright {other than food and/or shelter} which
can be sold or converted to cash, the individual receives other in-kind income. Other in-
kind income is counted when received. The use of a car is not€orisidered other in-kind
income, as it cannot be sold or converted to cash. Howevéy, if the individual is given a
car outright, it is considered other in-kind income in the month received, unless the car
{or other item) would be a partially or totally excluded ngn-liquid reSource if retained
into the month following the month of receipt.

Someone else’s payments to a vendor on behalf ofthe individual\{b_ther than 1SM}, even
if it increases equity value, is not congidered unearned\fn-](ind income. However, the
equity value is considered in the detegmination of total resgurces.

For example, car payments for a'njhdid{dual are not'other in-kind income, even though
the equity value increases; but.the equity value may be counted as a resource. Premium
payments made for anindividugl on healih-\insurangé;~liife insurance, credit life, or credit
disability insurance are not-counted as other in-kind income {There is no equity value
increase in the,sexexamp[es}.\fiéweve& the cash.surrender value of a life insurance policy
may be counted as@resource.ﬁi’efer to MS E-523 -#2}.

Cash payments which'are’made directly to an individual are counted in full as unearned
income. This weould betrue even if the cash payment is given to the individual for the
purpose ofhis meeting a\ﬁasic need.

® NOTE: In-kingd support and in-kind income are not considered in Nursing Facility,
ARChoices, Assisted Living Facility, PACE, DDS, Autism, or TEFRA determinations. in-kind
support a‘nd maintenance are considered in ARSenicrs, GMB, SMB, GI-1, $51/COLA
groups, DAC, (AABD) Medically Needy categories, and retro SSI determinations.

Valuation of In-kind Income and in-kind Support and Maintenance {ISM)

The value of other in-kind income is determined by its current market value. The value
of in-kind support and maintenance is determined by presumed value. The presumed
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value of in-kind support and maintenance is based on one third of SSI standard payment
amount plus $20.00.

PleasesRefer to Appendix § for presumed values of in-kind support and maintenance.

Individuals receiving in-kind support and maintenance always have the right to rebut the

presumed value and-mustbe-advised-ofthis-rightby establishing the actual cash value of

the ISM.




MEDICAL SERVICES PCLICY MANUAL, SECTION E MARKUP

E.400 Determining Financial Eligibility for AABD Groups

E-432 Types of Unearned Income )

8. Third Party Payments Excluded as In-Kind Support and Maintenance
Third-party payments that are excluded as in-kind support and maintenance:

a—In-kind-kind payments made in lieu of cash wages are not considered as in-kind
suppert and maintenance except when paid to agricultural or domestic
employees.

b-a.In-kind payments made in lieu of cash wages to other types of employees are
considered to be earned income instead of in-kindsuypport.and maintenance.
The value of support and maintenance provided in‘a nonmedical nonprofit
retirement home or similar facility which does pot receive fuil payment from the
individual or which receives subsidy payments fromta nonprofit organization is
not considered as in-kind income of the fndividual.

&b. The value of support and maintenance in suth facilities is vonsidered as in-kind
support and maintenance forjindividuals who have-acguired rights 1o life care in
the facility by turning over all of their assets to the home or through
membership in & fraternal.group or union.

The value of support and maintenance.provided in public or private non-profit
institutions for educational or yocational training is considered as income of the
individual.

ch_.‘Si‘jppbrt and matntenance.provided during a medical confinement and paid to a
medic‘a(pmvidqr'by a third party is excluded from income for eligibility

Third party payments made directly to a facility as payment for items covered
by.the facility vendor payment will be considered as income in the computation
of the patient’s share of the vendor payment. If third party payments are made
to cover special charges or additional services and items not covered by the
LTESS program, they will not be considered as income.

e.d. The value of support and maintenance provided by a private for profit
nonmedical retirement home or similar facility which does not receive third
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433 Determining Financial Eligibility for the 551/COLA Groups

party payments on behalf of an individual is not considered as income of the
individual,

The value of support and maintenance in such facilities is considered if third
party payments are being made on behalf of the individual.

e. Occasional in-kind items of little value {not exceeding $20.00 in a month} are

excluded when they are received irregularly or infrequently.

E-433 Determining Financial Eligibility for the SSI/COLA Groups
MS Manual 38/26/44507/01/20

in determining income eligibility, the $SI related inconde criteria in the MS E-408-451 section will
be used to determine eligibility for the following groups:

PICKLE

Ali SSA COLA increases received since ldss of SSI benefits will be disregarded, including the initial
$SA COLA increase which resulted in loss of~$31.\{0.ther types of SSA benefit increases and other
changes in income and resources willnot be dis\régard'_é;d.} The $20 general exclusion and other
SSI exclusions (Re. MS E-450} will'also be.d'éductedj'rom current income.

If an ineligible spouse gt other famﬂv\rhembbr@;g‘.parént of a child with a disability} has
income that must be deemed to the applicant, their-COLA increases since the applicant lost S
will also be disregarded. For deemifig procediires, refer to MS £-440-451 section.

After all COLA disregards and$31 exclusions have been deducted from current income, the net
countable income\will be'compared to the current $S1 SRAstandard payment amount (SPA).
RefergoAppendix S.f theJndividual’s income is under the SPA, he/she is eligible for continuing
Medicaid benefits:

If the individual has an ineligible spouse, countable income wiil be determined according to MS
E-440-451, allowing COLA disregards, and the net income compared to the couple’s SPA.

if eligibility is to be determined for both members of a married couple, total their current
income, subtract their combined COLA disregards, a $20 exclusion per couple and other
applicable 5SI exclusions to arrive at their countable income. This income will be compared to
the couple’s 551 SPA to determine Medicaid eligibility.

Widows and Widowers with Disabilities (COBRA 1985}
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total of the 55A 1984 Reduction Factor increasewhich-isreceived from-554 and all COLA's
received since January 1984 will be disregarded from current S5A income. The $20 ceneral
exclusion and other SS! exclusions (Re. MS E-450) will also be deducted from current income. Fhe

Ocepnaraloxclusion-and-anv-otherasns e - TRy araaticallvbe ded

the-budgetsummary: Only those individuals with net income under the 551 SPA will be eligible. If
there is an ineligible spouse, deem according to MS £-440-451, and-€ompare the resulting
income to the couple’s SS1-/SPA. -Refer to Appendix S.

Widows and Widowers with a Disability (OBRA 1987)

bty 3 vill-be-smadeby-d agding-ALL curvent SSAsipcome,
regardless of type of benefit, when the benefit began, or arpbunt of benef'rt_will be disregarded.
Any other income {Railroad Retirement {RR), VA, private pension; etc.) will Be considered in the
budget. After the $20 and other applicable $81 Exclusions (R&MS\E'-d'SO}’age deducted from
income, the resulting net income will bé compared to thecurrent SSI/SPA, {Refer to: Appendix
S} If the income is under the current SSI/SPQ‘, -the.individué[ will be eligible for Medicaid. If there
is an ineligible spouse, deem according to MS E-436-451, and compare the resuiting income to
the couple’s SSI-/SPA. -Refer to-Appendix S:

Medicaid for Widows, Widowers w“ltﬁ a Disability and Surviving Divorced Spouses with a
Disability (OBRA 1990}

In determiningincome eligibility, ail $$A-income currently received by the widow/er with a
disability or surviving divorced 's’p_ouée with-a disability will be disregarded. All other types of
countable incomewill be counted.in the budget, as required by the MS E-400 section. The $SI
exclusjons will be allowed. After a[‘exclusions and disregards from gross income have been
made, the neticomewill be spmpared to the current $51/5PA level, {Re-fer to Appendix $3. If
net income‘is\at_or'beﬁiw the individual SSI/SPA, the individual will be eligible.

1t is possible that sgime of the individuals referred by SSA will have remarried and will have a
spouse in the home. In that case, the spouse will be considered an ineligible spouse, and the
deeming of income rules at MS E-440-451 will apply in determining eligibility. The resulting net
income will be compared to the couple’s $81/SPA for eligibility. Resources will be compared to
the couple’s resource limit.

In the event 55A refers both members of a married couple for eligibility determination, the $5A
income of both individuals will be disregarded, along with the SSI exclusions, before comparing
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their net income to the SSI/SPA for a couple in the eligibility determination. The couple’s
resource limit will apply.

Disabled Adult Child {DAC}

Income-pligibilitrwill-be-computed-inthe-eligibilitysystem-—Thedincome to be included in the

budget will be the current $8A income, less the DAC entitlement or increase that resulted in loss
of S51. Any income other than the DAC entitlement or increase will be.counted.

The 520 general exclusion and other 551 exclusions will alse be déd\ijt:ted’frpm current income.
Net countable income will be comparedto thewcurrent SSISPA limits for eligibility.

E-435 Medicare Savingsnconie Calquiation
MS Manual 95/8543607/01/20

The Medicare Savings Program (MSP}.recipient!s imonthly countable income must meet the
appropriate Federal Pove-‘r-tv@‘vel_ {FPLY¥Qr the specific category. -Refer to Appendix F for the
MSP FPLs. -Coyntable incomie is detérmined.gecording to LFG-LTSS guidelines. -For LTSS £F€
guidelines, refer to Sections WS E<405-451, MS H-421 and MS H-430. -Self-declaration will be
accepted. -Refer‘t\ci--MSLG.—l15.@'exclusions (MS E-450) will be deducted from current income
to determine incoms.eligibility.
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o Charn,

¥ ppeiHr a3 = ) = R =

{£010) -beforecertificationof theease—In-Kind Support and Maintenance will be considered in
ARSeniors, QMB, SMB, and Q-1 determinations. -For a couple, totaliionthly countable income
will be compared to the couple’s standard in each case. -If only ong spouse 1s eligible, the
pracedures for deeming of income at MS E-440-445 will apply:

Individuals applying for only Medicare Savings coverage will not be tequired to apply for SSI if
their income is less than the SSI/SPA. -Refer to Appendix §. -If an individual does not wish to be
referred to SSA and does not want to be certified for full Medicaid benefits in another Medicaid
category, he/she may be certified for Medicare Savings coverage only,

E-440 Deeming Procedures
MS Manual 836343607/01/20

For the Medically Needy, Medigare Savings Progra\rh‘.\and'SSI!.‘COLA groups {except DAC), when
the eligible applicant resides with\!jis_orher-ineligibl‘e\s‘pouse or ineligible parents, deeming of
income from the ineligible spouse orparent(s}is required. ~Deeming is the process of
considering another person's income to'be available for meeting an applicant's or recipient's
basic needs of fgod and shelter.

\
For the Nursing E_ac‘ﬂ@-,‘ARChQii:es; Assisted Living Facility, PACE, TEFRA, Autism, and DDS
categories, deeming is not-required.

e Nage: For deenting procedures for an alien sponsor, refer to MS E-300 and E-445.
For deeming procedures for the Medically Needy, refer to MS 0-531 through M$

G235,

E-441 Deeming of Income from Ineligible Spouse
MS Manual 38/26/4507/01/20

Consider a couple to be married if they are:

1. Legally married under State law; or
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2. Either determined to be the spouse of a Title Il {Social Security} recipient; or
3. Lliving together and holding cut to the community in which they live as a married couple-
NOTE: A married couple no longer living together as spouses will be considered as individuals

the month after they separate.

An ineligible spouse is one of the couple as defined above that is not receiving Medical-medical
assistance as an individual who is aged, blind, or as an individual with.a disability.

Deeming of Income from Ineligible Spouse:

1. Determine the applicant’s countable income allowing the $SI ext—:{ﬁsibps at MS E-4509. If
countable income is equal to or exceeds the individual SSI'StandardPayment Amount
(SPA) for the SSI/COLA groups or Medicare Savings-Program {MSP) Standard for the MSP
groups, the applicant is ineligible. If countable mcorqe is less than the mdnndual SPA or
MSP Standard, completesp af-En-Ab :
deemed-income will be deemed from\the mehgtbledﬁouse

‘!’ NOTE: For spouse-to-spouse deemirgto apply, the applicant or recipient must be
eligible based on his orher own income.

&

1.2. Determine the to_fa_I‘inng'me of the ineligible spouse by types, earned and unearned less
any excluded from deeming, {Refer to MS E-446 to determine income excluded from
deeming};

243 . From the i'né'iigibLé\spouse*s income, a dedueta-living allowance {refer to Appendix S} is
deducted for\each ‘r@hgllﬁe child (refer to Glossary} in the home-fi-e~those-net
ik, Income of the child is
used‘to reducei@s allowance unless it is excluded as student earned income;-. refer
Refer to S E-446 #10.to determine whether any-of the student carned-incomeris used
toreducethedivingallewanee: The living allowance is deducted from the unearned

income first and any unused balance is then deducted from earned income. Total the
remaining income.

3-4. if the ineligible spouse’s remaining income is equal to or less than his living allowance,
there is no income to be deemed. The applicant is income eligible,
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4:5. If the ineligible spouse’s remaining income exceeds his living allowance, tetatthe
remaining income by type wiil be totaled with the applicant’s gross earned and
unearned income amounts.

5:6. Treat the two totals of income, earned and unearned, as you would for an eligible
cougle. The SS1 exclusions at MS E-450 are deducted and the remaining earned and
unearned income totaled to arrive at countable income.

7.__Compare the countable income after deeming to the apprapriaté 51 SPA or MSP
Standard for a couple. if the cogntableiincome is {ess'than the couple’s SPA or MSP
Standard, the applicant is eligible. f.theicountable income is equal to or greater than
the couple’s SPA or MSP'Standard, the-applicantisineligible.
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E-442 Deeming ofIncame from Ineligible Parent(s) to Child
MS Manual 39/26/3507/04/20

For purposes of deeming, a stepparent’s needs and income will be disregarded.

). ﬁgtermine the gross:monthly income of the ineligible parents(s) by type, earned and
ynearned less income excluded from deeming. -Refer to MS E-446 to determine income
exclyded froni-deeming.

2. From theineligible parent(s)’s income, deduct a living allowance for each ineligible child
in the home‘(i'.e., those not receiving TEA cash or 55! as a blind child or child with a
disahility). -Any income of the child is used to reduce this allowance unless it is excluded
as student earned income.—- Refer to MS E-446 #10 -to-determinewhetherany ofthe
studentearned-income-is-used-toreduce the livingallowanee- The living allowance is

deducted from unearned income first. -Any unused balance is then deducted from
earned income.
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3. _After deduction of living allowance(s} from income, deduct 85I exclusions. (MS E-450).

4. Total remaining earned and unearned income and deduct a living allowance for the
ineligible parent(s) equal to the $81 standard payment amount (5PA). (Appendix S).

3-5. Any remaining income (if any) is deemed to the child as unearned income. It is subject
to the S8 exclusions at MS E-450.the-nextstep-inthe deeming determinationfrom
ielicibl (s}wilh follows:

income equally to each child.

6. _[f parental income is deemed to‘mare than one gligible child, prorate the deemed
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E-443 Deeming of Income Eremfrom a Parent Who Would Be Eligible
Except for Excess Deemed Income to an Eligible Child
MS Manuai 03:/01/41407/01/20

When there is a blind child or child with 2 disability living in the home with his or her parents
and one parent is categorically eligible, the income of t:ﬁ'e\ineligible parent isdeemed first to the
categorically eligible spouse and then to the eligible child.For this condition to apply, there must
be acceptable evidence provided that proves that one parentwould qualify as aged, blind or as
an individual with a disability except for income}—The deemed income to‘a blind or disabled
child under these circumstances is determined as follows:.

1. Complete steps 2 through 7 of Speuseispouse-te-10-Speuse-spouse deeming as indicated
at MS E-441.- Deeming'of Income from the Ineligible Spouse;-,

2. If the couple’s income deteriminéd under Speuse-spouse-to-spouse te-Spousedeeming
is equal to or legss than the couple’s SSIstairdard payment amount (SPA), there is no
income deemed\to.the ¢hild.;

3. If the counle’s income exceeds thie couple’s SPA, all of the countable income above the
SPA is degmed to the child as unearned income. If more than one eligible child is in the
home, divide the income equally among each child. The amount deemed to the child as
{Uneained income isgubjettto the $581 exclusions20-permenth-general-exclusion in
h’is]her‘elié\'ibi[lw\\determ’ination; {Re-fer to MS A-2143.

E-444 Deeming of Income to an Eligible Child from Parent/Parents Who
Would Be Eligible Except for Excess Income
MS Manual81/81/1407/01/20

When there is a blind child or child with a disability living in the home with his or her parent(s)
who would be eligible except for excess income, only the income above the parents’ SSI
standard payment amount (/SPA) is deemed to the child. -For this condition to apply, there must
be acceptable evidence provided that proves that the parent/parents would qualify as aged,
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blind, or as an individual with a disability except for income. -Deemed income is determined as
follows:

1. Determine the parent/parents’ countable income as if no children were involved. -Allow
the SSI exclusions listed at MS E-450;.

2. If the countable income is equal to or less than the SPA, there is no income to deem to
the child. If the countable income is greater than the SPA, the amount above the SPA s
available for deeming to the child;.

3. Reduce the excess income amount by a living ailowarice for eagh.ineligible child in the
home {i.e., those not blind or determined to have a disability}. If this reduces excess
income to zero, there is no income to deem to(the eligible child. If not proceed to #4.

4. If excess income remains after deduction of living allgwances, it is deemed to the child
as unearned income. If more than ong eligible child is inthe home, divide the income
equally to each child. The amount deemed to the child as unearned income is subject to

the SS1 exclusions $20-00-permonth-geperal-exciision-in his/her eligibility

determination, {Re-fer tg MS.A-2143.

E-445 Exceptions to Deeming for Alien's Sponsor
MS Manual 83/64/43807/01/20

Deeming from the alien’s sponsdr.can be suspended for some aliens. The following aliens are
not subject to deeming:

+ Aliens who do ot have sponsors.

s ‘A{iéhs who have been battered or subject to extreme cruelty in the United States, and
their. chil:c}ren gr-parents'who have been battered or subject to extreme cruelty. The
abuse may be.perpetrated by a U.S. citizen or lawful permanent residence spouse,
parent, @r their family members living in the same household in the U.S.- This exception
applies for 12 months from the date of determination that the alien has been battered.
{Refer to MS D-2234.

* Aliens who are indigent .- An alien with a sponsor who signed form 1-864, Affidavit of
Support and the alien is unable to obtain food and shelter. -if the alien lives with the
sponsor, it will be assumed that the sponsor is providing feod and shelter and the
indigence exception will not be granted; and deeming will apply. -If the alien is living
apart from the sponsor, consider the alien unable to obtain food and shelter if;
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a. The income the alien receives is less than the income limit for the category
of Medicaid for which the individual would be eligible.

b. The resources available to the alien are under the resource limit for the
Medicaid category for which the alien would be eligible.

e Aliens who can attain citizenship.
e Aliens qualifying for Emergency Medicaid services only. {Re-fer to MS B-5003.
s Pregnant women and children who meet cne of the condftions in MS D-224.
E 446 Items (Income) Not Included in Deeming
MS Manual 83/0141407/01/20

The items listed below are excluded from income of the ineligible spouseor ineligible parent(s}
befare determination of deemed income.

