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Title of Rule: Revision to the Medical Assistance Rule Concerning
Reimbursement for Hospital-based FQHC Outstationing
Administrative Costs, Section 8.700.8

Rule Number: MSB 12-06-28-A

Division / Contact / Phone:  Financial & Administrative Services Office, Safety Net
Programs Section / Cindy Arcuri / (303) 866-3996

SECRETARY OF STATE
RULES ACTION SUMMARY AND FILING INSTRUCTIONS

SUMMARY OF ACTION ON RULE(S)

1. Department / Agency Name: Health Care Policy and Financing / Medical Services Board

2. Title of Rule: MSB 12-06-28-A, Revision to the Medical Assistance Rule
Concerning Reimbursement for Hospital-based FQHC
Outstationing Administrative Costs, Section 8.700.8

3. This action is an adoption of:  an amendment

4. Rule sections affected in this action (if existing rule, also give Code of Regulations number
and page numbers affected):

Sections(s) 8.700.8, Colorado Department of Health Care Policy and Financing, Staff
Manual Volume 8, Medical Assistance (10 CCR 2505-10).

5. Does this action involve any temporary or emergency rule(s)? No
If yes, state effective date:
Is rule to be made permanent? (If yes, please attach notice of hearing). Yes

PUBLICATION INSTRUCTIONS*

At 88.700.8.B.1, please replace current text with new paragraph text provided.
After §8.700.8.B.1, please add a new paragraph 2. with the text provided.

At 88.700.8.D.2, please replace current text with new paragraph text provided.

All text in this document in purple was provided to the public and to the board for
context only and should not be revised.

This change is effective 10/30/2012.
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Title of Rule: Revision to the Medical Assistance Rule Concerning
Reimbursement for Hospital-based FQHC Outstationing
Administrative Costs, Section 8.700.8

Rule Number: MSB 12-06-28-A

Division / Contact / Phone:  Financial & Administrative Services Office, Safety Net
Programs Section / Cindy Arcuri / (303) 866-3996

STATEMENT OF BASIS AND PURPOSE

1. Summary of the basis and purpose for the rule or rule change. (State what the rule says or
does and explain why the rule or rule change is necessary).

This rule ensures the Department’s process for claiming federal financial participation for
eligible administrative outstationing expenditures associated with determining eligibility
for Medicaid beneficiaries at Denver Health Medical Center's hospital-based Federally
Quialified Health Clinics (FQHCs) will be accepted by CMS as consistent with federal
regulations on timely filing of Medicaid claims.

2. Anemergency rule-making is imperatively necessary
[ ] tocomply with state or federal law or federal regulation and/or

[ ] for the preservation of public health, safety and welfare.

Explain:

3. Federal authority for the Rule, if any:

45 Code of Federal Regulations (CFR) § 95.1, related to timely filing of claims for Medicaid
reimbursement; and

Section 1902 (a)(55) of the Social Security Act, as implemented by federal regulations at 42
CFR 8§ 435.904 related to the outstationing requirement.

4. State Authority for the Rule:

25.5-1-301 through 25.5-1-303, C.R.S. (2011);

Initial Review 08/10/2012 Final Adoption 09/14/2012

Proposed Effective Date  1(0/30/201.2 Emergency Adoption
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Title of Rule: Revision to the Medical Assistance Rule Concerning
Reimbursement for Hospital-based FQHC Outstationing
Administrative Costs, Section 8.700.8

Rule Number: MSB 12-06-28-A

Division / Contact / Phone:  Financial & Administrative Services Office, Safety Net
Programs Section / Cindy Arcuri / (303) 866-3996

REGULATORY ANALYSIS

1. Describe the classes of persons who will be affected by the proposed rule, including classes
that will bear the costs of the proposed rule and classes that will benefit from the proposed
rule.

