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Title of Rule: Revision to the Medical Assistance Act Rule concerning Novel
Coronavirus Disease (COVID-19) Rules, Section 8.6000

Rule Number: MSB 22-10-06-A

Division / Contact / Phone: Office of Community Living / Candace Bailey / 303-866-2549
SECRETARY OF STATE

RULES ACTION SUMMARY AND FILING INSTRUCTIONS

SUMMARY OF ACTION ON RULE(S)

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

2. Title of Rule: MSB 22-10-06-A, Novel Coronavirus Disease (COVID-
19) Rules

3. This action is an adoption new rules

of:

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

Sections(s) 8.6000, 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)? Yes
If yes, state effective date: October 14,
2022

Is rule to be made permanent? (If yes, please attach notice of No
hearing).

PUBLICATION INSTRUCTIONS*

Insert the newly proposed text at 8.6000. This rule is effective October 14, 2022.

*to be completed by MSB Board Coordinator



DO NOT PUBLISH THIS PAGE

Title of Rule: Revision to the Medical Assistance Act Rule concerning Novel Coronavirus
Disease (COVID-19) Rules, Section 8.6000

Rule Number: MSB 22-10-06-A

Division / Contact / Phone: Office of Community Living / Candace Bailey / 303-866-2549

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 purpose of this emergency rule is to temporarily change regulatory requirements for
Department of Health Care Policy and Financing rules to provide enhanced flexibility,
reduction to programmatic limitations, and alignment with existing federal guidance related
to processes under the COVID-19 pandemic

2. An emergency rule-making is imperatively necessary

[ ]to comply with state or federal law or federal regulation and/or
[X] for the preservation of public health, safety and welfare.

Explain:

The temporary changes to regulatory requirements in order to provide enhanced flexibility,
reduction to programmatic limitations, and alignment with existing federal guidance related
to processes under the COVID-19 pandemic is imperatively necessary fo the preservation of
public health safety, and welfare.

3. Federal authority for the Rule, if any:

Social Security Act Section 1135, Social Security Act 1115 (Pending), and Social Security Act
1915(c), Appendix K.

4. State Authority for the Rule:

25.5-1-301 through 25.5-1-303, C.R.S. (2021); 25.5 Article 6, C.R.S.
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Title of Rule: Revision to the Medical Assistance Act Rule concerning Novel
Coronavirus Disease (COVID-19) Rules, Section 8.6000

Rule Number: MSB 22-10-06-A

Division / Contact / Phone: Office of Community Living / Candace Bailey / 303-866-2549

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.

Individual’'s receiving services in community-based settings, provider-owned
community-based residential settings, provider-owned facility settings, and case
management will all be benefitting from an increase in available funding to respond
to the COVID-19 crisis.

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

Those rendering services in facilities, the community, or even remotely from their
office or home may receive additional payment to do so during this critical time.
Those receiving services are likely to continue with more likely to experience
uninterrupted services as direct care workers/direct support professionals will be
incentivized to continue to provide these services.

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.

Many of the changes the Department is asking for are cost neutral. Additionally, the
Department has sought, and in some cases, received approval from the Centers for
Medicare and Medicaid to increase payments or rates. However, the Department
also must work with its partners at the Office for State Planning and Budget as well
as prioritize the many different areas of Medicaid that are impacted by COVID-19.
Accordingly, the Department continues to estimate potential costs.

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

The comparison between direct cost and cost of inaction is hard to quantify.
However, it is highly likely that the cost of doing nothing could be higher costs
associated with more costly forms of care, significant impact to member’s quality of
life, and, in some cases — the loss of life or limb.
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5. Determine whether there are less costly methods or less intrusive methods for
achieving the purpose of the proposed rule.

At this time, the Department is also pursuing additional alternatives to ensure
health, safety, and welfare but a key component of this effort is to ensure providers,
agencies, and direct support professionals have the money they need to continue to
go out in a time of crisis and provide services.

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.

As mentioned above, the Department is also partnering with community
organizations, non-profits, advocacy organizations, other executive agencies, and
the governor’s office to work towards prioritizing Colorado’s most vulnerable citizens
receiving long-term care health, safety, and welfare.



MEDICAL ASSISTANCE — SECTION 8.6000 Novel Coronavirus Disease (COVID-19) Rules

10 CCR 2505-10 8.6000

8.6000 COVID-19 EMERGENCY RULES

PURPOSE: To temporarily change regulatory requirements for Department of Health Care Policy and
Financing rules to provide enhanced flexibility, reduced programmatic limitations, and alignment with
existing federal guidance related to the COVID-19 pandemic.

8.6001 REGULATORY CHANGES

The following regulations require, as applicable, that funds be made available for payment, federal
approval is received, and any conflicting state statutory requirements are suspended by Executive Order.
Each reqgulation below is effective once the applicable prerequisites are satisfied and shall continue to be
in effect as long as those prerequisites continue to be satisfied.

8.6001.1 Intermediate Care Facilities for Individuals with Intellectual Disabilities (ICF/IID)

Section 8.420

Temporarily waive the requirement that payments for ICF-I1ID are only allowed for facilities
licensed by the Colorado Department of Public Health and Environment (CDPHE) to allow for
potential inclusion of existing HCBS Group Homes.

Sections 8.404.3; 8.404.1; 8.405.2.22; 8.405.2.23; 8.405.2.24; 8.405.2.25.

Temporarily allow emergency placement of eligible individuals into an ICF-IID. Individual would
still need to be fully eligible in meeting placement requirements but would allow for Department to
expedite process through existing layers of review.

Sections 8.443.16.A; 8.443.1.C-D.

Temporarily allow payment beyond current limitation not to exceed COVID-19 emergency
supplement payments.

8.6001.2 Nursing Facilities

Sections 8.443.10.B; 8.443.10.a; 8.443.11.A

Temporarily allow Nursing Facilities to receive a supplemental payment for COVID-19 related
activities, provided the Nursing Facility organization follows Departmental guidance and
benchmarks for the assurance of the member’s health, safety, and welfare and adherence to
published guidelines for safety.

Section 8.443.12.B — Inclusion of the Following Language:

COVID-19 Mitigation Emergency Supplemental Payment

Subiject to available non-provider fee funding and Upper Payment Limit restrictions, the
Department shall pay an additional supplemental payment to nursing facilities increasing
measures to protect residents during the COVID-19 public health emergency.

1. In order to be eligible for this payment facilities must be:




a. Compliant with all emergency related reported measures required by
CMS, HCPF, CDPHE or the State Emergency Operations Center.

b. Implementing enhanced operational guidelines required by CMS, HCPF,
CDPHE or the State Emergency Operations Center.

c. Cooperative with State or National efforts to mitigate the emergency

2. The Department will use historical Medicaid patient data to calculate and issue
supplemental payments.

3. All payments issued as an emergency supplemental payment due to COVID-19
must be reported as a revenue in the cost reporting period in which it is received.

Section 8.443.1.B Addition of the Following Language

In addition to the MMIS claims reimbursement and provider fee funded supplemental payments, the
Department may issue additional supplemental payments necessary to protect the health, safety and
welfare of nursing facility residents when additional state or federal funding is available.

Establishment of Section 8.430.6 — Temporary Medicaid Nursing Facility Expansion

1. 8.430.6.A The Department may issue temporary enrollments for the purposes of
increasing bed capacity during a public health emergency.

2. Facilities seeking temporary enroliments must submit plans to discharge residents within
60 days of the emergency end date.

3. Facilities with temporary Medicaid beds will be reimbursed statewide average rate for
nursing facilities.

4. The enrollment will be effective until 60 days after the COVID-19 emergency is lifted.

5. After the 60 days has expired, the facility will receive no further reimbursement.

8.6001.3 Case Management

Sections 8.763.C; 8.761.46

Authorize providers of targeted case management services to increase, supplement, exceed, or
provide additional authorization of units and correlating payments to all long-term care case
management entities including transitional services for individuals needing community-placement
due to COVID-19.

8.6001.4 Level of Care Assessment

Sections 8.393.2.c.5.a; 8.393.2.D.3.a; 8.393.3.A.1.c.i.3; 8.401.183.B; 8.497; 8.401; 8.491.2.B.2; 8.500.1;
8.500.90; 8.503:; 8.504.1; 8.504.5.D; 8.506.3; 8.506.4.¢.ii; 8.508.20; 8.515.5.B.1; 8.517.5.A.2; 8.519.1;

Remove the Professional Medical Information Page (PMIP) from the level of care determination
for HCBS waivers, Long-Term Care-Home Health, PACE, NF, and ICF/IID programs to enable
additional capacity and expedite enrollment.

Sections 8.390.3.A.2; 8.393.1.M.1.C; 8.393.2.C.5.; 8.393.2.D.1-3; 8.401.11 through 8.401.15; 8.485.61.B;
8.485.71.C; 8.486.201; 8.603.5.D; 8.500.18.B.3; 8.500.108.B.1; 8.503.70.3; 8.503.80.A; 8.506.3;




8.506.4.B; 8.509.14; 8.508.121; 8.503.70.A.1; 8.503.80.A.4; 8.506.4.B; 8.506.12.F; 8.508.20; 8.509.14;
8.509.31.A; 8.515.6.A.3; 8.517.7.A.3; 8.603.5.D; 8.503.30.A; 8.503.30.A.8; 8.508.121.A

Modify the requirements for initial and continued stay review assessments. For initial
assessments, the level of care assessment will be limited to the Activities of Daily living which
determines the functional eligibility/LOC for the member. Members pursuing a Home and
Community Based Services (HCBS) waiver enroliment will be issued a start date based on the
date of referral to the Case Management Agency, with the Level of Care to be completed with the
member thereafter via telephonic or virtual modality. Changes to transfers from nursing facility to
nursing facility by not requiring an entirely new assessment be conducted. For yearly re-
assessments, the members existing eligibility will continue through the duration of 1135. Then the
yearly re-assessment set to occur within six (6) months following the conclusion of the Section
1135 Waiver.

8.6001.5 Termination from Waiver Eligibility - Adverse Action

Sections 8.393.3.A.1.a through 8.393.A.1.d; 8.485.61.A through 8.485.61.D.3.b; 8.500.16.A.1 through
8.500.16.A.4; 8.500.16.E.1 and E.2; 8.503.160.A.1 through 8.500.160.A.4; 8.503.160.E.1 through
8.503.160.E.9; 8.508.190.A.1-4; 8.508.190.E.1 and E.2 ; 8.508.190.H.1-4; 8.508.190.1.3 and 1.4;
8.509.15.A.1 through 8.509.15.A.4.c.1; 8.555.5.D.2

Remove requirement to involuntarily terminate a member from their selected HCBS waiver
program

8.6001.6 Preadmission Screening and Resident Review (PASRR)

Section 8.401.18.181.A

PASRR Level | Screening and Level Il Evaluations will be suspended for 30 days in accordance
with Section 1919(e)(7) for new admissions.