1. _Assistance or Income based on need: Includes payments by any Federal Agency, State or

political subdivision of SSI payments and any income which was taken-inte
aecountconsidered in determining such assistarices:
a.  Exclusion applies-\;b-y.A.iPension but not to V.A. Compensation.

a-b. Also includés TEA payments and ingome which was taken-inte
aceountconsidered in determining assistance {including all income of a step-
parent in cases which jitvolve @'step-parent);,

2. Portions of Grarits, Schplarships or Fellowships used to pay tuition and fees at an
éducational institution or the cost of Vocational Technical training which is preparatory
for employment ;

3. Foster Care Payments received for an ineligible child ;

4. SNAP and Repartment of Agriculture donated foods.;

5. Home produce grown for personal consumption ;

6. Refund of income taxes, real property taxes, or taxes on feod purchased by the family

7. Income used to comply with terms of court-ordered support and Title IV-D support
payments,;
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E-447 Deeming from a Non-Qualified Alien Spouse

8. The value of In-Kind Support and Maintenance provided to ineligible members of the
household.-

8. Income excluded by other Federal Statute s

10. Earned income of an ineligitle child who is a student unless the child makes such
income available (contributes) to the family. This income would not be used to offset
the living alfowance which is deducted from parental income in the deeming process. if
a contribution is being made by the student, consider oniy'tfi}e’am'aynt_ contributed as
available income.and

11. Income necessary for a plan to achieve self-support (i.e.,\Approved'?’ian through
Rehabilitation Services).-

E-447 Deeming from a Non-Qualified Alien Speuse
MS Manual 2042641507/01/20

When processing a Pregnant Woman Meqii:a[l\r\ Needy spend down, the income of 2 non-
qualified alien spouse will be deemed to thee\bplij‘:‘ant,._but his or her needs will not be included
in the needs standard.- A citizeh of qualified aliep spouse’s income must be counted in full, with
his or her needs included.- The indome and needs 'ofthn-qualified alien children will be
disregarded.- A citizen.or qualified aljeft child’s incomeand needs may be included if needed.

The form DCO-0072 is used to détermine the deemed income from a non-qualified alien spouse.

E-450 Quppleémental Security Income Exclusions
MS Manual$8/26/2507/01/20

When the income-limit for AABD Medicaid categories, such as the Medicare Savings categories
or SSI/COLA categories, is below the Federal maximum (300% of 551), the below S5 exclusions
are allowable for the purpose of determining initial and continuing eligibility.

1. Refunds on real property taxes, food taxes or income taxes.:
2. Assistance based on need (State Supplementation of SSI, Interim General Assistance).

3. The tuition and fees portion of grants, scholarships, and fellowships.-
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E-450 Supplemental Security Income Exclusions

4. Home produce for personal consumption.:
5. Irregular income or infrequent income which:

a. Cannot be predicted with any regularity.;

b. Is received less than twice per year —and

¢.  Does not exceed $10 per month earned income or $20Q per month unearned
income,-

d. [ncome exceeding these amounts is considered in\full-

6. The full amount of foster care payments made to an adylt individuai‘or eligible spouse,:
7. One third of child support payments as incom&go.a child.-

8. The Student Earned Income Exclusion for a working student under the age of 22 who is
enrolled in an educational institutioniattending a course.of study preparatory for gainful
work. -This exclusion will be adjusted annually based on increases-in the cost of living
index.- There may be years whenwo increases result from the calculation. PleaserRefer
to Appendix S for current-afmount.

$20 monthly may be excluded from any inggine not based on need (Per individual or per
each couple determination}, but

o

a. lsnot al!pw'edl_f‘rom VA pension or payments made by Bureau of indian Affairs,;
e

b. \!ﬁ‘-alﬂays applied to unearped income first, the balance, if any, is then applied to
earned income,:

10. SQS plus 1/2 of th‘e\_remair}_(‘i/er of monthly earned income,-

11. Income to-cover work expenses for the blind {FICA, federal withholding, state income
tax, transportation; lunches, expenses for a seeing eye dog, etc.),

12. Income to Tulfill a self-support plan for blind or disabled recipients. {Approved plan
through Rehabilitation Services}.-

13. Home Energy Assistance and Support and Maintenance Assistance provided by private
non-profit organization, state or federal government body, a supplier of home heating
oil or gas, or a municipal utility providing home energy.-
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E-451 Assets Disregarded as Income

14. Support and Maintenance and other assistance received as a result of a presidentially
declared disaster..

15. Agent Orange Settlement Payments {also excluded from resources) -

Exceptions: The above $S1 exclusions do not apply to LTSS categories including Nursing Facility,
Home and Community Based Services Waives{HEBWHCBS) Waivers, and PACE. These exclusicns
ralso do not apply to Autism and TEFRA cases because the income limit-for these categories are
at the Federal maximum of three times the S5! payment limit for ar individual in his own home.

E-451 Assets Disregarded as Income
MS Manual $64£26/1507/01/20

The following assets are disregarded as income in their entitety for all AABD categories,
including Long-Term Is$Services and Supports (LTSS) categoxigs (i.e. Nursing Facility, Home and
Cormmunity-Community-Based Waivers, and PACE), also TEFRA apd Autism:

1. Credit disability insurance paymepts made on hofne or automotile loans,:
2. Personal services performed for _the‘in\di\(id:i_l'al‘(m\owing grass, house cleaning, etc.}.»

3. Funds received from any source for the repair or reptacement of fost, damaged or stolen
goods (Re-fer to MS E-530%4fof resource consideration).s

4. The sale of a resource (proceeds tontinuetobe a resource) does not constitute income,
but does represent-a cha@ejn forraof a resource.:

5. Benefits received under cther fedéral programs {Disaster Relief Program, Child Nutrition
Act, etc.)y

6. :D}yidends from irfsuiance@'plicies are not counted as income in determining eligibility,
“huit are counted.in détgtm ining net income for LTE-LTSS patient liability -

7. VA Aidand Attendance payments in the full amount {i.e., not reduced to $90) are
excluded jh.making initial eligibility determinations; and are also excluded as income to
be applied to-the vendor payment in a nursing or ICF/IID facility.»

8. VA pension benefits reduced to $90 monthly and paid to single veterans with no
dependents, or surviving spouses of veterans with no dependents, who are certified
Medicaid eligibles in Medicaid facilities.-

The $50 payment is considered Aid and Attendance for eligibility purposes, and the full
590 is allowed as a personal needs allowance in facility cases. Individuals receiving VA
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compensation are not subject to the $90 reduction and they will not be given a $90
Personal Needs Allowance (PNA).

9. VA reimbursements for continuing medical expenses (CME} resulting in an increased
monthly pension or for unusual medical expenses {UME} resulting in lump sum
payments. These payments are not income in the initial eligibility determination and
individuals are not required to apply these payments toward the vendor payment.

10. Any payments, including gifts and inheritances, made to anaﬁ?if;_éint_/recipient due to
the death of another person may be excluded from unearned income to the extent that
the payments are spent on the deceased person’s lastillness gnd burial: If an
applicant/recipient is unable to make payment of last expenses In the month that the
funds are received, the funds will not be considered a countable reseuirce until after one
calendar month following the month of receipt Ie\g;,_Funds recgived onJdly 15th may
be excluded during July and August. If not spent, thefunds will be, a.countable resource
September 1st.) Any interest accruing to the unspent funds.is countable unearned
income in the month accrued. [

11. Section 4735 of the Balanced Budget-Act of 1997 (Public Law 105-33} states that
payments made from an?—fund\'estab]is\ﬁed as a result of a class settlement in the case of
Susan Walker vs. Bayer Corporation are nat considered income in determining Medicaid
eligibility. This case involved hemophiliacs whg contracted the HIV virus from
contaminated@:lﬁod products. Alsc, payments made pursuant to a release of all claims
in a case that is entered into in ]ie\u\'qf the Walker vs. Bayer class settlement and that is
signed By-all affected parties on or before the later of December 31, 1997, or 270 days
after the date on which the releasé is first sent to the persons to whom the payment is
to be made.are not income in determining Medicaid eligibility.

e QgTE: Any intérest earned by these funds is countable unearned income in the month
in which Tt-is added to the account.

12. Federal'tax-refunds and advance payments:
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F-120 Blindness and Disability
MS Manual 64/36/1807/01/20 42 U.5. Code § 1382¢.

Some eligibility groups require an individual to be either blind or have a disability, -The particular
blindness and disability requirement for each eligibility group is listed in Appendix J.

Blindness is defined as having central visual acuity of 20/200 or less in the better eye {with
correction} or a limited visual field of 20 degrees or less in the better«f&.

Disability is defined as having a physical or intellectual disability whi(:’rkprevé'r;t’s_ the individual
from doing any substantial gainful work (for a child under agé{?\,\the digability should be of
comparable severity}, and which meets the following criteria:

1. Has lasted or is expected to last for a continuous pgriod of at leagt 12 megths {{thirty
days for the AFDC related categories, such as categoﬁg‘s\AFDGEC—@S),—AJiDG—SD
Medically Needyl}-4{27}; or

2. Is expected to result in death: ©
Blindness and Disability must befefm?l?shed'bv bee Sfthe following means:

1. Receipt of 5SI (AB or ADi,\br recept of a Iétte_?*-of entitlement to S5 with begin date of
entitlement, if khe individuad hfs wet téteived e first SSI payments;.

2. Receipt of Social Secumuor Railngad Retirement (RR) based on disability, or receipt of a
letter o{'entttlemmt to Sod%%SecuﬁQror Railroad Retirement- based on disability,
showmg a@egm date ef.e,‘nrlt[em@tt if the individual has not received the first S5A or RR
payments‘ -

3, Réceipt {or gnit(:lpation} qf'SS[ or Sacial Security Disability based on a disability benefit
sghtingdtion, when an individual has requested continuation within 39-ten days of SSA
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F-122 Medical Review Team {MIRT)

determination that a physical or intellectual disability has ceased, has not existed, or is
no longer disabling;,

4. Nonreceipt of SSI cash benefits for reasons other than disability, but verification of an
established disability that is current and continuing: (e.g. TEFRA child); j-o¢

5. Receipt of the DCO-0109, Report of Medical Review Team decision, when blindness or
disability has been determined by the Medical Review Team-,

Disability will either be established by Soctal Security Adminiskgation (SQR}‘ e#Railroad
Retirement {RR), or the Medical Review Team {MRT). -The foI{ongdlsab!utwgwdelmes will
apply to all Medicaid applicants where disability is an %Ibl]lty factor &nd d:sq:nhtv has not been
determined. -A disability decision made by SSA on a specilg disability 1sqoutro[hng>for that
disability until the decision is changed by 55A. -When DCO mael{és a disabilky determination, a
later contrary $5A determination will superséﬁe the state detern@faﬁon/ilf;SSA has made a
decision that a person does not have a {rs»abi[i't‘w\that deciglgn is binding on DCO/BAAS for ane
year with exceptions noted in MS F-122. : '

F-122 Medical Review €8am (MRT}
MS Manual 9—]49-};‘—1-607,{01(20 '

When an individual aprBS\Qr Medicaid@rd meets-ehe or more of the conditions below,the

W&M&ed forms along with any medical records prowded BEO-

applieap‘ie—a@d-&va%mﬂ\be s'ub'mitted 1o MRT-{Re-MSE-124), provided it appears that the
other eligibﬂit?‘ﬁa@arﬁa’m met. Refer to Appendix | for required forms.

MRT will determihe disabMity if any one of the following conditions exists:
1. The individeal has NOT applied for Social Security Disability or $5I or Railroad
Retirement (RR).
4:2.The individual has been found NOT eligible for Social Security Disability or 551 for
reasons other than disability {e.g., income);.
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F-123 Dual Applications -

3. The individual has applied for Social Security Disability or S5, and SSA has NOT made a
determination,

ExCEPTION: Individuals applying for ARChoices, Assisted Living, or PACE, who require a
determination of physical disability, will be referred to MRT even if receiving Social
Security Disability IF SSA does not verify a primary type of disability that is physical.
Refer to MS B-312, B-313, and B-318.:

4. The individual alleges a NEW disabling condition which is différenfifrom {or in addition
to} the condition considered by SSA in its previous deternﬁnations_;; N

3:5.More than 12 months have elapsed since the most résgnt SochfSecurity Disability or $SI
denial decision, and the individual alleges that the conditigh.uponswhich SSA made the
decision is worse or has changed, and he or sﬁﬁe\_has not reapRlied.; o

4-6. Less than 12 months have elapsed since the most raggnt Social §qéurity Disability or $SI
denial, and the individual alleges that®he condition upagwhich $$A made the decision
has changed or deteriorated, AND; '

a. He or she has asked SSA for é'fg‘“eon;sideratioﬁ or reopening of its previous
determination and S has refusedita.gBnsider the new allegations;

OR

b. The individnal no lengergiéetsthe hen-disa8ility Social Security Disability or SSI
requiremergsi@gs incomelk. '
Individuals wha@io not meet.a criterton specified above will be denied without further

i N

2

Teoaneddadesumont-the-individes

development.

Ii' m Wheﬁ"a-‘famﬂ‘v‘Member of a deceased Medicaid (ARChoices, Assisted Living, DDS,
Nmm ar PACE) recipient has applied for a hardship for estate recovery and is
stating e or she bas a disability but does not receive SSA, RR, or 551 disability, a social
report will be submitted to MRT for a disability determination.

F-123 Dual Applications
MS Manual 81/01/1607/01/20

When an individual applies for both Medicaid and Social Security Disability or $51, and the
application with SSA is still pending, if the individual appears toa meet all other eligibility

requirements the-ceuntyshould-initiate-a MRT determination of disability will be initiated..ifthe
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£-123 Dual Applications

individual appeassto-meet all othereligibility reguirements: The agency will have 90 days from

the date of the Medicaid application to make this determination.

if application for Social Security Disability is approved fi"rs;f, the Medim‘&\a pplication may be
approved (if all other requirements have been met.)

If application for $51 is approved $i$ts the I\}i'ed]c-ajd‘application will be denied except for
ARChoices, Assisted Living, Autism, DDS, Nursin}z\'@cili‘t'y“[mﬂ and PACE which may be approved.

If $SA determines\tﬁé;{bplicarn__lis NOT disabled:, the Medicaid application will be denied.

g p ; E‘ - |I! ;‘ " l b,
If the-caseworkeragprovesa-casethe Medicaid application is approved based on a Medical

Review Team (MRT) disability decision and later leasns-the individual has-beenis denied by SSA,
the Medicaid case will be closed after appropriate notice, unless the recipient appeals the
closure. If the appeal is made within the 10-day time frame, the Medicaid case will remain open
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F-124 Procedures for Verification of Blindness and Disability by

MRT

pending the cutcome of the DHS appeals process. In ne case will the Medicaid case remain open
pending the outcome of the $SA appeals process if the recipient has appealed the S5A decision.

If the caseworkerdeniesanMedicaid application is denied based on a8 MRT decision and later
learnsthat SSA has-approveds the disability, when the applicant nqﬂfjes g@,_ -the ongmal
application will be re-registinstatesed regardless of the time frame,,
paieHE N the provider files claims timely, Medicaid claims will b_~,pa|d reBefer to MS A-150. The
application will be -Rprocessed-the-application with the original aQ})hcatloq date provided all
other eligibility criteria were met for this time period. ¢
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F-124 Procedures for Verification of Blindness and Disability by
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F-125 MRT Decision '

F-125 MRT Decision
MS Manual 8L20/£1507/01/20

The Medical Review Team {MRT} will report the decision regér‘dmg phy@it;al or mental incapacity
to the county-County office-Office on Form DCO-0108.

If an adverse action is taken on an individual's case, MRT\yadl send a 9891200_01% to the
individual listing the specific medical records that were used b makmg the Hetermination and

the criteria that was not met. '

If MRT finds that the medical mformatqu ks, not adequata"t&make a decision, further
medical/psychlatric/psycho]oglcal examma‘!qms\may be recommended by MRT at the expense
of the Agency.

Arrangements for such evaluatidn@'wﬂl be made by MRT only. When medical and social
evidence has been res@Bmitted on du@étibnedwc@‘ses, the Medical Review Team will make a
decision as to disability aadwgtify the coghty-County effice-Office on Form DCO-0109. This
decision of MRE will be f‘m@h subjechto the*@gxsxlar appeal process, unless a later decision by $SA
finds the mdmd.ual pot dlsahﬁd

F- 12@Reappllqatw{1 that Requlres a Disability Determination
MS Maquamg@y#m&g

fa reapp[ncaﬁpn is fr}ed and the case has been closed within the past five years for reasons
other than disabifty and the last Medical Review Team Report (MRT)DCO-169 stated,

“Reexamination nol.pecessary” or the date for reexamination has not yet been reached;, new
medical and social information will not be submitted to MRT. )f the case has been closed for
more than five years, new medical and social information must be submitted. -alcasesof
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F-127 MRT-Reexamination of Disability

F-127 MRT-Reexamination of Disability
MS Manual 84/03/1407/01/20

Reexamination of disability will be required by MRT when:

1. Medical and social information indicates that an individual may recover in a year or
more and/or be rehabilitated to the point where he could meet substantial gainful
employment.

2. The-county-office County Office requests reexamination a{any timefor the
aforementioned reasons. _ :

3. Reexamination is indicated on the Medical Review Teamn M)Gﬂ‘ﬁ{ﬁﬁ;ﬁlﬂg.

F-128 Substantial Gainful Activity{SGA)
MS Manual 30£24£3607/01/20

Substantial gainful activity {SGA) is definedqwfp-ﬁperforménce of significant physical and/or
mental work activities for pay gr’p;oﬁtq_ or wodgacﬁuftlésﬁeneraliy performed for pay or profit.

Countable monthly earnings aré'qt\:taine_ﬁ by dedutﬁqkany employer subsidy and any
impairment related wofk-expense {an'payro%{éductidns} from the gross income {gross income
includes payment in-kirngfor bhe performance of wark in lieu of cash). Then, if earnings are
irregular, they will be ave’r@‘ged owghthe per,ibd of months being considered to obtain countable
monthly earnings‘ .

Employer subsidv\s‘theﬁaymeﬁg\of wages that is more than the value of the actual services
perfogmag: ‘

if the work@shemfedck if there is marked discrepancy between the amount of pay and the
value of serviceg; there ®xjsts the strong possibility of a subsidy that requires development of
specific evidence.

Sheltered Employment is work performed by individuals with disabilities in a protected
environment under an institutional program; nonsheltered employment is any work performed
by individuals in an unprotected environment.

Impairment Related Work Expenses are items or services needed in order to maintain
employment, such as attendant services, prostheses, or other devices. Drugs and medical
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F-128 Substantial Gainful Activity {SGA}

services are not deductible unless it can be shown they are necessary to control the disability to
enable the individual to work. Deductible expenses must be paid for by the individual;
andindividual and cannot be reimbursable from any source. Legitimate expenses may include
installation, repair, or maintenance. The payments may be deducted in cne month or prorated

over 12 months.

