EXHIBIT E

DEPARTMENT OF HUMAN SERVICES, DIVISION OF COUNTY OPERATIONS

SUBJECT: Medical Services Policy Section A-116, H-110, H-400, H-600 and H-700

DESCRIPTION:

Statement of Necessity

The Medical Services Policy has been updated to reflect new rules concerning Miller
Income Trusts, patient liability and an estate recovery process change. The changes are
implemented pursuant to Act 570 addressing estate recovery along with an update
consistent with Act 530.

Miller Income Trust rule changes are that a client’s income will no longer be required to
be transferred, but instead only the amount necessary to make the client income eligible.
Policy is also updated to allow for court-ordered child support and court-ordered spousal
support as allowable deductions for patient liability in the Long-Term Services and
Supports categories. Policy is updated to reflect that estate recovery can no longer be
made from assets that are transferred by beneficiary deed. Finally, consisted with Act
530, DCO deleted the rule that a failure to pay a premium for three (3) consecutive
months will result in a debt to the State of Arkansas.

The proposed rule:

- Aligns language to correspond with the implementation of the new ARIES system;
- Further defines what income must be included in a trust;

- Includes mandatory expenses as allowable deductions;

- Clarifies that only income above the eligibility cutoff must be placed in a trust;

- Removes property transferred by beneficiary deed from estate recovery; and

- Updates the rule consistent with Act 530.

Rule Summary

The following are the changes to Policy A:

A-116 Premiums for the Adult Expansion Group
Removed the sentence “Failure to pay the premium for three (3) consecutive months will
result in a debt to the State of Arkansas.”

The following are the proposed changes to Policy H:
1. H-100 Long-Term Services and Supports
a. Spelling and grammar corrected; and
b. Formatting adjusted.
2. H-111 Requirements for an Income Trust
a. Updated, rule change: not all income must go to trust;
b. Updated, rule change: court-ordered child support and court-ordered spousal
support are an allowable deduction;
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c. Updated, rule change: not all income must go to trust—only the amount that
would make the client ineligible;
d. Verbiage and processes changed due to new system;
e. Business processes removed to be added to business process manual; and
f. Formatting adjusted.
H-112 Income Trust Application Process
a. Business processes removed; and
b. Formatting adjusted.
H-113 Post Eligibility Procedures
a. Verbiage and processes changed due to new system,;
b. Business processes removed to be added to business process manual; and
c. Formatting adjusted.

. H-114 Changes to an Income Trust

a. Verbiage and processes changed due to new system; and
b. Formatting adjusted.
H-115 Reevaluations with an Income Trust
a. Updated, rule change: not all income must go to trust—only the amount that
would make the client ineligible;
b. Verbiage and processes changed due to new system; and
c. Formatting adjusted.
H-116 Termination of an Income Trust
a. Verbiage and processes changed due to new system,;
b. Business processes removed to be added to business process manual; and
c. Formatting adjusted.

. H-400 Post-Eligibility

a. Spelling and grammar corrected; and
b. Formatting adjusted.
H-402 Consideration of Income
a. Spelling and grammar corrected; and
b. Formatting adjusted.
H-403 Rebutting Consideration of Income
a. Verbiage and processes changed due to new system; and
b. Formatting adjusted.

. H-410 Factors Used to Determine the Cost of Care

a. Updated, rule change: court-ordered child support and court-ordered spousal
support are an allowable deduction;
b. Updated to reflect process changes; and
c. Formatting adjusted.
H-412 Contribution to the Cost of Care for Assisted Living Facilities
a. Updated, rule change: mandatory expenses are an allowable deduction; and
b. Formatting adjusted.
H-413 Contribution to the Cost of Care for PACE
a. Updated, rule change: mandatory expenses are an allowable deduction; and
b. Formatting adjusted.
H-416 Verification or Refusal of Contributions
a. Updated to reflect process changes; and
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b. Formatting adjusted.
H-430 Earnings of Intermediate Care Facilities for Individuals with Intellectual
Disabilities (ICF/IID) Facility Residents
a. Spelling and grammar corrected; and
b. Formatting adjusted.
H-440 Effective Eligibility Dates for Nursing Homes
a. Spelling and grammar corrected; and
b. Formatting adjusted.
H-450 Approval of an Applicant Who is in a Medicare Bed
a. Formatting adjusted.
b. Changed “Medicaid” to “Health Care.”
H-481 Case Adjustments for Lump Sum Payments in Prior Months
a. Spelling and grammar corrected; and
b. Formatting adjusted.
c. Changed “Medicaid” to “Health Care.”
H-490 Absences from Long-Term Care Facilities
a. Spelling and grammar corrected; and
b. Formatting adjusted.
H-493 Operations Plan - Relocation of Recipients
a. Spelling and grammar corrected; and
b. Formatting adjusted.
H-600 Estate Recovery
a. Updated, rule change: estate recovery can no longer be made from assets
transferred by beneficiary deed; and
b. Formatting adjusted.
H-630 Recovery Procedures
a. Updated, rule change: estate recovery can no longer be made from assets
transferred by beneficiary deed; and
b. Formatting adjusted.
H-640 Application for a Hardship Waiver
a. Formatting adjusted.
b. Changed “Medicaid” to “Health Care.”
H-700 Undue Hardship Waiver
a. Formatting adjusted.
H-710 Hardship Waiver for Home Equity
a. Language and processes updated; and
b. Formatting adjusted.
H-720 Hardship Waiver for Transfer of Resources/Income
a. Language and processes updated; and
b. Formatting adjusted.
H-730 Hardship Waiver for Estate Recovery
a. Language and processes updated; and
b. Formatting adjusted.



PUBLIC COMMENT: No public hearing was held on this rule. The public comment
period expired on April 9, 2022. The agency indicated that it received no public
comments.

The proposed effective date is August 29, 2022.

FINANCIAL IMPACT: The agency indicated that this rule has a financial impact.

Per the agency, the total cost to implement this rule is $7,947,327 for the current fiscal
year ($2,255,451 in general revenue and $5,691,875 in federal funds) and $9,356,792 for
the next fiscal year ($2,655,458 in general revenue and $6,701,335 in federal funds). The
total estimated cost by fiscal year to state, county, and municipal government to
implement this rule is $2,255,451 for the current fiscal year and $2,655,458 for the next
fiscal year.

The agency indicated that there is a new or increased cost or obligation of at least
$100,000 per year to a private individual, private entity, private business, state
government, county government, municipal government, or to two or more of those
entities combined. Accordingly, the agency provided the following written findings:

(1) a statement of the rule’s basis and purpose;

This rule change allows Long Term Services and Supports (LTSS) applicants/recipients
the added deductions of court-ordered child support and spousal support in their patient
liability budget. Also, there is an adjustment to Miller Income Trust requirements.
Individuals no longer have to place all income into a Miller Income Trust, only the
amount that causes the individual to be ineligible must be transferred. In addition, this
rule change prohibits estate recovery from assets that are transferred by beneficiary deed.

(2) the problem the agency seeks to address with the proposed rule, including a statement
of whether a rule is required by statute;

This rule is required due to an agreement between DHS and the legislature concerning the
patient liability update and the Miller Income Trust update. Legislation was proposed but
was pulled due to the agreement. Act 570 addresses the change to the estate recovery
process.

(3) a description of the factual evidence that:

(a) justifies the agency’s need for the proposed rule; and

(b) describes how the benefits of the rule meet the relevant statutory objectives and justify
the rule’s costs;

This rule change is a result of legislation that was proposed for the Miller Income Trust
and Act 570 for the estate recovery change.



(4) a list of less costly alternatives to the proposed rule and the reasons why the
alternatives do not adequately address the problem to be solved by the proposed rule;

There are no less costly alternatives.

(5) a list of alternatives to the proposed rule that were suggested as a result of public
comment and the reasons why the alternatives do not adequately address the problem to
be solved by the proposed rule;

N/A

(6) a statement of whether existing rules have created or contributed to the problem the
agency seeks to address with the proposed rule and, if existing rules have created or
contributed to the problem, an explanation of why amendment or repeal of the rule
creating or contributing to the problem is not a sufficient response; and

The existing rule did not allow a deduction in the patient liability budget for court-
ordered child support and spousal support and does not allow for partial income to be
placed in a Miller Income Trust. Changes to the estate recovery process for beneficiary
deeds is mandated by Act 570. These changes will have a positive impact on LTSS
applicants and recipients.

(7) an agency plan for review of the rule no less than every ten (10) years to determine
whether, based upon the evidence, there remains a need for the rule including, without
limitation, whether:

(a) the rule is achieving the statutory objectives,

(b) the benefits of the rule continue to justify its costs; and

(c) the rule can be amended or repealed to reduce costs while continuing to achieve the
Statutory objectives.

The agency will develop a plan to review the impact of this rule within a designated time
frame to ensure that there is still a positive impact to the LTSS applicants/recipients.

LEGAL AUTHORIZATION: The Department of Human Services has the
responsibility to administer assigned forms of public assistance and is specifically
authorized to maintain an indigent medical care program (Arkansas Medicaid). See Ark.
Code Ann. §§ 20-76-201(1), 20-77-107(a)(1). The Department has the authority to make
rules that are necessary or desirable to carry out its public assistance duties. Ark. Code
Ann. § 20-76-201(12). The Department and its divisions also have the authority to
promulgate rules as necessary to conform their programs to federal law and receive
federal funding. Ark. Code Ann. § 25-10-129(b). This rule implements Acts 530 and
570 of 2021.

Act 530, sponsored by Senator Missy Irvin, amended Title 23 of the Arkansas Code to
ensure the stability of the insurance market in Arkansas and created the Arkansas Health
and Opportunity for Me Act of 2021 and the Arkansas Health and Opportunity for Me



Program. The Department of Human Services shall adopt rules necessary to implement
the Health and Opportunity for Me Act. Act 530, § 1, codified at Ark. Code Ann. § 23-
61-1012.

Act 570, sponsored by Representative John Maddox, amended the law concerning
beneficiary deeds and prohibited the recovery of benefits against an interest acquired
from a deceased recipient by a grantee of a beneficiary deed in certain circumstances.
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QUESTIONNAIRE FOR FILING PROPOSED RULES AND REGULATION S
WITH THE ARKANSAS LEGISLATIVE COUNCIL

DEPARTMENT/AGENCY Department of Human Services

DIVISION : County Operations

DIVISION DIRECTOR Mary Franklin

CONTACT PERSON Mac Golden

ADDRESS ‘ P. O. Box 1437, Slot S295 Little Rock, AR 72203-1437

Mac.E.Golden

PHONE NO. 501-320-6383 FAXNO. 501-404-4619 E-MAIL _(@dhs.arkansas.gov
NAME OF PRESENTER AT COMMITTEE MEETING Mary Franklin
PRESENTER E-MAIL Mary.Franklin@dhs.arkansas.gov

S 0 wmr

INSTRUCTIONS

Please make copies of this form for future use.

Please answer each question completely using layman terms. You may use additional sheets, if
necessary.

If you have a method of indexing your rules, please give the proposed citation after “Short Title
of this Rule” below. '

Submit two (2) copies of this questionnaire and financial impact statement attached to the front
of two (2) copies of the proposed rule and required documents. Mail or deliver to:

Rebecca Miller-Rice ‘
Administrative Rules Review Section
Arkansas Legislative Council
Bureau of Legislative Research

One Capitol Mall, 5* Floor

Little Rock, AR 72201

*********************************************************************************

L

2.

_ Medical Services Policy Section A-116, H-100, H-400, H-600
What is the short title of this rule?  and H-700

What is the subject of the proposed rule? See Attached.

3. Is this rule required to comply with a federal statute, rule, or regulation? Yes [ | No [X

If yes, please provide the federal rule, regulation, and/or statute citation.

Was this rule filed under the emergency provisions of the Administrative Procedure Act?

Yes[ ] No [X
If yes, what is the effective date of the emergency rule?

When does the emergency rule expire?

Will this emergency rule be promulgated under the permanent provisions of the Administrative

Procedure Act?
Yes [] No[ ]

Revised June 2019
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Is this a new rule? Yes[ | No
If yes, please provide a brief summary explaining the regulation.

Does this repeal an existing rule? ~ Yes [_] No X

If yes, a copy of the repealed rule is to be included with your completed questionnaire. If it is being
replaced with a new rule, please provide a summary of the rule giving an explanation of what the rule
does.

Is this an amendment to an existing rule? Yes [X] No[]

If yes, please attach a mark-up showing the changes in the existing rule and a summary of the
substantive changes. Note: The summary should explain what the amendment does, and the
mark-up copy should be clearly labeled “mark-up.”

See attached.

Cite the state law that grants the authority for this proposed rule? If codified, please give the Arkansas
Code citation. Arkansas Code §§ 20-76-201. 20-77-107, and 25-10-129

What is the purpose of this proposed rule? Why is it necessary? See Attaéhed. :

Please provide the address where this rule is publicly accessible in electronic form via the Internet as
required by Arkansas Code § 25-19-108(b).

ht_tgs:/fhumanservices.arkansas.Eow’do-business-wiﬂl-dhs/proposed-rules/

Will a public hearing be held on this proposed rule? ~ Yes[ ]  No[X
If yes, please complete the following:

Date:
Time:

Place:

When does the public comment period expire for permanent promulgation? (Must provide a date.)
April 9, 2022

What is the proposed effective date of this proposed rule? (Must provide a date.)
August 29%, 2022

12. Please provide a copy of the notice required under Ark. Code Ann. § 25-15-204(a), and proof of the
publication of said notice. See Attached.

13.

14.

Please provide proof of filing the rule with the Secretary of State as required pursuant to Ark.
Code Ann. § 25-15-204(e). See Attached.

Please give the names of persons, groups, or organizations that you expect to comment on these rules?
Please provide their position (for or against) if known. Unknown

Revised June 2019



NOTICE OF RULE MAKING

The Director of the Division of County Operations of the Department of Human Services announces for 2
public comment period of thirty (30) calendar days a notice of rulemaking for the following proposed rule
under one or more of the following chapters, subchapters, or sections of the Arkansas Code: §§20-76-201,
25-10-129 and 20-77-107.

Effective July 1, 2022:

The Director of the Division of County Operations (DCO) amends the Medical Services Policy Sections
A and H to incorporate the legislative changes made by Acts 530 and 570 of the 93" General Assembly
regular session as well as make technical and grammatical changes. In accordance with Act 570, DCO
changes the rule to reflect that estate recovery can no longer be made from assets transferred by a
beneficiary deed. Due to the implementation of a new system, verbiage and processes are changed with
some business processes removed. DCO amends the Medical Services Policy to clarify what income must
be included in a trust and that mandatory expenses are an allowable deduction. The change removes the
requirement that all income must be placed in a trust and replaces it with the requirement that only the
amount of income making the client ineligible must be transferred. DCO adds child support and spousal
support as income exceptions when the agency calculates income. Correspondingly, and consistent with
Act 530, DCO deleted the rule that a failure to pay a premium for three (3) consecutive months will result
in a debt to the State of Arkansas.

The proposed rule is available for review at the Department of Human Services (DHS) Office of Rules
Promulgation, 2nd floor Donaghey Plaza South Building, 7th and Main Streets, P. O. Box 1437, Slot
$295, Little Rock, Arkansas 72203-1437. You may also access and download the proposed rule at
https://humanservices.arkansas.gov/do-business-with-dhs/proposed-rules”. Public comments must be
submitted in writing at the above address or at the following email address: ORP(g@;dhs.arkansas.gov. All
public comments must be received by DHS no later than April 09, 2022. Please note that public
comments submitted in response to this notice are considered public documents. A public comment,
including the commenter’s name and any personal information contained within the public comment, will
be made publicly available and may be seen by various people.

If you need this material in a different format, such as large print, contact the Office of Rules
Promulgation at 501-396-6428.

The Arkansas Department of Human Services is in compliance with Titles VI and VII of the Civil Rights
Act and is operated. managed and delivers services without regard to religion, disability, political
affiliation, veteran status, age, race, color or national origin. 4502035775

4 /s
ey Vianbldi -
Mary Franklif, Director
Division of County Operations



i FINANCIAL IMPACT STATEMENT
PLEASE ANSWER ALL QUESTIONS COMPLETELY
DEPARTMENT Department of Human Services

DIVISION County Operations
PERSON COMPLETING THIS STATEMENT Jason Callan
TELEPHONE 501-320-6540 FAX EMAIL: Jason.Callan@dhs.arkansas.gov

To comply with Ark. Code Ann. § 25-15-204(e), please complete the following Financial Impact
Statement and file two copies with the questionnaire and proposed rules.

SHORT TITLE OF THIS

RULE Medical Services Policy Section A-116, H-100, H-400, H-600 and
H-700

1. Does this proposed, amended, or repealed rule have a financial impact? ~ Yes X No[]

2. Is the rule based on the best reasonably obtainable scientific, technical,
‘economic, or other evidence and information available concerning the
‘need for, consequences of, and alternatives to the rule? Yes X No [ ]

3. In consideration of the alternatives to this rule, was this rule determined
by the agency to be the least costly rule considered? Yes No []

If an agency is proposing a more costly rule, please state the following:

(a) How the additional benefits of the more costly rule justify its additional cost;

(b) The reason for adoption of the more costly rule;

(c) Whether the more costly rule is based on the interests of public health, safety, or welfare, and if
s0, please explain; and;

"(d) Whether the reason is within the scope of the agency’s statutory authority; and if so, please
s i explain.

4. "If-tﬁe purpose of this rule is to implefnent a federal rule or regulation, please state the following:

(a) What is the cost to implement the federal rule or regulation?

. Current Fiscal Year Next Fiscal Year
General Revenue _$ General Revenue 3
Federal Funids $ Federal Funds $
Cash Funds Cash Funds

Revised June 2019



Special Revenue Special Revenue
- Other (Identify) Other (Identify)

Total e Total $

(b)  What is the additional cost of the state rule?

Current Fiscal Year Next Fiscal Year

General Revenue  $2,255,451 General Revenue ~ $2,655,458
Federal Funds $5,691,875 Federal Funds $6,701,335
Cash Funds Cash Funds

Special Revenue Special Revenue

Other (Identify) Other (Identify)

Total $7,947,327 Total $9,356,792

5. What is the total estimated cost by fiscal year to any private individual, entity and business subject to the
proposed, amended, or repealed rule? Identify the entity(ies) subject to the proposed rule and explain how
they are affected. ‘ '

Current Fiscal Year Next Fiscal Year
$ $

6. What is the total estimated cost by fiscal year to state, county, and municipal government to implement
this rule? Is this the cost of the program or grant? Please explain how the government is affected.

Current Fiscal Year Next Fiscal Year
§ 2,255,451 $ 2,655,458

With respect to the agency’s answers to Questions #5 and #6 above, is there a new or increased cost
or obligation of at least one hundred thousand dollars ($100,000) per year to a private individual,
private entity, private business, state government, county government, municipal government, or to
two (2) or more of those entities combined?

Yes No []

If YES, the agency is required by Ark. Code Ann. § 25-15-204(e)(4) to file written findings at the
time of filing the financial impact statement. The written findings shall be filed simultaneously
with the financial impact statement and shall include, without limitation, the following:

(1) a statement of the rule’s basis and purpose;

This rule change allows Long Term Services and Supports (LTSS) applicants/recipients the
added deductions of court ordered child support and spousal support in their patient liability
budget. Also, there is an adjustment to Miller Income Trust requirements. Individuals no
longer have to place all income into a Miller Income Trust, only the amount that causes the
individual to be ineligible must be transferred. In addition, this rule change prohibits estate
recovery from assets that are transferred by beneficiary deed.

Revised June 2019



(2) the problem the agency seeks to address with the proposed rule, including a statement of whether
a rule is required by statute;

This rule is required due to an agreement between DHS and the legislature concerning the

patient liability update and the Miller Income Trust update. Legislation was proposed but

pulled due to the agreement. Act 570 addresses the change to the estate recovery process.