Federal regulations require certain hospitals and federally qualified health clinics (FQHCs) to
provide Medicaid applicants with eligibility determination services. If the State is not
permitted to amend this rule to modify its claiming process to ensure acceptance by CMS as
consistent with federal timely filing limits, Denver Health Medical Center's FQHCs could
experience decreased reimbursement for this mandatory service. This could result in a delay
for many Medicaid beneficiaries in qualifying for Medicaid coverage at Denver Health
Medical Center's FQHCs.

2. To the extent practicable, describe the probable quantitative and qualitative impact of the
proposed rule, economic or otherwise, upon affected classes of persons.

Delays and inconveniences in applying for Medicaid may result in delays in receiving health
care for beneficiaries.

3. Discuss the probable costs to the Department and to any other agency of the implementation
and enforcement of the proposed rule and any anticipated effect on state revenues.

Presently, the contracted State Medicaid auditor calculates Denver Health Medical Center's
cost to provide outstationing Medicaid services for beneficiaries using audited cost report
data. Under this proposed rule, it is likely that the Department would also contract with the
State Medicaid auditor to calculate those costs for the interim payment using the filed,
unaudited cost report. That interim payment will then be adjusted and finalized using audited
cost report data, once made available. The estimated cost of this additional calculation would
be $4,000 to $5,000 per cost reporting period. The Department would bear all costs of this
potential new contract work for the State Medicaid auditor.

4. Compare the probable costs and benefits of the proposed rule to the probable costs and
benefits of inaction.

In 2006, the last year for which the State has received audited, actual uncompensated costs
associated with providing federally-required outstationing Medicaid eligibility determination
services for beneficiaries, Denver Health Medical Center’s FQHCs’s uncompensated costs were
$5.3 million. The Medicaid federal financial participation rate for this administrative function is
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50%. Therefore, the quantitative impact of the proposed rule to Denver Health Medical Center is
nearly $2.7 million, annually. This conservatively assumes that Denver Health Medical Center’s
uncompensated costs for outstationing remain constant at $5.3 million. This is a conservative
estimate in that Medicaid caseloads have increased significantly since 2006; reasonably, the
costs of providing outstationing services have also increased, accordingly. Therefore, the cost of
inaction would be at least $2.7 million to Denver Health Medical Center each year.

5. Determine whether there are less costly methods or less intrusive methods for achieving the
purpose of the proposed rule.

Rather than contracting with the State Medicaid auditor to perform additional cost
calculations as described in point #4, the Department could make an interim payment within
the 8-quarter timely filing period based on other estimates. However, it is likely that other
methodologies for estimating the interim outstationing payment would not result in a
payment amount that was as close to the audited costs that the interim payment must be
eventually reconciled to. Therefore, it would be most cost-effective to contract with the State
Medicaid auditor to calculate an interim payment based on filed cost report data. This would
likely result in a reconciliation payment to final, audited costs, with lower variance from the
initial, interim payment. A more stable payment is preferred by Denver Health Medical
Center for budgeting and cash flow purposes.

6. Describe any alternative methods for achieving the purpose for the proposed rule that were
seriously considered by the Department and the reasons why they were rejected in favor of
the proposed rule.

No other methodologies were considered. The process of making an interim payment within
the timely filing period and then later reconciling this payment to audited costs is a common
methodology that has been preferred by CMS in other supplemental payments the
Department makes to providers.



8.700.8 REIMBURSEMENT FOR OUTSTATIONING ADMINISTRATIVE COSTS
8.700.8.A

The Department shall reimburse freestanding FQHCs for reasonable costs associated with assisting
clients in the Medicaid application process. This outstationing payment shall be made based upon actual
cost with a reasonable cost-per-application limit to be established by the Department. The reasonable
cost-per application limit shall be based upon the lower of the amount allocated to county departments
of social services for comparable functions or a provider-specific workload standard. In no case shall the
outstationing payment for FQHCs exceed a maximum cap of $60,000 per facility per year for all
administrative costs associated with outstationing activities.