The expenses must be considered “reasonable,” i.e., not more than Medicare would allow or

than would crdinarily be charged in the individual’s communiw.w
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F-129 Request for MRT Disability Determinations
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F-130 Child Support Enforcement Services

F-130 Child Support Enforcement Services
MS Manual 853841507/01/20

The Office of Child Support Enforcement {OCSE} is mandated to prqvﬂg@é}uices to all Medicaid

recipients -only-persenstamities-who have assigned to the State tﬁgtr right'ﬁx{d\medica[ support.
Each applicant or recipient who is responsible for the care of a.dependent child ‘must cooperate

with OCSE in establishing legal paternity and obtaining medical sgbport'ﬁix‘é@eh child who has a
parent absent from the home.~ {See exception below.} A

QCSE must provide all appropriate services to Medicaid-emv‘app[icantsfmbipienfswithout the
OCSE application or fee. The OCSE agency is réguired to petitiogfor medi@alﬁsupport when
health insurance is available to the absent pangnt at a reasoaablé’nq?t: O/QSE will also collect
child support payments from the absen&p‘aren; unless O@is notified by the recipient in
writing that this service is not needed. Chi'id,sb_r.jpart payments collected on behalf of Medicaid-
only-families recipients are recefved angidistribytedto thecustodial parent through the Central
Office Child Support Clearinghoyse. However, no\'re.g:‘avery cost will be collected.

1. Referrals
An QCSE referrawjnh@“made at+pitial approval for children when a parent,guardian, or
caretakéy relative Y receiving'Medicaig or when the parent guardian, or caretaker
relativewioightarily ro\dués;s a refegal to be made.- Refer to Exception and Note below.

Act 1091 6f19§$men&ﬂ by Act 1296 of 1997 requires that both parents sign an
affdivit acknowledgjing paternity or obtain a court order before the father's name will
be added fo-the birth certificate.

& NoTE: If{ﬁe father’s name is included on the birth certificate of & child born 4/10/95 or
later, patermity has already been established. As paternity establishment is the only
service the Office of Child Support Enforcement can offer to a family when both parents
are in the home, there is no need to make a referral in these instances.

EXCEPTION: ndividuals-Recipients in the Limited Medicaid Pregnant Woman eligibility group
will not be required to cooperate with the OCSE on Medicaid certified children
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F-13C Child Support Enforcement Services

until after their postpartum period has ended and the weman-recipient enters
another group where cooperation with OCSE is required.

& NoTE: For ARKids-child-only cases, cooperation with OCSE is voluntary.— The only time
referral to OCSE is necessary {s when a parent guardian, or caretaker relative is eligible
in another Medicaid eligibility group in which cooperation with OCSE is mandatory-in
that-group. -Cooperation with OCSE will be strictly voluntary, when a:

o parentParent{s} cuardian, or caretaker relative is kpt recei\k‘lqg\Medicaid but the
children are receiving Medicaid or

o  when-the-pParent guardian, or caretaker relative{s\the only ene receiving
Medicaid and the children are not rec&igling Medicald bt

+ thepParentis) zuardian, or caretaker reIa't'ive_‘i_s receivinggedicaid in an exempt
category (i.e., Limited Medic#fdl Pregnant Womgh-

A parent is considered to be abgnt for Medicaidlpﬁrpbses" whenthe absence is due to
divorce, separation, incarceratioﬁ,g?ksti'wtionalizéﬁbn, participation in a Rehabilitation
Service Program away frafit Rome or welitaryservice, regardless of support,
maintenance, physicalgare, guidghce ::‘r'"f(équ'enquqf?zontact.
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F-13G Child Support Enforcement Services

2. Good Causewidelines

An individual-applicant/recipient may have good cause nohgo. coopéfp& in the state’s

State’s efforts to collect child and/or Medical suppor&- The am}g‘ angfrecipient
individual-may be excused from cooperating if he or she\b\éiaevesttxat/cooperatton
would not be in the best interest of the child, &p‘d if the agmnt[rem § ek
can provide evidence to support this claim.

The following are circumstances undér'which DCO ma\?{féiermin,el that the
applicant/recipient @nd-iviéea#has goot! gause for refﬁ%ing'tw:tgéperate:

¢ Cooperation is antlr:[patedw resuit in serious physical or emotional harm to the
child. y < b

e Cooperation is amt\ieipata'd %o resultd@physical or emotional harm to the
individiral which is sq_ Gieaousu; mducesthe ability to care for the child

adeq ua‘tﬂv

» (The child was b.drr;,aé‘_-s.reéiﬂtgf forcible rape or incest.

. "Clt‘j)m;t_\_p.roceédfﬁg.s" are géing—onin pregress for the adoption of the chiid,

s Tha fndimi,giual isworking with an agency helping to decide whether or not to
place the chiigfor adoption.
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F-140 Medical Care Requirements

For Medicaid, a child’s benefits cannot be denied oftqﬁwni_nated d"tjleizto the refusal of a
parent or another legally responsible 'person to assign rng’fs~or cdoperate with OCSE in
establishing paternity or obtainﬁg\me@_ﬁzal suppor. wowever, Medicaid for the parent
or caretaker reiative will end afterthe égpropriaté‘notice has expired.

F-140 Medif:’af Care Requirements
MS Manual 8543243%07/01/20

For facility care, the individual must meet the categorical eligibility and medical necessity
requirements, -Refer to MS F-150 and F-151.

For Home and Eemmmunity-Community-Based Waivers, Autism, DDS and PACE, the individual
must meet the medical necessity,~ appropriateness of care,~ and cost effectiveness
requirements. -Refer to MS F-151, MS F-152-, MS F-153, and MS F-154.
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F-150 Establishing Categorical Eligibility for Long-Term Services

and Supports {LTSSILTSS

For TEFRA, the individual must meet the medical necessity and appropriateness of care
requirements. -Refer to MS F-151 and MS F-153.

F-150 Establishing Categorical Eligibility for Long-Term Services and
Suppaorts (LTSS)LTSS
MS Manual 8:264507/01/20

Current recipients of S81 and Foster Care{Category- 91092}, for wbdng sb,g“ Agency has legal
responsibility, automatically meet the categorical eligibility requiregrent.

However, if ~during the processing-ef-antTSS-applicatien-any 'q.;ie_stioh\:g\gaf;‘:;ing the
categorical eligibility of these individuals should arise, the question @il be regelved with either
Agency or SSA personnel before proceeding further with the appiicatiwﬁl’-hemé&.t}en—and

if the eligibility of an $8I recipient is question&b&e, a statement wm‘be oht‘émed from SSA
{preferab[y wrltten) to document its awﬁmnes; and treat‘rﬁgnt of the eﬁglblltty factor Hthere

Categorical eligibility fpt“iadividuais affier than38i.0r Foster Care {Category-B3-0r 92} will be
determined according tq $Sispelated AARD facility eligibifity criteria as follows:

1. InstituBnal Status f&lursm_g__amhtv‘()@ﬁ 1t must be verified that the individual has
been m«sﬁmtionahzeﬁoﬁ;ﬁ con-sgt:utwe calendar days {an exception to the 30 days is
made whqh death occyys prior to 30 days).— Refer to MS F-152. The period of 30 days is
gefined as Qemg‘f(om 12\&1 a.m. of the day of admission to 12:00 midnight of the 30th

Guyfgfiowingadmissign.

Hosnitalizatlegwill count toward meeting the institutional status requirement if the
individuq}‘enters‘ afacility on the date of discharge from the hospital.- This includes
hospitaliza"t{ﬁ‘p at Arkansas State Hospital in Little Rock.— It also applies to individuals
who enter an Arkansas institution directly from an cut-of-state institution.

EXAMPLE: An individual enters a facility anytime on July 18%.— The 30-day30-day
count begins at 12:01 a.m. of the marning of July 18™ and ends at

midnight of August 16™,
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F-151 Functional Need

2. Categorical Relatedness - [n order to meet the requirement of categorical relatedness,
the individual must meet cne of the following:

Aged - Age 65 or older (Re-MS F-110}; or
Blind - Central visual acuity of 20/200 or less in the better eye {with correction) cr a
limited visual field of 20 degrees or less in the better eye (Re-MS F-120}; or

Disabled - Physical or mental impairment which prevents the individual from doing
any substantial gainful work {for a child undef gge 18, an impairment of
comparable severity}, and which meets the fellowing criteria:

» Has lasted or is expected to last for agontinuays périod of at least 12
months; or

e Is expected to result in death {R&Refer to Mg £5120 -agid MS F-124.)

F-151 Functional Need
M$S Manual 846544607/01/20

Before nursing facility, waiver services or PA@E\&gah be authorized, it must be determined that
the patient’s condition warrannﬁgcﬂftv dare onyalver g€vices.~ Functional need decisions are
made based on the informationgubmittedion the&é@DHS@?O&—Ihe decision will be reported
tc the County Office on the DHSD&EQQ764,

Functional need decisioRs:fos;
o Nursing fagility appligants4ind gfeipients are made by the Division of Provider Services

and Qua‘!gi?ﬁ‘s"gyranéa‘mPSQA} Office of Long Term Care (OLTC);

o Assisted Living, ARGhoices:Waivers— and PACE applicants and recipients are made by the
* Bivigion of Aging, anbAdul; and Behavioral Health Services (DAABHS});

. DDS\vatver applicants and recipients are made by the Division of Developmental
Dtsabm:ies Serv!ce,s
* TEFRA app%gca__nts and recipients are made by the TEFRA Committee; and

e Autism applicants and recipients are made by the DPSOA Office of Long Term Care,
Utilization Review:

Applicants for nursing facility admission with indicators or diagnoses of mental retardation or
mental illness must be evaluated under Pre-Admission Screening and Annual Resident Review
{PASARR} requirements for determination of appropriate placement prior to entering a nursing
facility. Persons requiring pre-admission evaluations for mental retardation or mental illness
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F-151 Functional Need

shall not be eligible for Medicaid reimbursement of nursing facility services prior to the date
that a determination is made {the PASARR effective date on the DHSBES-0704), unless
emergency admission has been prior authorized by the_DPSQA Office of Long Term Care PASARR
Coordinator or Utilization Control Committee.

ICF/IID applicants are exempt from PASARR evaluation, but they are not eligible for services
prior to the decision date on the DHSBEB-0704.

Redetermination of Functional Need

The DPSQA Office of Long Term Care (OLTC) will periodically §gview arghredstermine patient
classification and necessity for continued stay in a facility when reguired.-Classification and
functional need reviews will be made only for individuls.whose cénq\ition chgnges and for those
admitted for convalescent care.

WherQLTC finds that reclassification of a recipient is warranted, the reclassification information
will beprov{fied to thefaciMtyand+o the easeeligibility worker who will make an adjustment to

the vendoe payrmegits. |

When continu'et(stay in afacility is determined not to be functionally necessary inciuding a
determination due$o:a PASARR evaluation, OLTC will notify the facility administrator and the
countyotficeCounty Office by sending the DHSBEG-0704 .~ If it is a PASARR determination, QLTC
will notify the recipient or his or her legal guardian by letter.

Recipients determined not in need of facility services will be allowed thirty {30} calendar days
continued £¥C-facility eligibility to arrange for relocation.
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F-152 DCO Institutional Status

F-152 DCO Institutional Status
MS Manual 84384507/01/20

Evidence of institutional status includes any written documeﬁi,}ecord,gtc. fr‘o;n a hospital
and/or nursing facility which verifies that the individual was in the\ﬁespité‘iand/or nursing
facility for 30 consecutive calendar days. {Re-Refer to i\as“mso}‘

When an individual cannot meet the institutional status requiggment, thé\aéplication will be
denied, unless the individual dies before meeting the 39-day30-g3\&\requifement.—_ln that case,
certification may be made for the actuajadays spent in the,fég:i&ty.

with medical documentation, sug_b 5.3 ph-ﬂ;s{dan’&statement, hospital records, etc., that the
patient is “likely to remain” in #fig hstttgtion and]br faeilﬁ'y‘foga period of 30 days, the rules
may be applied and the individugbmay be ¢ertified,q_}"the individual is otherwise eligible, before
a period of 30 days has_,passed.—”lf'!h_é-e‘ag.e-w?soperi'éd‘and the patient does not remain
institutionalized 30 da;@, nQ penalty Wil be imposegipn the patient if there is likely to remain
documentation in the cé'se‘réco:d%;‘[.ikélv\f‘o. remain” applies only to individuals in facilities
with community ii;ouses.-“sfng[e indj@dualé must meet the 30 day institutionalization
requirement.

Whe@ agindividualias mebthe tgstitutional status requirement of 30 consecutive days,
eligibi[nv_‘fonf&:ﬂity sifvices will be effective the date of entry into the facility if all other
eligibility r’eq“uirema{'ﬂs‘.xate met, unless the individual is in an Intermediate Care Facility for
Individuals with Intellectual Disabilities (ICF/IIDHCEHD or was subject to PASARR, {Re-fer to M$S

H-440).

‘} NoTe: The instituticnal status requirement does not apply to individuals who were
certified for SSI or Foster Care {Gategone 830+ 823-in the month of facility entry,

Individuals who become ineligible for $S1 or Foster Care {Categery-91-o 821 -following the month
of nursing facility entry, will have their categorical eligibility determined according to 55l-related
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F-154 Cost Effectiveness |

AABD facility eligibility criteria, with the exception of the institutional status requirement.— Refer
to MS F-150.

F-154 Cost Effectiveness
MS Manual 85/342/£3707/01/20

The average cost of services provided to individuals in the community must be less than the cost
of services for those individuals if they were in an institution.

For ARChoices, PACE, and Assisted Living, this determination will begiade by"MSthe Division
of Aging, Adult; and Behavioral Health Services (DAABHS).- if é‘t,@_’ny tims\wgﬁs determines
that cost effectiveness is not met, the caseeligibility warker will be.;fati\fiedQv DHS-3330 and the
case will be closed after the appropriate notice is sent tg the individual

For DDS, the Division of Developmental Disabilities Service§ i's;*_ésponsible\_fdr monitoring cost

effectiveness.

For Autism and TEFRA, the Division of Meq\faal 'Sle'rvices is'responsible for monitoring cost
effectiveness. &)

F-155 Functional Need Cxiteria
M$ Manual 03/64,/1602701/20 '

Individuals requiring servides m ARChoicesgr ALF must be classified as requiring an Intermediate
{I-A, 11-8, 11I-C} {evel of Careds detarmined by&he DPSQA Office of Long Term Care {OLTC).
Individuals c[ass‘{ﬁéﬂ:és Skilleg Cre patiends’are not eligible for ARChoices or ALF,

Indivgﬂu;aji&requirihg sensges in a nursing facility or PACE must be classified as requiring a
SkiIied,{B&e@diate*A, Integinedtate 1-B or intermediate l1I-C Level of Care as determined by
the DPSQA Qifice-af tang Term Care.

No individual whgis otherwise eligible for Waiver services shall have his or her eligibility denied
or terminated solely.ds the result of a disqualifying episodic functional condition or disqualifying
episodic change of functional cendition which is temporary and expected to last no more than
twenty-one (21) days. However, that individual shall not receive Waiver services or benefits
when subject to a condition or change of condition which would render the individual ineligible
if expected to last more than twenty-one (21} days.

If an individual has a serious mental illness or has mental retardation, the individual will not be
eligible.~ However, the diagnosis of severe mental illness or mental retardation will not bar
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F-155 Functional Need Criteria .

eligibility for individuals having functional needs unrelated to the diagnosis of serious mental
iliness or mental retardation and meeting 21l other eligibility criteria.

Individuals requiring services in DDS must be classified as requiring an Intermediate Care Facility
for Individuals with Intellectual Disabilities (ICF/IID) ¥k/HB-level of care.

ARChoices, Assisted Living, and PACE

To be determined an individual with a functional disability, a licensed deEca.I professional must
determine an individual smustmeets at-least one-ofthe feﬂemag)&hreec{&eﬁa; as-determined

by-a-ticonsed-medical-professionabestablished by the Division of Agmg, Adult and Behavioral

Health Services (DAABHS) and the Division of Provider SemLes and ngl_nt_y Assurance (DPSQA)

Office of Long Term Care.

To be determined an individual with a developmental disability, DDS will administer a
comprehensive Diagnosis and Evaluation.— Intermediate Care Facility for Individuals with
Intellectual Disabilities (ICF/IID) eligibility is

bbs-determinesd ickAD-eligibilitybased on a schedule according to the individual's age:.
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F-156 Incapacitation

DDS will develop an individualized plan of care which will be reviewed within six {8}-months of
the initial assessment and, again, prior to 12 months from adrnission_ te the program.
Thereafter, DDS Plan of Care reviews will be completed annually.

F-156 Incapacitation
MS Manual 83/320/15-07/01/20

A person is presumed to possess legal capacity unless declated incapacitated by u probate court.

Arkansas Statutes define a person as “incapaéitated” when by regson of rriin;o:-ity or of
impairment due to a disability such as n_'lenta['ﬂlhess, mentai '@efit':iency} physical illness, chronic
use of drugs, or chronic intoxication, he is\f\ackir}gﬁsufﬁciefwunderstanding or capacity to make
or communicate decisions to meet th&esséht,j\a_i'xr“e‘quirements for his health or safety or to
manage his estate. b '

Whenever a person is incapable ofgaring f8Fhimself arhis property, a need for a guardian is
indicated. A guardian of tﬁ;_e=estate may he appoﬁ;{é@if the person is incapable of managing
property, money or his i'égal"afﬁiiﬁs. Guai—d{?mship of the person is indicated if the person is
incapable of tafi\h\g\ca re of\pis persgn.

Normally, the questiogiof incénacitation will not be considered in an eligibility determination. If
a pesBirhas been 'qdjud?@ted ingapacitated and has had a guardian appointed for him, it will
be necessary Yot the giardiag to make application for benefits since the individual does not

have thatYega | powges.

If a person’s incapacitation has not been determined, it will not be considered in an eligibility
determination as logg as the person is able to make his wants or application known. If a person
has excess resources and a claim is made that his resources are not available due to
incapacitation, it will be the responsibility of the person alleging the incapacitation to furnish
proof of the incapacitation and to find a person able and willing to serve as guardian of the
person and/or estate. The person alleging the incapacitation will be required to provide a
medical affidavit attesting to the incapacitation of the individual.

Advance Notice
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F-156 Incapacitation

When the medical statement has been obtained, the county-officeCounty Gffice will inform the
person alleged to be incapacitated and the person who has made the altegation that:

1. A period of 120 days will be allowed to find a person who wili serve as guardian, to
present the guardianship request to probate court, and to finalize the guardianship
proceedings.;

2. The resources in question will be excluded for 120 days or until the first day of the
month following the month in which the court order estabﬂshing gqa‘cdmnshrp is filed,
whichever occurs earlier.;

3. Acopy of the court order establishing guardianship mu's‘t@e\given\t‘héee%%y
efficeCounty Office within ten days of filing thd brder ;-and-that :

4, Any L¥¢-Long-Term Services and Supports (LTSS) bavgﬁents madeeh behalf of the
person alieged to be incapacitated deffing the exclusiongeriod will be subject to
recovery in accordance with overpayment policy if 1, probate tourt fails to find the
individual incapacitated or if theaérsom alleging Mgapacitation fails to initiate and
finalize action for the appmﬂament of gﬂardlan within the allotted time.

if the guardianship hasa@ot been\fmallzedwfthm 120 ﬂ’ays and if the parties involved
maintain that diligent andgood(art‘rr efforts qwe been taken to obtain the

guardtanshtp, Ql&é&%MMW[H submit the case record to the Office of

: ief Coufsel (BRLSQCC) along with all related documents and
a coverMemorandyin suméﬁzmg the facts and requesting a review to determine if an
extensiqhaftime is warrdinted.

if the writtgh opigion obgained from OCC ORLSstates that circumstances justify an
- extafision ofthe 1.2842y190-day period and specifies the duration of time for the
exténsion, the witension will be granted.

fno t'img\-e_xtens‘m'n is found justifiable, the county will proceed as instructed below.
Case Closures

Case closures, when applicable, will be made on the first day of the month following the month
in which:

1. The court order establishing guardianship is filed and reported..-o¢
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161 Primary Care Physician Managed Care Program

2. The allotted 120 days has ended (when OCC BRLS-did not grant an extension or when
no guardianship action was initiated).-er

3. The time extension granted by OQCCORLS has expired and guardianship has not been
finalized.

Advance notice of closure is not required.

