
Section I

TOC required

124.000 Beneficiary Aid Categories 2-1-171-1-
23

The following is theA full list of beneficiary client aid categories is available online. View or print 
the Client Aid Category list.  Some categories provide a full range of benefits while others may 
offer limited benefits or may require cost sharing by a beneficiary.  The following codes describe 
each level of coverage.

FR full range

LB limited benefits

AC additional cost sharing

MNLB medically needy limited benefits

MP/MF market place/medically frail

Category Description Code

01 ARKIDS B ARKids CHIP Separate Child Health Program LB, AC

06 New Adult Group MP/MF

09 SSI Program of All-Inclusive Care for the Elderly (PACE) FR

10 N WD NewCo Working Disabled – New Cost Sharing (N) FR, AC

10 R WD RegCo Working Disabled – Regular Medicaid Cost Sharing I FR, AC

11 AABD AABD FR

13 SSI SSI FR

14 SSI SSI FR

15 Program of All-Inclusive Care for the Elderly (PACE) FR

16 AA-EC AA-EC MNLB

17 AA-SD Aid to the Aged Medically Needy Spend Down MNLB

18 QMB-AA Aid to the Aged-Qualified Medicare Beneficiary (QMB) LB

18 S AR Seniors ARSeniors FR

20 AFDC-GRANT Parent Caretaker Relative FR

25 TM Transitional Medicaid FR

26 AFDC-EC AFDC Medically Needy Exceptional Category MNLB

27 AFDC-SD AFDC Medically Needy Spend Down MNLB

31 AAAB Aid to the Blind FR

33 SSI SSI Blind Individual FR

34 SSI SSI Blind Spouse FR

35 SSI SSI Blind Child FR

36 AB-EC Aid to the Blind-Medically Needy Exceptional Category MNLB

37 AB-SD Aid to the Blind-Medically Needy Spend Down MNLB

38 QMB-AB Aid to the Blind-Qualified Medicare Beneficiary (QMB) LB
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Category Description Code

41 AABD Aid to the Disabled FR

43 SSI SSI Disabled Individual FR

44 SSI SSI Disabled Spouse FR

45 SSI SSI Disabled Child FR

46 AD-EC Aid to the Disabled-Medically Needy Exceptional Category MNLB

47 AD-SD Aid to the Disabled-Medically Needy Spend Down MNLB

48 QMB- AD Aid to the Disabled-Qualified Medicare Beneficiary (QMB) LB

49 TEFRA TEFRA Waiver for Disabled Child FR, AC

51 U-18 Under Age 18 No Grant FR

52 ARKIDS A Newborn FR

56 U-18 EC Under Age 18 Medically Needy Exceptional Category MNLB

57 U-18 SD Under Age 18 Medically Needy Spend Down MNLB

58 QI-1 Qualifying Individual-1 (Medicaid pays only the Medicare 
premium.)

LB

61 PW-PL Women’s Health Waiver - Pregnant Women, Infants & 
Children Poverty Level (SOBRA).  A 100 series suffix (the 
last 3 digits of the ID number) is a pregnant woman; a 200 
series suffix is an ARKids-First-A child.

LB (for the 
pregnant 
woman only)

FR (for 
SOBRA 
children)

61 PW “Unborn 
Child”

Pregnant Women PW Unborn CH-no Ster cov – Does not 
cover sterilization or any other family planning services.

LB (for the 
pregnant 
woman only)

63 ARKIDS A SOBRA Newborn FR

65 PW-NG Pregnant Women No Grant FR

66 PW-EC Pregnant Women Medically Needy Exceptional Category MNLB

67 PW-SD Pregnant Women Medically Needy Spend Down MNLB

76 UP-EC Unemployed Parent Medically Needy Exceptional 
Category

MNLB

77 UP-SD Unemployed Parent Medically Needy Spend Down MNLB

80 RRP-GR Refugee Resettlement Grant FR

81 RRP-NG Refugee Resettlement No Grant FR

86 RRP-EC Refugee Resettlement Medically Needy Exceptional 
Category

MNLB

87 RRP-SD Refugee Resettlement Medically Needy Spend Down MNLB

88 SLI-QMB Specified Low Income Qualified Medicare Beneficiary 
(SMB) (Medicaid pays only the Medicare premium.)

LB 

91 FC Foster Care FR

92 IVE-FC IV-E Foster Care FR

93 Former Foster Care FR
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Category Description Code

96 FC-EC Foster Care Medically Needy Exceptional Category MNLB

97 FC-SD Foster Care Medically Needy Spend Down MNLB

124.100 Beneficiary Client Aid Categories with Limited Benefits 4-1-061-1-
23

Most Medicaid categories provide the full range of Medicaid services as specified in the 
Arkansas Medicaid State Plan.  However, certain categories offer a limited benefit package.  
These categories are discussed below.  View or print the Client Aid Category list.

124.200 Beneficiary Client Aid Categories with Additional Cost Sharing 6-1-081-1-
23

Certain programs require additional cost sharing for Medicaid services.  View or print the Client 
Aid Category list.

The forms of cost sharing in the Medicaid Program are co-payment and premiums.  These 
programs are discussed in Sections 124.210 through 124.2350.

Copayments may not exceed the amounts listed in the cost sharing schedules, as updated each 
January 1 by the percentage increase in the medical care component of the CPI-U for the period 
of September to September ending in the preceding calendar year and then rounded to the next 
higher 5-cent increment.

A family’s total annual out-of-pocket cost sharing cannot exceed five percent (5%) of the family’s 
gross income.

124.220 TEFRA 2-1-171-1-
23

Eligibility category 49 contains covers children under age 19 who are eligible for Medicaid 
services as authorized by Section 134 of the Tax Equity and Fiscal Responsibility Act of 1982 
(TEFRA) and amended by the Omnibus Budget Reduction Act.  Children in category 49 receive 
the full range of Medicaid services.  However, there are cost sharing requirements.  Families will 
be charged a sliding scale monthly premium based on the income of the custodial parents.  
Custodial parents with incomes above 150 percent of the federal poverty level (FPL) and in 
excess of $25,000 annually will be subject to a sliding scale monthly premium.  The monthly 
premium, described in the following chart, can only be assessed if the family income is in excess 
of 150 one-hundred and fifty percent (150%) of the federal poverty level.

The premiums listed above in the TEFRA Cost Share Schedule below represent family 
responsibility.  They will not increase if a family has more than one TEFRA-eligible child.  There 
are no cCo-payments are not charged for services to TEFRA children, and a family’s total annual 
out-of-pocket cost sharing cannot exceed five (5) percent (5%) of the family’s gross income.

TEFRA Cost Share Schedule
Effective July 1, 2022

Family Income Monthly Premiums

From To % From To

$0 $25,000 0% $0 $0

$25,001 $50,000 1.00% $20 $41

$50,001 $75,000 1.25% $52 $78
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TEFRA Cost Share Schedule
Effective July 1, 2022

Family Income Monthly Premiums

From To % From To

$75,001 $100,000 1.50% $93 $125

$100,001 $125,000 1.75% $145 $182

$125,001 $150,000 2.00% $208 $250

$150,001 $175,000 2.25% $281 $328

$175,001 $200,000 2.50% $364 $416

$200,001 No limit 2.75% $458 $458

The maximum premium is $5,500 per year ($458 per month) for income levels of $200,001 and 
above.

124.230 Working DisabledWorkers with Disabilities 12-1-191-1-
23

The Working DisabledWorkers with Disabilities (WD) category is an employment initiative 
designed to enable people with disabilities to gain employment without losing medical benefits.  
Individuals who are ages sixteen (16) through sixty-four (64), with a disability as defined by 
Supplemental Security Income (SSI) criteria and who meet the income and resource criteria may 
be eligible in this category.

Co-payments are required for the following services:  

There are two levels of cost sharing in this aid category, depending on the individual’s income:

A. Regular Medicaid cost sharing.

Beneficiaries with gross income below 100% of the Federal Poverty Level (FPL) are 
responsible for the regular Medicaid cost sharing (pharmacy, inpatient hospital and 
prescription services for eyeglasses).  They are designated in the system as “WD RegCO.”

B. New cost sharing requirements.

Beneficiaries with gross income equal to or greater than 100% FPL have cost sharing for 
more services and are designated in the system as “WD NewCo”. 

The cost sharing amounts for the “WD NewCo” eligibles are listed in the chart below:

Adult Medicaid Cost Share Schedule

Service Copay

Office Visits and Outpatient Services

Physician visit (including PCP/specialist/audiologist/podiatrist visit, excluding 
preventive services and X-ray)

$4.70

Preventative Care/Screening/Immunizations/EPSDT $0.00

Other Practitioner Office Visit (Nurse, Physician Assistant) $4.70

Federally Qualified Health Center (FQHC) $4.70

Rural Health Clinic $4.70
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Ambulatory Surgical Center $4.70

Family planning services and supplies (including contraceptives) $0.00

Chiropractor $4.70

Acupuncture Not covered

Pharmacy

Generics $4.70

Preferred Brand Drugs $4.70

Non-Preferred Brand Drugs $9.40

Specialty Drugs (i.e., High-Cost) $9.40

Testing and Imaging

X-rays and Diagnostic Imaging $4.70

Imaging (CT/Pet Scans, MRIs) $4.70

Laboratory Outpatient and Professional Services $4.70

Allergy Testing $4.70

Inpatient Services

All Inpatient Hospital Services (including MH/SUD) $0.00

Emergency and Urgent Care

Emergency Room Services $0.00

Non-Emergency Use of the Emergency Department $9.40

Emergency Transportation/Ambulance $0.00

Urgent Care Centers or Facilities $4.70

Durable Medical Equipment

Durable Medical Equipment $4.70

Prosthetic Devices $4.70

Orthotic Appliances $4.70

Mental and Behavioral Health and Substance Abuse

All Inpatient Hospital Services (including MH/SUD) $0.00

Mental/Behavioral Health and SUD Outpatient Services $4.70

Rehabilitation and Habilitation

Rehabilitative Occupational Therapy $4.70

Rehabilitative Speech Therapy $4.70

Rehabilitative Physical Therapy $4.70

Outpatient Rehabilitation Services $4.70

Habilitation Services $4.70

Surgery

Inpatient Physician and Surgical Services $0.00

Outpatient Surgery Physician/Surgical Services $4.70
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Treatments and Therapies