8.6001.7 Personal Care

Sections 8.485.61.D.2-3; 8.489.10.11; 8.510.4.A

Temporarily waive the restriction of personal care services provided in Hospital, Nursing Facility,
or other acute-like setting.

Sections 8.510.18; 8.552.1.B

Temporarily allow legally responsible person to provide services using participant directed models
(Consumer Directed Attendant Support Services (CDASS) and In-Home Support Services

(IHSS)).

8.6001.8 Guidelines for Institutions for Mental Diseases (IMDs)

Section 8.401.4

Temporarily waive the IMD requirements for nursing facilities that exceed 50% of patient-census
with a primary diagnosis of major mental illness.

8.6001.9 Retainer Payments

Sections 8.515.80.F; 8.500.14.B.3




Temporarily allow specified Brain Injury waiver providers to bill retainer payments for services not
rendered.




MEDICAL ASSISTANCE — SECTION 8.6000 Novel Coronavirus Disease (COVID-19) Rules

10 CCR 2505-10 8.6000

8.6000 COVID-19 EMERGENCY RULES

PURPOSE: To temporarily change regulatory requirements for Department of Health Care Policy and
Financing rules to provide enhanced flexibility, reduced programmatic limitations, and alignment with
existing federal guidance related to the COVID-19 pandemic.

8.6001 REGULATORY CHANGES

The following regulations require, as applicable, that funds be made available for payment, federal
approval is received, and any conflicting state statutory requirements are suspended by Executive Order.
Each reqgulation below is effective once the applicable prerequisites are satisfied and shall continue to be
in effect as long as those prerequisites continue to be satisfied.

8.6001.1 Intermediate Care Facilities for Individuals with Intellectual Disabilities (ICF/IID)

Section 8.420

Temporarily waive the requirement that payments for ICE-1ID are only allowed for facilities
licensed by the Colorado Department of Public Health and Environment (CDPHE) to allow for
potential inclusion of existing HCBS Group Homes.

Sections 8.404.3; 8.404.1; 8.405.2.22; 8.405.2.23; 8.405.2.24; 8.405.2.25.

Temporarily allow emergency placement of eligible individuals into an ICF-IID. Individual would
still need to be fully eligible in meeting placement requirements but would allow for Department to
expedite process through existing layers of review.

Sections 8.443.16.A; 8.443.1.C-D.

Temporarily allow payment beyond current limitation not to exceed COVID-19 emergency
supplement payments.

8.6001.2 Nursing Facilities

Sections 8.443.10.B; 8.443.10.a; 8.443.11.A

Temporarily allow Nursing Facilities to receive a supplemental payment for COVID-19 related
activities, provided the Nursing Facility organization follows Departmental guidance and
benchmarks for the assurance of the member’s health, safety, and welfare and adherence to
published guidelines for safety.

Section 8.443.12.B — Inclusion of the Following Language:

COVID-19 Mitigation Emergency Supplemental Payment

Subiject to available non-provider fee funding and Upper Payment Limit restrictions, the
Department shall pay an additional supplemental payment to nursing facilities increasing
measures to protect residents during the COVID-19 public health emergency.

4. In order to be eligible for this payment facilities must be:




d. Compliant with all emergency related reported measures required by
CMS, HCPF, CDPHE or the State Emergency Operations Center.

e. Implementing enhanced operational guidelines required by CMS, HCPF,
CDPHE or the State Emergency Operations Center.

f.  Cooperative with State or National efforts to mitigate the emergency

5. The Department will use historical Medicaid patient data to calculate and issue
supplemental payments.

6. All payments issued as an emergency supplemental payment due to COVID-19
must be reported as a revenue in the cost reporting period in which it is received.

Section 8.443.1.B Addition of the Following Language

In addition to the MMIS claims reimbursement and provider fee funded supplemental payments, the
Department may issue additional supplemental payments necessary to protect the health, safety and
welfare of nursing facility residents when additional state or federal funding is available.

Establishment of Section 8.430.6 — Temporary Medicaid Nursing Facility Expansion

6. 8.430.6.A The Department may issue temporary enroliments for the purposes of
increasing bed capacity during a public health emergency.

7. Facilities seeking temporary enroliments must submit plans to discharge residents within
60 days of the emergency end date.

8. Facilities with temporary Medicaid beds will be reimbursed statewide average rate for
nursing facilities.

9. The enrolliment will be effective until 60 days after the COVID-19 emergency is lifted.

10. After the 60 days has expired, the facility will receive no further reimbursement.

8.6001.3 Case Management

Sections 8.763.C; 8.761.46

Authorize providers of targeted case management services to increase, supplement, exceed, or
provide additional authorization of units and correlating payments to all long-term care case
management entities including transitional services for individuals needing community-placement
due to COVID-19.

8.6001.4 Level of Care Assessment

Sections 8.393.2.c.5.a; 8.393.2.D.3.a; 8.393.3.A.1.c.i.3; 8.401.183.B; 8.497; 8.401; 8.491.2.B.2; 8.500.1;
8.500.90; 8.503: 8.504.1; 8.504.5.D; 8.506.3; 8.506.4.¢.ii; 8.508.20; 8.515.5.B.1; 8.517.5.A.2; 8.519.1;

Remove the Professional Medical Information Page (PMIP) from the level of care determination
for HCBS waivers, Long-Term Care-Home Health, PACE, NF, and ICF/IID programs to enable
additional capacity and expedite enrollment.

Sections 8.390.3.A.2; 8.393.1.M.1.C; 8.393.2.C.5.; 8.393.2.D.1-3; 8.401.11 through 8.401.15; 8.485.61.B;
8.485.71.C; 8.486.201; 8.603.5.D; 8.500.18.B.3; 8.500.108.B.1; 8.503.70.3; 8.503.80.A; 8.506.3;




8.506.4.B; 8.509.14; 8.508.121; 8.503.70.A.1; 8.503.80.A.4; 8.506.4.B; 8.506.12.F; 8.508.20; 8.509.14;
8.509.31.A; 8.515.6.A.3; 8.517.7.A.3; 8.603.5.D; 8.503.30.A; 8.503.30.A.8; 8.508.121.A

Modify the requirements for initial and continued stay review assessments. For initial
assessments, the level of care assessment will be limited to the Activities of Daily living which
determines the functional eligibility/LOC for the member. Members pursuing a Home and
Community Based Services (HCBS) waiver enroliment will be issued a start date based on the
date of referral to the Case Management Agency, with the Level of Care to be completed with the
member thereafter via telephonic or virtual modality. Changes to transfers from nursing facility to
nursing facility by not requiring an entirely new assessment be conducted. For yearly re-
assessments, the members existing eligibility will continue through the duration of 1135. Then the
yearly re-assessment set to occur within six (6) months following the conclusion of the Section
1135 Waiver.

8.6001.5 Termination from Waiver Eligibility - Adverse Action

Sections 8.393.3.A.1.a through 8.393.A.1.d; 8.485.61.A through 8.485.61.D.3.b; 8.500.16.A.1 through
8.500.16.A.4; 8.500.16.E.1 and E.2; 8.503.160.A.1 through 8.500.160.A.4; 8.503.160.E.1 through
8.503.160.E.9; 8.508.190.A.1-4; 8.508.190.E.1 and E.2 ; 8.508.190.H.1-4; 8.508.190.1.3 and 1.4;
8.509.15.A.1 through 8.509.15.A.4.c.1; 8.555.5.D.2

Remove requirement to involuntarily terminate a member from their selected HCBS waiver
program

8.6001.6 Preadmission Screening and Resident Review (PASRR)

Section 8.401.18.181.A

PASRR Level | Screening and Level Il Evaluations will be suspended for 30 days in accordance
with Section 1919(e)(7) for new admissions.

8.6001.7 Personal Care

Sections 8.485.61.D.2-3; 8.489.10.11; 8.510.4.A

Temporarily waive the restriction of personal care services provided in Hospital, Nursing Facility,
or other acute-like setting.

Sections 8.510.18; 8.552.1.B

Temporarily allow legally responsible person to provide services using participant directed models
(Consumer Directed Attendant Support Services (CDASS) and In-Home Support Services

(IHSS)).

8.6001.8 Guidelines for Institutions for Mental Diseases (IMDs)

Section 8.401.4

Temporarily waive the IMD requirements for nursing facilities that exceed 50% of patient-census
with a primary diagnosis of major mental illness.

8.6001.9 Retainer Payments

Sections 8.515.80.F; 8.500.14.B.3




Temporarily allow specified Brain Injury waiver providers to bill retainer payments for services not

O

rendered.
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Title of Rule: Revision to the Medical Assistance Rule concerning Provider
Enrollment, Sections 8.125.11, 8.125.12, 8.125.13 and 8.126.1

Rule Number: MSB 22-10-06-B

Division / Contact / Phone: Medicaid Operations Office / Clint Eatmon / 720-819-6409

SECRETARY OF STATE

RULES ACTION SUMMARY AND FILING INSTRUCTIONS

SUMMARY OF ACTION ON RULE(S)

—

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

2. Title of Rule: MSB 22-10-06-B, Revision to the Medical Assistance Rule
concerning Provider Enrollment, Sections 8.125.11, 8.125.12,
8.125.13 and 8.126.1

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) 8.125.11, 8.125.12, 8.125.13 and 8.126.1, 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)? Yes
If yes, state effective date: 10/14/2022
Is rule to be made permanent? (If yes, please attach notice of hearing). No

PUBLICATION INSTRUCTIONS*

Remove the current text beginning at 8.125.11 through the end of 8.125.13. Replace
the current text at 8.126.1 with the proposed text beginning at 8.126.1 through the end
of 8.126.1. This rule is effective October 14, 2022.