Overpayments
If EFC-LTSS services have been paid, an overpayment will be uy&itteﬁ'v(ﬁ‘en:
1. The individual was not found to be incapacitated by the cqest.;

2. The person making the allegation failed to initiafs\éation and to@stabli'sh\guardianship
within the allotted time, or to fina[izelguardianship'Wﬁ_hjn the OCE &PLS-extension of
time, or QCC GRLS-did not find an extension of the 1206@-& was warranted.

No overpayments will be written when 'fhg\codft\has fouigthat the individual is incapacitated.
A copy of the court order will be ohtained By the eounty-officeCounty Office for the case record,
and the guardian will be respoxélpte for bet:ttor@g the-cgiirt.to dispose of excess resources. A
redetermination of LTSS LJFC—ehg(blhty wilf ot be made until disposition of the excess rescurces
has been made. :

F-161 Primary CaregPhysbeian Vignaged Care Program

MS Manual 0348Q12507/01 \

ConnectCare is théh&ansas Medicaid Primary Care Case Management {PCCM} system. In
ConnertCare, a Mé(ﬁcaid'f&cipié{ltchooses a physician or single-entity provider, such as Area
Health Educition Cenfers (AHEC), €éderally Qualified Health Centers (FQHC), or family practice
and mtemal\med@ne qnmcs atthe University of Arkansas Medical Sciences campus, who is
responsible fag'the maaggement of the recipient’s total care.

fach Medicaid fec{}aient must choose a primary-Primary eare-Care physictan-Physician (PCP)
except those who:

» Have Medicare as their primary insurance;

* Are in nursing facility or Intermediate Care Facility for Individuals with Intellectual
Disabilities (ICF/iIDCHHDFaciitios;

» Are Medicaily Needy Spend Down only;

e Have retroactive eligibility only; or
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F-162 Recipient Responsibilities

s Are temporarily absent from the stateState.

Generally, a recipient must receive medical services from only the PCP or from the medical
provider referred to by the PCP. There are some services which are excluded from the Primary
Care Case Management {PCCM} system.— A recipient can receive these services without a
referral from the PCP. Refer to Form DCO-2613, Notice to Medicaid Applicants/Recipients, for a
list of these excluded services.

F-162 Recipient Responsibilities
MS Manual 84/04/1407/01/20

A Primary Care Physician (PCP) ER-must be chosen fopeach famlly{ﬁember\v}ho is & recipient,

Each member may have a different physician.

The recipient must choose G ph@uman whq browdes services in the recipient’s county of
residence, in afcountv which'adjoing tﬁe count\? of residence, or in a county which adjoins the
adjoining county. Ayécipientwihb Iives inatounty which borders ancther state may choose a

physician in the b"qr‘déw?g statey

ifa red;}femgmoses\ta seeﬁ health care provider other than the primary care physician, or
other than@ prow@r to whomthe primary care physician has made a referral, the recipient will
be responsible for paymegs for any services received.
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F-164 Changes in Primary Care Physicians

F-164 Changes in PrmaryEare Plysicians
MS Manual 6384@407/0188

Achange in a recﬁﬁ_ént‘s@ximé&-ﬂrimaw eare-Care Pphysician can be made in the following

circumstagges:
1. A pb‘\;«siéién@“owés from the county, closes his office, or withdraws from the program-
2. A reciplent moves from the county:
3. A recipient finds his relationship with the physician unacceptable:

if there is an allegation of substandard care, the recipient may report it to the Utilization
Review Section, Division of Medical Services (501-682-8340}. In this situation, no change
in physician will be made until the County Office is authorized to do so by the Utilization
Review Section-,

4. A physician finds his relationship with the recipient unacceptable; the recipient is
abusive to the physician; or the recipient fails to comply with medical instructions.
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F-170 TEFRA Premium

F-170 TEFRA Premium
MS Manual 83/61/1407/01/20

TEFRA households with annual income after allowable expenses a'bq&e 150%of the Federal
Poverty Level for their household size will be required to pay mnthly premiums as described in
the sections below.

F-171 Determining Monthly Premiums \
MS Manual 84/36/1507/01/20 N I

The amount of the premium will be detgminég“based on the custodiel parent(s) total gross
income as reported on the applicable Fedagal income Tax Return {e.g., line 22-6six of the 2014

2018 version of form 1040-e¢linedB-3k-the-1TU8BA] Ioss the following deductions:

» Six hundred dollars (SGB®>per cﬂili‘j, bio[égiq?ior édopted including the waiver child,
whao lives in the.home of th-e_wd\;sr ghiid and'¥ listed as a dependent child on the
applicable Fedaral fhcome TaxQaturn of th@parents-

> Excessdfiedical an'd_dent'amﬁaensesqs‘jtemized on Schedule A of the Federal Income
Tax Retytnghithe patgnts: fe.g., 4 4four on the 2611-2018 version of Schedule A}

Exm@ g;} Fam_ﬂy cogsists of Bfive people — mom, dad, waiverTEFRA child, and 2two
' minor $iblingg, living in the home.- Total income on last year's Federal Income
Tax Retuin showed $65,417.48 - Excess medical and dental on Schedule A
showed48:463.25.— All children in the home were included on the return.

«  $65,417.48 - $1,800.00 ($600 x 3} - $9,463.25 = $54,154.23

Compare the adjusted income to Chart 1 in Appendix P (2018}.— The income is
above the limit for a family size of Sfive.— Go to Chart 2.- The premium range for
the adjusted income is from $52.00 to 578.00.

EXAMPLE 2; Same family with less income reported.
e 546,500.00 - 51,800.00 (5600 -00% 3} - $9,453.25 = $38,336.75
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F-173 Payment of Premiums

Comparing income in Chart 1 in Appendix P (208432018}, the annual income is
below the limit for a family size of 5five$41,;355.- Therefore, no premium is
required.

If the custodial parent alleges that household income has decreased significantly since filing the
Federal Income Tax Return, additional verification can be submitted to determine current
income.

& NoOTE:-_A stepparent living in the home will be considred a oqs“todia_f parent and his or
her income will be included when determining the premign amoyiit.

See Appendix P for the amount of premiums to be paid ‘Iﬁe maxtmumghnua[ pEemium amount
to be paid by any family is $5,500. Families having more than, bne child regdiving TEFRA Waiver
benefits will pay only one premium for all co&.ered children. The@\wlll be nojincrease in
premium amount for additional Waiver ch[[drem
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F-180 Other Health Insurance Coverage

F-180 Other Hea%lsuram;e Cove:gge h
MS Manual W

For most ehgltﬁht\ﬁgroups, mxlndeuﬂmav be covered by other health insurance without
affecting his or her eggxblhty ﬁgr Medicaid.— There are two exceptions to this which are

descnbed below.
Adult ExgansiohGros g

An individué!who is é‘ﬁgip_i‘g for or enrolled in Medicare is not eligible for the Adult Expansion
Group.

ARKids B

Children who have health insurance or who have been covered by health insurance other than
Medicaid in the 9C days preceding the date of application will not be eligible for ARKids B unless
one of the following conditions is met:
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F-18C Other Health Insurance Coverage

a. The premium paid by the family for coverage of the child under the group health plan
exceeded Sfive percent of household income.

& NOTE: A group health plan means an employee welfare benefit plan that provides
medical care to employees or their dependents directly or through insurance,
reimbursement, or otherwise,

b. The child’s parent is determined eligible for advance payment©f the premium tax credit
for enrollment in a GHP through the Exchange because th€ Emplover Sponscred
Insurance in which the family was enrolled is determined un’aﬁ_ﬂrdable in accordance
with 26 CFR 1.36B-2(c}{3}v). \ v

¢ The cost of family coverage that includes the chifth.exceeds 93 percent df the household

income.

d. The employer stopped offering covergge of dependents{g}-any oévgrage) under an
employer-sponsored health insyrancepian. '

e. Achangein employment,iaﬁiuding"?qﬁéiuintarv separation, resulted in the child’s loss of
employer-sponsored iuétgrance\gﬁther than threughifull payment of the premium by the
parent under COBRA}. _'I

f.  The child has dpegial health t’a(e\needs.ﬁb“ecigl health care needs are defined as the
health care and""raéléted"needs o'fw;ﬁildren who have chronic physical, developmental,
behavidral or emo‘tj_bna[ émdtﬁons;&geh needs are of a type or amount beyond that
requireq'bv‘ehildrengénérgﬂy.

g«=The child last covérage dye to the death or divorce of a parent.
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£-190 Medicare Entitlement Reguirements for Medicare Savings

Programs {MSP} Efigibility Groups

h-g. Health insurance coverage is available to a child through a person other than the child’s
custodial adult and is determined to be inaccessible {e.g., the absent parent lives out of
state and covers the child on his or her HMO, which the child cannot access due to
distance}. This determination will be made on a case-by-case basis by the casewarkes
eligibility worker based on information provided by the applicant.

if a parent or guardian voluntarily terminates insurance within the 30 days preceding application
for a reason other than those listed above, the children will not be elgfEfor ARKids B.

The applicant's declaration regarding the child’s health insurance d:a(éf.age \n}’tlf'be accepted.

This is a special requirement for ARKids B only and does not apptyto ARK‘idE Afor other Medicaid
categories.

F-190 Medicare Entitlement Requirements for Me dlcarg Savmg

Programs (MSP) Eligibility Group
MS Manual 63/6343407/01/20 '

Medicare entitlement is an eligibﬁﬁ?equiré’méﬁt‘fbr 2ll Medicare Savings Programs {except
ARSeniors), even though the réguirementdiffersgomewhat Bgtween the five groups. Medicare
entitlement means that the mdwqiual has applied fo(, is eligible for, and is enrolled in Medicare
Part A. -

Conditionally eligible meq.risqthai_an indiﬁ}t{i}al can be enrolled {(entitled} for Part A Medicare
only on the co{idﬁion thathé‘/she is g[‘ﬁgib[e forQualified Medicare Beneficiaries (QMB|QMS,
and thus eligible forghe stateMégicaid agenicy to pay the Part A premium as part of the QMB
benefits.— The Meglicarg &atitlegdents requirement is as follows:

. @\Embrs;{ﬁdividaals\dd not have to be entitled to Medicare (e.g., Qualified Aliens
whQ have agt-warked enough quarters to Qualify for Medicare can still be eligible for
ARSenigYs).— Hoa@ber individuals who are entitled to Medicare and choose not to
enroll in Médlcare are not eligible for the ARSeniors program.

e (OMB ~ -Individuals must be entitled to or conditionally eligible for Medicare Part A,

s Specified Low-income Medicare Beneficiaries (SMB)$MEB — -Individuals must be entitled
to Medicare Part A.

o Qualifying Individuals 1 {Q-1}ak1 — ~Individuals must be entitled to Medicare Part A.
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F-191 Medicare Part A Entitiement

* Qualified Disabled and Working Individuals (QDWI)@BWH — -Individuals who lost
Medicare Part A & SSA Disability Insurance Benefits ~{DIB) benefits due to Substantial
Gainful Activity (SGA)SGA.~ The individual must be eligible to reenroll in Medicare Part
A, {Refer to MS F-192}.

F-191 Medicare Part A Entitlement
MS Manual 81/36/1507/01/20

Medicare Part A beneficiaries include the following groups:

1. Persons age 65 or older who are:

a. Entitled to monthly Social Security begfits on the basis of cayered work under
l the Social Security Act; or qualified RailrogthRetirement Beneficighies.s-o+

b. Not entitled to monthly SociakSecurity or Railrgad Retirement benefits, but
meet the requirements of a special transitional prQuision{some individuals who
are not eligible for regufar SSAw©r Railroad Retirement benefits still qualify for

l Part A hospital insurance) ;g% \

¢. Not entitled tgﬁp‘ﬂthﬁﬁociai Segurity befiefits and not a qualified Railroad
| Retirement bengﬁciary, i_auft enrol‘]ed_\and paying a monthly premium.—- To be
eligible-under this provision, @it indivi'd‘ua?[ must be age 65 or older, 2 U.S.
resideh‘(,-aq'&a U.S. citizén or an aligh lawfully admitted for permanent
[ _ residence Whohgs residedgontinuously in the U.S. for Sfive years, and enrolled
| forPart B ﬁ\édicalzfnwhnce or has filed a Part B enrollment request which will
| ‘gatkfethe indivigual to Part B.-o¢

d. Cénditicwilly eligible except that they are not receiving Part A Medicare
becayse they tannot afford to pay the premium for Part A.

2. Persgns undgiage 65 who are entitled to or deemed entitled to Social Security disability
benefits for 24 menths (included are workers with disabilities, widow(er)s with
disabilities, $urviving divorced spouses with disabilities, and individuals entitled to
childhood disability benefits) beginning with the 25th month of entitiement to such
benefits, and certain individuals entitled to Railroad Retirement benefits due to a
disability.

3. Persons of any age who have end-stage renal disease {(ESRD) who require a kidney
transplant or a regular course of dialysis and who are Social Security or Railroad
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Retirement recipients, or the spouse or a child of an $SA recipient when the spouse or
child has ESRD.

Entitlement to Part B Medical Insurance is not an eligibility requirement for Qualified Medicare
Beneficiaries (OMB|Gh4B, Specified Low-Income Medicare Beneficiaries (SMB)SMB, or
Qualifying Individuals 1 {Q]-1}&-3.—- An individual must be entitled to Part A for SMB or QI-1 and
entitled to or conditionally eligible for Part A to be eligible for QMB.

For QMB, SMB, and QI-1, if an individual is receiving Part A Medicate but nu{\r.eceiving PartB
Medicare, the application will be approved, if eligible.— Being e_nroiie@in Part8 Medicare is not
an eligibility requirement.— After the approval and the individuel's.names @pp€ars on the buy-in
rolls, the Centers for Medicare and Medicaid Services {CMS) will rageive noqoe that the
individual is eligible and entitled to Part B Medicare.— T‘hg"mdwldua[ \mﬂf\not bsassessed a late
filing penalty. -

Individuals Entitled to Part A Without Pavmer'g_; of Part A Premium

A perseon entitled to Social Security retirémént Renefits ora gualified Railroad Retirement
beneficiary is automatically eligibie¥or Medxcuﬁe Pared (hospital insurance) beginning with the
first day of the month of attan{ment of age 65, bqt\the imdigdipal must apply with SSA in order
to be enrolled-in-Part-A-Medicare. -

An individual who faiis';{p@m[[ for M'eqnsare upom@tainment of age 65 may enroll during the
General Enroliment Peribd’{l&m.@w throﬁgﬁ March of each year). If the individual enrolls during
the General En{mfh-nent Pewpd (lanng@*through March}, coverage starts on July 1 following
enroliment,



MEDICAL SERVICES POLICY MANUAL, SECTION F

Errorl No text of specified style in document.

F-192 Medicare Entitlement Requirements for Qualified Disabled

and Working Individuals {QDWIIGDW!

Individuals Who Would Be Entitled to Medicare Part A if They Could Pay Part A Premiums:

1. S$SIRecipients

Ordinarily, the Social Security Administration will refer these individuals directly to the
DHS Central Office for accretion to the system and, thus, for QMB benefits, including
of Part A Premium.-Ha-County-Dffice-hasan-inguiry-orapplicotionfer QMB

payment

) el ¥l et el haspdasidig SPTRI Y-
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2. _Non-SSl Individuals Receiving Part B Medicare,

An individual already receiving Part B Medicare may'haﬁe a QMB 'e;l‘i'gibility
determination made without going t(l':'».-SSA to apply for Pa(t\A. If f6und QMB eligible and
certified by the County, the indiﬁdua["wﬂ[ becoml,e’e‘/nt'itled\to Part A Medicare {and all
other QMB benefits) when the svstf.-in accretes the individual and the State Medicaid
Agency begins paying thef';dA\Meéi}cé}e AEmiums. The system accretions for these
individuals and for SSIQMB eligibles ma'Ng\'e-made atany time of the year; {i.e., they do
not have to be done dur'ing\a\generaienroll‘ﬁsgm_period or at any other specified time}.

w

3. Individuals NotRegeiving Part# br Part B-dfedicare

An indw_idg_‘al not rei;éiving'&artﬁarlpart B Medicare must first go to SSA to apply for
Medicare hengfits. If SSA determines an individual meets the Medicare requirements,
SSA may refer the'individiial to DHS for a QMB eligibility determination,

F-192 MWM‘& Bmitléxn'ent Requirements for Qualified Disabled and
Working Individuals (QDWHQBW}
MS Manual 03/6%/%407/01/20

The following requirements must be met by an individual to qualify for benefits as a GDWI:

1. Lost Medicare Part A and SSA-Disability Insurance Benefits (SSA-DIB} due to Substantial
Gainful Activity {SGA) — -The individual must have previously received and lost
entitlement to $SA-DIB and Medicare Part A solely due to earnings that exceed the SGA
amount, as determined by the Social Security Administration. If the individual’s loss of
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F-193 Initial Enrollment Period and General Enrollment Period
for Medicare Part A

$54-DIB and Medicare Part A was for ancther reason {e.g., no longer has a disability),
the individual will not qualify as a QDWI.

2. Entitled to Reenroll in Medicare Part A — —The individual must be entitled to reenroll for
Medicare Part A and must reapply for coverage with the Social Security Administration
prior to QDWI certification.

The following information must be verified:
a} [ndividual’s blindness or disability is continuing;

b} Individual’s entitlement to SSA-DIB and Medfegre Part &wasost solely due to
SGA;

¢} Individual has reenrolled for Medicare PagbA;
d} Effective date of Medicare Pgft A coverage.

The individual will be asked to provide . noﬂces recewexf fyom SSAﬂ!”tO obtain the needed

information directly from SSA.- mm%mmmm@%m

readed:

F-193 Initial Enrollment Rérmd &n.d Ge 1 Enrollment Period for
Medicare Part A ¢
MS Manual 91%01&40_&}@

A Qualified D;sutgg_and WMML_(QMQDM applicant must reenroll for Medicare

Part A, if he/shehas Qot\prewqusl? raenrolled prior to making application.

The §Qdai§ecur1ty A@mln}ghtrony[ll send notices to those individuals who lost or will lose
Medicare Part {sbleli}\due to Substantial Gainful Activity (SGAJSGA, advising them to contact
the SSA offise. OnCe{dapp[ication has been made for Medicare Part A, S5A will refer potentially
eligible individt’.rqfé\to the County Office to make a QDW) application.

If an individual applies at the County Office prior to reenrolling for Medicare Part A, the
individual will be instructed to contact the SSA Office to reenroll for Medicare Part A and
provide verification of reenroliment and the effective date of coverage.