8.700.8.B

1. Hospitals with Hhospital-based FQHCs shall receive federal financial participation for
reasonable costs associated with assisting elients-potential beneficiaries in the Medicaid

application process. For any hospital-based FQHC Medicaid cost report audited and
finalized after July 1, 2005, Denver Health Medical Center elinies-shall receive federal
financial participation for eligible expenditures. To receive the federal financial
participation, Denver Health Medical Center FQHEs-shall provide the sState’s share of
the outstationing payment by certifying that the audited administrative costs associated
with outstationing activities are eligible Medicaid public expenditures-under42-CFR-;
Seetion433-51. Such certifications shall be sent to the Safety Net Financing-Programs

2. Hospitals with hospital-based FQHCs shall receive federal financial participation for

reasonable costs associated with assisting potential beneficiaries in the Medicaid

application process. Effective with the hospital cost report year 2010 and forward, the

Department will make an interim payment to Denver Health Medical Center for

estimated reasonable costs associated with outstationing activities based on the costs

included in the as-filed Medicare cost report. This interim payment will be reconciled to

actual costs after the cost report is audited. Denver Health Medical Center shall receive

federal financial participation for eligible expenditures. To receive the federal financial

participation, Denver Health Medical Center shall provide the state’s share of the

outstationing payment by certifying that the interim estimated administrative costs and

the final audited administrative costs associated with outstationing activities are eligible

Medicaid public expenditures. Such certifications shall be sent to the Safety Net

Programs Manager.




8.700.8.C

To receive payment, FQHCs shall submit annual logs of applicant information to the Department with
their cost report. Applicant logs shall include the applicant’s name, date of application, and social
security number if available.

8.700.8.D

Reimbursement for outstationing administrative costs shall be determined according to the following
guidelines:

1. Freestanding FQHCs shall report on a supplementary schedule the administrative and general
direct pass-through costs associated with outstationing activities. The Department shall
allocate appropriate overhead costs (not separately identified) to calculate the total
facility outstationing administrative expenses incurred. Freestanding FQHCs shall receive
an annual lump sum retrospective payment based on the audited cost report.

2. Hospitals with hHospital-based FQHCs shall submit the administrative and general pass
through direct and indirect costs associated with outstationing activities on an extra line

on the Medicaid Cost Report {related-te-Weorksheet-A—TFrial-Batanee)—and submit all

other source documentation to compute allowable outstationing costs. Hospitals with

hHospital-based FQHCs shall receive anarnda-ump-sumretrospective-payment in
accordance with 8.700.8.B. The reimbursement shall be separately identified on the
Medicaid Settlement Sheet.
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SECRETARY OF STATE
RULES ACTION SUMMARY AND FILING INSTRUCTIONS

SUMMARY OF ACTION ON RULE(S)

1. Department / Agency Name: Health Care Policy and Financing / Medical Services Board

2. Titleof Rule: MSB 11-12-09-B, Home and Community-Based Services
for Persons with Brain Injury (HCBS-BI)

3. Thisactionisan adoption of:  an amendment

4. Rule sections affected in this action (if existing rule, also give Code of Regulations number
and page numbers affected):

Sections(s) 8.515 - 8.516, Colorado Department of Health Care Policy and Financing, Staff
Manual Volume 8, Medical Assistance (10 CCR 2505-10).

5. Doesthisaction involve any temporary or emergency rule(s)? No
If yes, state effective date:
Is rule to be made permanent? (If yes, please attach notice of hearing). Yes

PUBLICATION INSTRUCTIONS*

This is a complete re-write of an existing rule. Please remove all current text from
88.515.00 HOME AND COMMUNUNITY BASED SERVICES FOR PEOPLE
WITH BRAIN INJURY through the end of §88.516.20.D.

Please insert all new text provided from 88.515 HOME AND COMMUNITY
BASED SERVICES FO RPERSONS WITH BRAIN INJURY through the end of
88.515.10.

This change is effective 10/30/2012.

*to be completed by MSB Board Coordinator
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Title of Rule: Home and Community-Based Services for Persons with Brain
Injury (HCBS-BI)
Rule Number: MSB 11-12-09-B

Division/ Contact / Phone:  Long Term Supports and Services Operations / Tyler Deines /
303 866-2266

STATEMENT OF BASIS AND PURPOSE

1. Summary of the basis and purpose for the rule or rule change. (State what the rule says or
does and explain why the rule or rule change is necessary).