(3) a description of the factual evidence that:
(a) justifies the agency’s need for the proposed rule; and
(b) describes how the benefits of the rule meet the relevant statutory objectives and justify
the rule’s costs;
This rule change is a result of legislation that was proposed for the Miller Income Trust and
Act 570 for the estate recovery change.

(4) a list of less costly alternatives to the proposed rule and the reasons why the alternatives do not
adequately address the problem to be solved by the proposed rule;
There are no less costly alternatives.

(5) a list of alternatives to the proposed rule that were suggested as a result of public comment and
the reasons why the alternatives do not adequately address the problem to be solved by the
proposed rule;

N/A

(6) a statement of whether existing rules have created or contributed to the problem the agency seeks
to address with the proposed rule and, if existing rules have created or contributed to the
problem, an explanation of why amendment or repeal of the rule creating or contributing to the
problem is not a sufficient response; and

The existing rule did not allow a deduction in the patlent liability budget for court ordered

child support and spousal support and does not allow for partial income to be placed in 2

Miller Income Trust. Changes to the estate recovery process for beneficiary deeds is mandated

by Act 570. These changes will have a positive impact on LTSS applicants and recipients.

(7) an agency plan for review of the rule no less than every ten (10) years to determine whether,
based upon the evidence, there remains a need for the rule including, without limitation,
whether:

(a) the rule is achieving the statutory objectives;

(b) the benefits of the rule continue to justify its costs; and

(c) the rule can be amended or repealed to reduce costs while continuing to achieve the
statutory objectives.

The Agency will develop a plan to review the impact of this rule within a designated time

frame to ensure that there is still a positive impact to the LTSS applicant/recipient.

Revised June 2019



Medical Services Policy Section A-116 and Section H
Why is this change necessary? Please provide the circumstances that necessftate the change.

The Medical Services Policy has been updated to reflect new rules concerning Miller Income Trusts,
patient liability and an estate recovery process change. The changes that are implemented pursuant to
ACT 570 addressing estate recovery, and an update consistent with Act 530.

Miller Income Trust rule changes are that a client’s income will no longer be required to be transferred,
but instead only the amount necessary to make the client income eligible. Policy is also updated to allow
for court ordered child support and court ordered spousal support as allowable deductions for patient
liability in the Long-Term Services and Supports categories. Policy is updated to reflect that estate
recovery can no longer be made from assets that are transferred by beneficiary deed. Finally, consistent
with Act 530, DCO deleted the rule that a failure to pay a premium for three (3) consecutive months will
result in a debt to the State of Arkansas.

The proposed rule:
* Aligns language to correspond with the implementation of the new ARIES system;
* Further defines what income must be included in a trust;
* Includes mandatory expenses as allowable deductions;
e Clarifies that only income above the eligibility cutoff must be placed in a trust;
* Removes property transferred by beneficiary deed from estate recovery; and
* Updates the rule consistent with Act 530.

What is the change?
The following are the changes to Policy A :

1. A-116 Premiums for the Adult Expansion Group
a. Removed the sentence “ Failure to pay the premium for three (3) consecutive months will
result in a debt to the State of Arkansas.

The following are the proposed changes to Policy H:
1. H-100 Long-Term Services and Supports
a. Spelling and grammar corrected; and
b. Formatting adjusted.
2. H-111 Requirements for an Income Trust
a. Updated, rule change: not all income must go to trust; _
b. Updated, rule change: court-ordered child support and court-ordered spousal support
are an allowable deduction;
C. Updated, rule change: not all income must go to trust—only the amount that would
make the client ineligible;
d. Verbiage and processes changed due to new system;
e. Business processes removed to be added to business process manual; and
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. Formatting adjusted.

.H-112 Income Trust Application Process

a. Business processes removed; and
b. Formatting adjusted.
H-113 Post Eligibility Procedures
a. Verbiage and processes changed due to new system;
b. Business processes removed to be added to business process manual; and
c. Formatting adjusted.
H-114 Changes to an Income Trust
a. Verbiage and processes changed due to new system; and
b. Formatting adjusted.
H-115 Reevaluations with an Income Trust
a. Updated, rule change: not all income must go to trust—only the amount that would
make the client ineligible;
b. Verbiage and processes changed due to new system; and
c. Formatting adjusted.
H-116 Termination of an Income Trust
a. Verbiage and processes changed due to new system;
b. Business processes removed to be added to business process manual; and
¢. Formatting adjusted.
H-400 Post-Eligibility
a. Spelling and grammar corrected; and
b. Formatting adjusted.
H-402 Consideration of Income
a. Spelling and grammar corrected; and
b. Formatting adjusted.
H-403 Rebutting Consideration of Income
a. Verbiage and processes changed due to new system; and
b. Formatting adjusted.
H-410 Factors Used to Determine the Cost of Care
a. Updated, rule change: court-ordered child support and court-ordered spousal support
are an allowable deduction;
b. Updated to reflect process changes; and
¢.  Formatting adjusted.
H-412 Contribution to the Cost of Care for Assisted Living Facilities
a. Updated, rule change: mandatory expenses are an allowable deduction; and
b. Formatting adjusted.
H-413 Contribution to the Cost of Care for PACE
a. Updated, rule change: mandatory expenses are an allowable deduction; and
b. - Formatting adjusted.
H-416 Verification or Refusal of Contributions
a. Updated to reflect process changes; and
'b. Formatting adjusted.
H-430 Earnings of Intermediate Care Facilities for Individuals with Intellectual Disabilities
(ICF/1ID) Facility Residents
a. Spelling and grammar corrected; and
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b. Formatting adjusted.
H-440 Effective Eligibility Dates for Nursing Homes
a. Spelling and grammar corrected; and
b. Formatting adjusted.
H-450 Approval of an Applicant Who is in a Medicare Bed
a. Formatting adjusted.
b.  Changed “Medicaid” to “Health Care”.
H-481 Case Adjustments for Lump Sum Payments in Prior Months
a. -Spelling and grammar corrected; and ‘
'b. Formatting adjusted.
c. Changed “Medicaid” to “Health Care”.
H-450 Absences from Long-Term Care Facilities
a. Spelling and grammar corrected; and
b. Formatting adjusted.
H-493 Operations Plan - Relocation of Recipients
a. Spelling and grammar corrected; and
b.- Formatting adjusted.
H-600 Estate Recovery :
a. Updated, rule change: estate recovery can no longer be made from assets transferred
by beneficiary deed; and
b.__Formatting adjusted.
H-630 Recovery Procedures
a. Updated, rule change: estate re'covery can no longer be made from assets transferred
by beneficiary deed; and
b. Formatting adjusted.
H-640 Application for a Hardship Waiver
a. Formatting adjusted.
b. Changed “Medicaid” to “Health Care”.
H-700 Undue Hardship Waiver
~a. Formatting adjusted.
H-710 Hardship Waiver for Home Equity
a. Llanguage and processes updated; and
b. Formatting adjusted.
H-720 Hardship Waiver for Transfer of Resources/Income
a. Llanguage and processes updated; and
b. Formatting adjusted.
H-730 Hardship Waiver for Estate Recovery
.a. Language and processes updated; and
-b. - Formatting adjusted.



MEDICAL SERVICES POLICY MANUAL, SECTION X

Error! No text of specified style in document.

£-716 Premivms For The Adult Expansion Group
MS Manual 048/6129/14722 '

A program participant who has income of at least 100% of the federal poverty level will pay a
premium of no more than 2% of their income to a health insurance carrier.

individuals who are medically frail and receiving traditional Medicaid will not be required to pay
a premium.




MEDICAL SERVICES POLICY MANUAL, SECTION X

Error! No text of specified style in document.

A-116 Premiums For The Adult Expansion LIoUp

MS Manual 08/29/22
A program participant who has income of at least 100% of the federal poverty level will pay a

premium of no more than 2% of their income to a health insurance carrier.

Individuals who are medically frail and receiving traditional Medicaid will not be required to pay

a premium.



Medical Services Policy Manual, Section H

H-100 Long--Term Services and Supports
MS Manual 6708/3429/452022

The policies located in Section H of this manual describe programs and procedures that are
unique to the Long—Term Services and Supports eligibility groups. These sections include:

1. Income Trusts; (&4

2. Spousal Impoverishment Rules; (&

3. Transfer of Resources; (VS H-200); and

4. Post—Eligibility rules- (i

5. Long-Term Care Insurance Partnership Program (&4

6. Estate Recovery (v

7. Undue Hardship Waiver (&

H-140 Incom:e

Lrusts

MS Manual 8208/8129/2422

An individual with income in excess of the income limit may establish an income trust for the purpose of becoming
Ibedient + Care eligible. This type of trust is commonly referred to as a Miller Income Trust.

H-117% Reguireni

1ts for an Income Trust
MS Manual 8708/4229/452022

As: Milier Income Trust must meet the following conditions:
1. Terms and Other Conditions

The trust must be irrevocable. It can be terminated or amended only by mutual
agreement between the Department of Human Services (DHS) and the trustee.

The trust may be used to establish MesicaidHealth Care eligibility for individuals
determined tobe medically in need of care in a nursing facility or assisted living
facility or PACE.
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The trust must have been created either by the individua! or by the individual's
child, spouse, sibling, attorney-in-fact or Power of Attorney, guardian, or
representative pavee as determined by the Social Security Administration.
Establishment of a Miller income Trust by these individuals previously listed will be
considered as valid for the purposes of Health Care eligibility.

The trust must have been established on or after August 11, 1993.

The trust can only be funded from Social Security, pension, and all other income payable
to an individual, including income earned by the trust account. If assets other than
income, such as real or personal property, are placed in the trust, the individual cannot
be eligible for facility services under the income trust provisions.

The trust must contain a provision that all assets remaining in the trust at the
individual's death will be transferred to DHS up to an amount equal to medical
payments made by DHS on behalf of the individual subsequent to establishment of the
trust.

2. Consideration of Income

An individual with gross monthly countable income: (excluding VA A&A and CME/UME};
wihieh-that exceeds the federal cap of three (3) times the SSI payment for an individual
living in kistheir own home; may establish eligibility through an income trust.

individuals are not required to place all their income into 2 Mil

eligible for Health Care. -Any income, other than VA A& A and CME/UNME. that exceeds the

income limit must be placed in the trust,

of ar-individualicd

oA R

Income received by an individual and placed in the trust, or an individual’s income paid
to the trust by direct deposit, is not countable income for eligibility purposes but will
be countable toward patient liabilitv. Patient lability is calculated from all gross
income, regardiess of whether or net it is placed in the trust.

rans i a.di Iy by ap todiieli ol onici b tramefapraned bbb b iod fonrn ikl
& g Sy -BY-oR- e HRESEEE- SHEFFeE T HAREGe e
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The income (other than income accumulated by the trust) must be income payable to
the individual, and the income must first be received by the individual before being
placed in the trust. If the individual assigns the right to receive any or all of the income
to the trust, the income assigned is no longer considered income to the individual under
SS! rules. Such an assignment will be considered a disqualifying transfer. However, for
purposes of this section, if an individual authorizes the income to be paid into the trust
by direct deposit from the payor, the direct deposit will not be considered an
assignment (disqualifying transfer).

income in excess of the income limit that is received directly by an individual must be transferred to the trust
immediately upor receipt. Any income that is not transferred into a Miller Incorne Trust in the month itis

received will be counted when determining eligibility.

If in any month the individual’s income that exceeds the i
in the trust, the individual is not eligible for Megicaidtiealt
payment in that month.

i is not placed

benefits or vendor

The income must be placed into and maintained in a single trust account.

If an individual receives income on an irregular basis; (such as royalty or farm rental
income: or lump sum payments such as SSA retroactive benefits), the income must
beplaced into the trust when it is received.

if an individual receives income paid jointly to kis+-themselves and another
person(s), the facility resident’s share of the income must be separated from the
ather ewnerlshshare{sishares owned by the other sperson(s); before depositing &~
the facility resident’stheir share in the trust account. No income belonging to any
other individual may be placed in the income trust of a MedicaidHealth Care
recipient.

3. Fees and Other Disbursements

When no relatives are available to serve as the trustee, a commercial institution such as
a bank can be named as trustee. Commercially reasonable administrative fees that are
charged by the commercial institution may be allowed as trustee fees. The fee will be
considered commercially reasonable if the fee is consistent with administrative fees
charged to other customers for similar services. Trustee fees will not be allowed except
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in these instances. The bank service charges for maintaining the bank account are
allowable fees.

4. Trustee Responsibilities

A trustee may serve without bond or supervision of any court.

Prior to a distribution from the trust, the trustee must notify the easeweskereligibility
worker -responsible for the case of any fees, income taxes, or other payments which-
that must be made from the trust before these disbursements can be made. The
advance notice must be made no later than the month whick-that precedes the month
in which the disbursements will be made.

After certification of the case, no disbursements of any kind can be made by the trustee
until the trustee has been provided a current Notice of Action with the post—eligibility

budget completed Rost o g 2 - : by the -ease-
workerincharge ofthe casesystem. (See WS H

Any disbursements made that are not for the benefit of the recipient, the community
spouse, or other dependents; as specified en-the-BEE-2320n the Notice of Action and
in the electrornic record: will be considered a transferof resources, and a penalty period
may be applied.

Payments must be made from the trust each month only in the amounts specified &=

theDEE-242 on the Notice of Action and in the electronic recerd. The payments must

be made directly to the designated recipient, i.e., tothe recipient or responsible
person for the personal needs allowance (PNA); to the community spouse ansor
dependent(s),_or both, for their allowances; to the recipient or responsible party for
the recipient’s non-covered medical expenses; tc the recipient of couri-ordere chiic
support or court-ordered spousal suppori- or both; and to the facility for the patient’s
share of cost.

While an individual is receiving MedicaidHealth Care benefits in a facility, no
disbursements otherthan those specified eatha-DEO-732 on the Notice of Action and
in the electronic record may be made.

The trust records shall be open to inspection and for copying by DHS, and periodic
reporting may be required at the discretion of DHS.

If the trustee becomes aware of any change in circumstances whick-that will affect the
recipient’s eligibility or the amounts being distributed monthly from the trust, the
trustee shall be responsible for notifying the easewerkereligibility worker of such
changes. Changes to bereported include without limitation income changes, increase or
decrease of cost of non-covered medical expenses, recipient eies-death or
ieavesdeparture from the facility, community spouse enterings a facility, etc.
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The trustee must notify the essewserkereligibility worker if in any month the funds are
not disbursed according to the BEG-232-Notice of Action or if the balance in the trust
account exceeds the maximum allowed as specified in 5 H-113, Post-Eligibility
Procedures, so that the worker can adjust the facility payment(s) for the month(s) in
which the vendor payment is affected.

P

s income Trust Application Process
Refer to Health Care Procedures Manua! for mare information.
MS Manual 87208/4329/452022

Ihanracace
rHE- 4

o consisis ot the followingstens:

e

Individuals with income above the federal cap who inquire regarding Megiesidiealth
Care eligibilityin a facility or for the Waiver program will be given information regarding
eligibility limits under the income trust provisions along with a resource assessment (Re.
M5 E- 500) if requested. Individuals with excess resources cannot establish eligibility
through an income trust.

g‘ NOTE: If an individual receives income from a LTC insurance policy that puts
hisafherthem -over the income limit, an income trust is not required unless the other
countable income; (without counting the LTC insurance paymentsj; puts
hissfactnem over the incomelimit.
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H-113 Post-Eligibility Procedures

MS Manual 028/4329/452022

1. Post-Eligibility Consideration of Income

The total net countable income of an individual will be included in the post—eligibility
consideration. Net income will be calculated, as for all other Medicai¢Health Care
eligible individuals, in the post—eligibility process.

i notin-amounts-cragtor tham the
T H FES-Eregte § '

reprasentative-with-s-copyof the DCO 710 st initial certification-and-cach time itis
pecpscarta seal reucions tha meck alial Budaptduate imenmn hanoac o
Aecessary-to-raake +the postelig e eomachangeso:
otherchang uch-as-thesemadaontha D Imandated-buthe spousalows

2. Begin Date of Eligibility

Eligibility for facility care or Waiver services shall not begin prior to the month in
which the trust is established. A trust is considered established when the completed
documentis signed by the applicant and the trustee, Tre-fisstpessiblobeainaina date

gg_e“g_:rb;lihr. wil-bethe first 2oy gftharmenth-ipaakich-an approvedtristwas-siched

f =
providec-that-thedpdividualisincome hasbeen-placed-in-thetrustaccaunttbank
eur\i-i—%»ta‘-:w :q+|'|{"h--7 Fe-dRskthorzed-funds-hove-bean-disbursed duringth
Fenth ond that the individuakisatharwise slisisle i funds that arenetorwilbnetbe
allowed by-the DEC-712-have been disbursed-from-the-trust-Guring erafer th

It must be verified prior to beginning eligibility that the individual's income wick-
that exceeds the program income limit has been placed in the trust.
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H-100-LongTerm-Senvices-and-Suppors

3. Trust Balance Exceeds Divisor

There is no penalty for transfer of income into an income trust fund. However, if the
balance of the trust at the end of any month (excluding any deposits whieh-that
represent income for the following month and any spousal /- dependent,/ ot non-
covered medical expenses amounts specified on the B&6-7&2-Notice of Action and in
the elecironic record whieh-that were not disbursed for the month) exceeds the
amount of the current divisor used for transfer of resources (£ppendix R),the
individual will not be eligible again for facility care payment until the first of the month
after the month in which the balance in the trust has been spent down for the benefit

of the facility resident. Busing-ary-such-menthisioinelighility-thespousal-

denandant and = c rart madical allowvraneae peog b naid seeording to the OO
GRPERESTis 1 e fead e e ing-tohed
742 snd-MedicaidHealth Care-benefits-otherthanthefaclity-vendorpaymentwillbe-

B NOTE: This only applies to facility payments.
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H-114 Changes to an Income Trust
Refer to Hea!rh Care Procedures Manual for more information.
MS Manual 0708/3329/3£2022
1. Medicare and Other Third-Party Payments

If in any month or part of a month a patient is in a Medicare bed or has other third party
coverage which lessens or eliminates the obligation of the trustee to pay the facility for
the patient’s share of cost as computed on the BE8-742 in the electronic record, the
funds which-that would have been paid to the facility in that month shall remain in the
trust and may not be disbursed for reasons other than for the recipient’s medical care
for which there is no other third party liability.

does-notn leath ..:-m+ the-trust ; r\i ithes lmnn!‘lt\lhi‘l‘!

diapd s
Te-BaYF HE-EBEHeRT

i&c—#ﬂ—f—aeee&ﬁrt«he-ﬁaa

2. Ghent|ndividual Leaves Facility

If an individual leaves a facility for a therapeutic home visit {up to fourieen (14) days-
or for a hospital visit tup to five (5] days}, Meeisaid!

alth Care benefits and vendor
payment will continue, andthe trustee will make disbursements in that month as
specified on the BEG-Z32Notice of Action and in the electronic record.

DHS Lounty-OH ‘_-'nr\f'ﬁ7ﬁ’]qn'|+ar islenthac-potentered Rorisiantidpated
t-haﬁ:mw#ea&er—m»he@#&&h% aa%z—h—aeaea—ef-@mended»heme-wm—er-

The casewerkermustdetorminetho raciden siplent-when-receivingaDEC-70
HNotice-of-Discharpe-from-a-faciliti-becausedaciitios may-arr ushesend-discharg
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If an individual improves to the extent that-ke-s~she-s they are able to return home
and-is are deemed unlikely to need continuing care in a facility according to written
medical statement, the pedicaidHealth Care case must be closed, However, the trust
must be maintained according to the terms of the trust, i.e., the individual’s income
must continue to go intothe trust; no other individual’s income may be put into the
trust, etc. Disbursements may be made only for medical care, food, clothing,
transportation, and shelter for the individual.