The Individual Enrollment Period begins with the month in which the individual receives notice
from S5A that his/her entitlement to Disability and Medicare will end solely due to SGA. The
enroliment period ends +seven months later.
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F-193 Initial Enrollment Period and General Enroliment Patiod
for Medicare Part A

There will also be a General Enroliment Period each year from January 1 — March 31,

&
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E H-401 Income Eligibility Determination for the Institutionalized

Spouse {IS)

H-400 Post Eligibility
MS Manual 82443/15 07/01/20

The eligibility groups Nursing Facility, Assisted Living Facility, PACE recipients in a nursing facility,
and PACE recipients in the community who have met income eligibility by establishing an
irrevocable income trust and-individualsreceiing waiversenvices-inanfdultFamily-Home
require certain procedures to complete the determination of eligibf[ity. These eligibility
procedures are explained in the following sections.

H-401 Income Eligibility Determination for the Institutionalized Spouse

(1)
MS Manual 0361/44 07/01/0

Income eligibility for the IS will be determined in general following the précedures in MS H-402-
430. Gross income of the IS cannot exceéd the'current Lo\ng_-.‘re'rm Services and Supports (LTSS)
Hr&-income [imit in determining eligibility, uniless an income trust has been established. income
of the Community Spouse {CS) will not be deemed-to the IS in any month or partial month of
institutionalization. If an IS is feceiving full $S1 payrient for the first three months of
institutionalization, the SSI payment wilkbe-disregarded as income. Refer to MS H-420.

H-402 Consideratign ¢f Income
MS Manual 87443435 07/01720

Afterthe IS has b\e‘en\determinéd to be resource eligible for Long-Term Services and Supports
(LTSS konaTerm-Cate, Income of the 1S and CS will be considered as follows:

1. ‘intome Not From A Tryst

a. Income received solely in the name of either spouse will be considered income only
to that\@ouse. Refer to MS E-43245 for “Veteran's Benefits” exceptions,

b. If payment of income is made in the names of both the IS and CS, half will be
considered available to the CS and half to the IS,

c. If payment of income is made in the names of the IS and/or the CS and another
person, the income will be considered available to each spouse in proportion to



Medical Services Policy Manual, Section H_ MARKUP

H-400 Post Eligibility

H-403 Rebutting Consideration of Income

each spouse’s interest. [f payment is made with respect to both spouses, and no
such interest is specified, one half of the joint interest will be considered available to
each spouse.

2. Income From A Trust

Income from a trust will be considered available to each spouse as provided by the trust
or, in the absence of a specific provision in the trust, accordih'g-to{fie rules in 1. a-c
above or as directed by the Office of Chief Counsel (OCC) opinion. -fthe 1S or CS
established the trust, refer to MS H-304 for consideration of income from the trust.

3. Income Through Property With No lnstrument@nablishing Bwnership

When income is from property which has no instrumerit establishing ownership— (i.e.
unprobated, income-producing heir property}, one half of the ingbme will be considered
to be available to the IS and onethalf to the CS.

H-403 Rebutting Consideration of {ncome
MS Manual 63/63/14 07/01/24

The caseeligibility worker will advise thé ,a_pp_]'ijiant_ or representative of the income that will be
considered in the gross.incgme test of the. institutionalized spouse (IS)iS.

If the IS or représentative disagrees with thedreatment of ownership interest in income (other
than from a trust)vgquired by MS H-402, the IS or the representative will be given the
opportunity to rebut the presumption of ownership. ir-erdertTo successfully rebut the
presymption of fullor partial ownership, he/she must provide the following within 30 days of
the date\bn‘t}ﬁé'gﬁﬁsggg- _Q?\l\z\';w?o'st Eligibility Income Worksheet:

1. Awrittén, signed statement by the IS giving his/her allegation regarding ownership, the
reason for the applicant’s receipt of the income or for his/her name appearing as an
owner on the'payment of the income;

2. Corroborating; signed statements from the other owner{s};

3. Achange in the instrument of ownership removing the 18's name from the instrument or
a change which redirects the income to the actual owner{s); and
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4. Copies of the original and revised documents reflecting the change-a-3-

A successtul rebuttal will result in a finding that supports the individual's allegation regarding
ownership of the income.

If the individual elects not to rebut the consideration of ownership interest, obtain a written
statement from the individual which documents his/her election,

if the individual elects not to rebut, does not provide a rebuttal wit,hfn__the\a‘l]otted time, or does
not provide all of the required evidence, the income produced from the presumed ownership
interest will be used in his/her eligibility determination.

If the individual submits all required evidence within the allotted time, the tadividual's
ownership interest will be determined and the findings dpcumented inthe case record. The
income from the actual ownership interest {i.e., the interest determined by the rebuttal) will be
used in the eligibility determination.

When the individual has successfully rebutted ownershipgéf,aﬂ' or a portion of the income,
income payments will be considered availab\l\e\.t\o the IS in proportion to his/her interest {if any).

“_ -NoTE: This section does hot apply to federal; state or other entitlements, pensions or

\.

retirement benefits. i

H-410 Factérs Used to Deterinine the Cost of Care
MS Manualeyé}m@_ozgom_n

Nursifig facility recipients.are required to contribute all of their monthly income, minus certain
approved deductions, to the.¢ost of their facility care. -Medicaid pays the balance of the
monthly charges due based on a per diem rate according to the individual's Level of Care.

‘ Note: ARChoices {exceptthosewho pasticipate-inthe-AdultFamily Home senvice}-and
DDS Waiver recipients do not make-a-contributiene to the cost of their care. For the

contribution to the cost of care guidelines for Assisted Living-ARCheices-AdultFarmily
Home and PACE recipients, refer to MS H-412 and MS H-413.

After determination of resource eligibility and the post-eligibility consideration of income {or
upon request by the applicant/recipient, their spouse, I5-E5-0r their representative}, the
Nursing Home Net Income, Community Spouse Minimum Monthly Maintenance Needs
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Allowance {CSMNA}, Community Spouse Monthly Income Allowance {CSMIA), and any Family
Member Allowances (FMA} will be computed on form DHSBEG-0712, Post Eligibility Income
Worksheet, for the appropriate time period.

Steps for determining the amount of income to be applied to the cost of care are shown below:

1. Total Earned and Unearned Income

Total all income of the recipient by type and amount with the folléwing.exceptions:

¢ For State Human Development Centers and Arkansas Health Center residents, interest
income is not counted in the monthly budget.

¢ VA Aid and Attendance payments and VA CMEfUME will not be counted as income.

¢ Mandatory deductions and work related expenseswill be dedutted from.gross earnings.

#  An additional amount of up to the cufrent SSI/SPA willyg deducted from the earnings of
rasidents in 10-bed Intermediate Care Facilities for iﬁ@iividual‘s" with' Intellectual
Disabilities (ICF/IIDHCHHE facilities-and State Human Development Centers, Refer to MS
H-430.

¢ LTCinsurance paymerts,whetherpaid to the facility.or directly to the recipient, are not
considered in the eligibility process;-but are Tounted toward cost of care.

2. Income Trust Fees.(if applicable)-

Deduct the applicable \ncomé trust fees. Refer to MS H-111 #3.

) Tﬁe\mpmh{f service charge for maintaining the trust bank account and

¢ Commercially reasonable administrative fees charged by the commercial institution

serving as Atrusteefeesmay-be-deducted-in-cases-certified November 1-1855 and-later:
Referto-MSH160-

3. Perscnal Needs Allowance-

Deduct the personal needs allowance {PNA)}.

¢ Subtract a $40 PNA for most facility residents.
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IF NOTE: Facility residents whose only income is 551 will be allowed to keep $30 as their
PNA. -The PNA of a 5SSl recipient who also has other income is $40:80. Refer to MS H-
420.

¢+ Single veterans and spouses of veterans with nc dependents whose VA pensions have
been reduced to $90 will be given the full $90 as a personal needs allowance. -An
additional $40 will not be given. -A $90 PNA will not be given’tp.an\y‘-' individual whose VA
pension has not been reduced to $90 by the Veterans Administration {VA). -if VA later
reduces the pension to $90, an income adjustment wifl be made.

Individuais may-be-instrdeted-tashoultl contact the Veterans Administration if they
believe they are entitled to a $98 reduced.pension.

+ For residents of ICF/1IDs an&ﬁfate‘ Human Development Centers with earned income,
$40 may be givan-as.a PNA in addition to adisregard of earned income up to the current
SSIf SPA:

*>

¢ For nursing facility residents with earned income, $40 may be given as a PNA in addition
to a disregard of:t‘:p_ to 5100 of their monthly earnings, provided there is documentation
thata physisian has prescribed employment activity as a therapeutic or rehabilitative
measure, Refer to MS H:430.

eommunibyrefertoH#-5-below:
4. Fhe-Community Spouse Monthly Income Allowance (CSMIA} —which-is-determined-by:
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* A community spouse (CS) may be entitled to a portion of the [nstitutionalized Spouse’s
(1$) income. The total amount of the IS's income to which the €S is entitled is the CSMIA.
It is calculated by adding the Minimum Monthly Maintenance Needs Ailowance
(CSMNA) and the Excess Shelter Allowance and subtracting the community spouse’s
own income. The CSMNA is capped at a Maximum Monthly Maintenance Needs
Allowance amount. The excess sheiter allowance, CSMNA, and Maximum Monthly
Maintenance Needs Alowance change annually. They are set by the federal government
and are based on the Consumer Price Index.

4+ Computing the-Excess-ShelterAllowanee in-Section Saef the- DEG- 712 TotalsShelter

costs may include =

4-—Rrent or mortgage {-including principal and interest;},

+—Pprorated taxes and insurance »{including persongl property taxes andinsurance on
household contents if paid vearly], 5

+—Cgondominium or cooperative fee; {including maintenange charges);: and

¢ Tthe standard utility allowance#

Shelter costs must be verified. -Utilitigs iéed not be verified.

¥ - NoTe: Donet-add-tThestandard utility alfowance Is not allowed in-computation-if
utilities are included in rent or if soffieone else is paying the utilities. If only partial
utilities are included.in rent (Ex—e.g. water}, the full utility allowance may be used.

¢ The CSMIA will only be deducted to the extent contributed by the IS. If the 1S
contributes an amount less than the computed CSMIA, only the actual amount
contributed will be deducted from the 18's gross income; i.e., the actual contributions
will be deducted instead of the computed CSMIA, Refer to {Re-MS H-4164.
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¢ An IS may not contribute more than the CSMIA unless under a court order, or unless a
hearing officer has determined the CS needs income greater than the CSMNA, Refer to
HRe- MS H-2085.

¢ If a court orders the 1S to contribute a larger amount for the support of the CS, then the
amount of support ordered by the court will be used instead of the CSMIA, Any amount
ordered by a court will not be subject to the limit on the CSMNA.

5. AFamily Member Allowance (FMA) When There is a Spousé inthe Home

¢ -foreachA dependent family member may be entitled fo.an aHowance, -See MS Glossary
for definition of dependent family member.

4+—The FMA is computed for each dependent familymember by dqductmg¢he family

member’s income from the CSMNA smountshowminSeetion-6-6the DCO-712-and by
dividing the result by 3three.

*

¢ The FMA will only be dedicted from the IS's income to the extent that it is actually
contributed by the 1S. ¥ the IS cont-ributes\ah,amountJéss than the FMA, only the actual
amount contributed will be dedicted from the'IS’s gross income {-i.e.; the actual
contribution) \nﬁﬂ'be deducted\instead'of:the_computed FMA. Refer to4Re: MS H-415).

I’( NoTEe: _ A'CS who is an SST'recipient, of who has children receiving SSI, will have the right

1o choose whether oxadito accept’a CSMIA or FMA, H-showld-be-explained-to-the GS
that-tThe'vesult of accepting an allowance may be reduction or termination of $81
benefits and Medicaid. A‘ihpendent family member receiving 55! {parent or sibling of
the. IS} will alsp be givertthe same choice.
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6. Protected Maintenance Allowance frem-NEEligiblestnceme-for Dependent Children When
There is No Spouse in the Home.

¢ __Incertain cases, an allowance may be given from the eligible individual's income for the

protected maintenance of dependent children living in the home when there is no
spouse in the home.

¢ FEligibility for the individual in a facility must be established-before consideration is given
for protected maintenance. If there are dependent cﬁﬂdren under the age of 18, the
combined income of the children must be less than theMéd_ical[y\{Qeedy Income Level
{MNIL} for the appropriate number of childrerii?r-the househeld to qualify for protected
maintenance. {SeeRefer to MS 0-710 for MNILs.}

-+—In addition to meeting the stated incgme limitations, the countable resources of the
dependent children must be within the AABD resoufce limitationsto qualify for

protected maintenance —Actual-ampountsalowedforprotectedmaintenanceare

determined-asfollows:

7. Non-covered medical-Medical expenses Expenses 42 CFR § 435.725:
Arkansas Act 892
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Non-covered medical expenses of all facility recipients which are not subject to payment by
a third party fincludingMedicaid)will be deducted. Per 42 CFR § 435.725, this includes
incurred expenses for medical or remedial care that are not subject to payment by a third

party, including —

(i) Medicare and other health insurance premiums, deductibles, or ¢coinsurance
charges and

(ii) Necessary medical or remedial care recognized under State law but not covered
under the State’s Medicaid plan, subject to reasonablk limits the agency may
establish on amounts of these expenses

Reasonable limits on amounts for necessary medical or remedial care not.covered under
Medicaid:

¢ The non-covered expenses must be incurred no earliar than the thrée-month period
preceding the month of application.

¢ The non-covered expenses mustbe prescribed by a-Medical professional (e.g., a
physician, dentist, optometrist, chirepractor, etc.).

¢ Payments for cosmetif/e-li?ctive procedures (e.g., face lifts or liposuction) will not be
allowed except when prescribediby.a medical professional.

¢ The expense amount is the least'of the fee recognized by Medicaid, Medicare, or the
average cost allowed by’a.commercial health insurance plan in Arkansas.

¢ Expenses ihcurred asa restilt of he imposition of a transfer of assets penalty are not
allowed.

¢__Expenses resulting from the failure to obtain prior approval from applicable private
insurance, Medicare, .or Medicaid, due to the service being medically unnecessary, are
not gllowed,

¢ Deductlonis not dllowed for procedures allowed by Medicaid when prior authorization
is denied dueto the service being medically unnecessary.

4+ Expenses when a third party (including Medicaid) is liable for the expenses, even if
provided by an out-of-network provider, are not allowed.

¢ General health insurance premiums paid by someone other than the recipient
(excluding the community spouse) who is not a financially responsible relative and
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repayment is not expected to be paid back to the third party by the recipient, are not

allowed.
—

The medical expenses must be verified as currently due and unpaid. Future anticipated
expenses may be used when it is verified that these expenses have occurred with regularity
in the past and will continue to occur with regularity in the future. -Oniy the non-covered
medical expenses for the facility recipient may be deducted.

When there is a contract between an applicant and a medical provider and regular
payments on a medical bill are being made, the monthly payment will be deducted as a
noncoverable medical expense. When there is no contract, the monthly amount of the
medical expense being paid may be deducted, withwerification tha\t"'regul‘ar\pa\yments are
being made.

Deduction of medical expenses is not allowed for nu rsing__fac;'ili:tyand'{C,F'/llD residents for
items and services included in the state’s Reimbursemént Cost Manual as allowable cost
items (items the facility will provide}. Examples of these include wheelchairs, canes,
crutches, walkers, ambulangé servites or eprolimént fees for ambulance services {unless
there is not a Medicaid errplled ambulance provider Trrthe area), other transportation
services, over-the-counter pain killers, antacids, axatives, cough syrups, suppositories, anti-
diarrhea medicatian, diapers, bang-aids, bandages, peroxide, antiseptics, etc. Facilities are
required to provide these jtems and'services at no additional charge to the recipient.

An income..pf(;v?et for the\purctfa;eq?‘eyegiasses, contact lenses, hearing aids, prostheses,
and dentures tan\‘be made only if the following procedure is followed:

1) The items must be prescribed by a physician or other licensed medical practitioner.

2) The-itéms miust be-a part of the recipient’s plan of care. It must be determined by
thé facility.interdisciplinary team that the recipient’s quality of life will be enhanced
and'that he or she is able to utilize the item(s).

3} The request must be approved by the facility’s Quality Assessment and Assurance
{ommittee.

4) The cost of the item{s} must be determined.

5} The recipient or authorized representative must provide the eligibility easeworker
with verification of the above. The recipient or authorized representative must not



Medical Services Policy Manual, Section H_MARKUP

H-400 Post Eligibility

H-410 Factors Used to Determine the Cost of Care

make the purchase or pay the medical bill until the eligibility easeworker has made
an adjustment to the patient liability.

Other allowable medical expenses (if not subject to payment by a third party} include:
health insurance premiumns, deductibles, and coinsurance; prescription drugs not in the
Medicaid formulary; physician, hospital, and dental charges; etc. These are not subject to
approval through the facility’s Quality Assessment and Assurance Committee. However,
prior 1o making the purchase or paying the bill, the recipient or authorized representative
must provide the eligibility easeworker with proof that the item or items were prescribed by
a physician or other licensed medical practitioner, including proaf of the Gost. A copy of the
health insurance bill can be used for proof of health insuf&;qéapremiiims‘, deductibles, and

coinsurance.

beer-incurredana-Medicare premiyns deducted from/SSA payments prior to buy-in_are not
allowed as they will be reimbursed. The enly allowable medical deductions will be the
recipient’s noncovered medié‘[_eg\benses.&ed‘@l'expenses of family members cannot be
deducted from facility incéme.

i? NOTE: M%Wher& is‘w"’mont}ﬂy limit on the number of prescription
drugs for facility'recipiefts. receiviq‘g«uendor payment, as long as the prescribed
medicjfie is within'the Medicaid-formaulary. Medicaid facility recipients who are not
certified for vendor payient arelimited to three prescriptions per month. -Nursing
facility £¥&¢-hospice recipients are eligible for three {3) prescriptions drugs per month,
with the option ofyeceivipg up to six (6) prescriptions with prior authorization.

Medical expenses.can be of three types:

a. Monghly - Expenses incurred regularly each month such as the Medicare Part D
enhanced plan portion of premiums above the benchmark dectorvisits-and-medical

supphes:
b. Nonmonthly - Expenses which are not incurred monthly but are incurred
periodically, such as guarterly insurance premiums dectosvisiis:

¢. -One-time - Expenses incurred such as hearing aids hespitalbills-
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H-412 Contribution te the Cost of Care for Assisted Living

Facilities and ARChoices: Adult Family Home

If the eligibility easeworker is unable to determine within a fair degree of certainty what the
non-covered medical expenses will be, then no medical expenses will be deducted from the
income.

#8.Net Income

After deduction of Fhetetalefany applicable excluded earnings, income trust fees-fwhen
applicable}, personal needs allowance, maintenance allowances, and non-covered medical

expenses{ifany), wilbeentered-in-thesystem-as-Rrotected-Méintenange—Tthe net amount

remaining will be the amount the individual is expected 1o apply fo the cast of care. The

If all of the I1S’s gross income is.-depleted-at:any step in the computation, the amount applied
to the L¥Cvendor payment{cost of care} will be $0.

After the DHSPEE-0712 15 com;‘:lete’d, Fcopy wili\b"e._pmvided to each spouse. If the form is
completed prior td application, atthe request of either spouse, the BEGDHS-0712 will only
be previded to the spouse making the request.