The HCBS-BI waiver program provides assistance to eligible individuals with brain injuries
that require long term supports and services in order to remain in a community setting.

Since the implementation of this program, there have been numerous changes to the operations
and processes for providing HCBS-BI services. The proposed amendment is intended to
improve the efficiency of the waiver program operations, to correct dated or inaccurate
references to statutes and regulations, to provide guidance and clarification on case
management functions, to remove or correct duplicative and/or conflicting regulations, and to
remove unnecessary barriers to participant access and provider enrollment.
2. Anemergency rule-making isimperatively necessary

[ ] tocomply with state or federal law or federal regulation and/or

[ ] for the preservation of public health, safety and welfare.

Explain:

3. Federal authority for the Rule, if any:

Social Security Act, Section 1915(c) (42 U.S.C. § 1396n)
42 C.F.R. 441.300 - 441.310

4. State Authority for the Rule:

25.5-1-301 through 25.5-1-303, C.R.S. (2011);
25.5-6-701 et seq., C.R.S.

Initial Review 08/10/2012 Final Adoption 09/14/2012

Proposed EffectiveDate  11/10/201.2 Emergency Adoption

DOCUMENT #02
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Title of Rule: Home and Community-Based Services for Persons with Brain
Injury (HCBS-BI)
Rule Number: MSB 11-12-09-B

Division/ Contact / Phone:  Long Term Supports and Services Operations / Tyler Deines /
303 866-2266

REGULATORY ANALYSIS

1. Describe the classes of persons who will be affected by the proposed rule, including classes
that will bear the costs of the proposed rule and classes that will benefit from the proposed
rule.

Applicants and participants of the HCBS-BI waiver program and their families, case
management agencies, HCBS-BI walver service providers will benefit from the clarification,
efficiencies, and elimination of barriers afforded by the proposed rule.

2. To the extent practicable, describe the probable quantitative and qualitative impact of the
proposed rule, economic or otherwise, upon affected classes of persons.

The implementation of this rule could create efficiencies in the eligibility determination,
service planning, and service delivery processes. This could result in increased access to
HCBS-BI services and/or service providers for HCBS-BI waiver participants and remove
unnecessary barriers for HCBS-BI service provider participation.

3. Discuss the probable costs to the Department and to any other agency of the implementation
and enforcement of the proposed rule and any anticipated effect on state revenues.

There are no costs associated with the implementation or enforcement of thisrule.

4. Compare the probable costs and benefits of the proposed rule to the probable costs and
benefits of inaction.

There no costs associated with inaction.

5. Determine whether there are less costly methods or less intrusive methods for achieving the
purpose of the proposed rule.

There are no less costly or intrusive methods for achieving the purpose of this proposed rule.

6. Describe any alternative methods for achieving the purpose for the proposed rule that were
seriously considered by the Department and the reasons why they were rejected in favor of
the proposed rule.

There are no alternative methods for achieving the purpose of the proposed rule.



8.515 Home and Community-Based Services For Persons with Brain Injury (HCBS-BI)

8.515.1 LEGAL BASIS

The Home and Community-Based Services for Persons with Brain Injury (HCBS-BI) program is
authorized by waiver of the amount, duration, and scope of services requirements contained in Section
1902(a)(10)(B) of the Social Security Act, £42 U.S.C. § 1396a (2011)). This waiver is granted by the
United States Department of Health and Human Services under Section 1915(c) of the Social Security
Act, {42 U.S.C. 8§ 1396n (2011). 42 U.S.C. 88 1396a and 1396n -are incorporated by reference. Such
incorporation, however, excludes later amendments to or editions of the referenced material.

This requlation is adopted pursuant to the authority in Section 25.5-1-303%, C.R.S. and is intended to be
consistent with the requirements of the State Administrative Procedures Act, Sections 24-4-101 et seq.,
C.R.S. and the Home and Community-Based Services for Persons with Brain Injury Act, Colerade
Medical-Assistance-Act-Sections 25.5-6-701 et seq., C.R.S.