*to be completed by MSB Board Coordinator
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Title of Rule: Revision to the Medical Assistance Rule concerning Provider Enroliment,
Sections 8.125.11, 8.125.12, 8.125.13 and 8.126.1

Rule Number: MSB 22-10-06-B

Division / Contact / Phone: Medicaid Operations Office / Clint Eatmon / 720-819-6409

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 revision will temporarily remove current requirements for providers to comply with:

Fingerprint Criminal Background Checks (10 CCR 2505-10 8.125.12), Site-Visits (10 CCR
2505-10 8.125.11) and payment of Application Fee’s (10 CCR 2505-10 8.125.13), during the
provider enrollment process. Alleviating these requirements will expedite the processing of
provider-enroliment applications.

These proposed changes bring Colorado regulations into alignment with the approved 1135
waiver which was granted by CMS, temporarily waiving these requirements at the Federal
Level. If passed, the rule will become effective on the date the board adopts it and it will
expire after 120 days. However, the Department has the option to bring the rule to MSB a
second time within the 120 days to reinstate or further extend the timeframe, depending on
prevailing conditions and current guidance at that time.

The rule revision at 8.126.1 (10 CCR 2505-10 8.126.1), will allow providers enrolled as a
Mass Immunizer with Medicare to temporarily enroll in Colorado to provide administration of
COVID-19 vaccinations.

2. An emergency rule-making is imperatively necessary

[ ]to comply with state or federal law or federal regulation and/or
X for the preservation of public health, safety and welfare.

Explain:

Removing these requirements will expedite the processing of provider enroliment
applications during the COVID-19 pandemic, thereby increasing the number of approved
providers during this emergency period.

Allowing Mass Immunizers to enroll and administer COVID-19 vaccinations will increase the
availability and administration of these critical vaccines.

3. Federal authority for the Rule, if any:

Initial Review Final Adoption
Proposed Effective Date Emergency Adoption

DOCUMENT #
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4. State Authority for the Rule:

Sections 25.5-1-301 through 25.5-1-303, C.R.S. (2022);

Initial Review Final Adoption
Proposed Effective Date Emergency Adoption

DOCUMENT #
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Title of Rule: Revision to the Medical Assistance Rule concerning Provider

Enrollment, Sections 8.125.11, 8.125.12, 8.125.13 and 8.126.1

Rule Number: MSB 22-10-06-B
Division / Contact / Phone: Medicaid Operations Office / Clint Eatmon / 720-819-6409

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.

Those seeking to be approved Medicaid providers and our member population will
benefit from this proposed rule.

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

Those seeking to become approved providers will benefit from a streamlined
provider enrollment process. Members will benefit from increased access to care as
more providers are enrolled and available to offer treatment and services, including
COVID-19 vaccinations.

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 to the Department or to another agency to implement and
enforce the proposed rule.

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

There are no probable costs to providers.

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 less intrusive methods for achieving the purpose of the
proposed rule.

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



8.125 PROVIDER SCREENING










8.126 COLORADO NPIRULE

8.126.1 Definitions

A.

Billing Provider Field means the data field on a Claim that reflects the Health Care Provider to
which the payer issues payment.

Campus means the physical area immediately adjacent to the Hospital’s main buildings, other
areas and structures that are not strictly contiguous to the main buildings but are located within
250 yards of the main buildings, and any other areas determined on an individual case basis by
the Centers of Medicare and Medicaid Services to be part of the provider's campus.

Claim means a request for payment for the delivery of medical care, services, or goods
authorized under the Medical Assistance Program, submitted to the Department through its fiscal
agent by a Health Care Provider. Claim includes the transmission of encounter information for the
purpose of reporting the delivery of medical care, services, or goods.

Health Care Provider means any person or organization that furnishes, bills for, or is paid for
medical care, services, or goods to one or more Medical Assistance Program members.

1. A Health Care Provider includes an Organization Health Care Provider, Subpart of an
Organization Health Care Provider, Off Campus Location, and a Site of an Organization
Health Care Provider.

2. Unless specified otherwise in Subsection 8.126.1, a Health Care Provider may include a
Health Care Provider located outside the state of Colorado (out-of-state provider) that is
licensed and/or certified pursuant to their state laws.

Hospital means an Organization Health Care Provider that is enrolled in the Medical Assistance
Program under the Provider Type of “Hospital - General” as defined in this Subsection 8.126.1.

Medical Assistance Program means the programs authorized under Articles 4, 5, 6, 8, and 10 of
Title 25.5.

National Provider Identifier (NPI) means the standard, unique health identifier for Health Care

Providers or Organization Health Care Providers that is used by the National Plan and Provider

Enumeration System (NPPES) in accordance with 45 C.F.R. pt. 162.

Off-Campus Location means a facility that:

1. Has operations that are directly or indirectly owned or controlled by, in whole or in part, or
affiliated with, a Hospital, regardless of whether the operations are under the same
governing body as the Hospital;

2. Is not on the Hospital’s Campus;

3. Provides services that are organizationally and functionally integrated with the Hospital;



Is an outpatient facility providing preventive, diagnostic, treatment, or emergency
services; and

Is identified on the Hospital's State License Addendum issued by the Colorado
Department of Public Health and Environment or, for Hospitals licensed outside of
Colorado, documentation demonstrating direct or indirect ownership or control of the Off-
Campus Location.

Organization Health Care Provider means a Health Care Provider that is not an individual.

Provider Type means a classification of Health Care Provider or Organization Health Care
Provider to which the payer issues payment for services provided to individuals enrolled in the
Medical Assistance Program, according to the Provider Type license, accreditation, certification,
and/or service provided. The Provider Types recognized by the Department are as follows:

1.

Administrative Services Organization (ASO) is an entity that has entered into a valid,
active contract to provide ASO services with the Colorado Department of Health Care
Policy and Financing.

Ambulatory Surgical Center (ASC) means a health care entity that is:

a. Licensed by the Colorado Department of Public Health and Environment as an
Ambulatory Surgical Center; and

b. Certified by the Centers for Medicare and Medicaid Services to participate in the
Medicare program as an Ambulatory Surgical Center.

Audiologist means an individual licensed as an audiologist by the Division of Professions
and Occupations within the Colorado Department of Regulatory Agencies.

Behavioral Therapy Clinic means any group practice that has at least one affiliated
Behavioral Therapy Individual. The affiliated Behavioral Therapy Individual must be
enrolled in the Colorado Medical Assistance Program.

Behavioral Therapy Individual means an individual that:

a. Is nationally certified as a Board-Certified Behavioral Analyst (BCBA); or
b. Meets one of the following:
(1) Has a doctoral degree with a specialty in psychiatry, medicine, or clinical

psychology and is actively licensed by the State Board of Examiners;
and has completed 400 hours of training; and/or has direct supervised
experience in behavioral therapies that are consistent with best practice
and research on effectiveness for people with autism or other
developmental disabilities; or

(2) Has a doctoral degree in one of the behavioral or health sciences; and
has completed 800 hours of specific training; and/or has experience in
behavioral therapies that are consistent with best practice and research
on effectiveness for people with autism or other developmental
disabilities; or

(3) Is nationally certified as a BCBA; or



10.

11.

(4) Has a master’s degree or higher in behavioral or health sciences; and is
a licensed teacher with an endorsement of school psychologist; or is a
licensed teacher with an endorsement of special education or early
childhood special education; or is credentialed as a related services
provider (Physical Therapist, Occupational Therapist, or Speech
Therapist); and has completed 1,000 hours of direct supervised training
or has experience in behavioral therapies that are consistent with best
practice and research on effectiveness for people with autism or other
developmental disabilities.

Birthing Center means a health care entity licensed as a Birth Center by the Colorado
Department of Public Health and Environment. Out-of-state providers are not eligible for
enrollment.

Case Management Agency (CMA) means a public or private not-for-profit or for-profit
agency that meets all applicable state and federal requirements and is certified by the
Department to provide case management services for Home and Community Based
Services waivers.

Certified Registered Nurse Anesthetist (CRNA) means an individual who is:

a. Licensed as a registered nurse by the State Board of Nursing within the Colorado
Department of Regulatory Agencies; and

b. Included within the advanced practice registry as a CRNA.

Clinic — Dental means any group practice that has at least one affiliated, licensed dentist
or dental hygienist.

a. The affiliated dentist or dental hygienist must be enrolled in the Colorado Medical
Assistance Program; and

b. A dental practice or clinic must be owned by a licensed dentist except if the
dental practice or clinic is a non-profit organization defined as a community
health center (also known as an FQHC) or having 50% or more patients
determined as low income, or a political subdivision (i.e. city, county, state, etc.);
and

C. A dental hygiene practice or clinic must be owned by a licensed dentist or
licensed dental hygienist except if the dental hygiene practice or clinic is a non-
profit organization defined as a community health center (also known as an
FQHC) or having 50% or more patients determined as low income, or a political
subdivision (i.e. city, county, state, etc.)

Clinic — Practitioner means any group practice that has at least one affiliated, licensed
physician, osteopath, or podiatrist. The affiliated practitioner must be enrolled in the
Colorado Medical Assistance Program.

Community Clinic means a health care entity that is:

a. Licensed as a Community Clinic or Community Clinic and Emergency Center
(CCEC) by the Colorado Department of Public Health and Environment;

b. Certified by the Centers for Medicare and Medicaid Services to participate in the
Medicare program; and
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14.

15.

16.

17.

18.

19.

20.

C. Owned by a Medicare participating hospital.
Community Mental Health Center (CMHC) means a health care entity that:

a. Is licensed as a Community Mental Health Center by the Colorado Department of
Public Health and Environment;

b. Has program approval to operate as a CMHC from the Colorado Department of
Human Services; and

C. If the CMHC delivers substance use disorder services, shall have Substance Use
Disorder program approval from Colorado Department of Human Services.

Dental Hygienist means an individual who is licensed as a Dental Hygienist by the
Colorado Dental Board within the Colorado Department of Regulatory Agencies.

Dentist means an individual who is licensed as a Dentist by the Colorado Dental Board
within the Colorado Department of Regulatory Agencies.

Dialysis Treatment Clinic [Formerly Known as Dialysis Center] means a health care entity
that is:

a. Licensed as a Dialysis Treatment Clinic by the Colorado Department of Public
Health and Environment; and

b. Certified by Centers for Medicare and Medicaid Services to participate in the
Medicare program as an End-Stage Renal Dialysis Facility (ESRD).

Federally Qualified Health Center (FQHC) means a health care entity that has been
awarded a Section 330 Grant from the Health Resources and Services Administration. A
health care entity that has been designated as a “look-alike” is also eligible to be enrolled
as an FQHC.

Foreign Teaching Physician means an individual who is licensed as a distinguished
foreign teaching physician by the Colorado Medical Board within the Colorado
Department of Regulatory Agencies.