H-412 Contribution te the Cost of Care for Assisted Living Facilities-and

MS Manual 84/04/1607/81/20

Assisted biying Facility {ALF} Waiver and-ARCheices:-Adult-Family-Home-recipients are allowed to
keep a flat 90.8% rounded up of the $SI/SPA for room and board. This will allow the individual to
purchase food from the facility, or elsewhere, if they prefer. In addition to the charge for room
and board, a monthly personal allowance will be deducted. The personal allowance will be
based on 9% of the SSI/SPA and rounded up. Both will increase each January with the S5A/SSI
Cost of Living Increases. See Appendix S for current amounts.

The following expenses are to be deducted from the cost of care for the ALF recipient in the
following order:

1. Room and board payment-
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H-412 Contribution to the Cost of Care for Assisted Living
Facilities and ARChoices: Adult Family Home

& NoTE: _If the individual is receiving assistance through HUD, the deduction ¢an only be

for the amount the individual is actually paying.
2. Personal needs allowance {PNA})-
3. Monthly medical insurance premiums:

4. Non-covered medical expenses including over the counter medications and medical
supplies-

5. Spousal support payments for the community spouse and Familj"M,ember Allowance-

Referto (MS H-410 #4-6)-
—{Refer

6. Applicable income trust fees
to-MS H-111 #3-)

7. Earnings up to the monthly $SI/SPA amount if emplo’\?;nentjﬁ'_p"r"e;cribed as therapeutic
by the attending physician-

The ALF aad—ARGhe&ee%Ad&k—EaﬁaiLy:&éme—recipientg'income, minus room and board, personal

allowance, and certain other expenses, will be contributed to-their cost of care each month.
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H-413 Contribution to the Cost of Care for PACE

H-413 Contribution to the Costf.Care for RACE
MS Manual 67/13/1507/01/20

Post-eligibility treatment of incqme provisions wi'[ixqbply to PACE participants upon entry into a
nursing facility using the procedur’e;fo;figﬁgflferm Services and Supports (LTSS) nursing facility

LengTerm Care Medicaid, -Refer to MS H:410.

For PACE participants in the commuinity, there.is no cost of care unless the individual has income
over the income limit and has estédblished an income trust. For income trust guidelines, refer to
MS H-110.

The el;‘gibiﬁty-.easew'qr‘ker m:jll-calcu_late a patient liability amount for those PACE participants in
nursing hemes-agd thase who-are eligible through establishing an Income Trust. -The patient
Hability amoygit will be calculated using the form DHS-08€6-712. -The PACE provider will collect
and retain the patient liability. -For individuals in nursing facilities, a personal needs allowance
{PNA} equal to the'current nursing facility £¥&-PNA, any applicable community spouse
allowances and/or family allowances, and excess medical expenses will be deducted from the
PACE participant’s monthly income, -Refer to MS H-410.

For individuals in the community who are eligible through establishing an income trust, income
in excess of the current LTSS LFC-Medicaid limit will also be paid to the PACE provider. A
personal needs allowance- equal to the current LTSSLFC/PACE limit of three times the current
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H-415 Option to Estimate Net Income '_

SSLESRA standard payment amount (SPA), plus any applicable spousal or family support or
excess medical expenses will be deducted before making payment to the PACE provider.

H-415 Option to Estimate Net Income
MS Manual 83£631407/01/20

The easeeligibility worker may elect to estimate for a period not to exceed six months any or all
of the following: the income of the Institutionalized Spouse (15) and Community Spouse (CS)45
and-€S, the spousal and family member maintenance allowances, @nd the medical expenses.
The six-six-maonth projection wiil show reasonable income and.expenses, based on the six month
period immediately preceding the projection and may be prefe(:ihle wher‘l\in’cqme or
living/medical expenses fluctuate.

H-416 Verification or Refusal of Contributions
MS Manual 6H434507/01/20

Prior to certification of the Institutionalized Spouse (IS)4S, thie IS or representative must
complete and sign the statement on the reverse of the DHS-0BEE-712 to indicate that the IS
plans to contribute the Community Spouse Monthly income Allowance (CSMIA) EshitA-and the
Family Member Aiowance (FMA)EMA spécified on the Front6f the DHS-0BCG-712, during the
period of institutionalization.

If the DHS-0BEES-712 is\n(_af:CGmpletedaf}d signed, fio allowances for the €S or other family
members will be used in'determihing Nursinig.Home Net income. The CSMIA and FMA wilf only
be deducted té the.extent a{étua][_y/cqg'tr-ibuted-\by the IS.

If the CS does notwant to accept.the contribution from the IS, the CS should decline the income
by completing the appropriate sagtion on the DHS-0BEG-712.

H-420 Treatment of Extended SSI Benefits for Institutionalized

Recipients
MS Manual 87413/1507/01/20

As-of7/3/88 these S5 recipients entering a medical or nursing facility will be allowed to retain
their full S81 benefits if:

a. theywhe-have a home to maintain; and
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H-421 Consideration of Ineligible Spouse/Parent(s} Income after

Initial Eligibility Has Been Established

b. they have obtained whe-ebtain-a medical statement for S5A to document that the
medical confinement will not exceed 3-three calendar months after the month of entry

to the facility

H-421 Consideration of Inéli-gibleﬁpouse/ Parent(s) Income after Initial
Eligibility Has Been Estalifished
MS Manual 8+/63/4497/01/20

Afteriqifial;éligi_hi[ity\fias hegh\estaﬁlished, income of the noninstitutionalized ineligible
spouse/pa{éntk-};ihay‘be._cons1déred available to the eligible spouse/child in a facility only to the
extent that itjs voluntarily contributed either to the eligible spouse/child in a facility or directly
to the facility forpartial vendor payment.

The ineligible spouse/parent{s) is not required to make-a-contributiene to the eligible
spouse/child in a facility or to the facility and may, in fact, choose to make no contributions.

If, however, the ineligible spouse/parent(s} indicates that he/she will voluntarily contribute any
income, determine whether the contribution is made directly to the eligible person in the facility
or directly to the facility for partial vendor payment,
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H-430 Earnings of Intermediate Care Facilities for individuals
with [ntellectual Disabilities (ICF/IIDYICF/IID Facility Residents

Contributions made directly to the eligible person in the facility will be considered as unearned
income both in determination of eligibility and in determining the net income to be applied to
the vendor payment.

Contributions made directly to the facility as partial vendor payment will only be considered for
the individual’s share of the facility vendor payment; and will not be considered for recipient
eligibility. The payment made by the ineligible spouse/parent(s) must be for covered services
under the Long-Term Services and Supports (LTSS) £Fc-program to be’ftj_h’Sidered available to

apply toward the vendor payment. Payments made by the ineligiisfe spouse/parent(s) for special
charges or additional services and items not covered by the facility vendor payment will not be
considered. This includes payments made by the family of the fagility recipient to the facility for
the cost of a private room.

Wh%ﬁmmmmmme decision-of whethe(io contribute or not is
left to the mellgrbfe spouse/parent(s) to\[nake-anéne—wg’gesem&er—reeemneﬂdaﬂenﬁ-ea?

Non-voluntary contributions can‘only be‘effected by¢ourt order, and only considered when
actually paid by the ingligible spouse{ﬁarentfs)ﬂ"he. eligible person in a facility is not required to
seek support from the in\e“[]gi@le\s_pouse)’gérent{s} to-remain eligible for facility care.

H-430 Eaniings of Intermédiate Care Facilities for Individuals with

Intellectual Disabilities (ICF /IID)ICE/HUP Facility Residents
MS Manual 67£1324507/01/20

Residents of IGE/HD fécilities,i@luding residents of State Human Development Centers, who
have earned jtcomemay be given an earnings disregard of up to an amount equal to the
current $S1 standard payment amount (SPA) $RA-in addition to the $40 personal needs
allowance.

Nursing facility residents with earnings may be given a disregard of up to 5100 of their menthly
earnings, provided there is documentation that a physician has prescribed employment activity
as a therapeutic or rehabilitative measure. If a nursing home resident receiving skilled care
reports earnings, the Division of Provider Services and Quality Assurance (DPSOA) Office of Long
Term Care {OLTC) should be contacted and reguested to reevaluate medical necessity.
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H-440 Effective Eligibility Dates for LTC Nursing Homes and
Intermediate Care Facilities for individuals with Intellectual
Disabilities (ICE/IIDHCF/ID Services

All nursing facility and ICF/ID residents must first pass the gross income test, with no disregards
allowed. If found eligible, the consideration of earnings will be as follows.

1. Ten Bed ICF/ID Facilities and State Human Development Centers

Earnings of residents of these facilities must be taken into consideration for both
efigibility and net income determinations. If residents pass the gross income eligibility
test, their earnings will be included in the net income determination. In determining the
net income to be applied toward the vendor payment, first subtractthe mandatory
deductions {e.g., federal and state income taxes} frorp-gross'income and, from the
remaining earned income, up to an amount equal to the‘t‘:urren't\\S‘Sl/Sf.’zA for personal
needs. Refer to MS H-410 for consideration of.earnings at cettification.

2. Fluctuating Earnings

If the earnings of ICF/IID facility residents stay below the SSL.S_EA,_no reporting of
fluctuations is needed.

The facility administratot \,vilLrgpolrt to\;he-eligitgjlitg,easeworker any month in which a
resident’s earnings exceed the S5[ SPA.

If earnings congsistently stav‘aﬁové thel{SISPA, they may be averaged (MS E-415),
provided the facility.aministrator will agree to report to the eligibility easeworker:

a.  every six 6 months'when earnings are fairly stable, or
b. m‘org‘f{equen;lif if the residént loses employment, changeas jobs, or has earnings
in\gny month which are more than $15 above the computed average.

H-440 Effective Eligibility Dates for LTC Nursing Homes and
Intermediate Care Facilities for Individuals with Intellectual Disabilities

(ICF/IIDJICK/ID Services
MS Manuai 87413/4507/01/20

The effective date of eligibility of an applicant for nursing home and ICF/(1D HrEand-servicasin
arCE-MR-depends on three factors:

1. Date of Entry — - The individual’s date of entry into a participating facility is indicated on
the DCO-0702, Notice of Admission, Discharge or Transfer From a A-Facility, which is
completed by the facility and forwarded to both the DPSQA Office of Long Term Care
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H-450 Approval of an Applicant Who is in a Medicare Bed

and the esunty-County effiee-Office for initial certification. Vendor payments cannot
begin prior to the individual’s date of entry into a facility.

2. Date of Medical Necessity — Medical necessity is determined by the DPSQA Office of
Long Term Care. The medical necessity decision is transmitted to the County Office
countyp-office-and the facility by the DHS-0704, Evaluation of Medical Need Criteria,
which classifies the patient for a specific level of care. If a DHS5-0704 is received by the
sounty-County office-Office on an applicant which classifies him/her for a specific level
of care, medical necessity exists to the date of the indjvidual’\?‘e_ntrv or to the date of
application if the patient was accepted as private pay oply unt'ikt\he,a(p'plication for
Medicaid was made. However, if the patient is in an ICF/IID facility-or-was subject to Pre-
Admission Screening and Annual Resident Review (PASARR|PASARR, medical necessity
begins on the DHS-0704 decision date for ICF/IID or PASARR date for PASARR residents,
and Medicaid and vendor payment cannot begin prior$o this date.

3. Date of Categorical Eligibility — Catégorical eligibifity for facility care and services under
the AABD criteria can be established tg>begin.three months prior to the date of
application provided all eligibility 'c_ondi‘tiqhﬁ are-met. If categorical eligibility is
established by receipt o’fSSl_or Foster Care,\(ﬁe_date to begin vendor payment is not
governed by the three month fetroactive eligibility limitation as applied under the AABD
eligibility criteria. Even though tateg orical'eligibility may be established prior to
application, however, theygegi_n date for Medicaid and vendor payment cannot be prior
to the decision date on the DHS¥U?04‘f0r ICF/IID applicants or PASARR PASSAR date for
individuals subject to PASARR.

Auth\érfi?tion of services'cannot'be. made until ali three factors have been met.

H-450 Approval of an Applicant Who is in a Medicare Bed
MS Manual 8%/6141407/01/20

When Medicare approves individuals for skilled nursing care/extended care, the facility receives
reimbursement in the form of Medicare per diem and Medicaid coinsurance {if applicable) for
up to 100 days, provided the individual continues to meet Medicare criteria.

Applications for Medicare approved admissions will be processed in the same manner and
timeframe as applications for non-Medicare approved admissions, except that nursing home
services will not be authorized oa-the\WNHU-intedace-in-ANSWER-until Medicare benefits have
bean exhausted. Medicare pays 100% of facility expenses for only 20 days. After this time, the
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H-460 When a Nursing Facility LTC Recipient Transitions to a

Medicare Bed

individual becomes liable for coinsurance, which cannot be paid by Medicaid until the case is

2 & e il 1t DA ardi- arn aliesis o

opened ha MIACRA tntncfann in AD A ; narafore. dicaidfe dica iy

The monthly Medicare per diem amount will not be considered when determining income
eligibility, but it will be treated as a third-party resource to be appliedto the cost of care in a
facility.

if at some point, the individual fails to meet Medicare criteria or exhaus(s\his/herj;enefits,
Medicare will stop payment. The facility will notify the eligibliity. caseworker of the change in
status-via-the BEO-202-. On the day following termination of Medicare behefits, the eligibility
easeworker may authorize facility sewiQesMewwweﬁammm to be effective on
that date, provided the individua! continues to meet all Long-Term Services and Supports (LTSS)
Hrequirements.
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H-470 Quality Assurance Control Errors _

H-470 Quality Assurance CentrelErrors
MS Manual 83/83/3407/01/20

The amgunt computed as net income to be applied to the vendor payment will be subject to
Quality Assurance Central-error.

if a contribution or medical expense is deducted from gross income.and the institutionalized
Spouse {IS} is not actually meeting the contribution or expense, this will be an understated
liability and a dollar error.

If the contribution {or full contribution) or medical expensg-is not being deducted from the
income, and the 1S has agreed to pay the contribution, or has incurred a medical expense, this
will be an overstated liability but no dollar error.

H-480 Acquisition of Additional Income and Resources
MS$ Manual 0533/4507/01/20

The acquisition of additional income and resources by a recipient will be verified in the same
manner used for determination ofinitial’ eligibility -Negessarp-income-adjustmentsorelosures
M%%Wn&h&ékg}b#&y—wsten{# Advance niotice will be given when required for

terminations of assistance orincreased vendoer payment liability.

Refer to: MS Ex500 ‘thru E- 530 and] MSSection H for specific information regarding resource
evaluations, changes; gtc.; MS E- 400 thru MS E-451 for specific information regarding income
treatmient; and MS.H-410 for Spl‘:}le!C information regarding the net income determination or
when'there is'a Community-Spouse (CS).

H- 481 Case Adjustments for Lump Sum Payments in Prior Months
MS Manual §7/43#1507/01/20

When a eligibility easeworker learns that a recipient, who does not have an Income Trust,
received a lump sum benefit in a prior month which caused ineligibility for the month of receipt
only, it will not be necessary to close the case if the recipient regained eligibility the month
following the receipt of the lump sum. If the recipient has lost eligibility for more than one
month, then the ¢case will be closed and a new application will be required.
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H-490 Absences from Long Term Care Facilities

Overpayments—Overpayment reports for long-Term Serdices and Supports (LTSS) £¥&-and other
Medicaid categories will be submitted to recover any Medicaid payments made during the
month of ineligibility, Refer to 4Re-MSSéction M) If the fatility has retained the lump sum
benefits, no overpayment is required to recoup thewendor payments,

H-490 Absences from Long Term Care Facilities
MS Mariual 67/33/4507701/20

All faci[itiqs;‘are{gqbui_rt{d to report to the County Office esunty-effice-certain recipient absences
from the faCi@t‘y.—eﬁ-’FeQn-Q@Q—l@E. Absences will be reported for death, discharge, and transfer,
Qvernight homeyisits and hospitalizations will not be reported.- Admissions to the Arkansas
State Hospital {Little Rock} will be reported as discharges. Refer to-{Re- MS H-4913.
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H-490 Absences from Long Term Care Facilities

Death or Discharge

Upon notification receiprof-form-BEO-202-from the facility reporting the death or discharge of
a recipient, the County Office-caunty-office will initiate action to close the recipient’s case.
Advance notice is not required for ¢closure due to death.Fhecounty-office-will:

Home Visits

A recipient receiving long term-are seryices has t he‘rig-h_t\"'to-make overnight home visits
whenever he desires, provided'they are ¢consistentwith his required level of care and his
attending physician’s orders. This includes authorized hgme visits during the 30 days in which
institutional status is achieved,

The DPSQA Office of Long Term Care is respopsible for monitoring recipient home visits and
their consistency‘w\i}th the pati’em/’s.r’eq‘uir\éd level of care. For example, a skilled care patient
who makes overnight-home visits might require reclassification action by Long Term Care.

Facility bongTerm-Care-services may continue during a recipient’s absence due to therapeutic
home visit without regard to the cumulative number of days absent during a calendar year.
However, a ‘14(:o_nsecut\iue day limit is placed on each home visit for payment purposes.

Home visits of Iess\t\ﬁa_n 14 days will not be reported by facilities to the County Officecounty
office. The date left counts as the first day of absence. When there is an indication that the
recipient is expected to return to the facility within 14 days, the County Office ceunty-effice-will
take no action.

For home visits, which exceed 14 consecutive days, facilities will report the date left and a
discharge on the 15th consecutive day of absence-orthe-BCO-702. When there is no indication



Medical Services Policy Manual, Section H_MARKUP

H-400 Post Eligibility

H-451 Procedure for Reactivating a Suspended Case

that the recipient is expected to return to the facility within 14 days-efthe-dateleft, the County
Office eounty-office-will initiate action to close the case.-as-desesibed-below:

¢ (Cases suspended or closed using-this procedure<an be reinstated without new
application if the recipient.returns to the facility within 90 days of the date left on home
visit, Refer 1o{Ra: MS .}-E'-491-}.

¢ If the reevaluation falls due during the period of suspension, it will not be completed
until the clientfeenters the facility.

¢ If the individual does net regnter‘tﬁ‘e.facility within 90 days, the case-record-willbe
placedin-closed-filasi-A-a new application will be required to reopen the case.
H491p durefor Reactivati g ledC
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H-391 Procedure for Reactivating a Suspended Case




Medical Services Policy Manual, Section H_MARKUP

H-400 Post Eligibility

H-481 Procedure for Reactivating a Suspended Case
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H-491 Procedure for Reactivating a Suspended Case
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H-492 Transfer
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H-493 Operations Plan - Relocation of Recipients -

H-493 Operations Plan - Relocation of Recipients
MS Manual 84£04£1607/01/20

The Division of Provider Services and Quality Assurance (DP§€1A) Office of Long Term Care
(OLTC) will initiate all relocation actionsFhis-Rlap-deseribés-proceduresfor relocation of Agency
recipients in facilities which are closed-for any reason.other than a disaster. Such reasons
include: decertification by thefederal government or the Bivisien-oi-MedicatServicesDPSQA,
loss of licenses, voluntary withdrawal from the Medicaid Program, or cancellation of agreement
by the DWMWM&&%AWPSOA}QMM&M.
Since federal regulations require 2!l program recipients to be relocated within 30 days of the
termination date, it is essential that- specﬁtq\pr_ocedures be established to irsure-ensure that
recipients are relocated with maxifmum safety and well-being.