3. Changes in Community Spouse or Dependent Status

If a community spouse or dependent who has been receiving a monthly income allowance from
the facility resident enters a facility, has an income change, divorces therecipient, or dies, the
easewerkereligibility worker in charge of the case must be notified within ten (10) days by the
recipient, representative, trustee, or other responsible party. No additional disbursements for
the spouse or dependent can be made until the easewerkereligibility worker has revised the
beo-2iapost-eligibility budget and provided the trustee with a copy of the Notice of Action.

H-115] ot : . enewals with an income Trust

MS Manual 0728/4329/352022

In addition to the required verification of other eligibility factors at annual
the @paewy bitity worker will verify that the iaiagusisamount reguir

rreame has beenplaced in the trust and disbursements made as required
since the last reevstationrenewal. This may be done by viewing bank statements or other

lig

trustee records that may be available.

F-116 Termination otan income Trust
Refer to Health Care Procedures Manua! for more information.

MS Manual 078/4228/152022
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Since income trusts are irrevocable, iscama-truststhey cannot be terminated while the
individual isstill alive, except when:

e QPRS- Office of Chief Council (OCC) determines an error was made in the establishment of the trust;-e+
e The individual has repaid MedicaigHealth Care all payments made since the
establishment of theincome trust; e+

e Individual is moving out of state and will be establishing an income trust in the other
state; ~or

e Other extraordinary circumstance.
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H-100 Long-Term Services and Supports

MS Manual 08/29/2022

The policies located in Section H of this manual describe programs and procedures that are
unigue to the Long Term Services and Supports eligibility groups. These sections include:

Income Trusts (MS H-110-116);

Spousal Impoverishment Rules (S H-200);

Transfer of Resources (IViS H-300);

Post-Eligibility rules (iM% H-400);

Long-Term Care Insurance Partnership Program (ivi$ H-500);
Estate Recovery (i3 H-600); and

Undue Hardship Waiver ({5 H-700).

2@ o W o

o f.,;:v;{ I
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H-11¢ income Trusts

MS Manual 08/29/2022

An individual with income in excess of the income limit may establish an income trust for the
purpose of becoming Health Care eligible. This type of trust is commonly referred to as a Miller
Income Trust.

! Reguirements for

il e RS

MS Manual 08/29/2022
A Miller Income Trust must meet the following conditions:
1. Termsand Other Conditions

The trust must be irrevocable. It can be terminated or amended only by mutual
agreement between the Department of Human Services (DHS) and the trustee.

The trust may be used to establish Health Care eligibility for individuals determined to
be medically in need of care in a nursing facility or assisted living facility or PACE.

The trust must have been created either by the individual or by the individual’s child,
spouse, sibling, attorney-in-fact or Power of Attorney, guardian, or representative payee
as determined by the Social Security Administration. Establishment of a Miller Income
Trust by these individuals previously listed will be considered as valid for the purposes
of Health Care eligibility.

The trust must have been established on or after August 11, 1993.
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The trust can only be funded from Social Security, pension, and all other income payable
to an individual, including income earned by the trust account. If assets other than
income, such as real or personal property, are placed in the trust, the individual cannot
be eligible for facility services under the income trust provisions.

The trust must contain a provision that all assets remaining in the trust at the
individual’s death will be transferred to DHS up to an amount equal to medical
payments made by DHS on behalf of the individual subsequent to establishment of the
trust.

2. Consideration of Income

An individual with gross monthly countable income (excluding VA A&A and CME/UME)
that exceeds the federal cap of three (3) times the SSI payment for an individual living in
their own home, may establish eligibility through an income trust.

Individuals are not required to place all their income into a Miller Income Trust to be
eligible for Health Care. Any income other than VA A&A and CME/UME that exceeds the
income limit must be placed into the trust.

Income received by an individual and placed in the trust, or an individual’s income paid
to the trust by direct deposit, is not countable income for eligibility purposes but will be
countable toward patient liability. Patient liability is calculated from all gross income
regardless of whether or not it is placed in the trust.

The income (other than income accumulated by the trust) must be income payable to
the individual, and the income must first be received by the individual before being
placed in the trust. If the individual assigns the right to receive any or all of the income
to the trust, the income assigned is no longer considered income to the individual under
SSl rules. Such an assignment will be considered a disqualifying transfer. However, for
purposes of this section, if an individual authorizes the income to be paid into the trust
by direct deposit from the payor, the direct deposit will not be considered an
assignment (disqualifying transfer).

Income in excess of the income limit that is received directly by an individual must be
transferred to the trust immediately upon receipt. Any income that is not transferred
into a Miller Income Trust in the month it is received will be counted when determining
eligibility.

If in any month the individual’s income that exceeds the income limit is not placed in the
trust, the individual is not eligible for Health Care benefits or vendor payment in that
month.
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The income must be placed into and maintained in a single trust account.

If an individual receives income on an irregular basis (such as royalty or farm rental
income or lump sum payments such as SSA retroactive benefits) the income must be
placed into the trust when it is received.

If an individual receives income paid jointly to themselves and another person(s), the
facility resident’s share of the income must be separated from the shares owned by the
other person(s) before depositing the facility resident’s share in the trust account. No
income belonging to any other individual may be placed in the income trust of a Health
Care recipient.

3. Fees and Other Disbursements

When no relatives are available to serve as the trustee, a commercial institution such as
a bank can be named as trustee. Commercially reasonable administrative fees that are
charged by the commercial institution may be allowed as trustee fees. The fee will be
considered commercially reasonable if the fee is consistent with administrative fees
charged to other customers for similar services. Trustee fees will not be allowed except
in these instances. The bank service charges for maintaining the bank account are
allowable fees.

4. Trustee Responsibilities
A trustee may serve without bond or supervision of any court.

Prior to a distribution from the trust, the trustee must notify the eligibility worker
responsible for the case of any fees, income taxes, or other payments that must be
made from the trust before these disbursements can be made. The advance notice must
be made no later than the month that precedes the month in which the disbursements
will be made.

After certification of the case, no disbursements of any kind can be made by the trustee
until the trustee has been provided a current Notice of Action with the post-eligibility

Any disbursements made that are not for the benefit of the recipient, the community
spouse, or other dependents as specified on the Notice of Action and in the electronic
record will be considered a transfer of resources, and a penalty period may be applied.
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Payments must be made from the trust each month only in the amounts specified on
the Notice of Action and in the electronic record. The payments must be made directly
to the designated recipient, i.e., to the recipient or responsible person for the personal
needs allowance (PNA); to the community spouse or dependent(s) for their allowances;
to the recipient or responsible party for the recipient’s non-covered medical expenses;
to the recipient of court-ordered child support or court-ordered spousal support or
both; and to the facility for the patient’s share of cost.

While an individual is receiving Health Care benefits in a facility, no disbursements other
than those specified on the Notice of Action and in the electronic record may be made.

The trust records shall be open to inspection and for copying by DHS, and periodic
reporting may be required at the discretion of DHS. '

If the trustee becomes aware of any change in circumstances that will affect the
recipient’s eligibility or the amounts being distributed monthly from the trust, the
trustee shall be responsible for notifying the eligibility worker of such changes. Changes
to be reported include without limitation income changes, increase or decrease of cost
of non-covered medical expenses, recipient death or departure from the facility,
community spouse entering a facility, etc.

The trustee must notify the eligibility worker if in any month the funds are not disbursed
according to the Notice of Action or if the balance in the trust account exceeds the
maximum allowed as specified in M H-113, Post-Eligibility Procedures, so that the
worker can adjust the facility payment(s) for the month(s) in which the vendor payment
is affected.

H-112 Income Trust Application Process

Refer to Health Care Procedures Manual for more information.

MS Manual 08/29/2022

Individuals with income above the federal cap who inquire regarding Health Care eligibility in a
facility or for the Waiver program will be given information regarding eligibility limits under the
income trust provisions along with a resource assessment (Re. VS [~ 500) if requested.
Individuals with excess resources cannot establish eligibility through an income trust.

Rote: If an individual receives income from a LTC insurance policy that puts them over the
income limit, an income trust is not required unless the other countable income, without
counting the LTC insurance payments, puts them over the income limit.
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Post-Eligibility Consideration of Income

The total net countable income of an individual will be included in the post-eligibility
consideration. Net income will be calculated as for all other Health Care eligible
individuals in the post-eligibility process.

Begin Date of Eligibility

Eligibility for facility care or Waiver services shall not begin prior to the month in which
the trust is established. A trust is considered established when the completed document
is signed by the applicant and the trustee.

It must be verified prior to beginning eligibility that the individual’s income that exceeds
the program income limit has been placed in the trust.

Trust Balance Exceeds Divisor

There is no penalty for transfer of income into an income trust fund. However, if the
balance of the trust at the end of any month (excluding any deposits that represent
income for the following month and any spousal, dependent, or non-covered medical
expenses amounts specified on the Notice of Action and in the electronic record that
were not disbursed for the month) exceeds the amount of the current divisor used for
transfer of resources (Appendix R), the individual will not be eligible again for facility
care payment until the first of the month after the month in which the balance in the
trust has been spent down for the benefit of the facility resident.

NoTE: This only applies to facility payments.

I

to Health Care Procedures Manual for more information.

MS Manual 08/29/2022

1.

Medicare and Other Third Party Payments

If in any month or part of a month a patient is in a Medicare bed or has other third party
coverage which lessens or eliminates the obligation of the trustee to pay the facility for
the patient’s share of cost as computed in the electronic record, the funds that would
have been paid to the facility in that month shall remain in the trust and may not be
disbursed for reasons other than for the recipient’s medical care for which there is no
other third party liability.
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2. Individual Leaves Facility

If an individual leaves a facility for a therapeutic home visit up to fourteen (14) days or
for a hospital visit up to five (5) days, Health Care benefits and vendor payment will
continue, and the trustee will make disbursements in that month as specified on the
Notice of Action and in the electronic record.

If an individual improves to the extent that they are able to return home and are
deemed unlikely to need continuing care in a facility according to written medical
statement, the Health Care case must be closed. However, the trust must be maintained
according to the terms of the trust, i.e., the individual’s income must continue to go into
the trust; no other individual’s income may be put into the trust, etc. Disbursements
may be made only for medical care, food, clothing, transportation, and shelter for the
individual.

3. Changes in Community Spouse or Dependent Status

If a community spouse or dependent who has been receiving a monthly income
allowance from the facility resident enters a facility, has an income change, divorces the
recipient, or dies, the eligibility worker in charge of the case must be notified within ten
(10) days by the recipient, representative, trustee, or other responsible party. No
additional disbursements for the spouse or dependent can be made until the eligibility
worker has revised the post-eligibility budget and provided the trustee with a copy of
the Notice of Action.

Wals witn an Ino
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In addition to the required verification of other eligibility factors at annual renewal, the
eligibility worker will verify that the amount required to make the client income-eligible has
been placed in the trust and disbursements made as required since the last renewal. This may
be done by viewing bank statements or other trustee records that may be available.

Refer to Health Care Pro re mnjormation

MS Manual 08/29/2022

Since income trusts are irrevocable, they cannot be terminated while the individual is still alive,
except when:

e Office of Chief Council (OCC) determines an error was made in the establishment of the
trust;
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¢ The individual has repaid Health Care all payments made since the establishment of the
income trust;

e Individual is moving out of state and will be establishing an income trust in the other
state; or

¢ Other extraordinary circumstance.
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H-400 Post-Eligibility
MS Manual 0208/6429/20822

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 as
irrevecable-Miller iincome Térust, all require certain procedures to complete the determination
of eligibility. These eligibility procedures are explained in the following sections.

h-40Z Consigeration of income

MS Manual 0%8/8429/28022

After the IS has been determined to be resource eligible for Long-Term Services and Supports
(LTSS), income of the IS and CS will be considered as follows:

1. Income Not From A Trust;

a. Income received solely in the name of either spouse will be considered income only
to that spouse. Referto MS E-432 #5 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 C5 and half to the IS.

&—If payment of income is made in the names of the
IS andieror the CS or both and another person,
the income will be considered available to each

spouse in proportion to each spouse’s interest. If
payment is made with respect to both spouses,
and no such interest is specified, one half (1/2] 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.e+i In the absence of a specific provision in the trust, the income will be

considered available to each spouse as according to the rules in 1. a-c above or as

directed by the Office of Chief Counsel (OCC) opinion. If the IS or CS established the

trust, refer to VIS H-304 for consideration of income from the trust.

3. Income Through Property With No Instrument Establishing Ownership;
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When income is from property whiek-that has no instrument establishing ownership (for
example +e- uvhprebated-o income-producing heir's property), ese-half of the income

will be considered to be available to the IS and ere-half to the CS.

. TR £
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The eligibility worker will advise the applicant or representative of the income that will be
considered in the gross income test of the institutionalized spouse (IS).

If the IS or representative disagrees with the treatment of ownership interest in income
(other than from a trust) required by VS H-402, the IS or the representative will be given the
opportunity to rebut the presumption of ownershlp. To successfully rebut the presumption of
full or partial ownership, the IS or the representative khefshe-must provide the following

within thirty (30) days of the date on the BHS—0712~Rest-Eligibilit-treome WerksheetNotice

of Action:

1. Awritten, signed statement by the IS giving-histheralegationregardingalleging

ownership, the reason for the applicant’s receipt of the income, or for histhertheir
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 1S’s name from the instrument or
a change which-that redirects the income to the actual owner(s); and

4~—Copies of the original and revised documents
reflecting the change.

A successful 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, the eligibility
worker will obtain a written statement from the individual wisich-that documents

his/hertheir election.

If the individual elects not to rebut, does not provide a rebuttal within the allotted time, or does
not provide all of the required evidence, the income produced from the presumed ownership
interest will be used in kistherthe individual’s eligibility determination.

If the individual submits all required evidence within the allotted time, the individual’s
ownership interest will be determined, and the findings will be documented in the case record.
The income from the actual ownership interest (kesthat is, -the interest determined by the
rebuttal) will be used in the eligibility determination.

When the individual has successfully rebutted ownership of all or a portion of the income,
income payments will be considered available to the IS in proportion to histhertheir interest (if

any).
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MOTE: This section does not apply to federal, state, or other entitlements, pensions, or

retirement benefits.
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Nursing facility recipients are required to contribute all of their monthly income, minus certain
approved deductions, to the cost of their facility care. MedicaidHealth Care pays the balance of
the monthlycharges due, based on a per diem rate according to the individual's Level of Care.

i Y

NOTE: ARChoices and DDS Waiver recipients do not contribute to the cost of their care.

_For the contribution to the cost of care guidelines for Assisted Living andPACE _
recipients, refer to M5 H-412 and VIS H-

After determination of resource eligibility and the post-eligibility consideration of income (or
upon request by the applicantf or recipient, their spouse, or their representative), the
Nursing Home Net Income, Community Spouse Minimum Monthly Maintenance Needs
Allowance (CSMNA), Community Spouse Monthly Income Allowance (CSMIA), and any Family
Member Allowances (FMA) will be computed in the eligibility system and a Notice of Action

' £ for the appropriate time

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 following 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 CME/UME will not be counted as income.

¢ _Mandatory deductions and work-related expenses will be deducted from gross earnings.

¢ Court-ordered child support and court-ordered spousal support will be deducted from
earned or unearned income.

¢ An additional amount of up to the current SSI/SPA will be deducted from the earnings of
residents in 28ten-bed Intermediate Care Facilities for Individuals with Intellectual
Disabilities (ICF/1ID) and State Human Development Centers. Refer to & H-430

¢ LTCinsurance payments, whether paid to the facility or directly to the recipient, are not
considered in the eligibility process but are counted toward cost of care.

2. Income Trust Fees (if applicable)

P

Deduct the applicable income trust fees. Refer to MS H-111 #2.
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¢ __The monthly service charge for maintaining the trust bank account; and

¢ Commercially reasonable administrative fees charged by the commercial institution serving as trustee.

3. Personal Needs Allowance

Deduct the personal needs allowance (PNA).

¢ Subtract a forty-dollar (540) $48-PNA for most facility residents.

—E‘J’_NOTE: Facility residents whose only income is SSI will be allowed to keep thirty
dollars (S30] $38-as their PNA. The PNA of an SSI recipient who also has other income is

Single veterans and spouses of veterans with no dependents whose VA pensions have
been reduced to ninety dollars (590)$6 will be given the full ninety dollars ($90) $86-as a
personal needs allowance. An additional forty dollars (S40} $48-will not be given. A ninety
dollars {$90}$5€ PNA will not be given to any individual whose VA pension has not been
reduced to ninety dollars (301596 by the Veterans Administration (VA). If VA later reduces
the pension to ninety dollars ($20)$9€, an income adjustment will be made._Individuals
should contact the Veterans Administration if they believe they are entitled to a ninety-
dollar £590i reduced pension.

¢ Forresidents of ICF/IIDs and State Human Development Centers with earned income,
forty dollars (5401 S48-may be given as a PNA in addition to a disregard of earned
income up to the current SSI SPA.

¢ For nursing facility residents with earned income, forty dollars (540} -548-may be given
as a PNA in addition_to a disregard of up to_one-hundred dollars ($100) -54+86-of their
monthly earnings, provided there is documentation_that a physician has prescribed

employment activity as a therapeutic or rehabilitative measure. Refer to MS H-430.

4. Community Spouse Monthly Income Allowance (CSMIA)

¢ A community spouse (CS) may be entitled to a portion of the Institutionalized Spouse’s
(IS) income. The total amount of the IS’s income, to which the CS is entitled, is the
CSMIA. It is calculated by adding the Minimum Monthly Maintenance Needs Allowance
(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 shelter allowance, CSMNA, and Maximum Monthly
Maintenance Needs Allowance change annually. They are set by the federal government
and are based on the Consumer Price Index.

¢ Shelter costs may include rent or mortgage (including principal and interest), prorated
taxes and insurance (including personal property taxes and insurance on household
contents if paid yearly), condominium or cooperative fee (including maintenance
charges), and the standard utility allowance.

Shelter costs must be verified. Utilities need not be verified.
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6.
in the Home

NoTE: The standard utility allowance is not allowed if utilities are included in rent or if

someone else is paying the utilities. If only partial utilities are included in rent (e-g-for
example, water), the full utility allowance may be used.

4—The CSMIA will only be deducted to the extent contributed by the IS. If the IS
contributes an amount less than the computed CSMIA, only the actual amount
contributed will be deducted from the IS’s gross income,; meaningke-, the
actual contributions will be deducted instead of the computed CSMIA. Refer

to MS H-41¢6.

¢ 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 M5 H-20¢.

¢ If a court orders the IS 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.

Family Member Allowance (FMA) When There is a Spouse in the Home

¢ A dependent family member may be entitled to an allowance. See M5 Giossary for
definition of dependent family member.

¢ The FMA is computed for each dependent family member by deducting the family
member’s income from the CSMNA and by dividing the result by three {5 .

¢ The FMA will only be deducted from the 1S’s income to the extent that it is actually
contributed by the IS. If the IS contributes an amount less than the FMA, only the actual
amount contributed will be deducted from the IS’s gross income (&e-that is, the actual
contribution) will be deducted instead of the computed FMA. Refer to Vi | 5

NoTe: A CS who is an SSI recipient, or who has children receiving SSI, will have the right

to choose whether to accept a CSMIA or FMA. The result of accepting an allowance may
be reduction or termination of SSI benefits and MedicaidHealth Care. A dependent
family member receiving SS| (parent or sibling of the IS) will also be given the same
choice.

Protected Maintenance Allowance for Dependent Children When There is No Spouse

¢ In certain 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.

¢ Eligibility for the individual in a facility must be established before consideration is given
for protected maintenance. If there are dependent children under eighteen (18) vears
of agethe-age-of18, the combined income of the children must be less than the
Medically Needy Income Level (MNIL) for the appropriate number of children in the
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household to qualify for protected maintenance. Refer to VS ©-710 for MNILs.