Home and Community Based Services (HCBS) means Health First Colorado (Colorado’s
Medicaid Program)’s community-based care alternatives to institutional, Long-Term care.
Providers enrolling as an HCBS provider shall meet all applicable state and federal
requirements to provide HCBS by waiver and specialty type.

Home Health Agency means a health care entity that:

a. Has a Class A Home Care Agency license from the Colorado Department of
Public Health and Environment; and

b. Is certified by the Centers for Medicare and Medicaid Services to participate in
the Medicare program as Home Health Agency.

Hospice means a health care entity that is:

a. Licensed as a Hospice by the Colorado Department of Public Health and
Environment; and



21.

22.

23.

24.

25.

26.

27.

b. Certified by the Centers for Medicare and Medicaid Services to participate in the
Medicare program as a Hospice.

Hospital — General means a health care entity that is:

a. Licensed as a General Hospital by the Colorado Department of Public Health and
Environment; and

b. Certified by the Centers for Medicare and Medicaid Services to participate in the
Medicare program as a Hospital.

Hospital — Psychiatric [Formerly Known as Hospital - Mental] means a health care entity
that is:

a. Licensed as a Psychiatric Hospital by the Colorado Department of Public Health
and Environment; and

b. Certified by the Centers for Medicare and Medicaid Services to participate in the
Medicare program as a Psychiatric Hospital.

Independent Laboratory means a laboratory that:

a. Has a current and valid Clinical Laboratory Improvement Amendments (CLIA)
certification; and

b. Is certified through the Centers for Medicare and Medicaid Services as a
laboratory.

Indian Health Service — Federally Qualified Health Center (FQHC) means a health care
entity that:

a. Is treated by the Centers for Medicare and Medicaid Services as a
comprehensive Federally funded health center; and

b. Includes an outpatient health program or facility operated by a tribe or tribal
organization under the Indian Self-Determination Act or by an urban Indian
organization receiving funds under Title V of the Indian Health Care Improvement
Act for the provision of primary health services.

Indian Health Service — Pharmacy means a health care entity that has evidence of
participation in the Indian Health Service.

Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF/IID) [Formerly
Known as Nursing Facility — ICF/IID] means a health care entity that is:

a. Licensed as an Intermediate Care Facility for Individuals with Intellectual
Disabilities through the Colorado Department of Public Health and Environment;
and

b. Certified by the Centers for Medicare and Medicaid Services or the Colorado

Department of Health Care Policy and Financing to participate in the Medicaid
program as an ICF/IID.

Licensed Behavioral Health Clinician means an individual that is licensed by the Colorado
Department of Regulatory Agencies as either:
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29.

30.

31.

32.

33.

a. A Licensed Clinical Social Worker;

b. A Licensed Professional Counselor;
C. A Licensed Marriage and Family Therapist; or
d. A Licensed Addiction Counselor.

Licensed Psychologist means an individual who is licensed as a psychologist by the
State Board of Psychologist Examiners within the Colorado Department of Regulatory
Agencies.

Managed Care Entity [Formerly Known as Health Maintenance Organization (HMO)]
means an entity that has a valid and comprehensive or all-inclusive risk contract with the
Colorado Department of Health Care Policy and Financing.

Non-Physician Practitioner Group means any group practice consisting of any of the
following:

a. Licensed Nurse Practitioners;

b. Licensed Audiologists;

C. Licensed Occupational Therapists;

d. Licensed Behavioral Health Clinicians;

e. Licensed Psychologists;

f. Licensed Speech Therapists; and/or

g. Licensed Physical Therapists.

h. Beginning on the effective date of this amended rule, and for the remainder of the

COVID-19 Public Health Emergency (PHE), providers that have enrolled as a
Mass Immunizer Roster Biller (provider specialty type 73) with Medicare may
temporarily enroll in the medical assistance program as a Non-Physician
Practitioner Group for the purpose of billing for the administration of COVID-19
vaccinations for medical assistance clients.

Non-Physician Practitioner Individual means a registered nurse, which means an
individual licensed as a Registered Nurse by the State Board of Nursing within the
Colorado Department of Regulatory Agencies.

Nurse Midwife means an individual who is:

a. Licensed as a registered nurse by the State Board of Nursing within the Colorado
Department of Regulatory Agencies; and

b. Included within the advanced practice registry as a Nurse Midwife.
Nurse Practitioner means an individual who is:

a. Licensed as a registered nurse by the State Board of Nursing within the Colorado
Department of Regulatory Agencies; and
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39.
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41.

42.

43.

44.

45.

46.

b. Included within the advanced practice registry as a Nurse Practitioner.
Nursing Facility means a health care entity that is:

a. Licensed as a Nursing Care Facility through the Colorado Department of Public
Health and Environment; and

b. Certified by the Centers for Medicare and Medicaid Services or the Colorado
Department of Health Care Policy and Financing to participate in the Medicaid
program as a Skilled Nursing Care Facility.

Occupational Therapist means an individual who is licensed as an Occupational
Therapist by the Director of the Division of Professions and Occupations within the
Colorado Department of Regulatory Agencies.

Optical Outlet means a health care supplier that is qualified to make and supply
eyeglasses and contact lenses for the correction of vision. If, in the performance of its
duties, the Optical Outlet requires laboratory services, the laboratory is required to have a
current and valid CLIA certification.

Optometrist means an individual who is licensed as an Optometrist by the State Board of
Optometry within the Colorado Department of Regulatory Agencies.

Osteopath means an individual who holds a degree of “doctor of osteopathy,” and who is
licensed as a physician by the Colorado Medical Board within the Colorado Department
of Regulatory Agencies.

Personal Care Agency means a health care entity that has a Class A or Class B Home
Care Agency license from the Colorado Department of Public Health and Environment.

Pharmacist means an individual who is licensed as a Pharmacist by the State Board of
Pharmacy within the Colorado Department of Regulatory Agencies.

Pharmacy means a pharmacy, pharmacy outlet, or prescription drug outlet registered by
the Board of Pharmacy within the Colorado Department of Regulatory Agencies.

Physical Therapist means an individual who is licensed as a Physical Therapist by the
Physical Therapy Board within the Colorado Department of Regulatory Agencies.

Physician means an individual who is licensed as a physician by the Colorado Medical
Board within the Colorado Department of Regulatory Agencies.

Physician Assistant means an individual who is licensed as a physician assistant by the
Colorado Medical Board within the Colorado Department of Regulatory Agencies.

Podiatrist means an individual licensed as a podiatrist by the Colorado Podiatry Board
within the Colorado Department of Regulatory Agencies.

Psychiatric Residential Treatment Facility (PRTF) means a health care entity that:

a. Is licensed by the Colorado Department of Human Services as a Residential
Child Care Facility and a PRTF; and

b. Is certified as a qualified residential provider by the Department of Public Health
and Environment; and
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49.

50.

51.

52.

53.

54.

C. Is accredited by the Joint Commission, the Commission on Accreditation of
Rehabilitation Facilities, or the Council on Accreditation of Services for Families
and Children; and

d. Has provided an attestation to the Department that the PRTF is in compliance
with the conditions of participation as required by Colorado Department of
Human Services and the Centers for Medicare and Medicaid Services.

Qualified Medicare Beneficiary (QMB) Benefits Only means the provider type designation
used for Chiropractors who participate under the QMB Program. Chiropractor means an
individual licensed as a chiropractor by the Board of Chiropractic Examiners within the
Colorado Department of Regulatory Agencies. QMB Benefits Only providers must also be
certified as QMB Benefits Only providers through the Centers for Medicare and Medicaid
Services.

Regional Accountable Entity (RAE) means an entity that has entered into a valid, existing
contract with the Colorado Department of Health Care Policy and Financing to be a
Regional Accountable Entity.

Rehabilitation Agency means a group practice that requires at least one affiliated and
licensed professional enrolled in the Colorado Medical Assistance Program.

Residential Child Care Facility (RCCF) means a health care entity that is:

a. Designated by the Colorado Department of Human Services to provide Medicaid-
reimbursable mental health services as an RCCF; and

b. Licensed by Colorado Department of Human Services as an RCCF.

Rural Health Clinic (RHC) means a clinic that is certified by the Centers for Medicare and
Medicaid Services as a Rural Health Clinic.

School Health Services means a school district or Board of Cooperative Educational
Services that has a valid, active contract with the Colorado Department of Health Care
Policy and Financing to participate in the Colorado School Health Services Program.

a. The Site at which an Organization Health Care Provider delivers medical care,
services, or goods authorized under the Medical Assistance Program enrolled
under the Provider Type of School Health Services is a school district.

Speech Therapist is an individual certified as a Speech Language Pathologist by the
Director of the Divisions of Professions and Occupations within the Colorado Department
of Regulatory Agencies.

Substance Use Disorder (SUD) — Clinic means a health care entity that:

a. Is licensed as a SUD Provider by the Colorado Department of Human Services;

b. Has program approval to operate as a SUD — Clinic from Colorado Department
of Human Services; and

C. Has at least one affiliated advanced practice nurse, physician/psychiatrist,
physician assistant, or behavioral health clinician who is certified in addiction
medicine.



55. Supply means a Durable Medical Equipment, Prosthetic, Orthotic and Supplies
(DMEPOQS) provider that meets one or both of the following definitions:

a. Complex Rehabilitation Technology (CRT) Supplier means a health care supplier
that meets all the requirements of Section 8.590.5.D, and that:

(1) Has a Sales Tax Certificate or Tax-Exempt Certificate;
(2) Has CRT Professional Certification; and

(3) Is accredited by the Centers for Medicare and Medicaid Services to
provide DMEPOS and CRT.

b. Durable Medical Equipment (DME) means a health care supplier that meets the
requirements of Sections 8.590.5.A and B, and that:

(1) Has a Sales Tax Certificate or Tax-Exempt Certificate; and

(2) Is accredited by the Centers for Medicare and Medicaid Services to
provide DMEPOS.

56. Transportation means a provider that meets one or both of the following definitions:

a. Emergency Medical Transportation (EMT) [Formerly Known as Emergency
Medical Transportation and Air Ambulance] means providers that:

(1) Meet all provider screening requirements in Section 8.125.
(2) Comply with commercial liability insurance requirements.
(3) Maintain the appropriate licensure for:
(a) Ground ambulance license as required by Colorado Department

of Public Health and Environment; and

(b) Air ambulance license as required by Colorado Department of
Public Health and Environment.