Pursuant to 24-4-103(12.5), C.R.S., the Department of Health Care Policy and Financing maintains either
electronic or written copies of the incorporated texts for public inspection. Copies may be obtained at a
reasonable cost or examined during reqular business hours at 1570 Grant Street, Denver, CO 80203.
Additionally, any incorporated material in these rules may be examined at any State depository library.

8.515.2 DEFINITIONS OF SERVICES PROVIDED

Adult Day Services means services as defined at Section 8.515.70

Behavioral Programming and Education means services as defined at Section 8.516.40.

Counseling Services means services as defined at Section 8.516.50.

Day Treatment means services as defined at Section 8.515.80.

Electronic Monitoring Services means services as defined at Section 8.488.

Home Modification means services as defined at Section 8.493.

Independent Living SKills Training (ILST) means services as defined at Section 8.516.10.

Non-Medical Transportation Services means services as defined at Section 8.494.

Personal Care means services as defined at Section 8.489.

Respite Care means services as defined at Section 8.492.

Specialized Medical Equipment and Supplies means services as defined at Section 8.515.50.

Substance Abuse Counseling means services as defined at Section 8.516.60.

Supported Living-Pregram means services delivered by a community-based residential program that has
been certified by the Department to provide the services defined at Section 25.5-6-703(8), C.R.S.

Transitional Living Program means services as defined at Section 8.516.30.

8.515.3 GENERAL DEFINITIONS




Brain Injury means an injury to the brain of traumatic or acquired origin which results in residual physical,
cognitive, emotional and behavioral difficulties of a non-progressive nature and is limited to the following
International Classification of Diseases, gt Edition, Clinical Modification (ICD-9-CM) codes:

310 — 310.9 Specific nonpsychotic mental disorders due to brain damage

348.1 Anoxic brain damage

348.4 Compression of the brain

349.82 Toxic encephalopathy

430 Subarachnoid hemorrhage

431 Intracerebral hemorrhage

433 Occlusion and stenosis of precerebral arteries
436 Acute, but ill-defined cerebrovascular disease

437 — 437.9 Other and ill-defined cerebrovascular disease

438 —438.9 Late effects of cerebrovasular disease

800 — 800.9 Fracture of vault of skull

801 — 801.9 Fracture of base of skull

803 — 803.9 Other and ungualified skull fractures

804 — 804.9 Multiple fractures involving skull or face with other bones

850 — 850.9 Concussion

851 — 851.9 Cerebral laceration and contusion

852 —8.52.5 Subarachnoid, subdural, and extradural hemorrhage, following injury

853 — 853.1 Other unspecified intracranial hemorrhage following injury

854 — 854.1 Intracranial injury of other and unspecified nature

905 Late effects of musculoskeletal and connective tissue injuries

907 Late effects of injuries to the nervous system

959.01 Head injury, unspecified

Case Management Agency means the agency designated by the Department to provide the Single Entry
Point Functions detailed at Section 8.393.

Individual Cost Containment Amount means the average cost of services for a comparable population
institutionalized at the appropriate level of care, as determined annually by the Department.




Service Plan means the plan developed by the case manager in coordination with the HCBS-BI client
and/or the legal guardian to identify and document the HCBS-BI services, other Medicaid services, and
any other non-Medicaid services or supports that the HCBS-BI client requires in order to live successfully
in the community.

8.515.4 SCOPE AND PURPOSE

The HCBS-BI program provides those services listed at Section 8.515.2 to eligible individuals with brain
injury that require long term supports and services in order to remain in a community-based setting.

8.515.5 ELIGIBLE PERSONS

HCBS-BI program enrollment and services shall be offered only to individuals determined by the
Department or its agent to have met all eligibility requirements in this Section 8.515.5.