¢ In addition to meeting the stated income limitations, the countable resources of the
dependent children must be within the AABD resource limitations to qualify for
protected maintenance.

7 Non-covered Medical Expenses 42 CFR § 435.725; Arkansas Act 892

Non-covered medical expenses of all facility recipients whish-that are not subject to
payment bya third party 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

(i) Necessary medical or remedial care recognized under State-state law but not
coveredunder the Sstate’s MedicaidHealth Care plan, subject to reasonable
limits the agency may establish on amounts of these expenses, :

Reasonable limits on amounts for necessary medical; or remedial care; not covered
underbdedicatdHealth Care:

¢ The non-covered expenses must be incurred no earlier than the three-month period
preceding the month of application.

¢ The non-covered expenses must be prescribed by a Medical professional
(esg=for example: a physician, dentist, optometrist, chiropractor, etc.).

¢ Payments for cosmetic or /elective procedures (e-gfor example,: face lifts or
liposuction) will not be allowed except when prescribed by a medical
professional. The expense amount is the least of the fee recognized by
dhedicatdHealth Care, Medicare, or theaverage cost allowed by a commercial health
insurance plan in Arkansas.

¢ Expensesincurred as a result of the 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 bdedicaidHealth Care, due to the service being medically
unnecessary, arenot allowed.

¢ Deduction is not allowed for procedures allowed by MedicaidHealth Care when prior
authorizationis denied due to the service being medically unnecessary.

¢ Expenses when a third party (including MedisaigHealth Care) is liable for the
expenses, even ifprovided 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
repayment is not expected to be paid back to the third party by the recipient, are not
allowed.
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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. Only 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
non-coverable medical expense. When there is no contract, the monthly amount of the
medical expense being paid may be deducted, with verification that regular payments are
being made.

Deduction of medical expenses is not allowed for nursing facility and ICF/IID residents for
items and services included in the state’s Reimbursement Cost Manual as allowable cost
items (items the facility will provide). Examples of these include wheelchairs, canes,
crutches, walkers, ambulance services or enrollment fees for ambulance services (unless
there is not a MedicaidHealth Care enrolled ambulance provider in the area), other
transportation services, over-the-counter pain killers, antacids, laxatives, cough syrups,
suppositories, anti-diarrhea medication, diapers, band-aids, bandages, peroxide,
antiseptics,ete. Facilities are required to provide these items and services at no
additional charge to the recipient.

An income offset for the purchase of eyeglasses, contact lenses, hearing aids, prostheses,
and dentures can be made only if the following procedure is followed:

o The items must be prescribed by a physician or other licensed medical practitioner.

o The items must be a part of the recipient’s plan of care. It must be determined by
= the facility interdisciplinary team that the recipient’s quality of life will
be enhancedand that-re-e~ske-is they are able to utilize the item(s).

o The request must be approved by the facility’s Quality Assessment and Assurance
= Committee.

o The cost of the item(s) must be determined.

o The recipient or authorized representative must provide the eligibility worker
with verification of the above. The recipient or authorized representative must
not makethe purchase or pay the medical bill until the eligibility worker has
made an adjustment to the patient liability.

Other allowable medical expenses (if not subject to payment by a third party) include,
without limitation: health insurance premiums, deductibles, and coinsurance; prescription

drugs not in the MedicaidHealth Care formulary;_and physician, hospital, and dental
charges=etc. These are not subject to approval through the facility’s Quality Assessment
and Assurance Committee. However, prior to making the purchase or paying the bill, the
recipient or authorized representative must provide the eligibility worker with proof that
the item or items were prescribed by a physician or other licensed medical practitioner,
including proof of the cost. A copy of thehealth insurance bill can be used for proof of
health insurance premiums, deductibles, andcoinsurance.

Medicare premiums deducted from SSA payments prior to buy-in are not allowed, as
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they will be reimbursed. The only allowable medical deductions will be the recipient’s
noncovered medical expenses. Medical expenses of family members cannot be deducted
from facility income.

i

; NOTE: There is no monthly limit on the number of prescription drugs for facility
recipients receiving vendor payment, as long as the prescribed medicine is within the
bedicaidHealth Care formulary. MedicaidHealth Care facility recipients who are not
certified for vendor payment are limited to three (3] prescriptions per month. Nursing
facility hospice recipientsare eligible for three (3) prescriptions drugs per month, with the
option of receiving up to six (6) prescriptions with prior authorization.

Medical expenses can be of three types:

a. Monthly - Expenses irevrred-reguiariyregularly incurred each month, such as
the Medicare Part D enhanced plan portion of premiums above the
benchmark;

b. Nonmonthly - Expenses which are not incurred monthly but are incurred
periodically, such as quarterly insurance premiums; or

¢.  One-time - Expenses incurred such as hearing aids,

If the eligibility worker 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. Netlincome

After deduction of any applicable excluded earnings, income trust fees, personal needs
allowance, maintenance allowances, couri-ordered child support, court-ordered spousal
support, and non-covered medical expenses, the net amount remaining will be the
amount the individual is expected to apply to the cost of care.

If all of the IS’s gross income is depleted at any step in the computation, the amount applied
to the vendor payment (cost of care) will be zero dollars (50).86-

After the BHS—8712post-eligibility budget is completed, a copy of the information will be
provided to each spouse. If the budget ferm-is completed prior to application, at the
request of either spouse, the BHS-8722information will only be provided to the spouse
making the request.
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Assisted Living Facility (ALF) Waiver recipients are allowed to keep a flat ninety and eight
hundredths of a percent (S0.8%) 98-8%-rounded up of the SSI/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_(nine percent) 9%-of the SSI/SPA and rounded up. Both will increase
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each January with the SSA/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:

4—Room and board payment

a. —ﬁ?"‘_i\iors; If the individual is receiving assistance through HUD, the

deduction can only befor the amount the individual is actually paying.

-~

2. Personal needs allowance (PNA)

2.3, Court-ordered child support and court-ordered spousal support.

24, Monthly medical insurance premiums

4.5.Non-covered medical expenses including over-the-counter medications and medical supplies
5.6.Spousal supporrt payments for the community spouse and Family Member Allowance(IV1S H-410 #4-6)
&-7.Applicable income trust fees (MS H-111 #3)

78, Earnings up to the monthly SSI/SPA amount if employment is prescribed as therapeutic
by the attending physician

The ALF recipient’s income, minus room and board, personal allowance, and certain other
expenses, will be contributed to their cost of care each month.

2 LR
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Post-eligibility treatment of income provisions will apply to PACE participants upon entry into a
nursing facility using the procedures for Long-Term Services and Supports (LTSS) nursing facility
MedicatdHealth Care. Refer to VIS H-410.

For PACE participants in the community, there is no cost of care unless the individual has income
over the income limit and has established an income trust. For income trust guidelines, refer to

MS H-110.

The eligibility worker will calculate a patient liability amount for those PACE participants in
nursing homes and those who are eligible through establishing an Income Trust. The patient
liability amount will be calculated usingtheform-DHS-G7E2IN the electronic record. 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-aadies= family allowances, court-ordered child support, court-

ordered spousal support, and excess medical expenses will be deducted from the PACE
participant’s monthly income. Refer to S H-410.

For individuals in the community who are eligible through establishing an income trust, income
in excess of the current LTSS #4edicaidHealth Care limit will also be paid to the PACE provider.
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A personal needs allowance equal to the current LTSS/PACE limit of three (3) times the current
SSl 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-416 Verification or Refusal of Contributions

MS Manual 0#8/6429/2022282

Prior to certification of the Institutionalized Spouse (IS), the IS or representative must cemplate

and-sign-thestatement-onthereverse of the DHS-0712 to-indicate that the IS plans to

contribute the Community Spouse Monthly Income Allowance (CSMIA) and the Family Member
Allowance (FMA) specified on the BHS-67L2Notice of Action: during the period of
institutionalization.

H-the DHE-0T712 s not completed-andsigredOtherwise, no allowances for the CS or other

family memberswill be used in determining Nursing Home Net Income. The CSMIA and FMA will
only be deducted to the extent actually contributed by the IS.

If the CS does not want to accept the contribution from the IS, the CS should-may decline the

incomesy-completingthe appropriete sectiononthe DHS-0712.
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Residents of ICF/IID facilities, including residents of State Human Development Centers, who
have earned income may be given an earnings disregard of up to an amount equal to the
current SSl standard payment amount (SPA) in addition to the forty doliars (540)546-personal

needs allowance.

Nursing facility residents with earnings may be given a disregard of up to gne-hundred ($100} of
their monthly 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
(DPSQA) Office of LongTerm--Care (OLTC) should be contacted and requested to reevaluate
medical necessity.

All nursing facility and ICF/IID 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/IID Facilities and State Human Development Centers

Earnings of residents of these facilities must be taken into consideration for both
eligibility 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 subtract the mandatory
deductions (e-g-for example, federal and state income taxes) from gross income and,
from the remaining earned income, up to an amount equal to the current SSI SPA for
personal needs. Refer to MS H-410 for consideration of earnings at certification.
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2. Fluctuating Earnings

If the earnings of ICF/IID facility residents stay below the SSI SPA, no reporting of
fluctuations is needed.

The facility administrator will report to the eligibility worker any month in which a
resident’s earnings exceed the SSI SPA.

If earnings consistently stay above the SSI SPA, they may be averaged (V1S E-415),
provided the facility administrator will agree to report to the eligibility worker:

s—Every six (6) months when earnings are fairly stable, or H-400 Post-

Eligibility; or

e more frequently if the resident loses employment, changes jobs, or has
earnings in any month which are more than fifteen dollars ($15) $35-above

the computed average.
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The effective date of eligibility of an applicant for nursing home and ICF/IID 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 Facility, which is
completed by the facility and forwarded to both the DPSQA Office of Long-Term Care
and the County 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 and
the facility by the DHS-0704, Evaluation of Medical Need Criteria, which classifies the
patient for a specific level of care. If a DHS-0704 is received by the County Office on an
applicant shich-that classifies aimiResthem for a specific level of care, medical necessity
exists to the date of the individual’s entry or to the date of application if the patient was
accepted as private pay only until the application for &egiszidtealth Care was made.
However, if the patient is in an ICF/IID facility or was subject to Pre-Admission Screening
and Annual Resident Review (PASARR), medical necessity begins on the DH5-0704
decision date, for ICF/IID or PASARR- date for PASARR residents, and MedicaidHealth
Care and vendor payment cannot begin prior to this date.

1.3. Date of Categorical Eligibility — Categorical eligibility for facility care and services under the
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AABD criteria can be established to begin three (3} months prior to the date of application,
provided all eligibility conditions are met. If categorical eligibility is established by receipt of Sl
or Foster Care, the date to begin vendor payment is not governed by the three42+-month
retroactive eligibility limitation as applied under the AABD eligibility criteria. Even though
categorical eligibility may be established prior to application, hewever-the begin date for
dedicaidHealth Care and vendor payment cannot be prior to the decision date on the DHS-
0704 for |CF/IID applicants or PASARR date for individuals subject to PASARR. Authorization of
services cannot be made until all three {3) factors have been met.

H-450 Approval of an Applicant Who is in a Medicare Bed

MS Manual 0#£8/6429/20262

When Medicare approves individuals for skilled nursing care/extended care, the facility receives reimbursement in
the form of Medicare per diem and dedicaid-Health Carecoinsurance (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 until Medicare
benefits have been exhausted. Medicare pays 100% of facility expenses for only 20 days. After this time, the
individual becomes liable for coinsurance, which cannot be paid by Medicaig-Health Care until the case is opened.

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 applied to the cost of care in a facility.

If at some point, the individual fails to meet Medicare criteria or exhausts his/her benefits, Medicare will stop
payment. The facility will notify the eligibility worker of the change in status. On the day following termination of
Medicare benefits, the eligibility worker may authorize facility services to be effective on that date, provided the
individual continues to meet all Long- Term Services and Supports (LTSS) requirements.

¥ g

#

N o TN W . AT R, - Jlf g o) o BB epw r e ow v e Yoy EEyey i
31 Lase Adiustmentsiior Lump.sum Pavmenis in rior Months

MS Manual 078/6129/20202

When a eligibility worker 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.

Overpayment reports for Long-Term Services and Supports (LTSS) and other MedicaidHealth Care categories will be
submitted to recover any hMedicaidHealth Care payments made during the month of ineligibility.

Refer to Vi V1. If the facility has retained the lump sum benefits, no overpayment is required to recoup the

ces from
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rmLong-Term Care Facilitie

All facilities are required to report to the County Office certain recipient absences from the
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facility. Absences will be reported for death, discharge, and transfer. Overnight home visits and
hospitalizations will not be reported. Admissions to the Arkansas State Hospital (Little Rock) will
be reported as discharges._

Death or Discharge

Upon notification from the facility reporting the death or discharge of a recipient, the County
Office will initiate action to close the recipient’s case. Advance notice is not required for closure
due to death.

Home Visits

A recipient receiving {erg-termlong-Term care services has the right to make overnight home
visitswhenever hethey desires, provided they visits are consistent with kis-the recipient’s
required level of care and kistheir attending physician’s orders. This includes authorized home
visits during the thirty (30) days in which institutional status is achieved.

The DPSQA Office of Long-Term Care is responsible for monitoring recipient home visits and
their consistency with the patient’s required level of care. For example, a skilled care patient
who makes overnight home visits might require reclassification action by Long-Term Care.

Facility 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
fourteen (14) consecutive day limit is placed on each home visit for payment purposes.

Home visits of less than fourteen (1424 days will not be reported by facilities to the County
Office. The date left counts as the first day of absence. When there is an indication that the
recipient is expectedto return to the facility within fourteen {14}44 days, the County Office will
take no action.

For home visits; wihich-that exceed fourteen (14) 44-consecutive days, facilities will report the
date left and a discharge on the 45fifteenth consecutive day of absence. When there is no
indication that the recipient is expected to return to the facility within fourteen (14) days, the
County Office will initiate action to close the case.

¢ Cases suspended or closed can be reinstated without new application if the recipient
returns to the facility within ninety {90} days of the date left on home visit.

4 If the reevaluation falls due during the period of suspension, it will not be completed
until the client reenters the facility.

¢ _If the individual does not reenter the facility within ninety (90) days, a new
application will be required to reopen the case
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The Division of Provider Services and Quality Assurance (DPSQA) Office of Long-Term Care
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(OLTC) will initiate all relocation actions of Aagency recipients in facilities which-that are closed
for anyreason other than a disaster. Such reasons include decertification by the federal
government orthe DPSQA, loss of licenses, voluntary withdrawal from the dedisaidHealth Care
Program, or cancellation ofagreement by the DPSQA. Since federal regulations require all
program recipients to be relocated within thirty (30) days of the termination date, it is essential
that specific procedures be established to ensure that recipients are relocated with maximum
safety and well-being.

Authority to initiate, direct, and monitor all relocation actions is delegated to the
AssistantDirector of the Office of Long-Term Care, by the Director of the DPSQA.
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H-400 Post-Eligibility

MS Manual 08/29/2022

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 a Miller
Income Trust all require certain procedures to complete the determination of eligibility. These
eligibility procedures are explained in the following sections.

H-402 Consideration ¢

MS Manual 08/29/2022

After the IS has been determined to be resource eligible for Long-Term Services and Supports
(LTSS), income of the IS and CS will be considered as follows:

1. Income Not From A Trust

e Income received solely in the name of either spouse will be considered income only
to that spouse. Refer to WS E-432 #5 for “Veteran’s Benefits” exceptions.

e 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.

e If payment of income is made in the names of the IS or the CS or both and another
person, the income will be considered available to each spouse in proportion to
each spouse’s interest. If payment is made with respect to both spouses, and no
such interest is specified, one half (1/2) of the joint interest will be considered
available to each spouse.
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2. Income From A Trust

Income from a trust will be considered available to each spouse as provided by the trust.
In the absence of a specific provision in the trust, the income will be considered
available to each spouse as according to the rules in 1. a-c above or as directed by the

304 for consideration of income from the trust.
3. Income Through Property With No Instrument Establishing Ownership

When income is from property that has no instrument establishing ownership (for
example, income-producing heir’s property), half of the income will be considered to be
available to the IS and half to the CS.

g
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The eligibility worker will advise the applicant or representative of the income that will be
considered in the gross income test of the institutionalized spouse (IS).

If the IS or representative disagrees with the treatment of ownership interest in income (other
than from a trust) required by [vIS H-402, the IS or the representative will be given the
opportunity to rebut the presumption of ownership. To successfully rebut the presumption of
full or partial ownership, the-IS or the representative must provide the following within thirty
(30) days of the date on the Notice of Action:

1. Awritten, signed statement by the IS alleging ownership, the reason for the applicant’s
receipt of the income, or for their 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 IS’s name from the instrument or
a change that redirects the income to the actual owner(s); and

4. Copies of the original and revised documents reflecting the change.

A successful 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, the eligibility worker
will obtain a written statement from the individual that documents their election.

If the individual elects not to rebut, does not provide a rebuttal within the allotted time, or does
not provide all of the required evidence, the income produced from the presumed ownership
interest will be used in the individual’s eligibility determination.
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If the individual submits all required evidence within the allotted time, the individual’s
ownership interest will be determined and the findings will be documented in the case record.
The income from the actual ownership interest (that is, the interest determined by the rebuttal)
will be used in the eligibility determination.

When the individual has successfully rebutted ownership of all or a portion of the income,
income payments will be considered available to the IS in proportion to their interest (if any).

NoTe: This section does not apply to federal, state, or other entitlements, pensions, or
retirement benefits.
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Nursing facility recipients are required to contribute all of their monthly income, minus certain
approved deductions, to the cost of their facility care. Health Care pays the balance of the
monthly charges due based on a per diem rate according to the individual's Level of Care.

NoTe: ARChoices and DDS Waiver recipients do not contribute to the cost of their care. For the
contribution to the cost of care guidelines for Assisted Living and PACE recipients, refer to Vi

412 and i

After determination of resource eligibility and the post-eligibility consideration of income (or
upon request by the applicant or recipient, their spouse, or their representative), the Nursing
Home Net Income, Community Spouse Minimum Monthly Maintenance Needs Allowance
(CSMNA), Community Spouse Monthly Income Allowance (CSMIA), and any Family Member
Allowances (FMA) will be computed in the eligibility system and a Notice of Action will be sent
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 following exceptions:

e For State Human Development Centers and Arkansas Health Center residents,
interest income is not counted in the monthly budget.

e VA Aid and Attendance payments and VA CME/UME will not be counted as
income.

e Mandatory deductions and work-related expenses will be deducted from gross
earnings.
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e Court-ordered child support and court-ordered spousal support will be
deducted from earned or unearned income.

e An additional amount of up to the current SSI/SPA will be deducted from the
earnings of residents in ten-bed Intermediate Care Facilities for Individuals with
Intellectual Disabilities (ICF/IID) and State Human Development Centers. Refer

to IS H-430.

e LTCinsurance payments, whether paid to the facility or directly to the recipient,
are not considered in the eligibility process but are counted toward cost of care.

2. Income Trust Fees (if applicable)

Deduct the applicable income trust fees. Refer to M3 H-111 #3.

e The monthly service charge for maintaining the trust bank account and

e Commercially reasonable administrative fees charged by the commercial
institution serving as trustee

3. Personal Needs Allowance

Deduct the personal needs allowance (PNA).

e Subtract a forty-dollar (540) PNA for most facility residents.

MoTE: Facility residents whose only income is SSI will be allowed to keep thirty
dollars (530) as their PNA. The PNA of an SSI recipient who also has other
income is forty dollars ($40). Refer to S H-42C.