(4) License, operate, and equip ground and air ambulances in accordance
with federal and state regulations.

b. Non-Emergent Medical Transportation (NEMT) means a provider that:
(1) Has a Public Utilities Commission (PUC) common carrier certificate as a
taxicab; or

(2) Has a PUC Medicaid Client Transport (MCT) Permit as required by the
PUC; or

(3) Has a ground ambulance license as required by Department of Public
Health and Environment; or

(4) Has an Air Ambulance license as required by Colorado Department of
Public Health and Environment; or



(5) Is exempt from licensure requirements in accordance with the PUC.
57. X-Ray Facility means an imaging center that:

a. Has an X-Ray Facility and Machine Registration Report certified by the Colorado
Department of Public Health and Environment; and

b. Is certified by the Centers for Medicare and Medicaid Services to participate in
Medicare as an X-Ray facility.

Service Facility Location Field means the physical location specifically where services were
rendered as identified on the Claim.

Site means the physical location by street address, including suite number, where goods and/or
services are provided. The term Site when involving a Health Care Provider that voluntarily
contracts with a RAE as a Primary Care Medical Provider (PCMP) to participate in the
Department’s Accountable Care Collaborative (ACC) as a medical home, also includes the
following requirements:

1. PCMP services must be identifiable from other goods and/or services, including services
provided by specialists provided by the Health Care Provider in the same physical
location through a separate and unique NPI.

2. PCMP services provided at a Campus or Off-Campus Location must be identifiable from
other goods and/or services, including services provided by specialists, provided by the
Health Care Provider on the same Campus or Off-Campus Location through a separate
and unique NPI.

Subpart means a component or separate physical location of an Organization Health Care
Provider that may be separately licensed or certified. This definition is intended to be consistent
with the use of the term “Subpart” as defined in 45 C.F.R. pt. 162.

The definitions in Subsection 8.126.1 apply only to Section 8.126.
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2. Title of Rule: MSB 22-10-06-C, Revision to the Medical Assistance Act Rule
concerning Emergency Medical Transportation, Sections 8.018.1.F.
and 8.018.4.D.1

3. This action is an adoption of: an amendment
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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 revision expands the definition of Facility in the existing EMT rule. The
expanded definition will allow for ambulance transports to a wider range of care
locations during the COVID-19 public health emergency, including alternative
hospital sites and temporary facilities. The rule also allows for transports between
facilities without requiring basic or advanced life support services.

2. An emergency rule-making is imperatively necessary

X to comply with state or federal law or federal regulation and/or
X for the preservation of public health, safety and welfare.

Explain:

Under the Department's current rule, ambulance trips may only be taken to a limited
set of medical facilities, the "closest, most appropriate Facility." CMS recently issued
an expanded list of allowable destinations for ambulance trips that qualify for
Medicare reimbursement during the COVID-19 public health emergency. This rule
will align the Department with that new CMS Medicare guidance by expanding our
definition of Facility. The goal is to allow EMT providers to take members to a wider
range of medical facilities that are appropriate to the member's condition but that
are not necessarily hospitals. This will help prevent hospital overcrowding while also
getting members the most appropriate medical care, and will allow utilization of
temporary and alternative care sites.

The second change relates to interfacility transportation, which is ambulance
transportation from one facility to another, provided the member requires basic or
advanced life support en route. This revision suspends the life support requirement.
This will allow for members to be moved from one facility to another if they need
continued COVID-19-related care, but do not require life support en route.

3. Federal authority for the Rule, if any:
4. State Authority for the Rule:

Sections 25.5-1-301 through 25.5-1-303, C.R.S. (2022);
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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.

Members utilizing or eligible for EMT services (nearly all members are eligible), EMT
providers, and facilities treating COVID-19 patients will all benefit from the proposed
revisions.

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

Affected members will benefit from increased access to care, and transportation
providers will benefit from greater flexibility in their ability to transport patients.
Medical providers and facilities will benefit from an increased ability to transport
patients to prevent any one facility from becoming overloaded.

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 to the Department or to any other agency to implement and
enforce the proposed rule.

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

The probable benefits of implementation are greater flexibility for EMT providers and
the avoidance of overcrowding at hospitals. The benefit to members is that they can
receive care in the most appropriate setting. The potential costs are an increase in
EMT trips, however EMT trips occur as they are needed. The costs of inaction are
potential overcrowding at hospitals and a reduction in willing EMT providers.

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 less intrusive methods for achieving the purpose of the
proposed rule.



DO NOT PUBLISH THIS PAGE

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 for the proposed rule.



8.018 EMERGENCY MEDICAL TRANSPORTATION

8.018.1. DEFINITIONS

8.018.1.A. Air Ambulance means a Fixed-Wing or Rotor-Wing Air Ambulance equipped with
medically necessary supplies to provide Emergency Medical Transportation.

8.018.1.B. Client means a person enrolled in the Medical Assistance Program.

8.018.1.C. Emergency Medical Services (EMS) Provider means an individual who has a current and

valid emergency medical service provider certificate issued by the Department of Public Health
and Environment (CDPHE) and includes Emergency Medical Technician (EMT), Advanced
Emergency Medical Technician (AEMT), Emergency Medical Technician Intermediate (EMT-I),
and Paramedic, in accordance with the Rules Pertaining to EMS Practice and Medical Director
Oversight at 6 CCR 1015-3, Chapter Two.

8.018.1.D. Emergency Medical Technician (EMT) means an individual who has a current and valid
EMT certificate issued by CDPHE and who is authorized to provide basic emergency medical
care in accordance with the Rules Pertaining to EMS Practice and Medical Director Oversight at 6
CCR 1015-3, Chapter Two.

8.018.1.E. Emergency Medical Transportation means Ground Ambulance or Air Ambulance
transportation during which Clients who are ill, injured, or otherwise mentally or physically
incapacitated receive needed emergency medical services en route.

8.018.1.F. Facility means a general hospital, hospital unit, psychiatric hospital, rehabilitation
hospital, Acute Treatment Unit (ATU), or Crisis Stabilization Unit (CSU), as well as any location
that is an alternative site determined to be part of a hospital, Critical Access Hospital (CAH) or
Skilled Nursing Facility (SNF), community mental health centers, federally qualified health centers
(FQHCs), physician’s offices, urgent care facilities, ambulatory surgery centers (ASCs), any other
location furnishing dialysis services outside of the End Stage Renal Disease (ESRD) facility, and
the beneficiary’s home..

8.018.1.G. Fixed-Wing Air Ambulance means a fixed-wing aircraft that is certified as a Fixed-Wing
Air Ambulance by the Federal Aviation Administration.

8.018.1.H. Ground Ambulance means a ground vehicle, including a water ambulance, equipped with
medically necessary supplies to provide Emergency Medical Transportation.

8.018.1.1. Interfacility Transportation means transportation of a Client from one Facility to another
Facility.

8.018.1.J. Life-Sustaining Supplies means oxygen and oxygen supplies required for life-sustaining
treatment during transport via ambulance.

8.018.1.K. Mileage means the number of miles the Client is transported in the ambulance.

8.018.1.L. Non-Emergent Medical Transportation (NEMT) means transportation to or from medically
necessary non-emergency treatment that is covered by the Colorado Medical Assistance
Program under Section 8.014. Non-emergency care may be scheduled or unscheduled. This may
include urgent care transportation and hospital discharge transportation.

8.018.1.M. Paramedic means an individual who has a current and valid Paramedic certificate issued
by CDPHE and who is authorized to provide acts of advanced emergency medical care in



accordance with the Rules Pertaining to EMS Practice and Medical Director Oversight at 6 CCR
1015-3, Chapter Two. For the purposes of these rules, Paramedic includes the historic
Emergency Medical Service Provider level of EMT-Paramedic (EMT-P).

8.018.1.N. Paramedic with Critical Care Endorsement means an individual who has a current and
valid Paramedic certificate issued by CDPHE and who has met the requirements in CDPHE rule
to obtain a critical care endorsement from CDPHE and is authorized to provide acts in
accordance with the Rules Pertaining to EMS Practice and Medical Director Oversight relating to
critical care, as set forth in C.R.S. § 25-3.5-206.

8.018.1.0. Rotor-Wing Air Ambulance means a helicopter that is certified as an ambulance by the
Federal Aviation Administration.

8.018.1.P. Specialty Care Transport (SCT) means interfacility Ground Ambulance transportation of a
critically injured or ill Client from a stabilizing hospital to a hospital with full capabilities to treat the
Client’s case. SCT is necessary when a Client’s condition requires ongoing care during transport
at a level of service beyond the scope of the EMT, that must be furnished by one or more health
professionals in an appropriate specialty area including, but not limited to, nursing, emergency
medicine, respiratory care, cardiovascular care, or a Paramedic with Critical Care Endorsement.

8.018.2. CLIENT ELIGIBILITY

8.018.2.A. Emergency Medical Transportation is a benefit for all Colorado Medical Assistance
Program Clients who are ill, injured, or otherwise mentally or physically incapacitated and in need
of immediate medical attention to prevent permanent injury or loss of life.

8.018.3. PROVIDER ELIGIBILITY
8.018.3.A. Providers must enroll with the Colorado Medical Assistance Program as an Emergency

Medical Transportation provider to be eligible for reimbursement. Enrolled Emergency Medical
Transportation providers must:

1. Meet all provider screening requirements in Section 8.125.
2. Comply with commercial liability insurance requirements.
3. Maintain and comply with the appropriate licensure:
a. Ground Ambulance license as required by CDPHE statute at C.R.S. § 25-3.5-301

and 6 CCR 1015-3, Chapter Four.

b. Air Ambulance license as required by CDPHE statute at C.R.S. § 25-3.5-307 and
6 CCR 1015-3, Chapter Five.

4, License, operate, and equip Ground and Air Ambulances in accordance with federal and
state regulations.

8.018.4. COVERED SERVICES

8.018.4.A. Emergency Medical Transportation is a covered service when medically necessary, as
defined in Section 8.076.1.8., and in accordance with this Section 8.018.4.

8.018.4.B. Ground Ambulance



1. The following Ground Ambulance Emergency Medical Transportation services are
covered:

a.

b.

Transportation to the closest, most appropriate Facility.