Authority to initiate, direct and monitor all relocation actions is delegated to the Assistant
Director of the Office of Long Term Care, by the Director of the Directorofthe Division-of
Medical-ServicesDPSQA.
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H-484 Relocation Procedures
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H-494 Relocation Procedures _
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H-494 Relocation Procedures




Medical Services Policy Manual, Section H_MARKUP

H-400 Post Eligibility

Within seven {7) days after the last recipient has been relocated,
submit a final adjustment form to show all recipients (relocated,
deceased, hospitalized, or on home leave during the 30-day
relocation period).Business Process Manual References:
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i-310 Eligibility Worker Caseworker Responsibilities

[-300 AABD Eligibility Groups Renewal Process
MS Manual 81£01/1407/01/20

The renewal processes described beiow apply to all eligibility groups using the AABD eligibifity
requirements. See MS B-300 and Section F.

For those factors of eligibility subject to change, eligibility will be redetermined during the
renewal process in accordance with the applicable eligibility requireménts described in MS
Sections D, E, F and H. Factors which are subject to change includé income, resources, disability,
and medical necessity. (MS Sections E and F}

See Appendix C for the specific renewal form that is used for each of the AABD groups.

1-320 Alternate Renewal Processes
MS Manual 83/0441507/01/20

Some AABD eligibility groups do not follow the standard renewal process as described in MS |-
300 above. These groups include:

¢ ElderCheices/AARD WaiverARChoices;
s Assisted Living Facilities;

«  PACE;

s DDS Waiver;
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1-321 EiderChoices/AAPD ARChoices Waiver

¢ TEFRA;
» Autism-and
» Medicare Savings Program-

The following sections describe their renewal processes.
1-321 ElderCheicas/AAPD-ARChoices Waiver
MS Manual 8346+£3407/01/20

ElderChoicesand-AARD-ARChoices Waiver renewals will be conducted annually by the Long
Term-Care- S-S Services and Supports Unit (LTSSU). Refer to Appendix O for the list of

requxred fOrms to be used in the renewal process. M%G—HM@M@WMMEI

1-322 Assisted Living Facility
MS Manual GHQ—H—LA-O;?Z 91/20

Assisted Living Facility Walver refiewals will be conducted annually by the County-Gffical. ong
Term Services and: Suuports Unit. Refer to A Qpendlx 8 for the list of reqwred forms to be used in

coordinate an-annual reassessment of medical necessity.

1-323 PACE
MS Manual 83:£03/3:407/01/20

Both financial and medical eligibility will be re-determined annually, Medical-eligibility will be+e-
determined-bythe DHSRN-Financial eligibility will be conducted at each annual renewal by the
county-Gounty-officeGfficelong Term Services and Supports Unit. Ferm-BEO-7281 and-allother

formsrequired-at-initisl-applicationwill-be-completed—Refer to Appendix O for the list of

required forms to be used in the renswal process.
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1-324 Division of Developmental Services

DHS RN will coordinate an annual reassessment on all PACE participants. The Division of Aging,

Adult and Behavioral Health Services (DAABHS) may “deem eligible” those individuals who are
determined to no longer meet the nursing facility Level of Care requirement, but who would
reasonably be expected to meet nursing facility Level of Care within the next six months in the
absence of continued coverage under PACE.

1-324 Division of Developmental Services
MS Manual 83/84/1507/01/20

The DDS worker will be responsible for renewals. Renawals will be sgheduled for completion 12
months from the date of the last approval or renewal, ohat-any time when a change occurs
which affects eligibility. PleasesRefer to Appendix O fora [i'st\df.__required"re‘newa['forms. All
eligibility factors, with the possible exception.of disability and medical nedessity, will be
redetermined.

A reexamination by MRT is necessary whenindicated by the DCQO-0109, Medicai Review Team
Report, or when a non-SSI or nén-55A glient was ir‘t_'itiaii}'accepted for Waiver Services based on
a disability determination made by SSA more thangne year prior to the renewal. A review by
MRT is also necessary if the DDS Medicaid Eligibility warker or DDS Provider Case Manager or
Specialist becomes awgre of significant improvément and/or employment at or near the
Substantial Gainful Activity.(SGA} level. Refgr.totRe: MS F-120).

I-325 TEFRA
MS Manual 62/644480%/01/20

TEFRA Waiver cases will be reniewed every 12 months. To insure that renewals are completed by
the end of the twelffh month, the renewal process should be started in the 9th month from the
date of the last approval.or renewal. The eligibility worker will generate the appropriate renewal
forms and send the packet to the individual’s guardian or authorized representative. The due
date for return of the TEFRA renewal packet will be the fast day of the 10" month.

If the child’s SS] eligibility has fluctuated due to changing parental income since the last
certification or renewal, medical necessity and appropriateness of care will not be determined
until the case is in, or nearing, the 9th month since completion of the last TEFRA renewal or

certification.
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At renewal, all eligibility factors including appropriateness of care will be redetermined. A MRT
disability redetermination may or may not be necessary at the time the TEFRA case is
reevaluated. A reexamination by MRT is necessary when indicated on the DC(0-0109, or one
year after the initial certification for TEFRA when the certification was made based on a previous
SS! determination of disability 2nd there has been no SSI payment or subsequent
redetermination by SSA.

EXAMPLE: A child received SSI for sixé months in 20138 and therf 165t SS1 due to increased
parental income. The parent applies for TEFRA in September 20183 and the case
is certified in November 201832 based on the previoi:s\"SSI disability
determination. The child has not received SSI beniefits singe’certified. At the
annual renewal in 20134, a MRT disabjlity determingation is'vgquired.

A review by MRT is also necessary if the eligibility easeworker becomes aware of significant
improvement and/or employment at or nearthe SGA level, {Re-Refer to MS F-124).

completed-atrenewal-Refer to Appendix Q fora list of required renewal forms. In addition, the
premium amount will be redeterniined at renewal, If the premium changes, the parent will be
notified of the new amount bythe TEFRA Premiugd Unit.

1-326 Autism
MS Manual 93!04{4%07{0;{' 20

Autism Waiver cases will be reriewed every 12 months by the Area TEFRA Processing Unit
{ATPUS- ATRU-wilk-mail - ' ;

or-auatdian-a-Deo G_AnnualRepewal Notice—tg

= Refer'to Appendix O for a list of required renewal forms.

A MRT diséb\flity redetermination may or may not be necessary at the time of the renewal. A
need for a disanIity redetermination by MRT will be indicated on the DCO-0109 received during
the initial determingtion and case renewals, if applicable. When approval was made based on a
previous 5SI| determination of disability and there have been no SSI payments or subsequent
redetermination by SSA, a MRT disability redetermination will be made one year after the initial
approval for the Autism Waiver. All eligibility factors, except the autism diagnosis, will be

redetermined at renewal.
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1-327 Medicare Savings Program (MSP)

To insure that renewals are completed by the end of the 12th month, the renewal process
should be started in the 5th month from the date of the last approval or renewal.

1-327 Medicare Savings Program {MSP)
M$ Manual 83/64/1507/01/20

ARSeniors, QMB, SMB, and Q[ 1 reevaluations will be conducted on an annuaf basis.-Ferm-BCO-

easereview-Self-declaration will he accepted An mtemew is not required for these
households. :

review-will-be-completed-if the MSP case is closed for failure to provide information and the
requested information is returned within 30 days after closure, the MSP case will be reinstated
and eligibility determined.

A MSP Medicare-SavingsProgram-Aannual Review-review can be completed via the telephone
and will not require a returned, signed DCQ-0811, Annual Review,
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The telephone review may be completed at anytime during the review process to obtain
information needed to complete the review. The call can be initiated either by the worker or the
client.
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1-510 ARKids A & B

1-500 Categorical Changes
MS Manual 03/6341407/01/20

Some changes in a family’s or individual’s circumstances may result in an individual moving from
one eligibility group to another. This ¢an occur in conjunction with a renewal, when an income
change is reported, when an individual reaches a certain age, or when a Social Security cost of
living adjustment (COLA] occurs, etc. Te ensure that the individual has uninterrupted coverage,
the move from one group to another must be processed in a timelyfnanner and according to
certain processes. The most common categorical changes are des¢ribed in the following

sections.

I-510 ARKids A & B
MS Manual 84/64£1407/01/20

if information is provided that would cause the' ARKids A recipient to be ineligible for ARKids A
or B, an advance notice will be sent, and the case closed aftérexpiration of the notice. If the
information provided will cause ine]igibi‘[ltg"for‘\ARKids A and the recipient is determined to be
eligible for ARKids B, the case will-be certified in:ARKids B and the recipient notified of the case
change.

1-520 Adult Expansion Group
MS Manual §4/03/3207/01/20

When individugls aged 19-64 lose eligibility in.other lower income MAGI-related groups,
eligibility should\ﬁe\(ed,etermi\rie’d_,in the Adult Expansion Group.

I-53Q M;edicare\‘Savings Programs
MS Manual-83/63/1407/01/28
Persons who are ‘Medicaid eligible in a category that provides full Medicaid coverage and who

are entitled to Medicare Part A will receive the same Medicare cost-sharing coverage as
Qualified Medicare Beneficiaries (OMBs) QiBs-in addition to their other Medicaid benefits.

AR

reed-nekke

ical —When Medicaid eligibility in a category other
than a Medicare Savings category ends for an individual who is still entitled to Medicare Part A,
eligibility for Medicare Savings will be determined based on information available to the County
Officecounty-oifice. A new application will not be obtained from the individual, ARSeniors, QMB,
Specified Low Income Medicare Beneficiaries (SMB)SMB, or Qualifying Individuals-1 (Qi-1}
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1-531 Medicare Savings Programs-COLA Increases Z

O--eligibility should be determined and the case certified (if eligible) in the month that the
non-QMB related case was closed. If eligible, coverage will begin on the first of the month

fo[[owmg certification. Whemer&#w&g#&e#ﬂeé&ea&e&awwe%—kewﬂmgnm

1-531 Medicare Savings Programs-COLA Increases
MS Manual 84/63/3407/01/20

When the annual 5SA cost of | rvmgadlustment (COLA) EOtA-increases are received in January
each year by Medicare Savinggfecipients, the COLA increasé is disregarded until the new
Federal Poverty Limits are issued in.that year even‘lf\the SSA COLA increase puts the individual
or couple over the current allowable infome.lifnits.

When the new Medicare\Savings-in_comevjigibi[ity limits-based-enrevised-povertylevels; are
received, the ifdividual's or couplels currentcountable income {including the January COLA
increases) will be compared (o‘tﬁe_.revised;Medicare Savings income levels to determine if
eligibility will contiﬁue{b{ April 1st and beyond.

If the individiial or couple is\ipeligible due to the COLA increase, an advance notice of closure
BEa-760-will.be seiit, as-advance-notice-ofclosure-and the case will be closed when the pesiod
notice expires, The January $SA COLACest-efLiving-Adiustment will also be disregarded in
determining initial "el,igibili:t'y for Medicare Savings applicants for the period of January 1st
through March 31st-of each year. Eligibility must then be redetermined for April 1st and beyond
using the new Medicare Savings income limits and the increased SSA amount which includes the

January 55A COLA amounts.

Refertothe Business Procoss-Manuak:
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1-532 Simultaneous Coverage In Other Categories

1-532 Simultanecus Coverage In Other Categories
MS Manual 83/04/4507/01/20

Individuals who apply for Qualified Medicare Beneficiaries (QMB) or Specified Low Income
Medicare Beneficiaries (SMB)QMB-er5MB coverage and have medical expenses in prior months
may be considered in other Medicaid categories {including spend-down categories} for the

retroactive coverage.

Except for Medically Needy Spend-downs, an individual may not be certified'in'a QMB or SMB
category and in a full coverage Medicaid category for simultahgous periods. If an individual is
eligible in a full coverage category other than QMB, he will be eligible for and receive the QMB
benefits along with other Medicaid benefits, {Re: Refer £o MS 1-530}Jfan individual could be

eligible in either a QMB category or a non-QMB full coveragé._category,thb,indi\iidﬁal shouid be
approved in the non-QMB category.

Unliké QMBS and SMBs, Qbalifying: Individuals-1 (Ql-1)@4+1s may not be certified in any other
Medic‘aiﬁ-caté_gor_y for simultaneous periods. An individual who is eligible for Q-1 and a spend-
down will‘have tochoose which coverage is wanted for a particular period of time.

1-540 Alternating TEFRA and SSI Eligibility
MS Manual 63£64£1507/01/20

Some children who receive $5I may intermittently lose their $SI due to fluctuating parental
income and may be eligible for TEFRA in the non-581 months. In these instances, the
eligibilityeasewerkes worker must redetermine TEFRA eligibility for each month in which the
child is not 551 eligible. Children with alternating TEFRA and $SI eligibility will not be assessed a
premium for the TEFRA months. If fluctuating parental income causes a child’s S51 eligibility
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status to change frorm menth-month-te-to-month and less than 10 months have passed since
the last full TEFRA Waiver certification or renewal, only a new DCO-9700 (TEFRA and Autism
Application for Assistance) and a redetermination of income and resource eligibility are

required to reopen the TEFRA Waiver case. Redetermination of other eligibility factors will not
be required.

I-541 Autism
MS Manual 84/64/44807/01/20

Since coverage for the Autism Waiver eligibility group is time and-age limited, once a child has
reached the maximum coverage period of three years or the maximum age.of eight, Medicaid
eligibility should be redetermined in either the TEFRA 6r ARKids e[igibiﬁty_ groups:

1-550 Money Follows the Person (MFP}
MS Manual 83/8143607/01/20

Money Follows the Person allows Medicaid gligible individuals residing in an inpatient facility,
including hospitalization, to receive.le@\glcmg@tgkm-eafe;sewices and supports in the settings of
their choice and reduce reliange on institutional care, The MFP grant allows for payment of
claims for services up to 365 days. Participation in the MFP program is limited but the maximum
number allowed to paéitipa;e will increase yean[}‘:

The Division of Aging, -antAdult-arid Behawicral Health Services {DAABHSBAAS) has
administrative‘{espbnsibilit\(_for th’e,_M-F;P”prquam to provide each participant placement
through the existing Medicaid Waiver {ARChoices, Assisted Living, DDS) which best suits the
participant’s desiras’and needs. DAABHS BAAS-will contact individuals designated as potential
transitions.gr who expr_essed\a\desife to live in the community. To be eligible to participate, the
individualymnust-have.resided in-an institution {nursing home or ICFAID} for a period of not less
than 90 consegutive days and have received Medicaid for inpatient services for at least onet

day.

I-551 MFP Procedures for Medicaid Recipients Who Leave Facility Care
MS Manual 86463,41607/01/20

For MFP, a Division of Aging, Adult and Behavioral Health Services (DAABHS) BAABMS-DAAS
Transition Coordinator will be responsible with assisting the individual who is interested in
transitioning from facility care to @ home and community--based waiver. This includes assisting
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1-560 ANSWER Procedures for ARChoices Recipients Turning Age
65

the individual with applying for the appropriate program, accessing services, and preparation for
being discharged from the nursing facility.

The Transition Coordinator will assist the client with completing and submitting form DHSBES-
0777, Long-Term Services and Supportsteng Ferm-Care Application for Assistance. The

Upon receipt of the BEO-F7Fapplication in the County Office, theciseweoskerwill | 2 DS

3330-te-the DHS RN will be notified to assess-coordinate an assessmegbof medical necessity and

n-steare. Thecasewerdmrwilburite WIRR s the rghtbandeornerai the

i o Pl

develop a service pla

ha DUSS B Thic gl ol tha FH




MEDICAL SERVICES POLICY MANUAL, SECTION | MARKUP

1-500 Categorical Changes

1-570 Workers with Disabilities Eligible to Receive ARChoices
Services

I-570 Workers with Disabilities Eligible to Receive ARChoices Services
MS Manual 81/01/1607/01/20

The ARChoices Waiver has been amended to include the Workers'with Disabilities category as a
group that is eligible for services within the wWalver. In order'to be eliéible for the ARChoices
Waiver services and the Workers with Disabilities category, applicants must'meet both the
functional need criteria of the ARChoices Waiver program {MS F-155)and the financial criteria
of the Workers with Disabilities category (MS B-330).

Referral for Assessment

When an applicant or recipient of the Workers with Disabilfties category-applies for the services
available within the ARChoices category, the DHS RN will be notified to coordinate an
assessment of medical necessity {functional negd).and develop a service plan-ofearecounty

N - oo ) 0 = A ! 0 D

forconrdinationofthe medicalasggssment: For a re‘ei_p\ient of the Waorkers with Disabilities
category, completion of anew application is not iecessary unless it is time for the annual
reevaluation of the Wcl‘*ker‘swith,[)isabiii(i\es category. The assessment process in MS C-241 will

A D

be followed. Thaapplicn - FeevaHaHoR B neFegut = FoHee HHEOG- G- 3-A

.......

County Office Eligibllity Determination

The ease eligibility worker will determine if the applicant meets the eligibility requirements of
the Workers with Disabilities category. Refer to {MS B-330 and E-110}.

For Workers with Disabilities/ARChoices cases, disability will be determined using the Workers
with Disabilities criterion which allows an individual to earn over the Substantial Gainful Activity
(SGA) level $GA-at the time of application. MS F-120 provides guidance on when to refer to MRT
for a disability decision. A referral to MRT is not necessary for an applicant who received SSI or
SSA disability within the last year and lost entitlement solely due to employment or when an
applicant is still considered as an active 55 or S5A disability recipient whose cash benefits were
suspended due to earnings. However, to be eligible for ARChoices wWaiver, the disability must
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£y

be deter

mined as physical. The-countyworkermust-contactthe local S5A-effice reguestiag

The applicant or recipient may be eligible for retroactive eligibility, if needed, for the Workers
with Disabilities category {(MS A-200}. However, the individual will not be eligible for the
ARChoices Waiver until the day of the month in which the Waiver eligibility is finalized by the

eligibility easewarker {MS A-200) and-approvalsubmitted-to-the systefaunless a retroactive
eligibility date is established by the DHS RN. Refer to MS C-247.

ARChoices Transition to the Workers with Disabilities Category:

ARChoices recipients may also request to transition tothe Worker‘sw\ith Disabilities category.
Once the eligibilityease worker determines eligibility for the Workers w%t\B-\DisabiIigies category,
the ARChoices category will be closed and the Workers with'Disabilities catégory will be
approved effective with the day after closure.