Chemotherapy $4.70

Radiation $4.70

Infertility Treatment Not covered

Infusion Therapy $4.70

Vision 

Dental

Accidental Dental $4.70

Women's Services

Delivery and all Inpatient services for maternity care $0.00 

Prenatal and postnatal care $0.00 

Other

Home health Care Services $4.70

Hospice Services $0.00

End Stage Renal Disease Services (Dialysis) $0.00

Personal Care Not covered

Program Services New Co-Payment*

Adult Developmental Day Treatment Services $10 per day

ARChoices Waiver Services None

Ambulance $10 per trip

Ambulatory Surgical Center $10 per visit

Audiological Services $10 per visit

Augmentative Communication Devices 10% of the Medicaid maximum allowable 
amount 

Chiropractor $10 per visit

Dental $10 per visit (no co-pay on EPSDT dental 
screens) 

Diapers, Underpads and Incontinence Supplies None

Durable Medical Equipment (DME) 20% of Medicaid maximum allowable
amount per DME item

Early Intervention Day Treatment $10 per day

Emergency Department: Emergency Services $10 per visit

Emergency Department: Non-emergency 
Services

$10 per visit 

End Stage Renal Disease Services None

Early and Periodic Screening, Diagnosis and 
Treatment

None
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Program Services New Co-Payment*

Eyeglasses None

Family Planning Services None

Federally Qualified Health Center (FQHC) $10 per visit

Hearing Aids (not covered for individuals ages 21 
and over)

10% of Medicaid maximum allowable 
amount

Home Health Services $10 per visit

Hospice None

Hospital: Inpatient 25% of the hospital’s Medicaid per diem 
for the first Medicaid-covered inpatient 
day

Hospital: Outpatient $10 per visit

Hyperalimentation 10% of Medicaid maximum allowable 
amount

Immunizations None

Laboratory and X-Ray $10 per encounter, regardless of the
number of services per encounter

Medical Supplies None

Inpatient Psychiatric Services for Under Age 21 25% of the facility’s Medicaid per diem for 
the first Medicaid-covered day

Outpatient Behavioral Health $10 per visit

Nurse Practitioner $10 per visit 

Private Duty Nursing $10 per visit

Certified Nurse Midwife $10 per visit

Orthodontia (not covered for individuals ages 21 
and older)

None 

Orthotic Appliances 10% of Medicaid maximum allowable 
amount

Personal Care None

Physician $10 per visit

Podiatry $10 per visit

Prescription Drugs $10 for generic drugs; $15 for brand 
name

Prosthetic Devices 10% of Medicaid maximum allowable 
amount

Rehabilitation Services for Persons with Physical 
Disabilities (RSPD)

25% of the first covered day’s Medicaid 
inpatient per diem

Rural Health Clinic $10 per core service encounter

Targeted Case Management 10% of Medicaid maximum allowable rate 
per unit
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Program Services New Co-Payment*

Occupational Therapy (Age 21 and older have 
limited coverage**)

$10 per visit

Physical Therapy (Age 21 and older have limited 
coverage**) 

$10 per visit

Speech-Language Therapy (Age 21 and older 
have limited coverage**)

$10 per visit

Transportation (non-emergency) None

Ventilator Services None

Visual Care $10 per visit

* Exception:  Cost sharing for nursing facility services is in the form of “patient liability” which 
generally requires that patients contribute most of their monthly income toward their nursing 
facility care.  Therefore, WD beneficiaries clients (Aid Category 10) and Transitional Medicaid 
clients (Aid Category 25) who temporarily enter a nursing home and continue to meet WD or 
TM eligibility criteria will be exempt from the co-payments listed above.

** Exception: This service is NOT covered for individuals within the Occupational, Physical and 
Speech-Language Therapy Program for individuals ages 21 and older.

NOTE: Providers must consult the appropriate provider manual to determine 
coverage and benefits.

124.240 Transitional Medicaid Adult 1-1-23

The Transitional Medicaid program extends Medicaid coverage to families up to 185% of FPL 
that, due to earned income, lost eligibility for the Parents/Caretaker-Relative (PCR) Aid
Category. The Transitional Medicaid program provides up to twelve (12) months of extended 
coverage after losing PCR eligibility.

Pertinent co-payment amounts for clients covered by Adult Transitional Medicaid are the same 
as those listed in Section 124.230.

124.250 Arkansas Health and Opportunity for Me (ARHOME) 1-1-23

The ARHOME program operates as a demonstration waiver under Section 1115 of the Social 
Security Act. It provides premium assistance to allow clients eligible under Section 
1902(a)(10)(A)(i)(VIII) of the Social Security Act to enroll in qualified health plans. The ARHOME 
aid category covers adults ages 19-64 who earn up to 138% of the federal poverty level and are 
not eligible for Medicare. Under ARHOME, clients receive services either through a qualified 
health plan (QHP) or through three other benefit plans delivered through fee for service. Cost 
sharing applies only to ARHOME clients who are enrolled in a QHP or who are awaiting 
enrollment in a QHP (IABP benefit plan). ARHOME clients in a benefit plan based on their status 
as medically frail (FRAIL) or alternative benefit plan (ABP) will not be subject to any cost sharing. 

ARHOME QHP Cost Share amounts for clients enrolled in a QHP are as follows:

ARHOME QHP Cost Share Schedule

Service Copay

Office Visits and Outpatient Services

Physician visit (including PCP/specialist/audiologist/podiatrist visit, excluding 
preventive services and X-ray)

$4.70
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Preventative Care/Screening/Immunizations/EPSDT $0.00

Other Practitioner Office Visit (Nurse, Physician Assistant) $4.70

Federally Qualified Health Center (FQHC) $4.70

Rural Health Clinic $4.70

Ambulatory Surgical Center $4.70

Family planning services and supplies (including contraceptives) $0.00

Chiropractor $4.70

Acupuncture Not covered

Nutritional Counseling $4.70

Pharmacy

Generics $4.70

Preferred Brand Drugs $4.70

Non-Preferred Brand Drugs $9.40

Specialty Drugs (i.e., High-Cost) $9.40

Testing and Imaging

X-rays and Diagnostic Imaging $4.70

Imaging (CT/Pet Scans, MRIs) $4.70

Laboratory Outpatient and Professional Services $4.70

Allergy Testing $4.70

Inpatient Services

All Inpatient Hospital Services (including MH/SUD) $0.00

Emergency and Urgent Care

Emergency Room Services $0.00

Non-Emergency Use of the Emergency Department $9.40

Emergency Transportation/Ambulance $0.00

Urgent Care Centers or Facilities $4.70

Durable Medical Equipment

Durable Medical Equipment $4.70

Prosthetic Devices $4.70

Orthotic Appliances $4.70

Mental and Behavioral Health and Substance Abuse

All Inpatient Hospital Services (including MH/SUD) $0.00

Mental/Behavioral Health and SUD Outpatient Services $4.70

Rehabilitation and Habilitation

Rehabilitative Occupational Therapy $4.70

Rehabilitative Speech Therapy $4.70

Rehabilitative Physical Therapy $4.70
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Outpatient Rehabilitation Services $4.70

Habilitation Services $4.70

Surgery

Inpatient Physician and Surgical Services $0.00

Outpatient Surgery Physician/Surgical Services $4.70

Treatments and Therapies

Chemotherapy $4.70

Radiation $4.70 

Infertility Treatment Not covered

Infusion Therapy $4.70

Vision

Routine Eye Exam Not covered

Dental

Basic Dental Services Not covered

Accidental Dental $4.70

Orthodontia Not covered

Women's Services

Delivery and all Inpatient services for maternity care $0.00 

Prenatal and postnatal care $0.00 

Other

Eyeglasses for Adults Not covered

Diabetes Education $0.00

Skilled Nursing Facility  $20.00

Home Health Care Services $4.70

Private-Duty Nursing Not covered

Hospice Services $0.00

End Stage Renal Disease Services (Dialysis) $0.00

Personal Care Not covered

133.000 Cost Sharing 9-15-09

The forms of cost sharing in the Medicaid Program are coinsurance, co-payment, deductibles 
and premiums.  Each are detailed in the following Sections 133.100 through 133.500.

133.100 Inpatient Hospital Coinsurance Charge for Medicaid Beneficiaries 
Without Medicare

6-1-08

For inpatient admissions, the Medicaid coinsurance charge per admission for non-exempt 
Medicaid beneficiaries aged 18 and older is 10% of the hospital’s interim Medicaid per diem,
applied on the first Medicaid covered day.  (See Section 124.230 for Working Disabled cost-
sharing requirements.)
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Example:

A Medicaid beneficiary is an inpatient for 4 days in a hospital whose Arkansas Medicaid interim 
per diem is $500.00.  When the hospital files a claim for 4 days, Medicaid will pay $1950.00; the 
beneficiary will pay $50.00 (10% Medicaid coinsurance rate).

1. Four (4 days) times $500.00 (the hospital per diem) = $2000.00 (hospital allowed 
amount).

2. Ten percent (10% Medicaid coinsurance rate) of $500.00 = $50.00 coinsurance.

3. Two thousand dollars ($2000.00 hospital allowed amount) minus $50.00 
(coinsurance) = $1950.00 (Medicaid payment).

133.300 Inpatient Hospital Coinsurance Charge to Medicare-Medicaid Dually 
Eligible Beneficiaries

9-15-09

The coinsurance charge per admission for Medicaid beneficiaries, who are also Medicare Part A 
beneficiaries, is 10% of the hospital’s Arkansas Medicaid per diem amount, applied on the first 
Medicare covered day only.

Example:

A Medicare beneficiary, also eligible for Medicaid, is an inpatient for 4 days in a hospital whose 
Arkansas Medicaid per diem amount is $500.00.

1. This is the patient’s first hospitalization for the Medicare benefit year; so the patient 
has not met their Medicare Part A deductible.