¢ Single veterans and spouses of veterans with no dependents whose VA pensions
have been reduced to $90 will be given the full ninety dollars (590) as a personal
needs allowance. An additional forty dollars (540) will not be given. A ninety
dollar (590) PNA will not be given to any individual whose VA pension has not
been reduced to ninety dollars (590) by the Veterans Administration (VA). If VA
later reduces the pension to ninety dollars ($90), an income adjustment will be
made. Individuals should contact the Veterans Administration if they believe
they are entitled to a ninety-dollar ($90) reduced pension.

¢ For residents of ICF/IIDs and State Human Development Centers with earned
income, forty dollars ($40) may be given as a PNA in addition to a disregard of
earned income up to the current SSI SPA.

* For nursing facility residents with earned income, forty dollars ($40) may be
given as a PNA in addition to a disregard of up to one-hundred dollars (5100) of
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their monthly earnings, provided there is documentation that a physician has
prescribed employment activity as a therapeutic or rehabilitative measure.
Refer to MS H-430.

4. Community Spouse Monthly Income Allowance (CSMIA)

e A community spouse (CS) may be entitled to a portion of the Institutionalized
Spouse’s (IS) income. The total amount of the IS’s income to which the CS is
entitled is the CSMIA. It is calculated by adding the Minimum Monthly
Maintenance Needs Allowance (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 shelter
allowance, CSMNA, and Maximum Monthly Maintenance Needs Allowance
change annually. They are set by the federal government and are based on the
Consumer Price Index.

e Shelter costs may include rent or mortgage (including principal and interest),
prorated taxes and insurance (including personal property taxes and insurance
on household contents if paid yearly), condominium or cooperative fee
(including maintenance charges), and the standard utility allowance.

e Shelter costs must be verified. Utilities need not be verified.

note: The standard utility allowance is not allowed if utilities are included in
rent or if someone else is paying the utilities. If only partial utilities are included
in rent (for example, water), the full utility allowance may be used.

e The CSMIA will only be deducted to the extent contributed by the IS. If the IS
contributes an amount less than the computed CSMIA, only the actual amount
contributed will be deducted from the IS’s gross income, meaning, the actual

e 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 VIS H-20¢.

e If a court orders the IS 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. Family Member Allowance (FMA) When There is a Spouse in the Home
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e A dependent family member may be entitled to an allowance. See [viS Glossary
for definition of dependent family member.

e The FMA is computed for each dependent family member by deducting the
family member’s income from the CSMNA and by dividing the result by three

(3).

e The FMA will only be deducted from the IS’s income to the extent that it is
actually contributed by the IS. If the IS contributes an amount less than the
FMA, only the actual amount contributed will be deducted from the IS’s gross
income (that is, the actual contribution) will be deducted instead of the
computed FMA. Refer to ViS5 H-415,

NOTE: A CS who is an SSI recipient, or who has children receiving SSI, will have
the right to choose whether to accept a CSMIA or FMA. The result of accepting
an allowance may be reduction or termination of SSI benefits and Health Care. A
dependent family member receiving SSI (parent or sibling of the IS) will also be
given the same choice.

6. Protected Maintenance Allowance for Dependent Children When There is No Spouse in
the Home

e In certain 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.

e Eligibility for the individual in a facility must be established before consideration
is given for protected maintenance. If there are dependent children under
eighteen (18) years of age the combined income of the children must be less
than the Medically Needy Income Level (MNIL) for the appropriate number of
children in the household to qualify for protected maintenance. Refer to S O-
710 for MNILs.

e In addition to meeting the stated income limitations, the countable resources of
the dependent children must be within the AABD resource limitations to qualify
for protected maintenance.
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7. Non-covered Medical Expenses

Non-covered medical expenses of all facility recipients that are not subject to payment
by a third party 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—

e Medicare and other health insurance premiums, deductibles, or coinsurance
charges and

e Necessary medical or remedial care recognized under state law but not covered
under the state’s Health Care plan, subject to reasonable [imits the agency may
establish on amounts of these expenses

Reasonable limits on amounts for necessary medical or remedial care not covered under
Health Care:

e The non-covered expenses must be incurred no earlier than the three-month
period preceding the month of application.

e The non-covered expenses must be prescribed by a Medical professional (for
example, a physician, dentist, optometrist, chiropractor, etc.).

e Payments for cosmetic or elective procedures (for example, face lifts or
liposuction) will not be allowed except when prescribed by a medical
professional.

e The expense amount is the least of the fee recognized by Health Care,
Medicare, or the average cost allowed by a commercial health insurance plan in
Arkansas.

e Expenses incurred as a result of the imposition of a transfer of assets penalty
are not allowed.

e Expenses resulting from the failure to obtain prior approval from applicable
private insurance, Medicare, or Health Care, due to the service being medically
unnecessary, are not allowed.

¢ Deduction is not allowed for procedures allowed by Health Care when prior
authorization is denied due to the service being medically unnecessary.

¢ Expenses when a third party (including Health Care) is liable for the expenses,
even if provided by an out-of-network provider, are not allowed.
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e General health insurance premiums paid by someone other than the recipient
(excluding the community spouse) who is not a financially responsible relative
and 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. Only 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, with verification that regular payments
are being made.

Deduction of medical expenses is not allowed for nursing facility and ICF/IID residents
for items and services included in the state’s Reimbursement Cost Manual as allowable
cost items (items the facility will provide). Examples of these include wheelchairs, canes,
crutches, walkers, ambulance services or enrollment fees for ambulance services (unless
there is not a Health Care enrolled ambulance provider in the area), other
transportation services, over-the-counter pain killers, antacids, laxatives, cough syrups,
suppositories, anti- diarrhea medication, diapers, band-aids, bandages, peroxide,
antiseptics. Facilities are required to provide these items and services at no additional
charge to the recipient.

An income offset for the purchase of eyeglasses, contact lenses, hearing
aids, prostheses, and dentures can be made only if the following
procedure is followed:

e The items must be prescribed by a physician or other licensed
medical practitioner.

e The items must be a part of the recipient’s plan of care. It must
be determined by the facility interdisciplinary team that the
recipient’s quality of life will be enhanced and that they are able
to utilize the item(s).

¢ The request must be approved by the facility’s Quality
Assessment and Assurance Committee.

e The cost of the item(s) must be determined.
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e The recipient or authorized representative must provide the
eligibility worker with verification of the above. The recipient or
authorized representative must not make the purchase or pay the
medical bill until the eligibility worker has made an adjustment to
the patient liability.

Other allowable medical expenses (if not subject to payment by a third party) include
without limitation: health insurance premiums, deductibles, and coinsurance;
prescription drugs not in the Health Care formulary; and physician, hospital, and dental
charges; etc. These are not subject to approval through the facility’s Quality Assessment
and Assurance Committee. However, prior to making the purchase or paying the bill, the
recipient or authorized representative must provide the eligibility worker with proof
that the item or items were prescribed by a physician or other licensed medical
practitioner, including proof of the cost. A copy of the health insurance bill can be used
for proof of health insurance premiums, deductibles, and coinsurance.

Medicare premiums deducted from SSA payments prior to buy-in are not allowed as
they will be reimbursed. The only allowable medical deductions will be the recipient’s
noncovered medical expenses. Medical expenses of family members cannot be
deducted from facility income. ;

NoTE: There is no monthly limit on the number of prescription drugs for facility
recipients receiving vendor payment, as long as the prescribed medicine is within the
Health Care formulary. Health Care facility recipients who are not certified for vendor
payment are limited to three (3) prescriptions per month. Nursing facility hospice
recipients are eligible for three (3) prescriptions drugs per month, with the option of
receiving up to six (6) prescriptions with prior authorization.

Medical expenses can be of three types:
e Monthly - Expenses regularly incurred each month such as the Medicare Part D
enhanced plan portion of premiums above the benchmark;

e Nonmonthly - Expenses which are not incurred monthly but are incurred
periodically, such as quarterly insurance premiums; or

e One-time - Expenses incurred such as hearing aids.

If the eligibility worker 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.
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8. NetIncome

After deduction of any applicable excluded earnings, income trust fees, personal needs
allowance, maintenance allowances, court-ordered child support, court-ordered spousal
support, and non-covered medical expenses, the net amount remaining will be the
amount the individual is expected to apply to the cost of care.

If all of the IS’s gross income is depleted at any step in the computation, the amount
applied to the vendor payment (cost of care) will be zero dollars ($0).

After the post-eligibility budget is completed, a copy of the information will be provided

to each spouse. If the budget is completed prior to application, at the request of either

spouse, the information will only be provided to the spouse making the request.
H-412 Contribution to the Cost of Care for Assisted Living Facilities
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Assisted Living Facility (ALF) Waiver recipients are allowed to keep a flat ninety and eight
hundredths of a percent (90.8%) rounded up of the SSI/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 (nine percent) 9% of the SSI/SPA and rounded up. Both will increase
each January with the SSA/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

Nots: If the individual is receiving assistance through HUD, the deduction can only be for
the amount the individual is actually paying.

2. Personal needs allowance (PNA)
3. Court-ordered child support and court-ordered spousal support
4. Monthly medical insurance premiums

5. Non-covered medical expenses including over-the-counter medications and medical
supplies

6. Spousal support payments for the community spouse and Family Member Allowance (V15
H-410 #4-6)

7. Applicable income trust fees (VS H-111 #3)
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8. Earnings up to the monthly SSI/SPA amount if employment is prescribed as therapeutic
by the attending physician

The ALF recipient’s income, minus room and board, personal allowance, and certain
other expenses, will be contributed to their cost of care each month.
H-413 Contribution to the Cost of Care for PACE
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Post-eligibility treatment of income provisions will apply to PACE participants upon entry into a
nursing facility using the procedures for Long-Term Services and Supports (LTSS) nursing facility
Health Care. Refer to MS H-410.

For PACE participants in the community, there is no cost of care unless the individual has income
over the income limit and has established an income trust. For income trust guidelines, refer to
MS H-110.

The eligibility worker will calculate a patient liability amount for those PACE participants in
nursing homes and those who are eligible through establishing an Income Trust. The patient
liability amount will be calculated in the electronic record. 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, family
allowances, court-ordered child support, court-ordered spousal support, and excess medical
expenses will be deducted from the PACE participant’s monthly income. Refer to /S H-410.

For individuals in the community who are eligible through establishing an income trust, income
in excess of the current LTSS Health Care limit will also be paid to the PACE provider. A personal
needs allowance equal to the current LTSS/PACE limit of three (3) times the current SSI 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.
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Prior to certification of the Institutionalized Spouse (IS), the IS or representative must indicate
that the IS plans to contribute the Community Spouse Monthly Income Allowance (CSMIA) and
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the Family Member Allowance (FMA) specified on the Notice of Action during the period of
institutionalization.

Otherwise, no allowances for the CS or other family members will be used in determining
Nursing Home Net Income. The CSMIA and FMA will only be deducted to the extent actually
cantributed by the IS.

If the CS does not want to accept the contribution from the IS, the CS may decline the income.
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Residents of ICF/IID facilities, including residents of State Human Development Centers, who
have earned income may be given an earnings disregard of up to an amount equal to the
current SSl standard payment amount (SPA) in addition to the forty dollars (S40)personal needs
allowance.

Nursing facility residents with earnings may be given a disregard of up to one-hundred ($100) of
their monthly 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
(DPSQA) Office of Long-Term Care (OLTC) should be contacted and requested to reevaluate
medical necessity.
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All nursing facility and ICF/IID 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/IID Facilities and State Human Development Centers

Earnings of residents of these facilities must be taken into consideration for both
eligibility 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 subtract the mandatory
deductions (for example, federal and state income taxes) from gross income and, from
the remaining earned income, up to an amount equal to the current SSI SPA for personal
needs. Refer to [vi5 H-410 for consideration of earnings at certification.

2. Fluctuating Earnings

If the earnings of ICF/IID facility residents stay below the SSI SPA, no reporting of
fluctuations is needed.

The facility administrator will report to the eligibility worker any month in which a
resident’s earnings exceed the SSI SPA.

If earnings consistently stay above the SSI SPA, they may be averaged ([
provided the facility administrator will agree to report to the eligibility worker:

e every six (6) months when earnings are fairly stable; or

e more frequently if the resident loses employment, changes jobs, or has earnings
in any month which are more than fifteen dollars (515) above the computed
average.
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The effective date of eligibility of an applicant for nursing home and ICF/IID depends on three (3)
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 Facility, which is completed by the
facility and forwarded to both the DPSQA Office of Long-Term Care and the County
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 and the facility by the DHS-0704,
Evaluation of Medical Need Criteria, which classifies the patient for a specific level of
care. If a DHS-0704 is received by the County Office on an applicant that classifies them
for a specific level of care, medical necessity exists to the date of the individual’s entry
or to the date of application if the patient was accepted as private pay only until the
application for Health Care was made. However, if the patient is in an ICF/IID facility or
was subject to Pre-Admission Screening and Annual Resident Review (PASARR), medical
necessity begins on the DHS-0704 decision date for ICF/IID or PASARR date for PASARR
residents, and Health Care and vendor payment cannot begin prior to this date.

3. Date of Categorical Eligibility

Categorical eligibility for facility care and services under the AABD criteria can be
established to begin three (3) months prior to the date of application provided all
eligibility conditions are met. If categorical eligibility is established by receipt of SSI or
Foster Care, the date to begin vendor payment is not governed by the three-month
retroactive eligibility limitation as applied under the AABD eligibility criteria. Even
though categorical eligibility may be established prior to application, the begin date for
Health Care and vendor payment cannot be prior to the decision date on the DHS-0704
for ICF/IID applicants or PASARR date for individuals subject to PASARR.

4. Authorization of services cannot be made until all three (3) factors have been met.
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When Medicare approves individuals for skilled nursing care/extended care, the facility receives
reimbursement in the form of Medicare per diem and Health Care 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 until Medicare benefits have been exhausted. Medicare pays
100% of facility expenses for only 20 days. After this time, the individual becomes liable for
coinsurance, which cannot be paid by Health Care until the case is opened.

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 applied to the cost of carein a
facility.

If at some point, the individual fails to meet Medicare criteria or exhausts his/her benefits,
Medicare will stop payment. The facility will notify the eligibility worker of the change in status.
On the day following termination of Medicare benefits, the eligibility worker may authorize
facility services to be effective on that date, provided the individual continues to meet all Long-
Term Services and Supports (LTSS) requirements.
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When a eligibility worker 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
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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.

Overpayment reports for Long-Term Services and Supports (LTSS) and other Health Care
categories will be submitted to recover any Health Care payments made during the month of
ineligibility.

Refer to WS Section V. If the facility has retained the lump sum benefits, no overpayment is

required to recoup the vendor payments.
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All facilities are required to report to the County Office certain recipient absences from the
facility. Absences will be reported for death, discharge, and transfer. Overnight home visits and
hospitalizations will not be reported. Admissions to the Arkansas State Hospital (Little Rock) will
be reported as discharges.

Death or Discharge

Upon notification from the facility reporting the death or discharge of a recipient, the County
Office will initiate action to close the recipient’s case. Advance naotice is not required for closure
due to death.
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Home Visits

A recipient receiving Long-Term care services has the right to make overnight home visits
whenever they desire, provided the visits are consistent with the recipient’s required level of
care and their attending physician’s orders. This includes authorized home visits during the
thirty (30) days in which institutional status is achieved.

The DPSQA Office of Long-Term Care is responsible for monitoring recipient home visits and
their consistency with the patient’s required level of care. For example, a skilled care patient
who makes overnight home visits might require reclassification action by Long-Term Care.

Facility 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
fourteen (14) consecutive day limit is placed on each home visit for payment purposes.

Home visits of less than fourteen (14) days will not be reported by facilities to the County 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 fourteen (14) days, the County Office will take no action.

For home visits that exceed fourteen (14) consecutive days facilities will report the date left and
a discharge on the fifteenth consecutive day of absence. When there is no indication that the
recipient is expected to return to the facility within fourteen (14) days, the County Office will
initiate action to close the case.

e Cases suspended or closed can be reinstated without new application if the
recipient returns to the facility within nintety (90) days of the date left on home
visit.

e If the reevaluation falls due during the period of suspension, it will not be
completed until the client reenters the facility.

e Ifthe individual does not reenter the facility within ninety (90) days, a new
application will be required to reopen the case.
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The Division of Provider Services and Quality Assurance (DPSQA) Office of Long-Term Care
(OLTC) will initiate all relocation actions of Agency recipients in facilities that are closed for any
reason other than a disaster. Such reasons include decertification by the federal government or
the DPSQA, loss of licenses, voluntary withdrawal from the Health Care Program, or cancellation
of agreement by the DPSQA. Since federal regulations require all program recipients to be
relocated within thirty (30) days of the termination date, it is essential that specific procedures
be established to ensure that recipients are relocated with maximum 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 DPSQA.
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H-600 Estate Recovery

MS Manual 028/1229/152027

The Omnibus Budget Reconciliation Act of 1993 and Arkansas Act 415 of 1993 mandate recovery
of medical payments correctly made from-8/43/92 August 13, 1993, and later from the estates
of:

e Individuals of any age who were considered to be permanently institutionalized, who
received medical services in a nursing or ICF/IID facility, and who were required to pay
all but a minimal amount of income for their care, and-fer

e Individuals fifty-five (55} vears of age age-55-and older who received medical services in
a nursing or ICF/IID facility or in a home and community based waiver program, whether

or not they were considered to be permanently institutionalized.
Estate recovery will not be made from the estate of deceased individuals when:

e There is a surviving spouse, dependent children under twenty-one (21} vears of age-24,
or children thatwho are blind or have a disability (as determined by SSA disability
guidelines),

e Recovery will create an undue hardship for other surviving family members, or

e Recovery is not cost effective.

Estate recovery will not be made from resources ¥hick-that were protected as a result of the
individual having a;'O,uaﬁfied Long--Term Care Insurance Partnership Policy. The maximum
amount protected at estate recovery will be the amount protected when eligibility was
established. If any of the protected resources have been spent or given away, only the amount
remaining will be protected at estate recovery.

Estate recovery will not be made from interests acguired through grant of a beneficiary deed;
per Act 570 of 2021-when:

¢ The beneficiary deed was properly excuted and recorded;; and

e Documentation has been provided to the entity seeking recovery.

H-620 Recovery Br
=004 hé

MS Manual §44-2/204508/29/2027

State law requires in most cases-that the appointed personal representative of the estate of a
deceased person shall promptly mail to the creditors of an estate, including the Department of
Human Services (DHS), a copy of the notice of their appointment which-that has been published
in the newspaper. The published notice is to include the requirement that all claims against the
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estate be submitted within six (6) months of the date of publication of the first notice. A copy of
the petition for probate of a will or administration of an estate and the decedent’s Social
Security number shalibewill be attached to the notice forwarded to DHS.

After receiving notice of the opening of an estate or filing of an “Affidavit for the Collection of a
Small Estate”, the TPL Unit will check the MMIS System to determine if the decedent received
MedicatdHealth Care benefits in a nursing facility, ICF/IID facility, or under a home and
community based waiver program.

Property interest established by a properlv excuted and recorded beneficiary deed are not
subject to estate recovery-pesH-680.

TPL will not pursue recovery if:

1. There is a surviving spouse;

2. There are surviving minor children;

3. There are surviving children of any age who are blind or permanently and totally
disabled as defined in 42 U.S.C. §§ 1381 et seq;

4. In cases of a home, there is a son or daughter currently lawfully residing in the home

-.',A.\~! ’

where they have been residing for at least two

{2]) years |mmed|ate!y before the recipient’s admission to the medical institution, and
who establishes to the satisfaction of the Sstate that ke-sssheathey provided care to the
recipient whieh-that permitted the recipient to reside in the home rather than in an
institution;

5. In cases of a home, there is a sibling currently lawfully residing in the home, and the
sibling was residing in the home at least one_(1) year immediately before the date of the
recipient’s admission to the medical institution; or,

6. The recovery is not cost effective.

For factors one (1) through five (5) of the above-listed {MS$ H-630}, recovery is not waived.
Instead, it may be postponed until the individuals identified in those factors die or move from
the home.