Basic life support (BLS) or advanced life support (ALS) required to maintain life
during transport from the Client’s pickup point to the treating Facility.

i BLS includes:

1. Cardiopulmonary resuscitation, without cardiac/hemodynamic
monitoring or other invasive techniques;

2. Suctioning en route (not deep suctioning); and
3. Airway control/positioning.

i ALS includes ALS Levels 1 and 2 in accordance with 42 CFR § 414.605
(2019), which is hereby incorporated by reference. This incorporation by
reference excludes later amendments to, or editions of, the referenced
materials. Pursuant to C.R.S. § 24-4-103(12.5), the Department
maintains copies of this incorporated text in its entirety, available for
public inspection during regular business hours, at: Colorado Department
of Health Care Policy and Financing, 1570 Grant Street, Denver, CO,
80203. Certified copies of incorporated materials are provided at cost
upon request.

1. ALS Level 1 includes the provision of at least one ALS
intervention required to be furnished by ALS personnel.

2. ALS Level 2 includes:

a. Administration of at least three medications by
intravenous push/bolus or by continuous infusion,
excluding crystalloid, hypotonic, isotonic, and hypertonic
solutions (Dextrose, Normal Saline, Ringer's Lactate); or

b. The provision of at least one of the following ALS
procedures:

i. Manual defibrillation/cardioversion.
ii. Endotracheal intubation.

iii. Central venous line.

iv. Cardiac pacing.
V. Chest decompression.
Vi. Surgical airway.

Vii. Intraosseous line.



C. Specialty Care Transport when medically necessary to reach the closest, most
appropriate Facility.

d. Department-approved supplies used during Emergency Medical Transportation,
including Life-Sustaining Supplies, are separately reimbursable when medically
necessary.

8.018.4.C. Air Ambulance

1. Air Ambulance Emergency Medical Transportation services are covered when:
a. They meet the criteria at Section 8.018.4.B.1.a.-b.; and
b. The point of pick up is inaccessible by a Ground Ambulance, or great distances

or other obstacles prohibit transporting the Client by land to the nearest
appropriate medical Facility.

8.018.4.D. Interfacility Transportation
1. Interfacility Transportation is covered when:
a. The Client requires a transfer from one Facility to another.;-and

2. Interfacility Transportation can be provided via Ground or Air Ambulance.
8.018.5. NON-COVERED SERVICES AND GENERAL LIMITATIONS
8.018.5.A. The following services are not covered or reimbursable to Emergency Medical

Transportation providers as part of an Emergency Medical Transportation service:

1. Waiting time and cancellations.

2. Transportation of additional passengers.

3. Response calls when determined no transportation is needed or approved.

4, Charges when the Client is not in the vehicle.

5. Non-benefit services (e.g., first aid) provided at the scene when transportation is not
necessary.

6. Transportation which is covered by another entity.

7. Transportation to local treatment programs not enrolled in Colorado Medical Assistance
Program.

8. Transportation of a Client who is deceased prior to transport.

9. Pick up or delivery of prescriptions or supplies.

10. Transportation arranged for a Client’'s convenience when there is no reasonable risk of

permanent injury or loss of life.



11. Transportation to non-emergency medical appointments or services. See Section 8.014
for NEMT services.

8.018.6. PRIOR AUTHORIZATION

8.018.6.A. Prior Authorization is not required for Emergency Medical Transportation.
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Title of Rule: Revision to the Medical Assistance Act Rule concerning Non-Emergent

Medical Transportation, Sections 8.014.1.N, 8.014.3.C.2, 8.014.3.D.1,
8.014.4.A, 8.014.6.A.3

Rule Number: MSB 22-10-06-D
Division / Contact / Phone: Health Programs Office / Courtney Sedon / 303-866-6163

SECRETARY OF STATE

RULES ACTION SUMMARY AND FILING INSTRUCTIONS

—

SUMMARY OF ACTION ON RULE(S)

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

2. Title of Rule: Revision to the Medical Assistance Act Rule concerning Non-
Emergent Medical Transportation, Sections 8.014.1.N, 8.014.3.C.2,
8.014.3.D.1, 8.014.4.A, 8.014.6.A.3

This action is an adoption of: an amendment

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

Sections(s) 8.014.1.N, 8.014.3.C.2, 8.014.3.D.1, 8.014.4.A, 8.014.6.A.3, Colorado
Department of Health Care Policy and Financing, Staff Manual Volume 8, Medical
Assistance (10 CCR 2505-10).

Does this action involve any temporary or emergency rule(s)? Yes
If yes, state effective date: 10/14/2022
Is rule to be made permanent? (If yes, please attach notice of hearing). No

PUBLICATION INSTRUCTIONS*

Replace the current text at 8.014 with the proposed text beginning at 8.014 through
the end of 8.014.8. This rule is effective October 14, 2022.

*to be completed by MSB Board Coordinator
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Title of Rule: Revision to the Medical Assistance Act Rule concerning Non-Emergent Medical
Transportation, Sections 8.014.1.N, 8.014.3.C.2, 8.014.3.D.1, 8.014.4.A,
8.014.6.A.3
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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 revision permits NEMT services for covered Medicaid services to locations that are
not enrolled with the Colorado Medical Assistance Program. The purpose of this rule is to
expand the list of allowable NEMT destinations to include alternative care sites (e.g., the
Colorado Convention Center) that are not covered places of service. By temporarily waiving
the covered place of service requirement, members can receive treatment for COVID-19 at a
wider range of locations. This will potentially increase hospital capacity by shifting patients to
sites that are not enrolled with the Colorado Medical Assistance Program.

In addition, the revision suspends the ability for NEMT providers to transport more than one
member at a time, unless the additional passenger is an approved Escort.

2. An emergency rule-making is imperatively necessary

[ ]to comply with state or federal law or federal regulation and/or
[X] for the preservation of public health, safety and welfare.

Explain:

Permitting NEMT trips to non-covered places of service will prevent hospital overcrowding
while ensuring that members receive treatment for COVID-19. The change allows flexibility
and takes advantage of newly established alternative care sites that may be temporary in
nature and thus not enrolled in the Colorado Medical Assistance Program. If members with
COVID-19 can only receive care at covered places of service, those sites may become
overcrowded and may see a shortage of available beds.

Suspending multi-loading will ensure compliance with social distancing guidelines by limiting
a vehicle's occupants.

3. Federal authority for the Rule, if any:
42 CFR 440.170 (2020)

4. State Authority for the Rule:
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Sections 25.5-1-301 through 25.5-1-303, C.R.S. (2022);
25.5-5-324, C.R.S. (2019)
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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.

Members utilizing or eligible for NEMT services (nearly all members with State
Plan/Title XIX are eligible), NEMT providers, and facilities treating COVID-19 patients
will all benefit from the proposed revisions.

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

Affected members will benefit from increased access to care, and transportation
providers will benefit from a slight uptick in utilization when trip volumes have fallen.
Medical providers and facilities will benefit from an increased ability to transport
patients to prevent any one facility from becoming overloaded.

For the multi-loading revision, members and drivers will benefit from a reduction in
potential exposure to COVID-19. Drivers will not see a reduction in trip volume
because the Department previously issued guidance that suspended multi-loading
during the public health emergency. This rule simply formalizes that guidance.

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 to the Department or to any other agency to implement and
enforce the proposed rule.

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

For the covered place of service requirement, the probable cost of the proposed rule
is a potential minimal increase in utilization, which is more than offset by the
reduction in NEMT utilization during the stay at home order. The benefits of the
proposed rule are increased access to care and the ability to move members to
different sites as they recover, which frees up hospital beds.
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The cost of inaction is that members in a hospital for COVID-19 will continue to tie
up beds if they cannot be moved to an alternate location as they recover. This will
potentially strain hospital resources.

For multi-loading, the cost of the revision is a small increase in claims. One driver
will have to take one patient at a time rather than multiple patients on the same
route. As a result, the Department will need to dispatch more drivers. The cost will
be offset by the substantial reduction in NEMT utilization for March and April. The
benefit to implementation is that drivers and passengers will maintain social
distancing standards and reduce the spread of COVID-19.

. 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 less intrusive methods for achieving the purpose of the
proposed rule.

. 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 for the proposed rule.



8.014 NON-EMERGENT MEDICAL TRANSPORTATION

8.014.1. DEFINITIONS
8.014.1.A. Access means the ability to make use of.
8.014.1.B. Air Ambulance means a Fixed-Wing or Rotor-Wing Air Ambulance equipped with

medically necessary supplies to provide Emergency Medical Transportation.

8.014.1.C. Ambulatory Vehicle means a passenger-carrying vehicle available for those clients able
to walk and who do not rely on wheelchairs or other mobility devices, during boarding or
transportation, which would necessitate a vehicle with a lift or other accommodations.

8.014.1.D. Ancillary Services mean services incurred indirectly when a client authorized to receive
NEMT also requires the assistance of an Escort or financial assistance for meals or lodging.

8.014.1.E. At-Risk Adult means an adult who is unable to make personal or medical determinations,
provide necessary self-care, or travel independently.

8.014.1.F. Child means a minor under the age of 18.

8.014.1.G. Day Treatment means facility-based services designed for Children with complex medical
needs. Services include educational or day care services when the school or day care system is
unable to provide skilled care in a school setting, or when the Child's medical needs put them at
risk when around other Children.

8.014.1.H. Emergency Medical Transportation means Ground Ambulance or Air Ambulance
transportation under Section 8.018 during which clients who are ill, injured, or otherwise mentally
or physically incapacitated receive needed emergency medical services en route

8.014.1.1. Escort means a person who accompanies an At-Risk Adult or minor client.

8.014.1.J. Fixed-Wing Air Ambulance means a fixed wing aircraft that is certified as a Fixed-Wing
Air Ambulance by the Federal Aviation Administration.

8.014.1.K. Ground Ambulance means a ground vehicle, including a water ambulance, equipped with
medically necessary supplies to provide Emergency Medical Transportation.

8.014.1.L. Medicaid Client Transport (MCT) Permit means a permit issued by the Colorado
Department of Regulatory Agencies Public Utilities Commission (PUC) in accordance with the
PUC statute at Section 40-10.1-302, C.R.S.

8.014.1.M. Mode means the method of transportation.

8.014.1.N. Non-Emergent Medical Transportation (NEMT) means transportation to or from medically
necessary non-emergency treatment.-that-is-covered-by-the-Colorado-Medical- Assistance
Program— Non-emergency care may be scheduled or unscheduled. This may include Urgent
Care transportation and hospital discharge transportation.

8.014.1.0. Program of All Inclusive Care for the Elderly (PACE) is a capitated rate benefit which
provides all-inclusive long-term care to certain individuals as defined in Section 8.497.

8.014.1.P. Rotor-Wing Air Ambulance means a helicopter that is certified as an ambulance by the
Federal Aviation Administration.