2. Medicare pays the hospital its allowed Part A charges, less the current (federal fiscal 
year) Medicare deductible, and forwards the payment information to Medicaid.

3. Ten percent (10% Medicaid coinsurance rate) of $500.00 (the Arkansas Medicaid 
hospital per diem) = $50.00 (Medicaid coinsurance). Medicaid coinsurance is due for 
the first day only of each admission covered by Medicare Part A.

4. Medicaid’s payment is the current (federal fiscal year) Medicare Part A deductible 
minus $50.00 Medicaid coinsurance. 

If, on a subsequent admission, Medicare Part A assesses coinsurance, Medicaid will deduct 
from the Medicaid payment an amount equal to 10% of the hospital’s Medicaid per diem for one 
day.  The patient will be responsible for the amount deducted from the Medicaid payment.

133.400 Co-payment on Prescription Drugs 6-1-08

Arkansas Medicaid has a beneficiary co-payment requirement in the Pharmacy Program.  The 
payment is applied per prescription.  Non-exempt beneficiaries aged 18 and older are 
responsible for paying the provider a co-payment amount based on the following table: (See 
Section 124.230 for Working Disabled cost-sharing requirements.  See the ARKids First-B 
provider manual for ARKids-First B cost-sharing requirements.)

Medicaid Maximum Amount Beneficiary Co-pay

$10.00 or less $0.50

$10.01 to $25.00 $1.00

$25.01 to $50.00 $2.00

$50.01 or more $3.00
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133.500 Co-Payment of Eyeglasses for Beneficiaries Aged 21 and Older  6-1-08

Arkansas Medicaid has a beneficiary co-payment requirement in the Visual Care Program.  
Medicaid beneficiaries 21 years of age and older must pay a $2.00 co-payment for Visual Care 
prescription services.  Nursing home residents are exempt from the co-pay requirement.

134.000 Exclusions from Cost Sharing Policy  9-15-091-1-
23

As required by 42 C.F.R. § 447.53(b), tThe following services populations are excluded from the 
beneficiary client cost sharing requirement:

A. Services provided to iIndividuals under twenty-one (2118) years of age, except:

1. Services for ARKids First-B beneficiaries clients (see the ARKids First-B manual for 
cost share and more information about this program).

2. Services for individuals under age 18 in the Working Disabled category.  

B. Services provided to pPregnant women.

C. Individuals who are American Indian or Native AlaskanEmergency services - services 
provided in a hospital, clinic, office or other facility that is equipped to furnish the required 
care after the sudden onset of a medical condition manifesting itself by acute symptoms of 
sufficient severity that the absence of immediate medical attention could reasonably be 
expected to result in:

1. Placing the patient’s health in serious jeopardy,

2. Serious impairment to bodily functions, or

3. Serious dysfunction of any bodily organ or part.

D. Services provided to iIndividuals who are inpatients in a long- term care facility (nursing 
facility (NF) and intermediate care for individuals with intellectual disabilities (ICF/IID) 
facility) when, as a condition for receiving the institutional services, the individual is 
required to spend all but a minimal amount (for personal needs) of his or her income for 
medical care costs.

The fact that a beneficiary client is a resident of a nursing facility does not on its own
exclude the Medicaid services provided to the beneficiary client from the cost sharing 
requirement.  Unless a Medicaid beneficiary client has been found eligible for long term 
care assistance through the Arkansas Medicaid Program, and Medicaid is making a 
vendor payment to the nursing facility (NF or ICF/IID) for the beneficiaryclient, the 
beneficiary client is not exempt from the cost sharing requirement.  

E. Individuals who are enrolled in a Provider-led Arkansas Shared Savings Entity (PASSE).

F. Individuals receiving hospice care.

G. Individuals who are at or below 20% of the federal poverty level.

The following services are excluded from the client cost sharing requirement:

A. Emergency services - services provided in a hospital, clinic, office or other facility that is 
equipped to furnish the required care after the sudden onset of a medical condition 
manifesting itself by acute symptoms of sufficient severity that the absence of immediate 
medical attention could reasonably be expected to result in:

1. Placing the patient’s health in serious jeopardy,

2. Serious impairment to bodily functions, or
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3. Serious dysfunction of any bodily organ or part.

B. Pregnancy-related services

C. Preventive services

D. Services for provider-preventable conditions

E. Family planning services and supplies.

The provider must maintain sufficient documentation in the beneficiary’s client’s medical record 
to substantiate any exemption from the beneficiary client cost sharing requirement.  

135.000 Collection of Coinsurance/Co-payment 6-1-081-1-
23

The method of collecting the coinsurance/co-payment amount from the beneficiary client is the 
provider’s responsibility.  In cases of claim adjustments, the responsibility of refunding or 
collecting additional cost sharing (coinsurance or co-payment) from the beneficiary client
remains the provider’s responsibility.

The provider may not deny services to a Medicaid beneficiary client because of the individual’s 
inability to pay the coinsurance or co-payment.  However, the individual’s inability to pay does 
not eliminate his or her liability for the coinsurance or co-payment charge.

The beneficiary’s client’s inability to pay the coinsurance or co-payment does not alter the 
Medicaid reimbursement for the claim.  Unless the beneficiary client or the service is exempt
from cost sharing requirements as listed in Section 134.000, Medicaid reimbursement is made in 
accordance with the current reimbursement methodology and when applicable cost sharing 
amounts are deducted from the maximum allowable fee before payment.

Hospitals are required to comply with certain federal rules before assessing non-emergency
copays. Hospitals are expected to comply with emergency room screening requirements, help 
locate alternate providers when screening determines the patient’s need to be non-emergent, 
and inform clients of treatment options that have a lesser co-pay before the hospital and the
state can charge the non-emergency use of the emergency room co-pay.

Hospitals must develop written policies and tracking mechanisms to identify how they comply
with the requirement and produce data on member choice and expenditures. Policies and data 
must be available upon request of DHS and its designees.

The Medicaid cost-sharing amount for clients who use hospital emergency department services 
for non-emergency reasons can be found in the ARHOME QHP Cost Share Schedule for clients 
enrolled in a QHP or the Adult Medicaid Cost Share Schedule. (See Sections 124.230 and 
124.250)

This cost-sharing amount will only apply to Medicaid clients who are subject to a copay. There 
will not be any cost-sharing required from clients who need emergency services or treatment. 

The first step in the process will be for hospital emergency departments to conduct an 
appropriate medical screening to determine whether the client needs emergency services.

If the screening determines that emergency services are needed, hospitals should tell the client
what the cost-sharing amount will be for the emergency services provided in the emergency 
department ($0.00). Hospitals should then provide needed emergency services per their 
established protocols.

If the screening determines that emergency services are not needed, hospitals may provide non-
emergency services in the emergency department. Before providing non-emergency services 
and imposing client cost sharing for such services, however, the hospital must:
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Tell the client what the cost-sharing amount will be for the non-emergency services 
provided in the emergency department, 

Give the client the option of paying for and receiving services in the emergency 
department, or 

Give the client the name and location of an alternate non-emergency services provider 
that can provide the needed services in a timely manner and at a lower cost than the 
hospital emergency department, and

Refer the client to the alternate provider, who will then coordinate scheduling for 
treatment.



Beneficiary Aid Category List

Some categories provide a full range of benefits while others may offer limited benefits or may 
require cost sharing by a beneficiary. The following codes describe each level of coverage.

FR full range

LB limited benefits

AC additional cost sharing

MNLB medically needy limited benefits

QHP/IABP/MF Qualified Health Plan/awaiting QHP assignment/medically frail

Category Category Name Description Code

01 ARKIDS B CHIP Separate Child Health Program LB, AC

06 ARHOME New Adult Expansion Group QHP, AC

IABP, AC

MF, FR

10 WD Workers with Disabilities FR, AC

11 Assisted Individual -
Aged

Assisted Living Facility- Individual is 
>= 65 years old

FR

11 ARChoices - Aged ARChoices waiver -Individual is >= 65 years old FR

13 SSI Aged Individual SSI Medicaid FR

14 SSI Aged Spouse SSI Medicaid FR

15 PACE Program of All-Inclusive Care for the Elderly 
(PACE)

FR

16 AA-EC Aged 
Individual

Medically Needy, Exceptional Category-
Individual is >= 65 years old

MNLB

17 AA-SD – Aged Medically Needy Spend Down- Individual is 
>= 65 years old

MNLB

18 QMB AA Aged Individual Qualified Medicare Beneficiary (QMB)-
Individual is >= 65 years old

LB

19 ARSeniors ARSeniors FR

20 PCR Parent Caretaker Relative FR

25 TM Transitional Medicaid FR, AC

26 AFDC Medically 
Needy-EC

AFDC Medically Needy Exceptional Category MNLB

27 AFDC Medically 
Needy-SD

AFDC Medically Needy Spend Down MNLB

31 Pickle Disregard COLA Increase FR

33 SSI Blind Individual SSI Medicaid FR

34 SSI Blind Spouse SSI Medicaid FR



Category Category Name Description Code

35 SSI Blind Child SSI Medicaid FR

36 Blind Medically 
Needy-EC**

AABD Medically Needy - Individual is Blind as 
indicated on the Disability screen

MNLB

37 Blind Medically 
Needy-SD-  

Aid to the Blind-Medically Needy Spend Down- 
Individual has disability type of blind

MNLB

38 Blind – QMB Aid to the Blind-Qualified Medicare Beneficiary 
(QMB) - Individual is Blind as indicated on the 
Disability screen 

LB

40 Nursing Facility – 
Aged

Nursing Facility - Individual age is >= 65 years 
old

FR

40 Nursing Facility – 
Blind

Nursing Facility- Individual is Blind as indicated 
on the Disability screen

FR

40 Nursing Facility – 
Disabled

Nursing Facility – Individual has a disability FR

41 Disabled Widow/er 
Surviving Divorced 
Spouse

Widows/Widowers and Surviving Divorced 
Spouses with a Disability (COBRA 90)

FR

41 Assisted Living Assisted Living Facility-Individual has a 
disability of any type.

FR

41 ARChoices ARChoices-Individual has disability type of 
physical or blind.

FR

41 DAC Disabled Adult Child FR

41 Autism Autism Waiver FR

41 DDS DDS Waiver FR

41 Disregard (1984) 
Widow/Widow/er

Disabled Widower 50-59 (COBRA) FR

41 Disregard SSA 
Disabled Widow/er

Disabled Widower 60-65 (OBRA 87) FR

41 Disregard SSA 
Disabled Widow/e

OBRA 90 FR

43 SSI Disabled 
Individual

SSI Medicaid FR

44 SSI Disabled Spouse SSI Medicaid FR

45 SSI Disabled Child SSI Medicaid FR

46 Disabled Medically 
Needy - EC

AABD Medically Needy - Individual has 
disability of any type other than blind

MNLB

47 Disabled Medically 
Needy - SD

AABD Medically Needy Spenddown - Individual 
has any other disability type other than Blind

MNLB



Category Category Name Description Code

48 Disabled QMB Qualified Medicare Beneficiary (QMB) - 
Individual has any other disability type other 
than Blind

LB

49 TEFRA TEFRA Waiver for Disabled Child FR, AC

52 Newborn Newborn FR

56 U-18 
EC 

Under Age 18 Medically Needy Exceptional 
Category

MNLB

57 U-18 Medically Needy 
- SD

AFDC U18 Medically Needy Spend Down MNLB

58 Qualifying Individual 
(QI-1)

Qualifying Individual-1 (Medicaid pays only the 
Medicare premium.) 