8.515.5.A LEVEL OF CARE

Eligible individuals shall be determined by the Department or its agent to require one of the following
levels of care:

1. Hospital Level of Care as evidenced by all of the following:
a. The individual’s brain injury shall have occurred no more than six months prior to
application;
b. The individual shall have been referred to the Case Management Agency while

receiving inpatient care in an acute care or rehabilitation hospital for the
treatment of the individual’s brain injury;

C. The individual shall have been determined by the Department or its agent to
have a significant functional impairment as evidenced by a comprehensive
functional assessment using the Uniform Long Term Care 100.2 (ULTC 100.2)
assessment tool that results in at least the minimum scores required by Section

8.401.1.15;

d. The individual shall have a prognosis for continued functional improvement;

e. The individual shall require goal oriented therapy with medical management by a
physician;

f. The individual cannot be therapeutically managed in a community-based setting
without significant supervision and structure, specialized therapy, and support
services.

2. Nursing Facility Level of Care as evidenced by all of the following:
a. The individual shall have been determined by the Department or its agent to

have a significant functional impairment as evidenced by a comprehensive
functional assessment using the Uniform Long Term Care 100.2 (ULTC 100.2)
assessment tool that results in at least the minimum scores required by Section
8.401.1.15;




8.515.5.B

b. The individual shall require long term support services at a level comparable to
those services typically provided in a nursing facility; and

C. The individual has maximized his or her acute and rehabilitation potential.

TARGET GROUP

Eligible individuals shall be determined by the Department or its agent to meet all of the following target

group criteria:

1. The individual shall have a diagnosis of Brain Injury. This diagnosis must be documented
on the individual’s Professional Medical Information Page (PMIP) of the ULTC 100.2
assessment tool.
2. Age Limit
a. Individuals enrolled in the hospital level of care shall be aged between 16 and 64
years.
b. Individuals enrolled in the nursing facility level of care shall be aged 16 years and
older and shall have sustained the brain injury between the ages of 16 and 64
years.
8.515.5.C FINANCIAL ELIGIBILITY

Individuals must meet the financial requirements for long term care medical assistance eligibility specified

at Section 8.100.7.

Only clients that currently receive HCBS-BI services, or that have agreed to accept

HCBS-BI services as soon as all other eligibility criteria have been met, are eligible for

a. Case management is provided as an administrative function, not an HCBS-BI
service, and shall not be used to satisfy this requirement.

b. The desire or need for any Medicaid services other than HCBS-BI services, as
listed at Section 8.515.1, shall not satisfy this eligibility requirement.

Clients that have not received an HCBS-BI service for a period greater than 30

Individuals who are residents of nursing facilities, hospitals, or other institutional settings

8.515.5.D NEED FOR HCBS-BI SERVICES
1
the HCBS-BI program.
2.
consecutive days shall be discontinued from the program.
8.5615.5.E EXCLUSIONS FROM ELIGIBILITY
1
are not eligible to receive HCBS-BI services.
2.

HCBS-BI clients that enter a nursing facility or hospital may not receive HCBS-BI

services while admitted to the nursing facility or hospital.

a. HCBS-BI clients admitted to a nursing facility or hospital for 30 consecutive days
or longer shall be discontinued from the HCBS-BI program.




8.515.5.F

b. HCBS-BI clients entering a nursing facility for Respite Care as an HCBS-BI
service shall not be discontinued from the HCBS-BI program.

COST CONTAINMENT AND SERVICE ADEQUACY OF SERVICES

1.

The client shall not be eligible for the HCBS-BI program if the case manager determines

any of the following during the initial assessment and service planning process:

a. The client’s needs cannot be met within the Individual Cost Containment Amount.

b. The client’s needs are more extensive than HCBS-BI program services are able
to support and/or that the client’s health and safety cannot be assured in a
community setting.

The client shall not be eligible for the HCBS-BI program at reassessment if the case

manager determines the client’s needs are more extensive than HCBS-BI program
services are able to support and/or that the client’s health and safety cannot be assured
in a community setting.