8.014.1.Q. State Designated Entity (SDE) means the organization responsible for administering
NEMT. For the purposes of this rule, the responsible SDE is determined by the client’s county of
residence.

8.014.1.R. Stretcher Van means a vehicle that can legally transport a client in a prone or supine
position when the client does not require medical attention en route. This may be by stretcher,
board, gurney, or another appropriate device.

8.014.1.S. Taxicab means a motor vehicle operating in Taxicab Service, as defined in 4 CCR 723-6,
§ 6001(yyy) (2019), which is hereby incorporated by reference.

8.014.1.T. Taxicab Service has the same meaning as defined in 4 CCR 723-6, § 6001(yyy) (2019),
which is hereby incorporated by reference.

8.014.1.U. Trip means one-way transportation from the point of origin to the point of destination.

8.014.1.V. Urgent Care means an appointment for a covered medical service with verification from

an attending physician or facility that the client must be seen or picked up from a discharged
appointment within 48 hours.

8.014.1.W. Wheelchair Vehicle means a motor vehicle designed and used for the non-emergent
transportation of individuals with disabilities who use a wheelchair. These vehicles include vans
modified for wheelchair Access or wheelchair accessible minivans.

8.014.2. CLIENT ELIGIBILITY AND RESPONSIBILITIES

8.014.2.A. All Colorado Medical Assistance Program clients are eligible for NEMT services unless
the client falls within the following eligibility groups on the date of the Trip:

1. Qualified Medicaid Beneficiary (QMB) Only
2. Special Low Income Medicare Beneficiary (SLMB) Only
3. Medicare Qualifying Individual-1 (QI-1) Only
4, Old Age Pension- State Only (OAP-state only)
8.014.2.B. Child Health Plan Plus clients are not eligible for NEMT.
8.014.2.C. PACE clients receive transportation provided by their PACE organization and are not
eligible for NEMT.
8.014.2.D. NEMT services may be denied if clients do not observe the following responsibilities:
1. Comply with applicable state, local, and federal laws during transport.
2. Comply with the rules, procedures and policies of the SDE.
3. Obtain authorization from their SDE.
4. Clients must not engage in violent or illegal conduct while utilizing NEMT services.
5. Clients must not pose a direct threat to the health or safety of themselves or others,

including drivers.



6. Clients must cancel their previously scheduled NEMT Trip if the ride is no longer needed,
except in emergency situations or when the client is otherwise unable to cancel.

8.014.3. PROVIDER ELIGIBILITY AND RESPONSIBILITIES

8.014.3.A. Providers must enroll with the Colorado Medical Assistance Program as an NEMT
provider.

8.014.3.B. Enrolled NEMT providers must:
1. Meet all provider screening requirements in Section 8.125;
2. Comply with commercial liability insurance requirements and, if applicable, PUC financial

responsibility requirements established in the PUC statute at C.R.S. § 40-10.1-107;

3. Refrain from attempting to solicit clients known to have already established NEMT
service with another provider;

4, Maintain and comply with the following appropriate licensure, or exemption from
licensure, requirements:

a. PUC common carrier certificate as a Taxicab;
b. PUC MCT Permit as required by the PUC statute at C.R.S. § 40-10.1-302;
C. Ground Ambulance license as required by Department of Public Health and

Environment (CDPHE) rule at 6 CCR 1015-3, Chapter Four;

d. Air Ambulance license as required by CDPHE rule at 6 CCR 1015-3, Chapter
Five; or
e. Exemption from licensure requirements in accordance with PUC statute at C.R.S.
§ 40-10.1-105.
5. Only provide NEMT services appropriate to their current licensure(s) and within the

geographic limitations applicable to the licensure; and

6. Ensure that all vehicles and auxiliary equipment used to transport clients meet federal,
state, and local safety inspection and maintenance requirements.

PUC statute at C.R.S. §§ 40-10.1-105, 40-10.1-107 and 40-10.1-302 (2019) and CDPHE rule at 6
CCR 1015-3, Chapters Four and Five (2019), are hereby incorporated by reference.

8.014.3.C. NEMT transportation providers must maintain a Trip report for each NEMT Trip provided
and must, at a minimum, include:
1. The pick-up address;
2. The destination address;-which-must-be-a-covered-place-of service-underSection
3. Date and time of the Trip;

4, Client’'s name or identifier;



8.014.3.D.

Confirmation that the driver verified the client’s identity;

Confirmation by the client, Escort, or medical facility that the Trip occurred;
The actual pick-up and drop off time;

The driver's name; and

Identification of the vehicle in which the Trip was provided.

Multiple Loading

NEMT providers may not transport more than one client at the same time, unless the

add|t|onal passenqer is an Escort. Jéeeept—a&etheﬂme—speemed—at—Seehe#&QM—Z—

8.014.3.E.

The Section 8.014.3 requirements do not apply to client reimbursement or bus or rail

systems.

8.014.4.

COVERED PLACES OF SERVICE

8.014.4.BA.
the client is traveling to receive. The closest provider is defined as a provider within a 25-mile
radius of the client’s residence, or the nearest provider if one is not practicing within a 25-mile
radius of the client’s residence. Exceptions may be made by the SDE in the following
circumstances:

1.

NEMT must be provided to the closest provider available qualified to provide the service

If the closest provider is not willing to accept the client, the client may use NEMT to
access the next closest qualified provider.

If the client has complex medical conditions that restrict the closest medical provider from
accepting the patient, the SDE may authorize NEMT to be used to travel to the next
closest qualified provider. The treating medical provider must send the SDE written
documentation indicating why the client cannot be treated by the closest provider.

If a client has moved within the three (3) months preceding an NEMT transport, the client
may use NEMT to their established medical provider seen in their previous locale. During



8.014.5.

8.014.5.A.

1.

8.014.5.B.

1.

these three (3) months, the client and medical provider must transfer care to the closest
provider as defined at Section 8.014.4.B. or determine transportation options other than
NEMT.

COVERED SERVICES

Transportation Modes

Covered Modes of transportation include:

a. Bus and public rail systems

i. Transit passes may be issued by the SDE when the cumulative cost of
bus tickets exceeds the cost of a pass.

b. Personal vehicle mileage reimbursement
C. Ambulatory Vehicles

d. Wheelchair Vehicles

e. Taxicab Service

f. Stretcher Van

g. Ground Ambulance

h. Air Ambulance

i. Commercial plane
j Train
NEMT Services

NEMT is a covered service when:

a. The client does not have Access to other means of transportation, including free
transportation;
b. Transportation is required to obtain a non-emergency service(s) that is medically

necessary, as defined in Section 8.076.1.8.; and

c. The client is receiving a service covered by the Colorado Medical Assistance
Program.

NEMT services may be covered for clients even if the medical procedure is paid for by an
entity other than the Colorado Medical Assistance Program.

Non-emergent ambulance service (Ground and Air Ambulance), from the client’s pickup
point to the treating facility, is covered when:

a. Transportation by any other means would endanger the client’s life; or



8.014.5.C.

The client requires basic life support (BLS) or advanced life support (ALS) to
maintain life and to be transported safely.

i BLS includes:

1. Cardiopulmonary resuscitation, without cardiac’/hemodynamic
monitoring or other invasive techniques;

2. Suctioning en route (not deep suctioning); and
3. Airway control/positioning.

. ALS includes ALS Levels 1 and 2 in accordance with 42 CFR § 414.605
(2019), which is hereby incorporated by reference.

1. ALS Level 1 includes the provision of at least one ALS
intervention required to be furnished by ALS personnel.

2. ALS Level 2 includes:

a. Administration of at least three medications by
intravenous push/bolus or by continuous infusion,
excluding crystalloid, hypotonic, isotonic, and hypertonic
solutions (Dextrose, Normal Saline, Ringer's Lactate); or

b. The provision of at least one of the following ALS
procedures:

i. Manual defibrillation/cardioversion.
ii. Endotracheal intubation.

iii. Central venous line.

iv. Cardiac pacing.

V. Chest decompression.
Vi. Surgical airway.

Vii. Intraosseous line.

NEMT may be provided to an Urgent Care appointment under the following
circumstances:

a.

b.

A provider is available;

The appointment is for a covered medical service with verification from an
attending physician that the client must be seen within 48 hours; and

The client is transported to an Urgent Care facility, which may include a trauma
center if it is the nearest and most appropriate facility.

Personal Vehicle Mileage Reimbursement



8.014.5.D.

1.

Personal vehicle mileage reimbursement is covered for a privately owned, non-
commercial vehicle when used to provide NEMT services in accordance with Section
8.014.5.B and owned by:

a. A client, a client’s relative, or an acquaintance; or

b. A volunteer or organization with no vested interest in the client.

Personal vehicle mileage reimbursement will only be made for the shortest Trip length in
miles as determined by an internet-based map, Trip planner, or other Global Positioning
System (GPS).

a. Exceptions can be made by the SDE if the shortest distance is impassable due
to:

i Severe weather;
ii. Road closure; or

iii. Other unforeseen circumstances outside of the client’s control that
severely limit using the shortest route.

b. If an exception is made under Section 8.014.5.C.2.a., the SDE must document
the reason and pay mileage for the actual route traveled.

To be reimbursed for personal vehicle mileage, the client must provide the following
information to the SDE within forty-five (45) calendar days of the final leg of the Trip:

a. Name and address of vehicle owner and driver (if different from owner);
b. Name of the insurance company and policy number for the vehicle; and
C. Driver’s license number and expiration date.

Ancillary Services
Escort

a. The Colorado Medical Assistance Program may cover the cost of transporting
one Escort when the client is:

i. A Child.

1. An Escort is required to accompany a client if the client is under
thirteen (13) years old, unless the Child:

a. Is traveling to a Day Treatment program (Children are
not eligible for NEMT travel to and from school-funded
day treatment programs);

b. The parent or guardian signs a written release;

C. An adult will be present to receive the Child at the
destination and return location; and



d. The Day Treatment program and the parents approve of
the NEMT provider used.

2. Clients who are at least thirteen (13) years old, but younger than
eighteen (18) years old, may travel without an Escort if:

a. The parent or guardian signs a written release; andAn
adult will be present to receive the Child at the
destination and return location.

ii. An At-Risk Adult unable to make personal or medical determinations, or
to provide necessary self-care, as certified in writing by the client’s
attending Colorado Medical Assistance Program enrolled NEMT
provider.