LB

61 ARKids A ARKids A FR

61 Pregnant Women-
Limited

Pregnant Women-Limited LB 

61 Unborn Pregnant Womaen - Unborn Child
(No family planning benefits allowed)

LB 

65 Pregnant Women – 
Full

Pregnant Women – Full FR

66 Pregnant Women 
Medically Needy - EC 

AFDC Pregnant Women Medically Needy MNLB

67 Pregnant Women 
Medically Needy - SD

AFDC Pregnant Women Medically Needy 
Spend Down

MNLB

68 Qualified Disabled and 
Working individual 
(QDWI)

Qualified Disabled and Working individual 
(QDWI) - (Medicaid pays only the Medicare 
Part A premium.) 

LB

76 AFDC UP Medically 
Needy - EC

Unemployed Parent Medically Needy MNLB

77 AFDC UP Medically 
Needy Spenddown

Unemployed Parent Medically Needy Spend 
Down

MNLB

81 RMA Refugee Resettlement FR

87 RMA Spenddown Refugee Resettlement- Medically Needy Spend 
Down 

MNLB

88 SLMB Specified Low Income Qualified Medicare 
Beneficiary (SLMB) (Medicaid pays only the 
Medicare premium.) 

LB

91 Foster Care Non-IV-E Non IV-E Foster Care - User selection based on 
Child in Placement screen

FR

92 Foster Care IV-E IV-E Foster Care - User selection based on 
Child in Placement screen

FR



Category Category Name Description Code

92 Foster Care ICPC IV-
E 

ICPC IV-E Foster Care - User selection based 
on Child in Placement screen

FR

93 Former Foster Care Former Foster Care Up to Age 26 FR

94 Adoption Non- IV-E- User selection based on Child in 
Placement screen

FR

94 Adoption ICAMA Non- IV-E- User selection based on 
Child in Placement screen

FR

94 Adoption IV-E- User selection based on Child in 
Placement screen

FR

94 Adoption ICAMA IV-E- User selection based on Child in 
Placement screen

FR

95 Guardianship (GAP) Guardianship Non-IV-E - User selection based 
on Child in Placement screen

FR

95 Guardianship (GAP) Guardianship IV-E- User selection based on 
Child in Placement screen

FR

96 Foster Care 
Exceptional Category

Foster Care Medically Needy Exceptional 
Category - Individual fails Foster Care Non-IVE 
Income Test and is eligible for FC EC

MNLB

97 FC-SD Foster Care Spend 
Down

Foster Care Medically Needy Spend Down- 
Individual fails FC EC Income Test/or Income 
Test of any other higher category and has 
medical bills to be eligible on spenddown.

MNLB



Visual Care Section II

TOC not required

213.200 Coverage and Limitations of the Adult Program 11-1-2309

A. One visual examination and one pair of glasses are available to eligible Medicaid 
beneficiaries clients every twelve (12) months.

1. If repairs are needed, the eyeglasses must have been originally purchased through 
the Arkansas Medicaid Program in order for repairs to be made.

2. All repairs will be made by the optical laboratory.

B. One prescription services fee every 12 months from the last date of service

CB. Lens replacement as medically necessary with prior authorization

DC. Lens power for single vision must be a minimum of:

1. +1.00 OR -0.75 sphere

2. -0.75 axis 90 or 0.75 axis 180 cylinder or at any axis

ED. Tinted lenses, photogray lenses or sunglasses are limited to post-operative cataract or 
albino patients

FE. Bifocals for presbyopia must have a power of +1.00 and any changes in bifocals must be in 
increments of at least +0.50

GF. Bifocal lenses are limited to:

1. D-28 and

2. Kryptok

HG. For beneficiaries clients who are eligible for both Medicare and Medicaid, see Section I for 
coinsurance and deductible information.

IH. Plastic or polycarbonate lenses only are covered under the Arkansas Medicaid Program.

JI. Low vision aids are covered on a prior authorization basis. 

K. Medicaid eligible beneficiaries, with the exception of nursing home residents, who are 21 
or older, will pay a $2.00 co-payment to the visual care provider for prescription services.  
Beneficiaries who are in nursing facilities or in group homes will have no co-pays.  All co-
pays will be applied to examination codes rather than to tests or procedures.

LJ. Adult diabetics are eligible (with prior authorization) to receive a second pair of eyeglasses 
within the twelve (12) month period if their prescription changes more than one diopter.

MK. One visual prosthetic device every twenty-four (24) months from the last date of service 

NL. Eye prosthesis and polishing services are covered with a prior authorization.

OM. Trifocals are covered if medically necessary with a prior authorization.

PN. Progressive lenses are covered if medically necessary with a prior authorization.

QO. Contact lenses are covered if medically necessary with a prior authorization.  Please refer 
to Section 212.000 for contact lens guidelines.
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213.300 Exclusions in the Adult Program 11-1-091-1-
23

A. The Medicaid Program will not reimburse for replacement glasses, with the exception of 
post-cataract patients, which will require prior authorization.  There will be no co-pay for 
replacement glasses for post-cataract patients.

B. Lenses may not be purchased separately from the frames.  If the beneficiary client desires 
frames other than the frames approved by Medicaid, he or she will be responsible for the 
lenses also.  Medicaid will reimburse the provider for the examination in these situations.

C. Medicaid will not pay the prescription service charges in situations where the patient buys 
the eyeglasses.  

D. Medicaid does not cover charges incurred due to errors made by doctors or optical 
laboratories.

E. Tinted lenses for cosmetics purposes are not covered.

F. Glass lenses are NOT covered by Medicaid.

214.200 Coverage and Limitations of the Under Age 21 Program 2-1-221-1-
23

A. One examination and one pair of glasses are available to eligible Medicaid beneficiaries 
every twelve (12) months.

1. If repairs are needed, the eyeglasses must have been originally purchased through 
the Arkansas Medicaid Program in order for repairs to be made.

2. If the glasses are lost or broken beyond repair within the twelve (12)-month benefit 
limit period, one additional pair will be available through the optical laboratory.  After 
the first replacement pair, any additional pair will require prior authorization.  There 
will be no co-payment assessed for replacement glasses requiring prior 
authorization. 

3. All replacements will be made by the optical laboratory and the doctor’s office may 
make repairs only when necessary.

4. EPSDT beneficiaries will have no co-pays.  Only ARKids First-B beneficiaries will be 
assessed a ten-dollar ($10.00) co-pay.  All co-pays will be applied to examination 
codes rather than to tests or procedures.

B. Prescriptive and acuity minimums must be met before glasses will be furnished.  Glasses 
should be prescribed only if the following conditions apply:

1. The strength of the prescribed lens (for the poorer eye) should be a minimum of 
-.75D + 1.00D spherical or a minimum of .75 cylindrical or the unaided visual acuity 
of the poorer eye should be worse than 20/30 at a distance.

2. Reading glasses may be furnished based on the merits of the individual case.  The 
doctor should indicate why such corrections are necessary.  All such requests will be 
reviewed on a prior approval basis.

C. Plastic or polycarbonate lenses only are covered under the Arkansas Medicaid Program.

D. When the prescription has met the prescriptive and acuity minimum qualifications, 
Medicaid will purchase eyeglasses through a negotiated contract with an optical laboratory.

E. The eyeglasses will be forwarded to the doctor’s office where he or she will be required to 
verify the prescription and fit or adjust them to the patient’s needs.
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F. Eye prosthesis and polishing services require a prior authorization.

G. Contact lenses are covered if medically necessary with a prior authorization.  Please refer 
to Section 212.000 for contact lens guidelines.

H. Eyeglasses for children diagnosed as having the following diagnoses must have a surgical 
evaluation in conjunction with supplying eyeglasses.

1. Ptosis (droopy lid)

2. Congenital cataracts

3. Exotropia or vertical tropia

4. Children between the ages of twelve (12) and twenty-one (21) exhibiting exotropia

I. Prior authorized orthoptic and/or pleoptic training may be performed only in the office of a 
licensed optometrist or ophthalmologist for Medicaid eligible children ages twenty (20) and 
under and for CHIP eligible children ages eighteen (18) and under.

1. The initial prior authorization request must include objective and subjective 
measurements and tests used to indicate diagnosis.

2. The initial prior authorization approved for this treatment will consist of sixteen (16) 
treatments in a twelve (12)-month period with no more than one treatment per seven 
(7) calendar days.

3. An extension of benefits may be requested for medical necessity.

4. Requests for extension of benefits must include the initial objective and subjective 
measures with diagnosis along with subjective and objective measures after the 
initial sixteen (16) treatments are completed to show progress and the need for, or 
benefit of, further treatment.