If benefits were paid for services in a nursing facility, ICF/IID facility, or home and under a home
and community based waiver program, TPL will mail to the personal representative or the
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distributee of a small estate a Notice of Estate Recovery (DHS-20), advising of the intent to
recover MedicaidHealth Care payments and of the procedures for requesting a hardship waiver.

A payment profile for the decedent will be ordered from the Division of Medical Services (DMS).
When the payment profile is received, a claim against the estate will be prepared for the
signature of the Director of DMS. The claim will be filed with the appropriate Probate Clerk and
a copy mailed to the personal representative, attorney for the estate, or distributee of the
estate.

If no benefits were paid, no further action will be taken.
H-640 Application for a Hardship Waiver

MS Manual 048/0229/4422

The personal representative or distributee of an estate may apply for a hardship waiver at the
time notice of the estate is given to DHS, or within 30 days after receiving notice from DHS of
intent to recover Medicaid-Health Care payments and the procedures for requesting a hardship
waiver (DHS- 20). Refer to VS H-730 for procedures.
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H-600 Estate Recovery

MS Manual 08/29/2022

The Omnibus Budget Reconciliation Act of 1993 and Arkansas Act 415 of 1993 mandate recovery
of medical payments correctly made from August 13, 1993 and later from the estates of:

e Individuals of any age who were considered to be permanently institutionalized, who
received medical services in a nursing or ICF/IID facility, and who were required to pay
all but a minimal amount of income for their care, and

e Individuals fifty-five (55) years of age and older who received medical services in a
nursing or ICF/IID facility or in a home and community based waiver program, whether
or not they were considered to be permanently institutionalized.

Estate recovery will not be made from the estate of deceased individuals when:

e There is a surviving spouse, dependent children under twenty-one (21) years of age, or
children who are blind or have a disability (as determined by SSA disability guidelines),

e Recovery will create an undue hardship for other surviving family members, or
¢ Recovery is not cost effective.

Estate recovery will not be made from resources that were protected as a result of the
individual having a Qualified Long Term Care Insurance Partnership Policy. The maximum
amount protected at estate recovery will be the amount protected when eligibility was
established. If any of the protected resources have been spent or given away, only the amount
remaining will be protected at estate recovery.

Estate recovery will not be made from interests acquired through grant of a beneficiary deed,
per Arkansas Act 570 of 2021 when:

e The beneficiary deed was properly excuted and recorded; and

¢ Documentation has been provided to the entity seeking recovery.
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State law requires in most cases that the appointed personal representative of the estate of a
deceased person shall promptly mail to the creditors of an estate, including the Department of
Human Services (DHS), a copy of the notice of their appointment that has been published in the
newspaper. The published notice is to include the requirement that all claims against the estate
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be submitted within six (6) months of the date of publication of the first notice. A copy of the
petition for probate of a will or administration of an estate and the decedent’s Social Security
number will be attached to the notice forwarded to DHS.

After receiving notice of the opening of an estate or filing of an “Affidavit for the Collection of a
Small Estate”, the TPL Unit will check the MMIS System to determine if the decedent received
Health Care benefits in a nursing facility, ICF/IID facility, or under a home and community based
waiver program.

Property interest established by a properly excuted and recorded beneficiary deed are not
subject to estate recovery.

TPL will not pursue recovery if:
1. There is a surviving spouse;
2. There are surviving minor children;

3. There are surviving children of any age who are blind or permanently and totally
disabled as defined in 42 U.S.C. §§ 1381 et seq;

4. In cases of a home, there is a son or daughter currently lawfully residing in the home
where they have been residing for at least two (2) years immediately before the
recipient’s admission to the medical institution, and who establishes to the satisfaction
of the State that they provided care to the recipient that permitted the recipient to
reside in the home rather than in an institution;

5. Incases of a home, there is a sibling currently lawfully residing in the home, and the
sibling was residing in the home at least one (1) year immediately before the date of the
recipient’s admission to the medical institution; or,

6. The recovery is not cost effective.

For factors one (1) through five (5) of the above-listed (VIS H-630), recovery is not waived.
Instead, it may be postponed until the individuals identified in those factors die or move from
the home.

If benefits were paid for services in a nursing facility, ICF/IID facility, or home and under a home
and community based waiver program, TPL will mail to the personal representative or the
distributee of a small estate a Notice of Estate Recovery (DHS-20), advising of the intent to
recover Health Care payments and of the procedures for requesting a hardship waiver.

A payment profile for the decedent will be ordered from the Division of Medical Services (DMS).
When the payment profile is received, a claim against the estate will be prepared for the
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signature of the Director of DMS. The claim will be filed with the appropriate Probate Clerk and
a copy mailed to the personal representative, attorney for the estate, or distributee of the
estate.

If no benefits were paid, no further action will be taken.
B-640 Application for 2 Hardship Wailver

MS Manual 08/29/22

The personal representative or distributee of an estate may apply for a hardship waiver at the
time notice of the estate is given to DHS, or within 30 days after receiving notice from DHS of
intent to recover Health Care payments and the procedures for requesting a hardship waiver

(DHS- 20). Refer to V1S H-730 for procedures.
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H-700 Undue Hardship Waiver

MS Manual 048/6429/442022
An individual may request an Undue Hardship Waiver:
1. When denied eligibility due to excess home equity;;

2. When denied nursing facility vendor payment due to a transfer of resources/income for
less than fair market value;; or

3. After receiving notice from the Department of Human Services (DHS) of intent to
recover MedieatgHealth Care payments through the Estate Recovery process.

The individual or a2uthorized rRepresentative will need to provide the casewerkereligibility
worker verification to support the allegation of hardship.
H-710 Hardship Waiver for Home Eqguity

MS Manual 0£8/4329/452022

An individual who is denied eligibility due to excess home equity may request an Undue
Hardship Waiver. (Re. VIS E-517) An example of a situation in which an undue hardship may

exist is if the individual makes an allegation that the home equity should not be counted
because of a legal impediment to selling or transferring the home.

The easewsrkereligibility worker will submit all Home Equity Undue Hardship Waiver requests
and supporting documentation to the Bivision-ot-Agingand-Adul-Servess Division of County
Operations LTSS SusegercUnit. A decision on the hardship waiver will be made by the Division of
County Operations (DCO) Hardship Waiver Committee. The casewerkereligibility worker will
send the committee decision and information about the right to appeal the decision to the
person who applied for the waiver. If the person who applied for the waiver disagrees with the
DHS decision, hefshethey may appeal the decision within thirty (30} days’ of receipt of the
notice about the DHS decision (VS /-100).

H-720 Hardship

MS Manual 078/45,
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Once the easewerkereligibility worker has determined that this transfer does not meet an

s and it_hass been determined that the resource/ or income was
not transferred exclusnveiy for some other purpose through a rebuttal found at WS H-312-313, a
hardship waiver may be pursued. An individual who is denied Waiver services or nursing facility
vendor payment due to a transfer of resources_ar fincome for less than fair market value may
request an Undue Hardship Waiver.

exception found at V]
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No penalty period for uncompensated transfer will be imposed upon an institutionalized or
Waiver individual to the extent that it is determined that denial of eligibility would work an
undue hardship. Undue hardship exists if each condition below is met:

1. Counting uncompensated value would make an individual ineligible;

2. Lack of assistance would deprive the individual of food, shelter, and care determined to
be medically necessary;

3. Theindividual’s total resources are not great enough to pay for facility care for one (1}
month; and

4. The resource(s) cannot be recovered from the individual(s) to whom the resource(s) was
transferred without compensation due to loss, destruction, theft, or other extraordinary
circumstance.

Undue hardship does not exist when applying the transfer provisions srereb-would merely
cause the individual inconvenience or would restrict theirkis-lifestyle without putting sis-them
at risk of serious deprivation.

The individual or the individual’s authorized representative may apply for an undue hardship
waiver. In addition, a representative from the facility in which an individual is residing may apply
for an undue hardship waiver on behalf of the client with either the consent of the client or
nistherthier personal representative. To ensure consistency with decisions regarding what
constitutes a hardship, the ea&wch@z%e«teélgab tv worker will route all applications for an undue

sDivision of Countv Operations LTSS

hardship waiver to the
Seppert-Unit.

A decision on the hardship waiver will be made by the DCO Hardship Waiver Committee. The
easewerkereligibility worker will send the committee’s decision and information about the right
to appeal the decision to the person who applied for the waiver. If the person who applied for
the waiver disagrees with the BeS-committee’s decision,-hefshe they may appeal the decision
within thirty (30} days- of receipt of the notice about the-BHS decision (V5 J-100).
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The personal representative or distributee of an estate may apply for a hardship waiver at the
time that notice of the estate is given to DHS; or within thirty (30] days after receiving notice
from DHS of intent to recover MedicaidHealth Care payments and the procedures for requesting
a hardship waiver (DHS-20). To apply for a waiver, the representative or distributee must mail a
statement setting forth the facts whiek-that constitute the undue hardship to:
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Third Party Liability Unit
Attention: Decedents’ Estates
P. 0. Box 1437, Slot 5296
Little Rock, AR 72203-1437

The statement must set forth the facts which-that constitute the undue hardship. Tax returns,
income statements, or other documents whiek-that support the position that estate recovery
would work an undue hardship on the survivors must be submitted. The Third Party Liability
Unit will send the hardsh;p request and supporting documents to the Bivision-ei-Aginganed-Aauk

: ieeDCO Hardship Waiver Committee. In determining the
existence of an undue hardship, the Central Office Hardship Waiver Committee will consider
factors including but not limited to the following:

1. The estate asset_that is subject to recovery is the sole- income--producing asset of
beneficiaries-a beneficiary of the estate;

2. Without receipt of the proceeds of the estate, a beneficiary would become eligible for
federal or state benefits;

3. Allowing a beneficiary to receive the inheritance from the estate would enable a
beneficiary to discontinue eligibility for federal or state benefits;

4. The estate asset subject to recovery is a home with a value of fifty percent (50%) or less
of the average price of #ersres-a home in the county where the homestead is located, as
of the date of the decedent’s death; and

5. Other compelling circumstances.

A determination that hardship does not exist will be made if the individual created the hardship
through estate planning in which assets were divested in order to avoid estate recovery.

A decision on the hardship waiver will be made by the BHSCentral OfficaDCO Hardship Waiver
Committee.

The BHE-committee’s decision and information about the right to appeal the decision will be
sent by certified mail, return receipt requested, to the person who applied for the waiver. If the
person who applied for the waiver disagrees with the BES-committee’s decision,-sefshe they
may appeal the decision within thirty (30} days- of receipt of the notice about the B&S-decision
(VIS J-100).

If recovery is not made due to the determination of hardship, DHS may decide to recover at a
later time if the conditions which caused the original hardship cease to exist.
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H-700 Undue Hardship Waiver

MS Manual 08/29/2022
An individual may request an Undue Hardship Waiver:
1. When denied eligibility due to excess home equity;

2. When denied nursing facility vendor payment due to a transfer of resources/income for
less than fair market value; or

3. After receiving notice from the Department of Human Services (DHS) of intent to
recover Health Care payments through the Estate Recovery process.

The individual or authorized representative will need to provide the eligibility worker
verification to support the allegation of hardship.

YE ™MAD Liarrdcoind ST tvro e fenee B
H-710 Hardship Waiver for B

MS Manual 08/29/2022

An individual who is denied eligibility due to excess home equity may request an Undue
Hardship Waiver. (Re. MS £-517) An example of a situation in which an undue hardship may
exist is if the individual makes an allegation that the home equity should not be counted
because of a legal impediment to selling or transferring the home.

The eligibility worker will submit all Home Equity Undue Hardship Waiver requests and
supporting documentation to the Division of County Operations LTSS Unit. A decision on the
hardship waiver will be made by the Division of County Operations (DCO) Hardship Waiver
Committee. The eligibility worker will send the committee decision and information about the
right to appeal the decision to the person who applied for the waiver. If the person who applied
for the waiver disagrees with the DHS decision, they may appeal the decision within thirty (30)
days of receipt of the notice about the DHS decision (IS -100).

g
o &
o
i
£
£
s
o~
g
3
T
L
1751
.
pes
g
i
£
)
bucf
=1
ok
o

MS Manual 08/29/2022

Llomwplobrire YA vt e Tt e e S T cvari iy
Hardship Waiver for Transfer of Resour

Once the eligibility worker has determined that this transfer does not meet an exception found
at VIS H-30¢ and it has been determined that the resource or income was not transferred
exclusively for some other purpose through a rebuttal found at [v/$ H-312-213, a hardship
waiver may be pursued. An individual who is denied Waiver services or nursing facility vendor
payment due to a transfer of resources or income for less than fair market value may request an

Undue Hardship Waiver.
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No penalty period for uncompensated transfer will be imposed upon an institutionalized or
Waiver individual to the extent that it is determined that denial of eligibility would work an
undue hardship. Undue hardship exists if each condition below is met:

1. Counting uncompensated value would make an individual ineligible;

2. Lack of assistance would deprive the individual of food, shelter, and care determined to
be medically necessary;

3. The individual’s total resources are not great enough to pay for facility care for one (1)
month; and

4. The resource(s) cannot be recovered from the individual(s) to whom the resource(s) was
transferred without compensation due to loss, destruction, theft, or other extraordinary
circumstance.

Undue hardship does not exist when applying the transfer provisions would merely cause the
individual inconvenience or would restrict their lifestyle without putting them at risk of serious
deprivation.

The individual or the individual’s authorized representative may apply for an undue hardship
waiver. In addition, a representative from the facility in which an individual is residing may apply
for an undue hardship waiver on behalf of the client with either the consent of the client or their
personal representative. To ensure consistency with decisions regarding what constitutes a
hardship, the eligibility worker will route all applications for an undue hardship waiver to the
Division of County Operations LTSS Unit.

A decision on the hardship waiver will be made by the DCO Hardship Waiver Committee. The
eligibility worker will send the committee’s decision and information about the right to appeal
the decision to the person who applied for the waiver. If the person who applied for the waiver
disagrees with the committee’s decision, they may appeal the decision within thirty (30) days of
receipt of the notice about the decision (VS J-100).

H.720 Hardahin Waiver for Estate Recos j
H-730 Harashup Wwaiver for kstate Recovery

MS Manual 08/29/2022

The personal representative or distributee of an estate may apply for a hardship waiver at the
time that notice of the estate is given to DHS or within thirty (30) days after receiving notice
from DHS of intent to recover Health Care payments and the procedures for requesting a
hardship waiver (DHS-20). To apply for a waiver, the representative or distributee must mail a
statement setting forth the facts that constitute the undue hardship to:



MEDICAL SERVICES POLICY MANUAL, SECTION H

Third Party Liability Unit
Attention: Decedents’ Estates
P. O. Box 1437, Slot S296
Little Rock, AR 72203-1437

The statement must set forth the facts that constitute the undue hardship. Tax returns, income
statements or other documents that support the position that estate recovery would work an
undue hardship on the survivors must be submitted. The Third Party Liability Unit will send the
hardship request and supporting documents to the DCO Hardship Waiver Committee. In
determining the existence of an undue hardship, the DCO Hardship Waiver Committee will
consider factors including, but not limited to the following:

1. The estate asset that is subject to recovery is the sole-income producing asset of a
beneficiary of the estate;

2. Without receipt of the proceeds of the estate, a beneficiary would become eligible for
federal or state benefits;

3. Allowing a beneficiary to receive the inheritance from the estate would enable a
beneficiary to discontinue eligibility for federal or state benefits;

4. The estate asset subject to recovery is a home with a value of fifty percent (50%) or less
of the average price of a home in the county where the homestead is located, as of the
date of the decedent’s death; and

5. Other compelling circumstances.

A determination that hardship does not exist will be made if the individual created the hardship
through estate planning in which assets were divested in order to avoid estate recovery.

A decision on the hardship waiver will be made by the DCO Hardship Waiver Committee.

The committee’s decision and information about the right to appeal the decision will be sent by
certified mail, return receipt requested, to the person who applied for the waiver. If the person
who applied for the waiver disagrees with the committee’s decision, they may appeal the
decision within thirty (30) days of receipt of the notice about the decision (V5 /-100).

If recovery is not made due to the determination of hardship, DHS may decide to recover at a
later time if the conditions which caused the original hardship cease to exist.
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Stricken language would be deleted from and underlined language would be added to present law.
Act 570 of the Regular Session

State of Arkansas As Engrossed: H3/11/21
93rd General Assembly 1
Regular Session, 2021 HOUSE BILL 1162

By: Representative Maddox y
By: Senator B. Ballinger

For An Act To Be Entitled
AN ACT TO AMEND THE LAW CONCERNING BENEFICIARY DEEDS;
TO PROHIBIT THE RECOVERY OF BENEFITS AGAINST AN
INTEREST ACQUIRED FROM A DECEASED RECIPIENT BY A
GRANTEE OF A BENEFICIARY DEED IN CERTAIN
CIRCUMSTANCES; AND FOR OTHER PURPOSES.

Subtitle
TO AMEND THE LAW CONCERNING BENEFICIARY
DEEDS; AND TO PROHIBIT THE RECOVERY OF
BENEFITS AGAINST AN INTEREST ACQUIRED
FROM A DECEASED RECIPIENT BY A GRANTEE OF
A BENEFICIARY DEED IN CERTAIN
CIRCUMSTANCES.

BE IT ENACTED BY THE GENERAL ASSEMBLY OF THE STATE OF ARKANSAS:

SECTION 1. Arkansas Code § 18-12-608(a)(l)(B), concerning the terms of

beneficiary deeds, is amended to read as follows:
(B)(i) A beneficiary deed transfers the interest to the
designated grantee effective upon the death of the owner, subject to+
4a)—Altl all conveyances, assignments,

contracts, leases, mortgages, deeds of trust, liens, security pledges, oil,
gas, or mineral leases, and other encumbrances made by the owner or to which
the real property was subject at the time of the owner’s death, whether or
not the conveyance or encumbrance was created before or after the execution

of the beneficiary deedy—and

R
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As Engrossed: H3/11/21 HB1162

(ii) ©No legal or equitable interest shall vest in

the grantee until the death of the owner prior to revocation of the

beneficiary deed.

SECTION 2. Arkansas Code § 20-76-436 is amended to read as follows:

20-76-436. Recovery of benefits from recipients’ estates.

(a)(l) Federal or state benefits in cash or in kind, including, but
not limited to, Medicaid, Aid to Families with Dependent Children
[abolished], Transitional Employment Assistance Program, Temporary Assistance
for Needy Families, and food stamps distributed or paid by the Department of
Human Services as well as charges levied by the department for services
rendered shall upon the death of the recipient constitute a debt to be paid.

(2)44)> The department may make a claim against the estate of a

deceased recipient er—the interestaecquired from the dececased reeipient by o
grantee—-of o benefieiary deedunder § 1812608 for the amount of any

benefits distributed or paid or charges levied by the department.

eisie & 14 : ! ] i £ o : 1
regl property is lecated.

(b)(1) The department shall not seek recovery against the estate of a
deceased recipient er—the interestaegquired from the deceased recipient by a
srantee—of a benefieiary deed—under§—18-12-608 for the amount of any

benefits distributed or paid or charges levied if the recovery is not cost

effective or if the recovery wexks causes an undue hardship on the heirs or

devisees of the decedent’s estate er—the grantee of a benefieiary deed under
42608,

2 03-11-2021 09:33:47 DTPO65
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(2) In determining the existence of an undue hardship, the
department shall consider factors including+—butmet limited toy without
limitation the following:

(A) The asset subject to recovery is the sole income-
producing asset of the-benefieiaries a beneficiary of the estate er—the
grantee—of o benefieiary deed—under §18-12-6038;

(B) Without receipt of the beneficiary deedoxr proceeds of
the estate, a grantee—or beneficiary would become eligible for federal or

state benefits;

beneficiary to receive the inheritance from the estate would enable the
grantee—or beneficiary to discontinue eligibility for federal or state
benefits;

(D) The asset subject to recovery is a home with a wvalue
of fifty percent (50%) or less of the average price of hemes a home in the
county where the homestead is located, as of the date of the deceased
recipient’s death; or

(E) There are other compelling circumstances.