If the case manager determines that the client’'s needs are more extensive than the

HCBS-BI services are able to support and/or that the client’s health and safety cannot be
assured in a community setting, the case manager must document:

a. The results of an Adult Protective Services assessment;

b. A statement from the client’s physician attesting to the client’'s mental
competency status; and

C. Any other documentation necessary to support the determination

The client may be eligible for the HCBS-BI program at reassessment if the case manager

determines that HCBS-BI program services are able to support the client’'s needs and the
client’s health and safety can be assured in a community setting.

a. If the case manager expects that the services required to support the client’s
needs will exceed the Individual Cost Containment Amount, the Department or its
agent will review the service plan to determine if the client’s request for services
is appropriate and justifiable based on the client’s condition.

i The client may request of the case manager that existing services
remain intact during this review process.

ii. In the event that the request for services is denied by the Department or
its agent, the case manager shall provide the client with:

1) The client’s appeal rights pursuant to Section 8.057; and

2) Alternative options to meet the client’'s needs that may include,
but are not limited to, nursing facility placement.

8.515.6 START DATE FOR SERVICES




8.515.6.A. The start date of eligibility for HCBS-BI services shall not precede the date that all of the
requirements inat Section 8.515.5, have been met. The first date for which HCBS-BI services
may be reimbursed shall be the later the following:

1. The date at which financial eligibility is effective.

2. The date at which the Department or its agent has determined that the client has met all
eligibility requirements at Section 8.515.5.

3. The date at which the client agrees to accept services and signs all necessary intake and
service planning forms.

4. The date of discharge from an institutional setting.

8.515.7 PRIOR AUTHORIZATION OF SERVICES

8.515.7.A. All HCBS-BI services must be prior authorized by the Department or its agent.

8.515.7.B. The Department shall develop the Prior Authorization Request (PAR) form to be used by
case managers in compliance with all applicable regulations.

8.515.7.C. The Department or its agent shall determine if the services requested are:
1. Consistent with the client’s documented medical condition and functional capacity;
2. Reasonable in amount, scope, frequency, and duration;
3. Not duplicative of the other services or supports included in the client's Service Plan;
4. Not for services for which the client is receiving funds to purchase; and
5. Do not total more than 24 hours per day of care.
8.515.7.D. Revisions to the PAR that are requested six months or more after the end date shall be
disapproved.
8.515.7.E. Approval of the PAR by the Department or its agent shall authorize providers of HCBS-BI

services to submit claims to the fiscal agent and to receive payment for authorized services
provided during the period of time covered by the PAR.

1. Payment for HCBS-BI services is also conditional upon:
a. The client’s eligibility for HCBS-BI services;
b. The provider’s certification status; and
C. The submission of claims in accordance with proper billing procedures.
8.515.7.F. The prior authorization of services does not constitute an entitlement to those services.

All services provided and reimbursed must be delivered in accordance with requlation and be
necessary to meet the client's needs.

8.515.7.G. Services requested on the PAR shall be supported by information on the Service Plan
and the ULTC-100.2 assessment.




8.515.7.H. The PAR start date shall not precede the start date of HCBS-BI eligibility in accordance
with Section 8.515.6.

8.515.7.1. The PAR end date shall not exceed the end date of the HCBS-BI eligibility certification
period.

8.515.8 WAITING LIST

8.515.7.A. Persons determined eligible for HCBS-BI services that cannot be served within the
capacity limits of the HCBS-BI waiver shall be eligible for placement on a waiting list.

1. The waiting list shall be maintained by the Department.

2. The date used to establish the person’s placement on the waiting list shall be the date on
which all other eligibility requirements at Section 8.515.5 were determined to have been
met and the HCBS-BI Program Administrator was notified.

3. As openings become available within the capacity limits of the federal waiver, persons
shall be considered for services based on the date of their waiting list placement.

8.515.9 CASE MANAGEMENT FUNCTIONS

The requirements at Section 8.393 shall apply to the Case Management Agencies performing the case
management functions of the HCBS-BI program.

8.515.10 PROVIDER AGENCIES

HCBS-BI providers shall abide by all general certification standards, conditions, and processes
established at Section 8.487.
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