5. For a list of diagnoses that are covered for orthoptic and/or pleoptic training (View 
ICD Codes.). 

J. Prior authorized sensorimotor examination may be performed only in the office of a 
licensed optometrist or ophthalmologist for Medicaid eligible children ages twenty (20) and 
under and for CHIP eligible children ages eighteen (18) and under who have received a 
covered diagnosis based on specific observed and documented symptoms.

1. Benefit limit of one (1) sensorimotor examination in a twelve (12) month period.

2. An extension of benefits may be requested for medical necessity.

3. For a list of diagnoses that are covered for sensorimotor examination (View ICD 
Codes.). 

K. Prior authorized developmental testing may be performed only in the office of a licensed 
optometrist or ophthalmologist for Medicaid eligible children ages twenty (20) and under 
and for CHIP eligible children ages eighteen (18) and under who have received a covered 
diagnosis based on specific observed and documented symptoms.

1. Benefit limit of one (1) developmental testing in a twelve (12) month period.

2. An extension of benefits may be requested for medical necessity.

3. For a list of diagnoses that are covered for developmental testing (View ICD Codes). 

View or print the procedure codes for Vision services.



MEDICAL SERVICES POLICY MANUAL, SECTION A

A-100 General Program Information

A-100 General Program Information

A-100 General Program Information

MS Manual 07/01/2001/01/23

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

Benefits for the Arkansas Medicaid and ARKids Programs include, but are not limited to the 
following:

Emergency Services;

Home Health and Hospice;

Hospitalization;

Long Term Care;

Physician Services;

Prescription Drugs; and

Transportation-(Refer to Appendix B for a description of TransportationServices).

Generally, there is no limit on benefits to individuals under age twenty-one (21) years of age who
are enrolled in the Child Health Services Program (EPSDT). There may be benefit limits to individuals 
over age twenty-one (21) years of age. 
Consult “Arkansas Medicaid, ARKids First & You, Arkansas Medicaid Beneficiary Handbook” 
(PUB-040) for specific information and covered services.

The Adult Expansion Group coverage for most individuals will be provided through a private 
insurance plan, i.e., this is, a Qualified Health Plan (QHP). QHP coverage will include:

Outpatient Services;

Emergency Services;

Hospitalization;

Maternity and Newborn Care;



MEDICAL SERVICES POLICY MANUAL, SECTION A

A-100 General Program Information

A-1005 NGeneral Program Informatioondiscrimination

Mental Health and Substance Abuse;

Prescription Drugs;

Rehabilitative and Habilitative Services;

Laboratory Services;

Preventive and Wellness Services and Chronic Disease Management; and

Pediatric Services, including Dental and Vision Care;

EXCEPTION: Individuals eligible for the Adult Expansion Group who have health care 
needs that make coverage through a QHP impractical, or overly 
complex, or who would undermine continuity or effectiveness of care, 
will not enroll in a private QHP plan but will remain in MedicaidHealth 
Care. 

A-110 Cost Sharing Coinsurance/Copayment
MS Manual 01/01/1701/01/23

Health Care Programs could include out-of-pocket spending (cost sharing) on covered services 
that follow 42 CFR § 447.50. Examples of cost sharing can include; The types of cost sharing in 
the Medicaid Program are coinsurance, co-payments, deductibles and premiums, and 
prescription costs. .Medicaid recipients are responsible for paying a coinsurance amount equal 
to 10% of the per diem charge for the first Medicaid covered day per inpation hospital
admission. Medicaid recipients are also responsible for paying a copayment amount per 
prescription based on a graduated payment scale, not to exceed $3.00 per prescription.



MEDICAL SERVICES POLICY MANUAL, SECTION A

A-100 General Program Information

A-190 Twelve Month Filing Deadline on Medicaid Claims

The coinsurance and copayment policy does not apply to the following recipients and/or 
services:

1. Individuals under twenty-one (the age of 1821) years of age receiving coverage through 
ARKids A or Newborn;

2. Pregnant women; 

2.3. Family Planning services and supplies;

3.4. Individuals residing in a nursing or ICF/IID (Intermediate Care Facilities/Individuals with 
Intellectual Disabilities) facility who are approved for vendor paymentIndividuals 
receiving Medically Frail or Alternative Benefit Plan (ABP);

5. Emergency services; 

4.6. Services that are considered preventative or provider-preventable diseases;

5.7. Health Maintenance Organization (HMO) enrollees;

8. Services provided to individuals receiving hospice care; 

9. PASSE enrollees;

6.10. American Indian/ Alaska Natives; and

7.11. Adult Expansion GroupIndividuals that are at or below twenty (20) percent of 
the FPL enrollees with household income below 100% FPL for their household size 
are not required to pay co-pays or other cost-sharing.

A-115 Cost Sharing for Workers with Disabilities
MS Manual 07/01/2001/01/23

Recipients of Medicaid for Workers with Disabilities (WD) with gross income up to one 
hundred and fifty percent (under 1050% percent (100%) of the Federal Poverty LevelFPL for 
their family size will be subject to paying the usual Medicaid Health Care co- pays. Recipients 
with income greater than one hundred and fifty percent (150%) of the FPL will be assessed for co-
payments up to twenty percent (20%) of Health Care maximum allowable, up to ten dollars ($10) 
per visit.Recipients with gross income equal to or greater than 100 percent (100%) of the FPL 
will be assessed co-payments at the point of service for medical visits and prescription drugs 
according to the following schedule:

NOTE: Transitional Medicaid will follow the same cost share guidelines as Workers with 
Disabilities.

1. Physician’s visits - $10.00 per visit;

2. Prescription drugs - $10.00 for generic, $15.00 for brand name;
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A-100 General Program Information

A-190 Twelve Month Filing Deadline on Medicaid Claims

3. Inpatient Hospital - 25% of the first day’s Medicaid per diemrate;

4. Orthotic appliances, prosthetic devices and augmentative communication devices - 10% 
of the Medicaid maximum allowable amount;

5. Durable medical equipment – 20% of Medicaid maximum allowable amount per item;

6. Occupational, physical and speech therapy, & private duty nursing - $10.00 per visit, with 
a cap of $10.00 per day.

A-116 Premiums for the Adult Expansion Group
MS Manual 01/01/17

A program participant who has income of at least (13800%) of the federal poverty levelFPL will
pay a premium of no more than 2% ofto their income to a health insurance carrier. . 

NOTE: Individuals who are medically frail and receiving Ttraditional Medicaid will not be required
to pay a premium.

Failure to pay the premium for three (3) consecutive months will result in a dept to the State of 
Arkansas.

A-163 Child Health Services Program (EPSDT)
MS Manual 07/01/2001/01/23

The Child Health Services Program (EPSDT) is a program designed to provide early and periodic 
screening, diagnosis, and treatment services at no cost to Medicaid eligible individuals under 
age 21 (including parents under age 21).
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Alternative Benefit Plan

Attachment 3.1-C-
OMB Control Number: 0938 1148

OMB Expiration date: 10/31/2014

Alternative Benefit Plan Populations ABP1

Identify and define the population that will participate in the Alternative Benefit Plan.

Alternative Benefit Plan Population Name: Arkansas Newly Eligible Adult Group

Identify eligibility groups that are included in the Alternative Benefit Plan's population, and which may contain individuals that meet any 
targeting criteria used to further define the population.

Eligibility Groups Included in the Alternative Benefit Plan Population:

Eligibility Group:
Enrollment is 
mandatory or 

voluntary?

+ Adult Group Mandatory x
Enrollment is available for all individuals in these eligibility group(s). Yes

Geographic Area

The Alternative Benefit Plan population will include individuals from the entire state/territory. Yes

Any other information the state/territory wishes to provide about the population (optional)

Arkansas will provide access to the Alternative Benefit Plan (ABP) through three mechanisms: premium assistance to support 
coverage from Qualified Health Plans (QHPs) offered in the individual market, premium assistance to support cost-effective employer-
sponsored insurance (ESI) through an employer participating in the Arkansas Works program and through fee-for-service Medicaid. 

Arkansas has received approval under 1115 of the Social Security Act to implement the Arkansas Works
program.  Under the Arkansas Works demonstration, the State will provide premium assistance for beneficiaries 

eligible under the new adult group established under Section 1902(a)(10)(A)(i)(VIII) of the Social Security Act, to support the purchase 
of coverage from Qualified Health Plans offered in the individual market through the Marketplace;  additionally, individuals ages 21 and 
over with access to cost-effective ESI through an employer who has elected to participate in the Arkansas Works ESI program will be 
required to enroll in ESI.  Arkansas expected approximately 200,000 beneficiaries to be enrolled in coverage offered through the 
Marketplace through this demonstration program.

Arkansas will also offer all of the benefits described in this ABP State Plan Amendment through the fee-for-service delivery system.
Individuals who are eligible for coverage under Arkansas Works will receive the ABP through fee-for-service prior to the effective date
of their QHP coverage.  Exempt populations will have the option to receive the ABP that is the approved Arkansas state plan or the ABP 
that is described in these SPA pages. Exempt individuals choosing to receive the ABP that is described in these SPA pages will receive
those benefits through the fee-for-service delivery system, except for those individuals age 21 or over who have access to cost-effective
ESI.

MARK-UP
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Attachment 3.1-C-
OMB Control Number: 0938 1148

OMB Expiration date: 10/31/2014

Voluntary Benefit Package Selection Assurances - Eligibility Group under Section 1902(a)(10)(A)
(i)(VIII) of the Act 

ABP2a

The state/territory has fully aligned its benefits in the Alternative Benefit Plan using Essential Health Benefits and subject to 1937 
requirements with its Alternative Benefit Plan that is the state’s approved Medicaid state plan that is not subject to 1937 
requirements.  Therefore the state/territory is deemed to have met the requirements for voluntary choice of benefit package for 
individuals exempt from mandatory participation in a section 1937 Alternative Benefit Plan.

No

These assurances must be made by the state/territory if the Adult eligibility group is included in the ABP Population.