(c) To the extent that there is amy a conflict between the preeeding

criteria listed in subsection (b) of this section and the standards that may

be specified by the United States Secretary of Health and Human Services, the
federal standards shall prevail.
(d) Applicants for federal or state benefits shall be notified in

writing in prominent type on the application form that the department may

make a claim against their estate er—the—interest aecguired from the appliecant

/s/Maddox

APPROVED: 4/5/21

3 03-11-2021 09:33:47 DTPO65
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Stricken language would be deleted from and underlined language would be added to present law.
Act 530 of the Regular Session

State of Arkansas As Engrossed: S3/8/21
93rd General Assembly BI
Regular Session, 2021 SENATE BILL 410

By: Senator Irvin

By: Representative M. Gray

For An Act To Be Entitled
AN ACT TO AMEND TITLE 23 OF THE ARKANSAS CODE TO
ENSURE THE STABILITY OF THE INSURANCE MARKET IN
ARKANSAS; TO PROMOTE ECONOMIC AND PERSONAL HEALTH,
PERSONAL INDEPENDENCE, AND OPPORTUNITY FOR ARKANSANS
THROUGH PROGRAM PLANNING AND INITIATIVES; TO CREATE
THE ARKANSAS HEALTH AND OPPORTUNITY FOR ME ACT OF
2021 AND THE ARKANSAS HEALTH AND OPPORTUNITY FOR ME
PROGRAM; AND FOR OTHER PURPOSES.

Subtitle
TO AMEND TITLE 23 OF THE ARKANSAS CODE TO
ENSURE THE STABILITY OF THE INSURANCE
MARKET IN ARKANSAS; AND TO CREATE THE
ARKANSAS HEALTH AND OPPORTUNITY FOR ME
ACT OF 2021 AND THE ARKANSAS HEALTH AND
OPPORTUNITY FOR ME PROGRAM.

BE IT ENACTED BY THE GENERAL ASSEMBLY OF THE STATE OF ARKANSAS:

SECTION 1. Arkansas Code Title 23, Chapter 61, Subchapter 10 is
amended to read as follows:
Subchapter 10 — Arkanses WorksAet—of 2016 Arkansas Health and Opportunity
for Me Act of 2021

23-61-1001. Title.
This subchapter shall be known and may be cited as the “ArkansasWerks

LT NPRo—
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As Engrossed: S3/8/21 SB410

Aet of 2016 Arkansas Health and Opportunity for Me Act of 2021”.

23-61-1002. Legislative intent.
Notwithstanding any general or specific laws to the contrary, it is the

intent of the General Assembly for the Arkensas Werks Program Arkansas Health

and Opportunity for Me Program to be a fiscally sustainable, cost-effective,

and opportunity-driven program that:

44¥(1) Achieves comprehensive and innovative healthcare reform
that reduces the rate of growth in state and federal obligations for
entitlement spending providing healthcare coverage to low-income adults in

Arkansas;

(2) Reduces the maternal and infant mortality rates in the state

through initiatives that promote healthy outcomes for eligible women with

high-risk pregnancies;

(3) Promotes the health, welfare, and stability of mothers and

their infants after birth through hospital-based community bridge

organizations;

(4) Encourages personal responsibility for individuals to

demonstrate that they value healthcare coverage and understand their roles

and obligations in maintaining private insurance coveragej

(5) Increases opportunities for full-time work and attainment of

economic independence, especially for certain young adults, to reduce long-

term poverty that is associated with additional risk for disease and

premature death;

(6) Addresses health-related social needs of Arkansans in rural

counties through hospital-based community bridge organizations and reduces

the additional risk for disease and premature death associated with living in

a rural county;

(7) Strengthens the financial stability of the critical access

hospitals and other small, rural hospitals; and

2 03-08-2021 13:29:26 JMB174
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As Engrossed: §3/8/21 SB410

(8) Fills gaps in the continuum of care for individuals in need

of services for serious mental illness and substance use disorders.

23-61-1003. Definitions.

As used in this subchapter:

" 1 pil

(1) "Acute care hospital" means a hospital that:

(A) TIs licensed by the Department of Health under § 20-9-

201 et seq., as a general hospital or a surgerv and general medical care

hospital; and

(B) TIs enrolled as a provider with the Arkansas Medicaid

Program;
(2) "Birthing hospital” means a hospital in this state or in a

border state that:

(A) Is licensed as a general hospital;

(B) Provides obstetrics services; and

(C) Is enrolled as a provider with the Arkansas Medicaid

Program;

(3) "Community bridge organization" means an organization that

is authorized by the Department of Human Services to participate in the

economic independence initiative or the health improvement initiative to:

(A) Screen and refer Arkansans to resources available in

their communities to address health-related social needs; and

(B) Assist eligible individuals identified as target

populations most at risk of disease and premature death and who need a higher

level of intervention to improve their health outcomes and succeed in meeting

3 03-08-2021 13:29:26 JMBl74
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As Engrossed: 83/8/21 SB410

their long-term goals to achieve independence, including economic

independence:

42)(4) “Cost sharing” means the portion of the cost of a covered
medical service that is required to be paid by or on behalf of an eligible
individual;

(5) "Critical access hospital" means an acute care hospital that

is:

(A) Designated by the Centers for Medicare and Medicaid

Services as a critical access hospital; and

(B) 1Is enrolled as a provider in the Arkansas Medicaid

Program;

(6) "Economic independence initiative" means an initiative

developed by the Department of Human Services that is designed to promote

economic stability by encouraging participation of program participants to

engage in full-time, full-year work, and to demonstrate the value of

enrollment in an individual qualified health insurance plan through

incentives and disincentives;

£3>(7) “Eligible individual” means an individual who is in the
eligibility category created by section 1902(a) (10) (A) (i) (VIII) of the Social
Security Act, 42 U.S.C. § 1396a;

+43(8) “Employer health insurance coverage” means a health
insurance benefit plan offered by an employer or, as authorized by this
subchapter, an employer self-funded insurance plan governed by the Employee
Retirement Income Security Act of 1974, Pub. L. No. 93-406, as amended;

(9) "Health improvement initiative" means an initiative

developed by an individual qualified health insurance plan or the Department

of Human Services that is designed to encourage the participation of eligible

individuals in health assessments and wellness programs, including fitness

programs and smoking or tobacco cessation programs;

4353(10) *“Health insurance benefit plan” means a policy,
contract, certificate, or agreement offered or issued by a health insurer to
provide, deliver, arrange for, pay for, or reimburse any of the costs of
healthcare services, but not including excepted benefits as defined under 42

U.5.C. § 300gg-91(c), as it existed on Jenwvery—1, 2016 January 1, 2021;
46)(11) “Health insurance marketplace” means the applicable

entities that were designed to help individuals, families, and businesses in

4 03-08-2021 13:29:26 JMBl74
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As Engrossed: 83/8/21 SB410

Arkansas shop for and select health insurance benefit plans in a way that
permits comparison of available plans based upon price, benefits, services,
and quality, and refers to either:

(A) The Arkansas Health Insurance Marketplace created
under the Arkansas Health Insurance Marketplace Act, § 23-61-801 et seq., or
a successor entity; or

(B) The federal health insurance marketplace or federal
health benefit exchange created under the Patient Protection and Affordable
Care Act, Pub. L. No. 111-148;

{7)(12) “Health insurer” means an insurer authorized by the
State Insurance Department to provide health insurance or a health insurance
benefit plan in the State of Arkansas, including without limitation:

(AY An insurance company;

(B) A medical services planj;

(C) A hospital plan;

(D) A hospital medical service corporation;

(E) A health maintenance organization;

(F) A fraternal benefits society; o¥

(G) Any other entity providing health insurance or a
health insurance benefit plan subject to state insurance regulation; or

(H) A risk-based provider organization licensed by the

Insurance Commissioner under § 20-77-2704;

(13) "Healthcare coverage" means coverage provided under this

subchapter through either an individual qualified health insurance plan, a

risk-based provider organization, employer health insurance coverage, or the

fee-for-service Arkansas Medicaid Program;

£83(14) “Individual qualified health insurance plan” means an
individual health insurance benefit plan offered by a health insurer threugh

that participates in the health insurance marketplace to provide coverage in

Arkansas that covers only essential health benefits as defined by Arkansas

rule and 45 C.F.R. § 156.110 and any federal insurance regulations, as they

existed on Jamuwary—1y2016 January 1, 2021;

(15) "Member" means a program participant who is enrolled in an

individual qualified health insurance planj

{9)(16) “Premium” means a monthly fee that is required to be

paid by or on behalf of an eligible individual to maintain some or all health

2 03-08-2021 13:29:26 JMBL74
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As Engrossed: S3/8/21 SB410

insurance benefits;
£168)(17) “Program participant” means an eligible individual who:

(A) 1Is at least nineteen (19) years of age and no more
than sixty-four (64) years of age with an income that meets the income
eligibility standards established by rule of the Department of Human
Services;

(B) Is authenticated to be a United States citizen or
documented qualified alien according to the Personal Responsibility and Work
Opportunity Reconciliation Act of 1996, Pub. L. No. 104-193;

(C) 1Is not eligible for Medicare or advanced premium tax

credits through the health insurance marketplace; and

(D) 1Is not determined te—be more effeetively covered

A = Madi-e d Prao m = d1no & 8o

limitation: by the Department of Human Services to be medically frail or

eligible for services through a risk-based provider organization;

(18) "Risk-based provider organization" means the same as

defined in § 20-77-2703; and

(19) "Small rural hospital” means a critical access hospital or

a general hospital that:

(A) 1s located in a rural area;

(B) Has fifty (50) or fewer staffed beds; and

(C) 1Is enrolled as a provider in the Arkansas Medicaid

Program.

23-61-1004. Administration ef Arkansas Works Pregram.

6 03-08-2021 13:29:26 JMB174
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As Engrossed: §3/8/21 SB410

(a)(l) The Department of Human Services, in coordination with the
State Insurance Department and other reeessary state agencies, as necessary,

shall:

(A) Provide healthinsurance—or-medical-assistance

healthcare coverage under this subchapter to eligible individuals;

(B) Create and administer the Arkansas Werks Pregram

Arkansas Health and Opportunity for Me Program by:+
{6)(i) Submit—andapply Applying for any federal waivers,

Medicaid state plan amendments, or other authority necessary to implement the

Arkansas—Weorks—Pregram Arkansas Health and Opportunity for Me Program in a

manner consistent with this subchapter; and

(ii) Administering the Arkansas Health and

Opportunity for Me Program as approved by the Centers for Medicare and

Medicaid Services;

(C) (i) Administer the economic independence initiative

designed to reduce the short-term effects of the work penalty and the long-

term effects of poverty on health outcomes among program participants through

incentives and disincentives.

(ii) The Department of Human Services shall align

the economic independence initiative with other state-administered work-

related programs to the extent practicable;

(D) Screen, refer, and assist eligible individuals through

community bridge organizations under agreements with the Department of Human

Services;

B)(E) Offer imeentive benefits incentives to promote

personal responsibility, individual health, and economic independence through

individual gqualified health insurance plans and community bridge

organizations; and

) (F) Seek a waiver to eldiminate reduce the period of

retroactive eligibility for an eligible individual under this subchapter to

thirty (30) days before the date of the application.

(2) The Governor shall request the assistance and involvement of
other state agencies that he or she deems necessary for the implementation of

the Arkansas Works—Pregram Arkansas Health and Opportunity for Me Program.
(b) Health insurance benefits Healthcare coverage under this

subchapter shall be provided through enrollment in:

7 03-08-2021 13:29:26 JMB174
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(1) Individual premiumassistanece—for—enrellment—of Arkansas

Works Program partieipants—in An individual qualified health insurance plans
plan through a health insurer; and

(2) s ] 13 £ ] Lo 1 bl

A risk-based provider organization;

(3) An emplover-sponsored health insurance coverage; or

(4) Fee-for-service Medicaid program.

(c) The Annually, the Department of Human Servicesy—the State

Arkansas Works Program. shall develop purchasing guidelines that:

(1) Describe which individual qualified health insurance plans

are suitable for purchase in the next demonstration vear, including without

limitation:

(A) The level of the planj

(B) The amounts of allowable premiums;

(C) Cost sharing;

(D) Auto-assignment methodology; and

(E) The total per-member-per-month enrollment range; and

(2) Ensure that:

(A) Payments to an individual qualified health insurance

plan do not exceed budget neutrality limitations in each demonstration vear;

(B) The total payments to all of the individual qualified

health insurance plans offered by the health insurers for eligible

individuals combined do not exceed budget targets for the Arkansas Health and

Opportunity for Me Program in each demonstration year that the Department of

Human Services may achieve by:

(i) Setting in advance an enrollment range to

represent the minimum and a maximum total monthly number of enrollees into

all individual qualified health insurance plans no later than April 30 of

each demonstration yvear in order for the individual qualified health

insurance plans to file rates for the following demonstration vyear;

(ii) Temporarily suspending auto-assignment into the

individual qualified health insurance plans at any time in a demonstration

yvear if necessary, to remain within the enrollment range and budget targets

for the demonstration year; and

8 03-08-2021 13:29:26 JMB174
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As Engrossed: S3/8/21 SB410

(iii) Developing a methodology for random auto-

assignment of program participants into the individual qualified health

insurance plans after a suspension period has ended;

(C) Individual qualified health insurance plans meet and

report quality and performance measurement targets set by the Department of

Human Services; and

(D) At least two (2) health insurers offer individual

qualified health insurance plans in each county in the state.

(d) (1) The Department of Human Services, the State Insurance

Department, and each of the individual qualified health insurance plans shall

enter into a memorandum of understanding that shall specify the duties and

obligations of each party in the operation of the Arkansas Health and

Opportunity for Me Program, including provisions necessary to effectuate the

purchasing guidelines and reporting requirements, at least thirty (30)

calendar days before the annual open enrollment period.

(2) If a memorandum of understanding is not fully executed with

a health insurer by January 1 of each new demonstration yvear, the Department

of Human Services shall suspend auto-assignment of new members to the health

insurers until the first day of the month after the new memorandum of

understanding is fully executed.

(3) The memorandum of understanding shall include financial

sanctions determined appropriate by the Department of Human Services that may

be applied if the Department of Human Services determines that an individual

qualified health insurance plan has not met the quality and performance

measurement targets or any other condition of the memorandum of

understanding.

(4)(A) If the Department of Human Services determines that the

individual gqualified health insurance plans have not met the quality and

health performance targets for two (2) years, the Department of Human

Services shall develop additional reforms to achieve the quality and health

performance targets.

(B) If legislative action is required to implement the

additional reforms described in subdivision (d)(4)(A) of this section, the

Department of Human Services may take the action to the Legislative Council

or the Executive Subcommittee of the Legislative Council for immediate

action.

9 03-08-2021 13:29:26 JMBl74
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As Engrossed: S3/8/21 SB410

(e) The Department of Human Services shall:

(1) Adopt premiums and cost sharing levels for individuals

enrolled in the Arkansas Health and Opportunity for Me Program, not to exceed

aggregate limits under 42 C.F.R. § 447.56;

(2)(A) Establish and maintain a process for premium payments,

advanced cost-sharing reduction payments, and reconciliation payments to

health insurers.

(B) The process described in subdivision (e)(2)(A) of this

section shall attribute any unpaid member liabilities as solely the financial

obligation of the individual member.

(C) The Department of Human Services shall not include any

unpaid individual member obligation in any payment or financial

reconciliation with health insurers or in a future premium rate; and

(3)(A) Calculate a total per-member-per-month amount for each

individual qualified health insurance plan based on all payments made by the

Department of Human Services on behalf of an individual enrolled in the

individual qualified health insurance plan.

(B)(i) The amount described in subdivision (e)(3)(A) of

this section shall include premium payments, advanced cost-sharing reduction

payments for services provided to covered individuals during the

demonstration vear, and any other payments accruing to the budget neutrality

target for plan-enrolled individuals made during the demonstration year and

the member months for each demonstration year.

(ii) The total per-member-per-month upper limit is

the budget neutrality per-member-per-month limit established in the approved

demonstration for each demonstration year.

(C) If the Department of Human Services calculates that

the total per-member-per-month for an individual qualified health insurance

plan for that demonstration year exceeds the budget neutrality per-member-

per-month limit for that demonstration yvear, the Department of Human Services

shall not make any additional reconciliation payments to the health insurer

for that individual qualified health insurance plan.

(D) If the Department of Human Services determines that

the budget neutrality limit has been exceeded, the Department of Human

Services shall recover the excess funds from the health insurer for that

individual qualified health insurance plan.

10 03-08-2021 13:29:26 JMB174
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£ (£f) (1) TIf the Within thirty (30) days of a reduection—in federal
medical assistance percentages as—deseribed in this seetion for the Arkansas

Health and Opportunity for Me Program are reduced to below ninety percent

(90%), the Department of Human Services shall present to the Centers for
Medicare and Medicaid Services a plan within thirty (30) days of the
reduction to terminate the Arkansas Werks—Pregram Arkansas Health and
Opportunity for Me Program and transition eligible individuals out of the
Arkansas—Works Pregram Arkansas Health and Opportunity for Me Program within
one hundred twenty (120) days of & the reduction in—any eof the fellowing

fad 1 tical ; .

(2) An eligible individual shall maintain coverage during the

process to implement the plan to terminate the Arkansas Werks Program

Arkansas Health and Opportunity for Me Program and the transition of eligible
individuals out of the ArkansasWerks Program Arkansas Health and Opportunity

for Me Program.

(D) Health i . ; 1 T
{E) Avoided-—uncompensated carerand
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As Engrossed: S3/8/21 SB410

(Ey P Lo ; fo 40] o, L 4o 1
{2)34A)(g) (1) A health insurer whe that is providing an

individual qualified health insurance plan or employer health insurance

coverage for an eligible individual shall submit claims and enrollment data

to the State Insurance Department Department of Human Services to facilitate

reporting required under this subchapter or other state or federally required

reporting or evaluation activities.

48)(2) A health insurer may utilize existing mechanisms
with supplemental enrollment information to fulfill requirements under this
subchapter, including without limitation the state’s all-payer claims
database established under the Arkansas Healthcare Transparency Initiative
Act of 2015, § 23-61-901 et seq., for claims and enrollment data submission.

(h)(1) The Governor shall request a block grant under relevant federal
law and regulations for the funding of the Arkansas Medicaid Program as soon
as practical if the federal law or regulations change to allow the approval
of a block grant for this purpose.

(2) The Governor shall request a waiver under relevant federal

law and regulations for a work requirement as a condition of maintaining

coverage in the Arkansas Medicaid Program as soon as practical if the federal

law or regulations change to allow the approval of a waiver for this purpose.

23-61-1005. Requirements for eligible individuals.
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As Engrossed: 83/8/21 SB410

(a) An eligible individual is responsible for all applicable cost-

sharing and premium payment requirements as determined by the Department of

Human Services.

(b) An eligible individual may participate in a health improvement

initiative, as developed and implemented by either the eligible individual’s

individual qualified health insurance plan or the department.

(c)(1)(A) An eligible individual who is determined by the department

to meet the eligibility criteria for a risk-based provider organization due

to serious mental illness or substance use disorder shall be enrolled in a

risk-based provider organization under criteria established by the

department.

(B) An eligible individual who is enrolled in a risk-based

provider organization is exempt from the requirements of subsections (a) and

(b) of this section.

(2)(A) An eligible individual who is determined by the

department to be medically frail shall receive healthcare coverage through

fee-for-service Medicaid.