T\' Nort:—— An ARChoices applicant or recipient may still be eligible for ARChoices when
employed asiong as h’is.fh_er total income {earned + unearned) does not exceed the
wWaiver im;c’:meii‘mjt. Also, an individual can remain categorically eligible for the
\AR_CI}‘oices w’_w_'aiverwhenSSl eligible but no longer in payment status. Social Security
Disability.ruies gilow beneficiaries to earn over SGA during their Trial Work Periods and
Extenc[éd, Peﬁod_s of Eligibility. The-county-workeris-not-reguired-to-verify-orrequest
verificatiostin this case, verification of income and rescurces is not required=; however,

The-BHS-204srequired-to-rreat-the-medical necessity must be met as well as

verification that a physical disability exists.
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I-610 Loss of Eligibility

TR e

[-600 Changes
MS Manual 85/01/4807/01/20

When a change occurs that will affect eligibility, the client is required to report the change
within 10 days. The agency will be required to act on changes that may affect eligibility within 10
days from receipt of the change. Changes can be reported:

+ [n person;

* By telephone;

+ By mail;or

s Through the citizen portal:

Dependent upon the eligibility group of which the individual is'a member,.changes which could
affect eligibility and therefore must be reported.include thefollowing:

¢ Achange inincome that causes ineligibiiity or causes a change in vendor payment;

¢ Changes in household Miembers;:

¢« Death;

s End of pregnanty;

»  Admission to orglischarge from agt institution; (including a nursing facility;)

» Approyal or discontinued disability;

»  Resource'changes, iriqi‘uﬂi,ng the receipt of a lump sum payment or settlement;

a__Shelter arid""equr‘ls,e chariges for Long Term Services and Supports Garedindividuals who
have a Community

*  Spouse;
» Medical-@_e»st—cost‘for Long Term Services and Supports Gare-individuals; or

+ Changes In work and community engagement requirement exemptions or activities-

Although an address change does not usually affect eligibility, casewerkersshould-encourage
individuals are encouraged to report any address changes immediately to ensure renewal
notices or other correspendence is sent to the individual’s current address and not returned as
Undeliverable. Any mail returned as Undeliverable could result in immediate case closure.
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1-610 Loss of Eligibility
MS Manual 85/03/3807/01/20

Loss of eligibility cccurs when the eligible individual:

»  Moves from Arkansas;

*  Requests closure;

s Dies;

e is found to be pver the incoméfli_mit;

+ s found to be over the resourcedimit if applicable;
* Reachés the age limit for the eligibility,

»__Leaves thenugsing fadility;

¢ Nolonger meets médical necessity-of

» Hasthree {3} months of hon-compliance with the Adult Expansion Group work
requi(émentwjghin a calendar year-

Depending upon the thange, the individual may be eligible in another eligibility group. For
example, if a child ages out of ARKids, he/-ershe may be eligible in an adult group such as the
Aduit Expansion Group. When possible, eligibility in another group should be determined at the
time ineligibility for the current group is established.

EXCEPTION: ~ Once eligibility is established for a pregnant woman_{PW) in any Medicaid category,
there will be “No Look Back” at later income increases throughout the pregnancy and the
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1-620 Alternative Change/Closure Processes '

postpartum period. The PW will remain Medicaid eligible through the end of the postpartum
period regardless of increases in income. Refer to MS C-205 and MS 1-690.

1-620 Alternative Change/Closure Processes
MS Manual 0140441607 /01/20

Some eligibility groups have specific processes that must be followed when a change or closure
occurs. These groups include:

+ ARChoices in Homecare Waiver;

s Assisted Living Facility; (Living Choices) Waiver

s Division of Deviopmental Risability Services Waiver;

*  TEFRA;
s Autism;
» 55! Related Groups-and

+ Pregnant Women:

[-630 ARChoices Waiver
MS Manual 91—#9-}{—1:607201{20

Recipients will be advised.to repartany chapges in the amount of household income or
resources.

If at any time the ‘Divisioh.of Aging, Adult and Behavioral Health Services (DAABHS) DAAS-or
Divisign.of ProviderServicesrand Quality Assurance (DPSOA) Office of Long Term Care (OLTC)
SLFCc-determings-thatcost effgi:;iviéness is not met, that the client no longer meets the
requirements for intermediate Level of Care, or that the client is no longer receiving Waiver
services, the County Office eeunty-afficewill be notified-by-DHSE-3330-6-DHS=704, and the
Waiver case will beclosed. If the Waiver case is closed for any reason, the ease eligibility worker
will determine if the client is eligible for any other Medicaid category. if eligible in another
category, the recipient can be certified in that category without requiring 2 new application.

If the ARChoices Waiver client loses eligibility for one month only, the case may remain open
with an overpayment submitted for the month of ineligibility. When the Ceounty has advance
knowledge of ineligibility in a future month {e.g., land rent paid annually}, procedures at MS E-
410 will be followed, advance notice given, and the case adjusted-enthe-systematthe
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1-631 ARChoices Waiver Temporary Absences from the Home

If the Waiver client will be ineligible for more than one month, the case will be closed and a new
application will be required.

A Waiver client may appeal an adverse decision made on his/her case as outlined in MS L 100-
173 of the Medical Serviges Pglicy manual. if the client chooses, the ARChoices Waiver case may
remain open until the appeal decasmn is renQered Services may continue if agreed upon by the
c[tent and the service prowder _ j

I-631 ARChoices Waiver Temporary Absences from the Home
MS Manual 83/834607/01/20

Once an ARChoices Waiver application has been approved, Waiver services must be provided in
the home for eligibility to continue. Unless stated otherwise below, the County Officecounty
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i-631 ARChoices Waiver Temporary Absences from the Home

office will be notified immediately by the DHS RN when Waiver services are discontinued and
action will be initiated by the County Officesounty-office to close the Waiver case.

1. Institutionalization

An individual cannot receive ARChoices services while in an institution. However, the
following policy will apply to active Waiver cases when the individual is hospitalized or
enters a hursing facility.

a} Hospitalization

davs#em-t—he—da&e—ei—emmlf after 30 davs the rec:plent hqs not retgrned home
the DHS RN wilf notify the County Officecounty-atfice via Form HHS-3330 and
action will be initiated by the County Office eeam-y—eéfme toclose the Waiver case.
For ARChoices services to f@sume after dischdrge from the hospital and after the
Waiver case has been cIosed’,\{ﬁ'e individual must make a new application.

b} Nursing Facility Admission

When a Waiver recipiant énters @ nursingfacility and it is anticipated that the stay
will be less thari 30 days, the case willrgmain open if the client does not request
vendor payment for the tempetary stay. If the Waiver client returns home within
30 days a new medicél assessmerit and-BHSF04-will not be required. A new BEO-
3—17';94'—4@@9—?18& Qghcatro ‘will not be required unless it is time for the annual

renewal.

1f.;;he..indiv1dual‘s@i’:;uests payment for the temporary stay in the nursing facility, a
Signed-application BEO-777-0+ BLO-7781-must be obtained-andregistered along
with-a new medical the-assessment-and-DHS-704. If it is time for the annual
renewal; the renewal must be completed prior to certifying the vendor payment. If
all eligibility requirements are met, eligibility for vendor payment will begin
effective the date of entry into the nursing facility. if the stay in the facility was less
than 30 days, vendor payment may still be authorized because ARChoices Waiver
recipients are considered to be “institutionalized” for Medicaid purposes and the
Waiver eligibility prior to the facility stay may be applied toward the 30-day
institutionalization requirement,
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1-640 Assisted Living Facility (ALF}

If the individual does not return home, i.e., stays in the facility and requests

Nursing-nursing Faeibity-facility vendor payment, the Medicaid case may be left
open while processing the &eg&s%e*ed—gc— nursing fac:llty apphcatlon Hgead

%hedateeﬂeﬁrwmhe—nemg—ﬁaa%wndor payments will also be auth()nzed

beginning the date of entry.

If found ineligible for vendor payments or if after 30 daf‘sji_n__g"fa,cility the individual
does NOT apply for vendor payment, appropriate noﬁce’ will begiven for case
closure,

2. Absence from the Home - Non-Institutionalization

When a Waiver recipient is absent from the home for reasons otherthan
institutionalization, the County Officeesumty-office will no‘t\ﬁ‘e._notified unless the recipient
does not return home within 30 days. If after 30 days the ~rec3pj§nt has not returned home
and the providers ¢an no longer deIi\{\ez_sewi'ces as préscribed by the $service Pplan-eiCare
(e.g., the recipient has left the state anﬁ\fhe return date is unknown), the DHS RN will notify
the County Office county-office via:BHS-3330:and.action will be taken by the eligibilityease
worker to close the Waivergase.

& NoTE: — The D}QS.-P{N-may reassess an individual any time it is deemed appropriate. If, in
the professional judgment of the nurse, circumstances have changed or an individual’s
overall edical condition has_c@tnged; a reassessment will be performed.

1-640 Assisted Living Facility (ALF)
MS Manual\@#@l—/—l@%

ALF Waivertecipients willbe advised to report any changes in income or resources to the
eounty-DHS County Officeatfice. If at any time the Division of Aging, Adult and Behavioral Health
Services (DAABHSNPAAS-or the Office of Long Term Care BMS determines that cost
effectiveness is not met or that the client no longer meets the requirements for an Intermediate
Level of Care, the County Officecounty-office will be notified and the ALF case will be closed. If
the case is closed for any reason, the eligibilityease worker will determine if the client is eligible
in any other Medicaid category. If eligible in another category, the recipient can be certified in
that category without requiring a new application.
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1-641 Temporary Absences from the Assisted Living Facility

If the ALF Waiver client foses eligibility for one month only, the case may remain open with an
overpayment submitted for the month of ineligibility. When the Ceounty has advance

knowledge of ineligibility in a future month, procedures at {MS E-4103 will be followed, advance
notice given, and the case adjusted-en-thesystem at the appropriate time. la-beth-instanees—a

o -0 T i £ 26 £ Y o 03

If the ALF recipient will be ineligible for more than one month, the case wiltbe closed and a new
application will be required to reopen. # slosure-wasdue-to-areatpnotherthanmedical

7

An ALF Waiver recipient'may appealqn adverse decision'made on his/her case as outlined in MS
Sectign L. If the client c'h\d'osq{;)‘the ALF ‘sase may remain open until the appeal decision is
rendered. Services may cOn’tinue~i£‘agreed upon by the client and the facility. When-the

ALY £ o Y - B4 B3 Faoea-ha by oo HHEH - OR300 ) i
- ol o = ¥

I-641 Temporary Absences from the Assisted Living Facility
MS Manual §3/03/1407/01/20

Once an ALF Waiver application has been approved, Waiver services must be provided in the
facility for eligibility to continue. The County Officecounty-office will be notified by the DHS RN
when Waiver services are discontinued and action will be initiated by the eeunty-effice-County
Office to close the Waiver case with the following exceptions:



MEDICAL SERVICES POLICY MANUAL, SECTION | MARKUP

I-600 Changes
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1. Hospitalization

witHbe-necessary-unless-therecipient- does-notreturato the At within30-days-—If the

recipient does not return from the hospital within 30 days, dies during hospitalization, or is
discharged to his home or elsewhere from the hospital, the ALF facility will report to the

sounty-County and enfermDEO-JG1 and-the casewerkerwillinitiste-case closure will be

initiated. If the recipient reenters another facility after discharge’fi_,o_m’ the hospital or if the
individual is reassessed and no longer meets the [ntermediate'\l.evel of Care, the facility will
also report to the eCounty enfermHEO-702-and the elig&piﬁ_ty cagaworker will take
appropriate action.

2. Nursing Facility Admission

When an ALF recipient enters a nursing fatility and it is anti¢ipated that the stay will be fess
than 30 days;-, the case will remain open If the client dogs notréquest vendor payment for
the temporary stay. If the individualyequests payment for the temporary stay in the nursing
facility, a signed B&G-777application must be obtained and+egistered-and-a-new-along with
a new medical assessmentDHS-704-obtainadif ail,glrgtblhty requirements are met, eligibility
for vendor payment will begin effective the date of entryinto the nursing facility. if the stay
in the facility was less than 30ﬂ\5ys,4/¢f_@ior.payme\ritgmay still be authorized because ALF
recipients are conbidered institutionalized for Medicaid purposes and the Waiver eligibility

prior to the facility stay. ray be appliad toward the 30 day institutionalization requirement.

If the individiial does not retdrn tothe'ALF, but stays in the nursing facility and requests

Nussing-nursing Pagiity-fadility vendor payment, the Medicaid case may be left open while
processing the vegisteped LG nursing facility application. If found eligible for vendor
payment, the vendor payments will be authorized beginning the date of entry to the nursing
facility. If found NOT eligible for vendor or if after 30 days in a facility the individual does not
apply for vendor payment, appropriate notice will be given for case closure.

3. Absence From the Assisted Living GeaterFacility - Non-Institutionalization
When an ALF recipient is absent from the facility for reasons other than institutionalization,
the County Officecounty-effice will not be notified unless the recipient does not return
within 30 days, If the recipient has not returned to the facility after 30 days; and the
providers can no longer deliver services as prescribed by the Sservice Rlan-plan ofCare{e.g.
the recipient has left the state and the return date is unknown}, the DHS RN will notify the

County Officecounty-office to close the ALF Waiver case.
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1-600 Changes

1-650 DDS Waiver

I-650 DDS Waiver
MS Manual 83/8343407/01/20

Recipients will be required to report changes to the DDS Medicaid Eligibility worker within 10
days. The DDS Medicaid Eligibility worker will promptly redetermine eligibility when information
is received about changes in a recipient’s circumstances. When a change occurs that results in
ineligibility, a 10 day advance notice will be gwen unless advance notice is not reqmred
{-Pce-Refer to MS J-130). Neti

Eligibility will end at the end of the ten-10--day advance notice period, URIéSS/tﬁe recipient or
his/her legal representative requests a hearing, or unless whateverwas causinig the intent to
close is resolved prior to the end of the 10 days.

[-660 TEFRA
MS Manual 03£04/4407/01/20

When a change accursithat affects eligibility, the caseworkerwillnotify the TERRA Committea

adwsmg—when—the—elesme-wm-be-madghe-apphcant will be sent a 10--day advance notice
usmg—fe#m@@@—?@@ unless advange riotice ?s Jnot requured {R& Refer to MS 1-130. 4 Aeeﬁy-eﬁ

1-670 Autism
MS Manual@8/0471507/01/20

All changes (addresses, income decrease or increase, resources, etc.} will be processed by the
Area TEFRA Processing Unit (ATPUY},

1-680 SSI Related Groups Who Became Eligible for or Entitled to Part A

Medicare
MS Manual 83£84£1507/01/20
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1-600 Changes

1-690 Continuing Eligibility for all Pregnant Women Who Are
Medicaid Certified and Who Lose Eligibility Due to income
Changes

If an individual certified under these provisions, Widows and Widowers with Disabilities {OBRA
1987) and Widows, Widowers with a Disability and Surviving Divorced Spouses with a Disability
{OBRA 90}, becomes eligible for or entitled to Part A Medicare, case closure must be considered.
Before closing the case, however, it should be determined whether or not the individual would
be eligible for coverage in another category,

In determining Qualified Medlcare Beneficiaries (QMB) QMB—ellglbllltv, Il SSA income wii[ be

counted in the budget. e g
anterod-into-the-electroniceasefile-lt will not be necessary to obt@m a new: appllcatlon unless it

is time to make the annual reevaluation of the disability case

If an individual is found QMB eligible, the existing disability case will be closed:

The individual should be notified in advance by-BEG-786-0f losure of the disability case because
of Part A Medicare eligibility or entitlement, but that the case'will be reopened as a QMB with
benefits limited to payment of Medicare premiums, deductibles and coirfsurance.

1-690 Continuing Eligibility for all Pregnant Women Who Are Medicaid
Certified and Who Lose £ligibility Due to Intome Changes
M5 Manual 84/0441707/01/20

Pregnant women certi?jed\:_in any Medicaid catégog'wil[ not lose efigibility due to a change of
either personal or household income. A pr\e"gnant woman whose increased income makes her
ineligible for the category I which:shéwas originally certified will be considered continuously
PW eligible throughout the preghancy and_the postpartum period.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: ARKANSAS

REASONABLE LIMITS ON AMOUNTS FOR NECESSARY MEDR{CAL
OR REMEDIAL CARE NOT COVERED UNDER MEDICATD

¢ Moust be incurred no earlier than the three-month period preceding the montﬁ of annfzcanon.

¢ The noncovered expenses must be prescribed by a Medical professional ((g aphysician, dentlsf
optometrist, chiropractor, etc.).

e Payments for cosmetic/ elective procedures {e.g.. face lifis or lipgsuction) will riot
be allowed except when prescribed by a medical professional.

¢ __Amount is the least of the fee recognized by Medicaid. Medicare,-oF the dverage cost allowed
by a commercial health insurance plan in Arkansas.

¢ Expenses incurred as a result of the imposition of a transfer of aséets penalty. are not allowed.

o Expenses resulting from the failure to obtain prier approval ffom applicable private insurance,
Medicare. or Medicaid. due fo the service being medically unnecessary, are not allowed.

e Dedunetion is not allowed for procedures ‘lilowed bv Medicaid when prior authorization is denied due to
the service being medically unnecessary.

o _Expenses when a third party (including Medicaid)is liable for the expenses. even if provided by an out-
of-network provider, are not allowed,. '

e Goeneral health insurance preniiums pald by someoiie other than the recipient (excluding the
community spouse) who isfota ﬁnauclall\ resndnsnble relative and repavment is not expected to be
paid back to the third party by the recipient, #re not allowed.

TN No. Approval Date Effective Date

Supersedes TN No.
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Stricken language would be deleted from and underlined language would be added to present law.
Act 892 of the Regular Session

State of Arkansas

91st General Assembly A B ill

Regular Session, 2017 HOUSE BILL 2177

By: Representative McCollum

For An Act To Be Entitled
AN ACT TO CLARIFY THE PROPER ADMINISTRATION BY THE
DEPARTMENT OF HUMAN SERVICES OF THE FEDERAL
REGULATIONS PERTAINING TO POST-ELIGIBILITY TREATMENT
OF INCOME OF INSTITUTIONALIZED INDIVIDUALS OF LONG-
TERM CARE MEDICAID; AND FOR OTHER PURPOSES. ~

Subtitle
TO CLARIFY THE PROPER ADMINISTRATION BY
THE DEPARTMENT OF HUMAN SERVICES OF THE
FEDERAL REGULATIONS PERTAINING TO POST-
ELIGIBILITY TREATMENT OF INCOME OF
INSTITUTIONALIZED INDIVIDUALS OF LONG-
TERM CARE MEDICAID.

BE IT ENACTED BY THE GENERAL ASSEMBLY OF THE STATE OF ARKANSAS:
SECTION 1. Arkansas Code § 20-77-127, concerning eligibility for long-

term care, 1is amended to add an additional subsection to read as follows:

(e)(1l)(A) Under 42 C.F.R. § 435,725, certain amounts of income may be

deducted from income to:

(1) Calculate the amount certain institutionalized

recipients of long-term care Medicaid must contribute to the cost of their

care; and
(ii) Determine the amount by which the Medicaid

pavment to the ingstitution is to be reduced.

(B) The federal regulations also provide for deduction

amounts for incurred expenses for “necessary medical or remedial care

AR SV—
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recognized under State law but not covered under the State’s Medicaid plan,

subject to reasonable limits the agency mavy establish on amounts of these

expenses", which are commonly referred to as "Medicaid income offsets",

(2) The Department of Human Services shall clarify the proper

administration of 42 C.F.R. § 435.725, as it existed on January 1, 2017, by

creating and promulgating rules that:

(A) Identify and define the types of expenses that are

not covered by the Medicaid State Plan that are potentially eligible for

Medicaid income offset:
(B) Identify the types of expenses that are not eligible

for Medicaid income offset;

(C) Define a process for determining whether the medical

or remedial service is medicallvy appropriate and necessary and not covered

under the Medicaid Stare Plan; and

(D) Set reasconable limits on the amounts allowed for

eligible Medicaid income offsets.

APPROVED: 04/04/2017
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