The state/territory shall enroll all participants in the "Individuals at or below 133% FPL Age 19 through 64" (section 1902(a)(10)(A)
(i)(VIII)) eligibility group in the Alternative Benefit Plan specified in this state plan amendment, except as follows:  A beneficiary in 
the eligibility group at section 1902(a)(10)(A)(i)(VIII) who is determined to meet one of the exemption criteria at 45 CFR 440.315 
will receive a choice of a benefit package that is either an Alternative Benefit Plan that includes Essential Health Benefits and is  
subject to all 1937 requirements or an Alternative Benefit Plan that is the state/territory’s approved Medicaid state plan not subject to 
1937 requirements.  The state/territory’s approved Medicaid state plan includes all approved state plan programs based on any state 
plan authority, and approved 1915(c) waivers, if the state has amended them to include the eligibility group at section 1902(a)(10)(A)
(i)(VIII).

The state/territory must have a process in place to identify individuals that meet the exemption criteria and the state/territory must 
comply with requirements related to providing the option of enrollment in an Alternative Benefit Plan defined using section 1937 
requirements, or an Alternative Benefit Plan defined as the state/territory's approved Medicaid state plan that is not subject to section 
1937 requirements.

Once an individual is identified, the state/territory assures it will effectively inform the individual of the following:

a) Enrollment in the specified Alternative Benefit Plan is voluntary;

b) The individual may disenroll from the Alternative Benefit Plan defined subject to section 1937 requirements at any time and
instead receive an Alternative Benefit Plan defined as the approved state/territory Medicaid state plan that is not subject to section
1937 requirements; and

c) What the process is for transferring to the state plan-based Alternative Benefit Plan.

The state/territory assures it will inform the individual of: 

a) The benefits available as Alternative Benefit Plan coverage defined using section 1937 requirements as compared to Alternative
Benefit Plan coverage defined as the state/territory's approved Medicaid state plan and not subject to section 1937 requirements;
and

b) The costs of the different benefit packages and a comparison of how the Alternative Benefit Plan subject to 1937 requirements
differs from the Alternative Benefit Plan defined as the approved Medicaid state/territory plan benefits.

How will the state/territory inform individuals about their options for enrollment? (Check all that apply)

Letter

Email

Other

MARK-UP
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Provide a copy of the letter, email text or other communication text that will be used to inform individuals about their options for 
enrollment.

An attachment is submitted.

When did/will the state/territory inform the individuals?

The State will provide a notice informing individuals of their eligibility under the Section 1902(a)(10)(A)(i)(VIII) eligibility group once 
they have been determined eligible through the Federally Facilitated Marketplace (FFM) or via the State's E ligibility and
Enrollment Framework (EEF) .  Additional notices will provide greater detail explaining the process for selecting a Qualified 
Health Plan (QHP), the process for accessing services until the QHP or ESI enrollment is effective, ESI enrollment, the 
process for accessing supplemental services, the grievance and appeals process, and outlining the exemption process from the Arkansas 
Works Alternative Benefit Plan.

Please describe the state/territory's process for allowing individuals in the Section 1902(a)(10)(A)(i)(VIII) eligibility group who meet 
exemption criteria to disenroll from the Alternative Benefit Plan defined using section 1937 requirements and enroll in the Alternative 
Benefit Plan defined as the state/territory's approved Medicaid state plan.

During the application process, if a member  answers "yes" to the following question
: "Do you have a 

physical, mental, or emotional health condition that causes limitations in 
activities (like bathing, dressing, daily chores, etc)  or live in a medical facility or nursing home?", the individual will be enrolled in
the ABP that is the state plan and will be provided with a Choice Counseling notice. The Choice Counseling notice will outline the
differences between traditional fee-for service state plan (the ABP that is the state plan) or the fee-for-service ABP (the ABP that is
aligned with the EHB benchmark plan) and informing them of their right to choose between the two.  The notice will also include a toll-
free-number that individuals will call to finalize their selection.  If an affirmative selection is not made, the individual will remain in the
traditional fee-for-service state plan (the ABP that is the state plan).  Arkansas Medicaid will provide individuals who are exempt from
the ABP with a Choice Counseling notice that informs them that they may choose between the ABP that is the Arkansas state plan or
the ABP that is the FFS equivalent of the QHP offering.  The notice will also inform them that they will be enrolled in the ABP that is
the Arkansas state plan, unless they inform Arkansas Medicaid that they would like to be enrolled in the ABP that is the FFS equivalent
of the QHP offering. 

All individuals not identified  as medically frail based on their responses on the single streamlined application
will receive a general Medicaid eligibility notice. That eligibility notice will include, among other things, information about 

an individual’s ability to identify as medically frail at a later time. The notice will define a medically frail individual as a person who 
has a physical or behavioral health condition that limits what he or she is able to do (like bathing, dressing, daily chores, etc.), a person 
who lives in a medical facility or nursing home, a person who has a serious mental illness, a person who has a long-term problem with 
drugs or alcohol, a person with intellectual or developmental disabilities, or a person with some other serious health condition. The 
document will inform all enrollees that they may identify as medically frail at any time and can discuss 
coverage options with their doctor, contact Member Services or 

MARK-UP
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Attachment 3.1-C-
OMB Control Number: 0938 1148

OMB Expiration date: 10/31/2014

Enrollment Assurances  - Mandatory Participants ABP2c

These assurances must be made by the state/territory if enrollment is mandatory for any of the target populations or sub-populations.

When mandatorily enrolling eligibility groups in an Alternative Benefit Plan (Benchmark or Benchmark-Equivalent Plan) that could have 
exempt individuals, prior to enrollment:

The state/territory assures it will appropriately identify any individuals in the eligibility groups that are exempt from mandatory 
enrollment in an Alternative Benefit Plan or individuals who meet the exemption criteria and are given a choice of Alternative Benefit 
Plan coverage defined using section 1937 requirements or Alternative Benefit Plan coverage defined as the state/territory's approved 
Medicaid state plan, not subject to section 1937 requirements.

How will the state/territory identify these individuals? (Check all that apply)

Review of eligibility criteria (e.g., age, disorder/diagnosis/condition)

Describe:

The state will review to ensure the person is newly eligible under section 1902(a)(10)(A)(i)(VIII) and is not in any of the 
following eligibility categories :   children,

parents below 17% FPL; blind or disabled; terminally ill hospice patients;  pregnant women

.

MARK-UP
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How will the state/territory identify if an individual becomes exempt? (Check all that apply)

Review of claims data

Self-identification

Review at the time of eligibility redetermination

Provider identification

Change in eligibility group

Other

How frequently will the state/territory review the Alternative Benefit Plan population to determine if individuals are exempt from 
mandatory enrollment or meet the exemption criteria?

Monthly

Quarterly

Annually

Ad hoc basis

Other

Describe:

The medical frailty screening process is a part of the single-streamlined application , completed at the 
time of initial eligibility determination.  Individuals will be provided with the opportunity to self-identify as medically frail. 

Upon a determination that they screen
exempt, the individual will be transferred from the alternative benefit plan and will have the option of receiving either the
ABP operated through fee-for-service or the ABP that is the Medicaid State plan
(which in Arkansas is the standard Medicaid benefit package).

DHS will rely on carriers  to assist DHS in identifying individuals with emerging medical needs that lead to a 
need for transition to the Medicaid program during the plan year.

An Arkansas Works  enrollee can notify Division of Medical Services at any time to 

MARK-UP
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Attachment 3.1-C-
OMB Control Number: 0938 1148

OMB Expiration date: 10/31/2014

Selection of Benchmark Benefit Package or Benchmark-Equivalent Benefit Package ABP3

Select one of the following:

The state/territory is amending one existing benefit package for the population defined in Section 1.

The state/territory is creating a single new benefit package for the population defined in Section 1.

Name of benefit package:

Selection of the Section 1937 Coverage Option

The state/territory selects as its Section 1937 Coverage option the following type of Benchmark Benefit Package or Benchmark-
Equivalent Benefit Package under this Alternative Benefit Plan (check one):

Benchmark Benefit Package.

Benchmark-Equivalent Benefit Package.

The state/territory will provide the following Benchmark Benefit Package (check one that applies): 

The Standard Blue Cross/Blue Shield Preferred Provider Option offered through the Federal Employee Health Benefit 
Program (FEHBP).

State employee coverage that is offered and generally available to state employees (State Employee Coverage):

A commercial HMO with the largest insured commercial, non-Medicaid enrollment in the state/territory (Commercial 
HMO):

Secretary-Approved Coverage.

The state/territory offers benefits based on the approved state plan.

The state/territory offers an array of benefits from the section 1937 coverage option and/or base benchmark plan 
benefit packages, or the approved state plan, or from a combination of these benefit packages.

Please briefly identify the benefits, the source of benefits and any limitations:

Arkansas’s base benchmark plan is composed of benefits offered through the HMO Partners inc Open Access 
POS 13262AR001 .  For individuals receiving the ABP through Arkansas
Works , the State will provide through its fee-for-service Alternative Benefit Program supplemental
services that are required for the ABP but not covered by qualified health plans—namely, non-emergency 
transportation and Early Periodic Screening Diagnosis and Treatment (EPSDT) services. For beneficiaries up to 

age 21 receiving the ABP through Qualified Health Plans (QHPs)  Medicaid will provide 
supplemental coverage for EPSDT services that are not covered by the QHP.  Beneficiaries will access these 
additional services through fee-for-service ABP, and beneficiaries will receive notices informing them 
of how to access the supplemental benefits.  Since the QHPs must cover all Essential Health Benefits (EHB), we
anticipate that Arkansas will provide  supplemental coverage for a small number of EPSDT benefits, such as 
pediatric vision and dental services. 

Arkansas Works  enrollees will have access to at least one QHP in each service area that contracts with at 
least one FQHC and/or RHC.

If family planning services are accessed at a facility that the QHP considers to be an out-of-network provider, the 
State's fee-for-service  ABP will cover those services.MARK-UP
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Alternative Benefit Plan

Selection of Base Benchmark Plan

The state/territory must select a Base Benchmark Plan as the basis for providing Essential Health Benefits in its Benchmark or 
Benchmark-Equivalent Package.