(B) An eligible individual who is enrolled in the fee-for-

service Medicaid program is exempt from the requirements of subsection (a) of

this section.

4e)(d) An eligible individual shall receive notice that:
(1) The Arkansas Werks Preogram Arkansas Health and Opportunity

13 03-08-2021 13:29:26 JMB174



O 00 N o W N

L.QLOLAJL»JWWWNNNMNNMI\)NNI—‘?—'I—'HI—‘I—'D—'HWI—‘
O\LﬂbL&)M%—-O\DOO\JO\mbL»JN?—'C)\OOO\-.IG\W-I:\L:JI\)I—-O

As Engrossed: S3/8/21 SB410

for Me Program is not a perpetual federal or state right or a guaranteed

entitlement;

(2) The Arkansas Werks—Pregram Arkansas Health and Opportunity

for Me Program is subject to cancellation upon appropriate notice; and

(3) ¥he—A@kaﬂsas~We¥ks—Pfeg¥am—is—ae%—aﬁ—eﬂﬁiéiemeﬂe—pfeg¥am

Enrollment in an individual qualified health insurance plan is not a rights

and

(4) If the individual chooses not to participate or fails to

meet participation goals in the economic independence initiative, the

individual may lose incentives provided through enrollment in an individual

qualified health insurance plan or be unenrolled from the individual

qualified health insurance plan after notification by the department.

23-61-1006. Requirements for program participants.

(a) The economic independence initiative applies to all program

participants in accordance with the implementation schedule of the Department

of Human Services.

(b) Incentives established by the department for participation in the

economic independence initiative and the health improvement initiative may

include, without limitation, the waiver of premium payments and cost-sharing

requirements as determined by the department for participation in one (1) or
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As Engrossed: S3/8/21 SB410

more initiatives.

(c) Failure by a program participant to meet the cost-sharing and

premium payment requirement under § 23-61-1005(a) may result in the accrual

of a personal debt to the health insurer or provider.

(d)(1)(A) Failure by the program participant to meet the initiative

participation requirements of subsection (b) of this section may result in:

(1) Being unenrolled from the individual qualified

health insurance plan; or

(ii) The loss of incentives, as defined by the

department.

(B) However, an individual who is unenrolled shall not

lose Medicaid healthcare coverage based solely on disenrollment from the

individual qualified health insurance plan.

(2) The department shall develop and notify program participants

of the criteria for restoring eligibility for incentive benefits that were

removed as a result of the program participants’ failure to meet the

initiative participation requirements of subsection (b) of this section.

(3)(A) A program participant who also meets the criteria of a

community bridge organization target population may qualify for additiomal

incentives by successfully completing the economic independence initiative

provided through a community bridge organization.

(B) If successfully completing the initiative results in

an increase in the program participant’s income that exceeds the program’s

financial eligibility limits, a program participant may receive, for a

specified period of time, financial assistance to pay:

(i) The individual’s share of emplover-sponsored

health insurance coverage not to exceed a limit determined by the department;

or

(ii) A share of the individual’s cost sharing

obligation, as determined by the department, if the individual enrolls in a

health insurance benefit plan offered through the Arkansas Health Insurance

Marketplace.

23-61-1007. Insurance standards for individual qualified health
insurance plans.

(a) Insurance coverage for a pregrampartieipant member enrolled in an
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individual qualified health insurance plan shall be obtained, at a minimum,

through silver-level metallic plans as provided in 42 U.S.C. § 18022(d) and §
18071, as they existed on Jemuwary—1y 2016 January 1, 2021, that restrict out-

of-pocket costs to amounts that do not exceed applicable out-of-pocket cost
limitations.

(b)

As provided under § 23-61-1004(e)(2), health insurers shall track the

applicable premium payments and cost sharing collected from members to ensure

that the total amount of an individual’s payments for premiums and cost

sharing does not exceed the aggregate cap imposed by 42 C.F.R. § 447.56.

igills sl N . | ffari i ndividual 14fiad
health insurance plans—in the health insurance marketplaece All health benefit

plans purchased by the Department of Human Services shall:

(1)<h) Off i ndividual 14ficd health i ]

conforming Conform to the requirements of this section and applicable

insurance rules~+;

4B)(2) Be certified by the State Insurance Department;

£2)»(3)(A) Maintain a medical-loss ratio of at least eighty

percent (80%) for an individual qualified health insurance plan as required
under 45 C.F.R. § 158.210(c), as it existed on Januwary—1t+—20+6 January 1,

2021, or rebate the difference to the Department of Human Services for

program partieipants members.

(B) However, the Department of Human Services may approve

up to one percent (1%) of revenues as community investments and as benefit

expenses in calculating the medical-loss ratio of a plan in accordance with
45 C.F.R. § 158.150;
(4) Develop:

(A) An annual quality assessment and performance

improvement strategic plan to be approved by the Department of Human Services

that aligns with federal quality improvement initiatives and quality and

reporting requirements of the Department of Human Services: and

(B) Targeted initiatives based on requirements established

16 03-08-2021 13:29:26 JMB174
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As Engrossed: S3/8/21 SB410

by the Department of Human Services in consultation with the Department of

Health; and

(5) Make reports to the Department of Human Service and the

Department of Health regarding quality and performance metrics in a manner

and frequency established by a memorandum of understanding.

{e}(d) A health insurer offering individual qualified health insurance

plans for pregram partieipants members shall participate in the Arkansas
Patient-Centered Medical Home Program, including:

(1) Attributing enrollees in individual qualified health
insurance plans, including pregram—partieipants members, to a primary care
physician;

(2) Providing financial support to patient-centered medical
homes to meet practice transformation milestones; and

(3) Supplying clinical performance data to patient-centered
medical homes, including data to enable patient-centered medical homes to
assess the relative cost and quality of healthcare providers to whom patient-
centered medical homes refer patients.-

(e) (1) Each individual qualified health insurance plan shall provide

for a health improvement initiative, subject to the review and approval of

the Department of Human Services, to provide incentives to its enrolled

members to participate in one (1) or more health improvement programs as

defined in § 23-61-1003(9).

(2)(A) The Department of Human Services shall work with health

insurers offering individual qualified health insurance plans to ensure the

economic independence initiative offered by the health insurer includes a

robust outreach and communications effort which targets specific health,

education, training, employment, and other opportunities appropriate for its

enrolled members.

(B) The outreach and communications effort shall recognize

that enrolled members receive information from multiple channels, including

without limitation:

(i) Community service organizations;

(ii) Local community outreach partners;
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(iii) Email;
(iv) Radio;

(v) Religious organizations;

(vi) Social media;

(vii) Television;

(viii) Text message; and

(ix) Traditional methods such as newspaper or mail.

(f) On or before Jamnwary 120417 January 1, 2022, the State Insurance

Department and the Department of Human Services may implement through
certification requirements or rule, or both, the applicable provisions of

this section.

23-61-1008 {Expired.}

23-61-1009. Sunset.
This subchapter shall expire on Beecember 317 2021 December 31, 2026.

23-61-1010. Community bridge organizations.

(a) The Department of Human Services shall develop requirements and

qualifications for community bridge organizations to provide assistance to

one (1) or more of the following target populations

(1) Individuals who become pregnant with a high-risk pregnancy

and the child, throughout the pregnancy and up to twenty-four (24) months

after birth;

(2) Individuals in rural areas of the state in need of treatment

for serious mental illness or substance use disorder;

(3) Individuals who are young adults most at risk of poor health

due to long-term poverty and who meet criteria established by the Department

of Human Services, including without limitation the following:

(A) An individual between nineteen (19) and twenty-four

(24) years of age who has been previously placed under the supervision of

the:

(i) Division of Youth Services; or

(ii) Department of Corrections;

(B) An individual between nineteen (19) and twenty-seven

(27) years of age who has been previously placed under the supervision of the
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Division of Children and Family Services; or

(C) An individual between nineteen (19) and thirty (30)

vears of age who is a veteran; and

(4) Any other target populations identified by the Department of

Human Services.

(b)(1) Each community bridge organizatioﬁ shall be administered by a

hospital under conditions established by the Department of Human Services.

(2) A hospital is eligible to serve eligible individuals under

subdivision (a)(l) of this section if the hospital:

(A) Is a birthing hospital;

(B) Provides or contracts with a qualified entity for the

provision of a federally recognized evidence-based home visitation model to a

woman during pregnancy and to the woman and child for a period of up to

twenty-four (24) months after birth; and

(C) Meets any additional criteria established by the

Department of Human Services.

(3)(A) A hospital is eligible to serve eligible individuals

under subdivision (a)(2) of this section if the hospital:

(i) Is a small rural hospital;

(ii) Screens all Arkansans who seek services at the

hospital for health-related social needs;

(iii) Refers Arkansans identified as having health-

related social needs for social services available in the community;

(iv) Employs local qualified staff to assist

eligible individuals in need of treatment for serious mental illness or

substance use disorder in accessing medical treatment from healthcare

professionals and supports to meet health-related social needs;

(v) Enrolls with Arkansas Medicaid Program as an

acute crisis unit provider; and

(vi) Meets any additional criteria established by

the Department of Human Services.

(B) The hospital may use funding available through the

Department of Human Services to improve the hospital’s ability to deliver

care through coordination with other healthcare professionals and with the

local emergency response system that may include training of personnel and

improvements in equipment to support the delivery of medical services through
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telemedicine.

(4) A hospital is eligible to serve eligible individuals under

subdivision (a)(3) of this section if the hospital:

(A) Is an acute care hospital;

(B) Administers or contracts for the administration

programs using proven models, as defined by the Department of Human Services,

to provide employment, training, education, or other social supports; and

(C) Meets any additional criteria established by the

Department of Human Services.

(¢) An individual is not required or entitled to enroll in a community

bridge organization as a condition of Medicaid eligibility.

(d) A hospital is not:

(1) Required to apply to become a community bridge organization;

(2) Entitled to be selected as a community bridge organization.

23-61-1011. Health and Economic Outcomes Accountability Oversight

Advisory Panel.

(a) There is created the Health and Economic Qutcomes Accountability

Oversight Advisory Panel.

(b) The advisory panel shall be composed of the following members:

(1) The following members of the General Assémbly:

(A) The Chair of the Senate Committee on Public Health,

Welfare, and Labor;

(B) The Chair of the House Committee on Public Health,

Welfare, and Labor;

(C) The Chair of the Senate Committee on Education;

(D) The Chair of the House Committee on Educationj

(E) The Chair of the Senate Committee on Insurance and

Commerce;

(F) The Chair of the House Committee on Insurance and

Commerce;

(G) An at-large member of the Senate appointed by the

President Pro Tempore of the Senate;

(H) An at-large member of the House of Representatives

appointed by the Speaker of the House of Representatives;
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(I) An at-large member of the Senate appointed by the

minority leader of the Senate; and

(J) An at-large member of the House of Representatives

appointed by the minority leader of the House of Representatives;

(2) The Secretary of the Department of Human Services;

(3) The Arkansas Surgeon General;

(4) The Insurance Commissioner;

(5) The heads of the following executive branch agencies or

their designees;

(A) Department of Health:

(B) Department of Education;

(C) Department of Corrections;

(D) Department of Commercej; and

(E) Department of Finance and Administration;

(6) The Director of the Arkansas Minority Health Commission; and

(7)(A) Three (3) community members who represent health,

business, or education, who reflect the broad racial and geographic diversity

in the state, and who have demonstrated a commitment to improving the health

and welfare of Arkansans, appointed as follows;

(i) One (1) member shall be appointed by and serve

at the will of the Governor;

(ii) One (1) member shall be appointed by and serve

at the will of the President Pro Tempore of the Senate; and

(iii) One (1) member shall be appointed by and serve

at the will of the Speaker of the House of Representatives.

(B) Members serving under subdivision (b)(6)(A) of this

section may receive mileage reimbursement.

(c)(1l) The Secretary of the Department of Human Services and one (1)

legislative member shall serve as the co-chairs of the Health and Economic

OQutcomes Accountability Oversight Advisory Panel and shall convene meetings

quarterly of the advisory panel.

(2) The legislative member who serves as the co-chair shall be

selected by majority vote of all legislative members serving on the advisory

panel.

(d) (1) The advisory panel shall review, make nonbinding

recommendations, and provide advice concerning the proposed quality
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performance targets presented by the Department of Human Services for each

participating individual qualified health insurance plan.

(2) The advisory panel shall deliver all nonbinding

recommendations to the Secretary of the Department of Human Services.

(3)(A) The Secretary of the Department of Human Services, in

consultation with the State Medicaid Director, shall determine all quality

performance targets for each participating individual qualified health

insurance plan.

(B) The Secretary may consider the nonbinding

recommendations of the advisory panel when determining quality performance

targets for each participating individual qualified health insurance plan.

(e) The advisory panel shall review:

(1) The annual quality assessment and performance improvement

strategic plan for each participating individual qualified health insurance

plan;
(2) Financial performance of the Arkansas Health and Opportunity

for Me Program against the budget neutrality targets in each demonstration

year;
(3) Quarterly reports prepared by the Department of Human

Services, in consultation with the Department of Commerce, on progress

towards meeting economic independence outcomes and health improvement

outcomes, inecluding without limitation:

(A) Community bridge organization outcomes;

(B) Individual qualified health insurance plan health

improvement outcomes;

(C) Economic independence initiative outcomesj and

(D) Any sanctions or penalties assessed on participating

Individual qualified health insurance plans;

(4) Quarterly reports prepared by the Department of Human

Services on the Arkansas Health and Opportunity for Me Program, including

without limitation:

(A) Eligibility and enrollment;

(B) Utilization;

(C) Premium and cost-sharing reduction costs; and

(D) Health insurer participation and competition; and

(5) Any other topies as requested by the Secretary of the
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Department of Human Services.

(f) (1) The advisory panel may furnish advice, gather information, make

recommendations, and publish reports.

(2) However, the advisory panel shall not administer any portion

of the Arkansas Health and Opportunity for Me Program or set policy.

(g) The Department of Human Services shall provide administrative

support necessary for the advisory panel to perform its duties.

(h) The Department of Human Services shall produce and submit a

quarterly report incorporating the advisory panel’s findings to the President

Pro Tempore of the Senate, the Speaker of the House of Representatives, and

the public on the progress in health and economic improvement resulting from

the Arkansas Health and Opportunity for Me Program, including without

limitation:

(1) Eligibility and enrollment;

(2) Participation in and the impact of the economic independence

initiative and the health improvement initiative of the eligible individuals,

health insurers, and community bridge organizations;

(3) Utilization of medical services;

(4) Premium and cost-sharing reduction costs; and

(5) Health insurer participation and completion.

20-61-1012., Rules.,

The Department of Human Services shall adopt rules necessary to

implement this subchapter.

SECTION 2. Arkansas Code § 19-5-984(b)(2) (D), concerning the Division
of Workforce Services Special Fund, is amended to read as follows:
(D) The Arkansas Werks Aetof 2016 Arkansas Health and

Opportunity for Me Act of 2021, § 23-61-1001 et seq., or its successor; and

SECTION 3. Arkansas Code § 19-5-1146 is amended to read as follows:

19-5-1146. Arkansas Works Pregram Arkansas Health and Opportunity for
Me Program Trust Fund.

(a) There is created on the books of the Treasurer of State, the
Auditor of State, and the Chief Fiscal Officer of the State a trust fund to
be known as the “Arkansas Werks Pregram Arkansas Health and Opportunity for
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Me Program Trust Fund”.
(b) The fund shall consist of:
(1) Moneys saved and accrued under the Arkansas Weorks Aetof
2016 Arkansas Health and Opportunity for Me Act of 2021, § 23-61-1001 et

seq., including without limitatiom:

(A) Increases in premium tax collections; and

(B) Other spending reductions resulting from the Axrkansas
WorksAetof 2016 Arkansas Health and Opportunity for Me Act of 2021, § 23-
61-1001 et seq.; and

(2) Other revenues and funds authorized by law.

(c) The Department of Human Services shall use the fund to pay for
future obligations under the Arkansas—Weorks—Program Arkansas Health and
Opportunity for Me Program created by the Arkansas—Werks—Aet—of 2016 Arkansas
Health and Opportunity for Me Act of 2021, § 23-61-1001 et seq.

SECTION 4. Arkansas Code § 23-61-803(h), concerning the creation of
the Arkansas Health Insurance Marketplace, is amended to read as follows:

(h) The State Insurance Department and any eligible entity under
subdivision 4e)}{3) (e)(2) of this section shall provide claims and other plan
and enrollment data to the Department of Human Services upon request to:

(1) Facilitate compliance with reporting requirements under
state and federal law; and

(2) Assess the performance of the Arkansas Weorks Pregram
Arkansas Health and Opportunity for Me Program established by the Axkansas
Works—Aet—of 2016 Arkansas Health and Opportunity for Me Act of 2021, § 23-

61-1001 et seq., including without limitation the program’s quality, cost,

and consumer access.

SECTION 5. Arkansas Code § 23-79-1601(2)(A), concerning the definition
of "health benefit plan" regarding coverage provided through telemedicine, is
amended to read as follows:

(2)(A) “Health benefit plan” means:
(i) An individual, blanket, or group plan, policy,
or contract for healthcare services issued or delivered by an insurer, health
maintenance organization, hospital medical service corporation, or self-

insured governmental or church plan in this state; and
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(ii) Any health benefit program receiving state or
federal appropriations from the State of Arkansas, including the Arkansas

Medicaid Program

LR ion’y and the Arkansas WerksPregram Arkansas

Health and Opportunity for Me Program, or any successor program.

SECTION 6. Arkansas Code § 23-79-1801(1)(A), concerning the definition
of "health benefit plan" regarding coverage for newborn screening for spinal
muscular atrophy, is amended to read as follows:

(1)(A) “Health benefit plan” means:

(i) An individual, blanket, or group plan, policy,
or contract for healthcare services issued or delivered by an insurer, health
maintenance organization, hospital medical service corporation, or self-
insured governmental or church plan in this state; and

(ii) Any health benefit program receiving state or
federal appropriations from the State of Arkansas, including the Arkansas

Medicaid Program

referred—to—as—the “Private Option?y and the Arkansas Werks Pregram Arkansas

Health and Opportunity for Me Program, or any successor program.

SECTION 7. Arkansas Code § 26-57-604(a)(1l)(B)(ii), concerning the
remittance of the insurance premium tax, is amended to read as follows:
(ii) However, the credit shall not be applied as an
offset against the premium tax on collections resulting from an eligible
individual insured under the Bealth—GCareIndependencefetof 2013 § 2077

2401 —et——seg+—frepeated]—theArkansasWorks—Aet—of 2016 Arkansas Health and
Opportunity for Me Act of 2021, § 23-61-1001 et seq., the Arkansas Health

Insurance Marketplace Act, § 23-61-801 et seq., or individual qualified
health insurance plans, including without limitation stand-alone dental
plans, issued through the health insurance marketplace as defined by § 23-61-

1003.

SECTION 8. Arkansas Code § 26-57-610(b)(2), concerning the disposition

of the insurance premium tax, is amended to read as follows:

(2) The taxes based on premiums collected under the Health Gare
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Aet—of 2016 Arkansas Health and Opportunity for Me Act of 2021, § 23-61-1001

et seq., the Arkansas Health Insurance Marketplace Act, § 23-61-801 et seq.,

or individual qualified health insurance plans, including without limitation
stand-alone dental plans, issued through the health insurance marketplace as
defined by § 23-61-1003 shall be:

(A) At the time of deposit, separately certified by the
commissioner to the Treasurer of State for classification and distribution
under this section; and

(B) Transferred to-the Arkancas—Works—Program Arkansas

Health and Opportunity for Me Program Trust Fund and used as required by the

Arkansas—Werks—Program Arkansas Health and Opportunity for Me Program Trust
Fund;

SECTION 9. EFFECTIVE DATE.

This act is effective on and after January 1, 2022.

/s/Irvin

APPROVED: 4/1/21
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