The Base Benchmark Plan is the same as the Section 1937 Coverage option. No

Indicate which Benchmark Plan described at 45 CFR 156.100(a) the state/territory will use as its Base Benchmark Plan:

Largest plan by enrollment of the three largest small group insurance products in the state's small group market.

Any of the largest three state employee health benefit plans by enrollment.

Any of the largest three national FEHBP plan options open to Federal employees in all geographies by enrollment.

Largest insured commercial non-Medicaid HMO.

Plan name: HMO Partners, Inc. - Small Group Gold 1000-1

Other Information Related to Selection of the Section 1937 Coverage Option and the Base Benchmark Plan (optional):

V.20130801
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Alternative Benefit Plan

OMB Control Number:

OMB Expiration date: Attachment -C-

PRA Disclosure Statement
required to respond to a collection of information unless it displays a 

valid OMB control number. The valid OMB control number for this information collection is 0938- The time required to complete 

If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this please write to: Security Attn: PRA Reports Clearance 

- - -

Page of

Alternative Benefit Plan Cost-Sharing ABP4

Any cost sharing described in Attachment -A applies to the Alternative Benefit Plan.

Attachment -A may be revised to include cost sharing for ABP services that are not otherwise described in the state plan. Any such 
cost sharing must comply with 

-sharing other than that described in
Ye

s NO
  

-A.

The has completed and attached to this submission Attachment - to indicate the Alternative Benefit Plan's 
cost-sharing provisions that are different from those otherwise approved in the state plan.

Other Information Related to Cost Sharing Requirements (optional):

The State will use cost-sharing as described in the cost sharing section of the State Plan with one exception.  Individuals enrolled in a QHP 
.  These amounts will increase with the medical component of the CPI-U. 

An attachment is submitted.
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Alternative Benefit Plan

Attachment 3.1-C-
OMB Control Number: 0938 1148

OMB Expiration date: 10/31/2014

Service Delivery Systems ABP8

Provide detail on the type of delivery system(s) the state/territory will use for the Alternative Benefit Plan's benchmark benefit package or 
benchmark-equivalent benefit package, including any variation by the participants' geographic area. 

Type of service delivery system(s) the state/territory will use for this Alternative Benefit Plan(s). 

Select one or more service delivery systems:

Managed care.

Fee-for-service.

Other service delivery system.

Fee-For-Service Options

Indicate whether the state/territory offers traditional fee-for-service and/or services managed under an administrative services 
organization:

Traditional state-managed fee-for-service

Services managed under an administrative services organization (ASO) arrangement

Please describe this fee-for-service delivery system, including any bundled payment arrangements, pay for performance,  fee-for-
service care management models/non-risk, contractual incentives as well as the population served via this delivery system. 

Arkansas Medicaid will provide ndividuals who 
are exempt from the ABP

 with a notice that informs individuals that they may choose between the ABP that 
is operated through fee-for-service or the ABP that is the Medicaid State plan (which in Arkansas is the standard Medicaid 
benefit package).
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Alternative Benefit Plan

Attachment 3.1-C-
OMB Control Number: 0938 1148

OMB Expiration date: 10/31/2014

Employer Sponsored Insurance and Payment of Premiums ABP9

The state/territory provides the Alternative Benefit Plan through the payment of employer sponsored insurance for  participants 
with such coverage, with additional benefits and services provided through a Benchmark or Benchmark-Equivalent Benefit 
Package.

Yes

Provide a description of employer sponsored insurance, including the population covered, the amount of premium assistance by 
population, employer sponsored insurance activities including required contribution, cost-effectiveness test requirements, and 
benefit information:

The state assures that ESI coverage is established in sections 3.2 and 4.22(h) of the state’s approved Medicaid state plan.  The 
beneficiary will receive a benefit package that includes a wrap of benefits around the employer sponsored insurance plan that equals 
the benefit package to which the beneficiary is entitled. The beneficiary will not be responsible for payment of premiums or other 
cost sharing that exceeds nominal levels as established at 42 CFR part 447 subpart A. 

The state/territory otherwise provides for payment of premiums. Yes

Provide a description including the population covered, the amount of premium assistance by population, required contributions, 
cost-effectiveness test requirements, and benefits information.

The State will use premium assistance to purchase qualified health plans (QHPs) offered in the individual market through the 
Marketplace for individuals eligible for coverage under Title XIX of the Social Security Act who are either (1) childless adults 
between the ages of 19 and 65 with incomes at or below 138% of the federal poverty level (FPL) who are not enrolled in 
Medicare  or (2) parents between the ages of 19 and 65  with incomes between 17 

and 133% FPL who 
are not enrolled in Medicare (collectively "Private Option beneficiaries"). Private Option
beneficiaries will receive the Alternative Benefit Plan (ABP) through a QHP available in their region. 

The State will provide through its FFS ABP Medicaid program supplemental services that are required for the ABP but not covered 
by qualified health plans—namely, non-emergency transportation and Early Periodic Screening Diagnosis and Treatment 
(EPSDT) for beneficiaries up to age 21 receiving the ABP through Qualified Health Plans (QHPs) ,  Medicaid will 
provide supplemental EPSDT services that are not covered by the QHP.  Beneficiaries will access these additional services through 
fee-for-service
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TN: 21-0010         Effective:01/01/22
Supersedes TN: 00-14 Approved: 

Revision:  January 1, 20223
Attachment 2.6-

A
    Page 12p

OMB No.:

State/Territory:                ARKANSAS

______________________________________________________________________________________________

Citation Condition or Requirement
________________________________________________________________________________________________

1902(a)(10)(A)(ii)
(XV), (XVI), and 
1916(g) of the Act
(cont.)

             Premiums and Other Cost-Sharing Charges

For the Basic Insurance Group and/or the Medical Improvement Group, the 
agency’s premium or other cost-sharing charges, and how they are applied, 
are described below in Medicaid Premiums and Cost Sharing pages G1 
through G3.  In future years, cost share amounts will change with the 
medical component of the CPI-U.

The premium for this program is assessed at zero.

Regular Medicaid cost sharing (pharmacy and inpatient hospital) applies for 
eligibles whose gross income is below 100% of the Federal Poverty Level 
(FPL).

There will be a co-payment, as listed in the chart on pages 12p-1 and 12p-2, 
for Medicaid-covered services for eligibles whose gross income is equal to 
or greater than 100% of the FPL.



Attachment 2.6-A
Page 12p-1

There will be a co-payment for Medicaid-covered services, as listed below, for WD eligibles, 
whose gross income is equal to greater than 100% of the Federal Poverty Level.

PROGRAM SERVICES “New” COPAYMENT
Adult Developmental Day Treatment $10 per day
Ambulance $10 per trip
Ambulatory Surgical Center $10 per visit
Audiology Services $10 per visit
Augmentative Communication Devices 10% of the Medicaid 

maximum allowable amount
Chiropractor $10 per visit
Dental (very limited benefits for individuals age 21 
and over)

$10 per visit (no co-pay on 
EPSDT dental screens)

Diapers, Underpads and Incontinence Supplies None
Durable Medical Equipment (DME) 20% of Medicaid maximum 

allowable amount per DME 
item

Early Intervention Day Treatment (not covered for age 
     21 and over)

$10 per day

Emergency Department Services:  Emergency Services
                                                        Non-emergency

$10 per visit
$10 per visit

End Stage Renal Disease Services None
Early and Periodic Screening, Diagnosis and 
Treatment (EPSDT) (not available for individuals over 
age 21)

None

Eyeglasses None
Family Planning Services None
Federally Qualified Health Center (FQHC) $10 per visit
Hearing Aids (not covered for individuals age 21 and 
over)

10% of Medicaid maximum 
allowable amount

Home Health Services $10 per visit
Hospice None
Hospital:  Inpatient

                  Outpatient

25% of 1st inpatient day 
    (Medicaid per diem)
$10 per visit

Hyperalimentation 10% of Medicaid maximum 
allowable amount

Immunizations None
Laboratory and X-Ray $10 per visit
Medical Supplies None
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Page 12p-2

PROGRAM SERVICES “New” COPAYMENT
Mental Health Services

Inpatient Psychiatric Services for Under Age 21

Outpatient Mental and Behavioral Health

25% of 1st day’s Medicaid 
per diem

$10 per visit
Nurse Services:  Certified Nurse Midwife

Nurse Practitioner
Private Duty Nursing

$10 per visit
$10 per visit
$10 per visit

Orthodontia (not covered for individuals age 21 and over) None
Orthotic Appliances 10% of Medicaid maximum 

allowable amount
Personal Care None
Physician $10 per visit
Podiatry $10 per visit
Prescription Drugs $10 for generic drugs;

$15 for brand name
Prosthetic Devices 10% of Medicaid maximum 

allowable amount
Rehabilitation Services for Persons with Physical 

Disabilities (RSPD)
25% of 1st day’s Medicaid 
in-patient per diem

Rural Health Clinic $10 per visit
Targeted Case Management 10% of Medicaid maximum 

allowable rate per unit
Therapy (age 21 and over have very limited coverage)

Occupational
Physical
Speech

$10 per visit
$10 per visit
$10 per visit

Transportation (non-emergency) None
Ventilator Services None
Vision Care $10 per visit
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Revised:  September 300, 2003

State/Territory:              [Arkansas]

Citation 4.18 Recipient Cost Sharing and Similar Charges
42 CFR 447.51
through 447.58 (a) Unless a waiver under 42 CFR 431.55(g) applies,

deductibles, coinsurance rates, and copayments do
not exceed the maximum allowable charges under
42 CFR 447.54.

1916(a) and (b) (b) Except as specified in items 4.18(b)(4), (5),
of the Act and (6) below, with respect to individuals covered

as categorically needy or as qualified Medicare
beneficiaries (as defined in section 1905(p)(1) of
the Act) under the plan:

No enrollment fee, premium, or similar charge is imposed under the plan.

No deductible, coinsurance, copayment, or similar charge is imposed under the plan for the following:

Services to individuals under age 18, or
under--

[  ] Age 19

[  ] Age 20

[  ] Age 21

Reasonable categories of individuals who
are age 18 or older, but under age 21, to
whom charges apply are listed below, if 
applicable.

(ii) Services to pregnant women related to the 
pregnancy or any other medical condition 
that may complicate the pregnancy.

TN #          ___________  Effective: ___________   
Supersedes TN #  ____________ Approval Date               
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Revised:  September 30, 2003

State/Territory: [Arkansas]

Citation 4.18(b)(2) (Continued)

42 CFR 447.51 (iii) All services furnished to pregnant women.
through women.
447.58

[ ] Not applicable.  Charges apply for services to 
pregnant women unrelated to the pregnancy.

(iv) Services furnished to any individual who is an inpatient 
in a hospital, long-term care facility, or other medical 
institution, if the individual is required, as a condition of 
receiving services in the institution to spend for medical 
care costs all but a minimal amount of his or her income 
required for personal needs.

(v) Emergency services if the services meet the 
requirements in 42 CFR 447.53(b)(4).

(vi) Family planning services and supplies furnished to 
individuals of childbearing age.

(vii) Services furnished by a managed care organization, 
health insuring organization, prepaid inpatient health 
plan, or prepaid ambulatory health plan in which the 
individual is enrolled, unless they meet the requirements 
of 42 CFR 447.60.  

42 CFR 438.108 [  ] Managed care enrollees are charged 
42 CFR 447.60 deductibles, coinsurance rates, and copayments 

in an amount equal to the State Plan service 
cost-sharing.

[  ] Managed care enrollees are not charged 
deductibles, coinsurance rates, and copayments.  

1916 of the Act, (viii) Services furnished to an individual receiving
P.L. 99-272, hospice care, as defined in section 1905(o) of 
(Section 9505) the Act.

TN #           ___________  Effective Date   ____________   
Supersedes TN #  ____________ Approval Date 
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Revision:    HCFA-PM-91-4  (BPD) OMB No.:  0938-
AUGUST 1991
Revised:     September 1, 1992

State/Territory:    ARKANSAS

Citation

42 CFR 447.51
through
447.48

4.18(b)

       (3)  

(Continued)

Unless a waiver under 42 CFR 431.55(g) applies, nominal
deductible, coinsurance, copayment, or similar charges are 
imposed for services that are not excluded from such charges 
under item (b)(2) above.

Not applicable.  No such charges are imposed.

(i) For any service, no more than one type of charge is 
imposed.

(ii) Charges apply to services furnished to the following 
age groups:

                18 or older

                19 or older

               20 or older
      
                21 or older

Charges apply to services furnished to the following 
reasonable categories of individuals listed below who are 18 
years of age or older but under age 21.







TN: 21-0010          Effective:01/01/22
Supersedes TN: 92-33 Approved:

Attachment 4.18-A
September 1, 1992 Page 2

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

STATE:  ARKANSAS

B. The method used to collect cost sharing charges for categorically needy individuals: 

Providers are responsible for collecting the cost sharing charges from individuals:

The agency reimburses providers the full Medicaid rate for services and collects the cost sharing charges 
from individuals.

C. The basis for determining whether an individual is unable to pay the charge, and the means by which such an 
individual is identified to providers, is described below:

In the absence of knowledge or indication to the contrary, the provider may accept the recipient’s assertion that 
he/she cannot afford to pay the cost sharing amount.



Attachment 4.18-A
Revised:  March 1, 1993 Page 3

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

STATE:  ARKANSAS

D. The procedure for implementing and enforcing the exclusions from cost sharing contained in 42 CFR 447.53(b) 
are described below:

The Arkansas Medicaid Program notified Medicaid providers of the exclusions via an Official Notice.

For recipients who are excluded from the cost sharing policy for reasons other than age or residence, the provider 
must enter one of the following diagnosis codes as the secondary diagnosis on the claim form to avoid the cost 
sharing amount from being deducted from the total paid claim amount:

Diagnosis Code Reason for Exclusion                                                                                       

A1000 Pregnant Women
A2000 Emergency Services
A3000 Family Planning Services and Supplies (entry on claim form is required for nurse 

     practitioner only)
A4000 Health Maintenance Organization (HMO) Enrollee
A5000 Hospice Care Recipient

The provider must maintain sufficient documentation in the recipient’s medical record which substantiates the 
exclusion from cost sharing.  These procedures apply to the following services:

Ambulatory Surgical Center
Federally Qualified Health Center
Home Health
Hospital
Nurse Practitioner
Optometrist
Personal Care
Physician
Podiatrist
Private Duty Nursing
Prosthetic
Rural Health Clinic
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

STATE:  ARKANSAS

D. The procedure for implementing and enforcing the exclusions from cost sharing contained in 42 CFR 447.53(b) 
are described below:  (Continued)

Public Transportation
For recipients who are excluded from the copayment policy for reasons other than age of residence, the provider 
must check the “NO” block in Field 9 on the EMS-3 claim form to avoid the copayment amount from being 
deducted from the total paid claim amount.

Prescribed Drugs
When prescribing pharmaceuticals to Medicaid recipients who are excluded from the prescribed drug copayment 
policy due to the services provided to pregnant women, emergency services or HMO enrollees, the dentist or 
physician must write “Excluded From Copay” on the face of the prescription.  The provider must maintain 
sufficient documentation in the recipient’s medical record which substantiates the exclusion from cost sharing.

For recipients excluded from the copayment policy due to pregnancy, emergency services or HMO enrollee, 
pharmacy providers must enter “4” in Field 17 of the pharmacy claim form.  If “4” is not entered and the recipient 
is not identified in the system as meeting one of the exclusion groups, the copayment policy will be applied prior 
to payment to the provider.

Individuals under age 18 or individuals receiving hospice care or institutionalized individuals are also excluded 
from cost sharing.  Individuals under age 18 and the institutionalized individuals are readily identifiable through 
the current MMIS.  No additional information is necessary from the provider in order to exclude these individuals 
from the cost sharing policy.  A separate code has been assigned for providers to use in billing to identify services 
provided to recipients receiving hospice care.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

STATE:  ARKANSAS

E. Cumulative maximums on charges:

[x] State policy does not provide for cumulative maximums.

[ ] Cumulative maximums have been established as described below:
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Revised:  September 1, 1992 Page 2

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

STATE:  ARKANSAS

B. The method used to collect cost sharing charges for medically needy individuals:                          

[X] Providers are responsible for collecting the cost sharing charges from individuals.

[  ] The agency reimburses providers the full Medicaid rate for services and collects the cost 
sharing charges from individuals.

C. The basis for determining whether an individual is unable to pay the charge, and the means by 
which such an individual is identified to providers, is described below:

In the absence of knowledge or indication to the contrary, the provider may accept the 
recipient’s assertion that he/she can not afford to pay the cost sharing amount.  
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

STATE:  ARKANSAS

D. The procedure for implementing and enforcing the exclusions from cost sharing contained in 42 CFR 447.53(b) 
are described below:

The Arkansas Medicaid Program notified Medicaid providers of the exclusions via an Official Notice.

For recipients who are excluded from the cost sharing policy for reasons other than age or residence, the provider 
must enter one of the following diagnosis codes as the secondary diagnosis on the claim form to avoid the cost 
sharing amount from being deducted from the total paid claim amount:

Diagnosis Code Reason for Exclusion                                                                                       

A1000 Pregnant Women
A2000 Emergency Services
A3000 Family Planning Services and Supplies (entry on claim form is required for nurse 

     practitioner only)
A4000 Health Maintenance Organization (HMO) Enrollee
A5000 Hospice Care Recipient

The provider must maintain sufficient documentation in the recipient’s medical record which substantiates the 
exclusion from cost sharing.  These procedures apply to the following services:

Ambulatory Surgical Center
Federally Qualified Health Center
Home Health
Hospital
Nurse Practitioner
Optometrist
Personal Care
Physician
Podiatrist
Private Duty Nursing
Prosthetic
Rural Health Clinic
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

STATE:  ARKANSAS

D. The procedure for implementing and enforcing the exclusions from cost sharing contained in 42 CFR 447.53(b) 
are described below:  (Continued)

Public Transportation
For recipients who are excluded from the copayment policy for reasons other than age of residence, the provider 
must check the “NO” block in Field 9 on the EMS-3 claim form to avoid the copayment amount from being 
deducted from the total paid claim amount.

Prescribed Drugs
When prescribing pharmaceuticals to Medicaid recipients who are excluded from the prescribed drug copayment 
policy due to the services provided to pregnant women, emergency services or HMO enrollees, the dentist or 
physician must write “Excluded From Copay” on the face of the prescription.  The provider must maintain 
sufficient documentation in the recipient’s medical record which substantiates the exclusion from cost sharing.

For recipients excluded from the copayment policy due to pregnancy, emergency services or HMO enrollee, 
pharmacy providers must enter “4” in Field 17 of the pharmacy claim form.  If “4” is not entered and the recipient 
is not identified in the system as meeting one of the exclusion groups, the copayment policy will be applied prior 
to payment to the provider.

Individuals under age 18 or individuals receiving hospice care or institutionalized individuals are also excluded 
from cost sharing.  Individuals under age 18 and the institutionalized individuals are readily identifiable through 
the current MMIS.  No additional information is necessary from the provider in order to exclude these individuals 
from the cost sharing policy.  A separate code has been assigned for providers to use in billing to identify services 
provided to recipients receiving hospice care.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

STATE:  ARKANSAS

E. Cumulative maximums on charges:

[x] State policy does not provide for cumulative maximums.

[ ] Cumulative maximums have been established as described below:
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Revision:  January 1, 2023
Attachment 2.6-

A
    Page 12p

OMB No.:

State/Territory:                ARKANSAS

______________________________________________________________________________________________

Citation Condition or Requirement
________________________________________________________________________________________________

1902(a)(10)(A)(ii)
(XV), (XVI), and 
1916(g) of the Act
(cont.)

             Premiums and Other Cost-Sharing Charges

For the Basic Insurance Group and/or the Medical Improvement Group, the 
agency’s premium or other cost-sharing charges, and how they are applied, 
are described in Medicaid Premiums and Cost Sharing pages G1 through 
G3.  In future years, cost share amounts will change with the 
medical component of the CPI-U.
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