The Escort must be physically and cognitively capable of providing the needed
services for the client.

i. If a client’s primary caregiver has a disability that precludes the caregiver
from providing all of the client’s needs during transport or extended stay,
a second Escort may be covered under Section 8.014.5.D.1.c.ii.

The Colorado Medical Assistance Program may cover the cost of transporting a
second Escort for the client, if prior authorized under Section 8.014.7. A second
Escort will only be approved if:

i. The client has a behavioral or medical condition which may cause the
client to be a threat to self or to others if only one Escort is provided; or

ii. The client’s primary caregiver Escort has a disability that precludes the
caregiver from providing all of the client’'s needs during transport or
extended stay.

Meals and Lodging

a.

Meals and lodging for in-state treatment may be reimbursed when:
i. Travel cannot be completed in one calendar day; or
ii. The client requires ongoing, continuous treatment and:

1. The cost of meals and lodging is less than or equal to the cost of
traveling to and from the treatment facility and the client’s
residence; or

2. The client’s treating medical professional determines that
traveling to and from the client’s residence would put the client’s
health at risk.

Meals and lodging may be covered for the Escort(s) when the client is a Child or
an At-Risk Adult who requires the Escort’s continued stay under Section
8.014.5.D.1.



C. Reimbursement will only be made for meals and lodging for which clients and
Escorts are actually charged, up to the per diem rate established by the Colorado
Medical Assistance Program.

d. Meals and lodging will not be paid or reimbursed when those services are
included as part of an inpatient stay.

8.014.6. NON-COVERED NEMT SERVICES AND GENERAL LIMITATIONS
8.014.6.A. The following services are not covered or reimbursable to NEMT providers as part of a

NEMT service:

1. Services provided only as a convenience to the client.

2. Charges incurred while client is not in the vehicle, except for lodging and meals in
accordance with Section 8.014.5.D.2.

3. Transportation to or from non-covered medical services, including services that do not
qualify due to coverage limitations.-and-servicesprovided-at-locations-netincluded-in
Section-8.014-4-.

4. Waiting time.

5. Cancellations.

6. Transportation which is covered by another entity.

7. Metered taxi services.

8. Charges for additional passengers, including siblings or Children, not receiving a medical
service, except when acting as an Escort under Section 8.014.5.D.1.

9. Transportation for nursing facility or group home residents to medical or rehabilitative
services required in the facility’s program, unless the facility does not have an available
vehicle.

10. Transportation to emergency departments to receive emergency services. See Section
8.018 for Emergency Medical Transportation services.

11. Providing Escorts or the Escort’s wages.

12. Trips to receive Home and Community Based Services
a. Non-medical transportation should be utilized if other transportation options are

not available to the client.
8.014.6.B. General Limitations

1. The SDE is responsible for ensuring that the client utilizes the least costly Mode of
transportation available that is suitable to the client’s condition.

8.014.7. AUTHORIZATION
8.014.7.A. All NEMT services must be authorized as required by the SDE.



2.

8.014.7.B.

Authorization requests submitted more than three months after an NEMT service is
rendered will be denied.

NEMT services may be denied if proper documentation is not provided to the SDE.

If a client requests transportation via Wheelchair Vehicle, Stretcher Van, or ambulance,

the SDE must verify the service is medically necessary with the client's medical provider

1.

8.014.7.C.

1.

8.014.7.D.

1.

Medical or safety requirements must be the basis for transporting a client in the prone or
supine position.

Out-of-State NEMT

NEMT to receive out of state treatment is permissible only if treatment is not available in
the state of Colorado.

The following border towns are not considered out of state for the purposes of NEMT
prior authorization:

a. Arizona: Flagstaff and Teec Nos Pos.

b. Kansas: Elkhart, Goodland, Johnson, Sharon Springs, St. Francis, Syracuse,
Tribune.

C. Nebraska: Benkelman, Cambridge, Chappell, Grant, Imperial, Kimball, Ogallala,
and Sidney.

d. New Mexico: Aztec, Chama, Farmington, Raton, and Shiprock.

e. Oklahoma: Boise City.

f. Utah: Monticello and Vernal.

g. Wyoming: Cheyenne and Laramie.

Prior Authorization

The following services require prior authorization by Colorado Medical Assistance
Program:

a. Out-of-state travel, except to the border towns identified at section 8.014.7.C.2.
b. Air travel, both commercial air and Air Ambulance.

C. Train travel via commercial railway.

d. Second Escort.

Prior authorization requests require the following information:

a. NEMT prior authorization request form completed by SDE and member’s
physician and submitted to Colorado Medical Assistance Program according to
form instructions.



i. The Colorado Medical Assistance Program will return requests
completed by non-physicians and incomplete requests to the SDE.

ii. The Colorado Medical Assistance Program’s determination will be
communicated to the SDE. If additional information is requested, the
SDE must obtain the information and submit to the Colorado Medical
Assistance Program. If the request is denied, the SDE must send the
client a denial notice.

8.014.8. INCORPORATIONS BY REFERENCE

The incorporation by reference of materials throughout section 8.014 excludes later amendments to, or
editions of, the referenced materials. Pursuant to C.R.S. § 24-4-103(12.5), the Department maintains
copies of this incorporated text in its entirety, available for public inspection during regular business
hours, at: Colorado Department of Health Care Policy and Financing, 1570 Grant Street, Denver, CO
80203. Certified copies of incorporated materials are provided at cost upon request.
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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 22-10-06-E, Revision to the Medical Assistance Act Rule
concerning Nursing Facility Immunization Administration, Sections 8.815 and 8.443

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) 8.815, 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)? Yes
If yes, state effective date: 10/14/2022
Is rule to be made permanent? (If yes, please attach notice of hearing). No<Select
One>

PUBLICATION INSTRUCTIONS*

Replace the current text at 8.815 with the proposed text beginning at 8.815.1 through
the end of 8.815.1. Replace the current text at 8.815.3 with the proposed text
beginning at 8.815.3.A through the end of 8.815.3.A. Replace the current text at
8.815.4 beginning at 8.815.4.A through the end of 8.815.4.C. Replace the current text
at 8.815.6 with the proposed text beginning at 8.815.6 through the end of 8.815.6.
Replace the current text at 8.443 with the proposed text beginning at 8.443.7.A.5
through the end of 8.443.7.A.5. This rule is effective October 14, 2022.

*to be completed by MSB Board Coordinator
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Immunization Administration, Sections 8.815 and 8.443

Rule Number: MSB 22-10-06-E
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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 revision will allow the Department to reimburse pharmacies for administration of
the COVID-19 vaccine in Long-term Care Facilities through the Centers for Disease Control
and Prevention's (CDC's) Pharmacy Partnership for Long-term Care Program or other
partnership between an LTC and a pharmacy.

2. An emergency rule-making is imperatively necessary

X] to comply with state or federal law or federal regulation and/or
[_] for the preservation of public health, safety and welfare.

Explain:

These revisions are required to facilitate administration of the forthcoming COVID-19 vaccine
to nursing home facility residents.

3. Federal authority for the Rule, if any:

Section 6008(b)(4) of the Coronavirus Aid, Relief, and Economic Security Act (CARES Act),
P.L. 116-136

4. State Authority for the Rule:
Sections 25.5-1-301 through 25.5-1-303, C.R.S. (2022);
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Title of Rule: Revision to the Medical Assistance Act Rule concerning Nursing Facility
Immunization Administration, Sections 8.815 and 8.443

Rule Number: MSB 22-10-06-E
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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.

Health First Colorado members residing in nursing facilities and pharmacy providers
licensed to administer vaccines will benefit from the flexibility provided by this rule
revision. Current policy limits reimbursement to vaccines ordered by the resident’s
own physician and administration is either included in the facility’s rate or part of a
regularly scheduled home health service.

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

This revision will help expedite administration of the COVID-19 vaccine to Health
First Colorado members residing in nursing facilities. The rule will also allow nursing
facility providers to utilize existing partnerships with pharmacies to administer the
vaccine.

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.

The Department expects this change to cost approximately $60,000 in total funds,
which will be incorporated through the regular budget process.

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

The proposed rule will facilitate the expeditious administration of the COVID-19
vaccine to this population.

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 to achieve the purpose of the
proposed rule.
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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.



8.815 IMMUNIZATION SERVICES
8.815.1 Definitions

8.815.1.A. Advisory Committee on Immunization Practices (ACIP) means the group of medical and
public health experts that develops recommendations on how to use vaccines to control diseases
in the United States. ACIP was established under Section 222 of the Public Health Service Act
(42 U.S.C. § 2I7a).

8.815.1.B. Immunization means the process whereby a person is made immune or resistant to an
infectious disease, typically by the administration of a vaccine.

8.815.1.C. School District means any board of cooperative services established pursuant to article 5
of title 22, C.R.S., any state educational institution that serves students in kindergarten through
twelfth grade including, but not limited to, the Colorado School for the Deaf and Blind, created in
article 80 of title 22, C.R.S., and any public School District organized under the laws of Colorado
except a junior college district.

8.815.1.D. Vaccine means a biological preparation that improves immunity to a particular disease.

8.815.1.E. Vaccine Administration Services means the provision of an injection, nasal absorption, or
oral administration of a vaccine product.

8.815.1.F. Vaccines for Children (VFC) means the federally funded program administered through
the Centers for Disease Control for the purchase and distribution of pediatric vaccines to
program-registered providers for the Immunization of vaccine-eligible children 18 years of age
and younger.

8.815.2 Client Eligibility

8.815.2.A. All Colorado Medicaid clients are eligible for Immunization and Vaccine Administration
Services.

8.815.3 Provider Eligibility
8.815.3.A. Rendering Providers

1. Colorado Medicaid enrolled providers are eligible to administer Vaccines and Vaccine
Administration Services as follows:

a. If it is within the scope of the provider’s practice;
b. In accordance with the requirements at 10 CCR 2505-10, Section 8.200.2.; and
c. If the provider is administering Vaccines and Vaccine Administration Services to

a client 18 years of age or younger, the provider is using Vaccines provided free
of cost by the federal government, including through the VFC program.

8.815.3.B. Prescribing Providers

1. Colorado Medicaid enrolled providers are eligible to prescribe Vaccines and Vaccine
Administration Services in accordance with Section 8.815.3.A.1.a.-b.



8.815.4 Covered Services

8.8154.A. Vaccines identified in the ACIP Vaccine Recommendations and Guidelines are updated
routinely and are covered as follows:

1. For clients 18 years of age and younger, Vaccines are either provided through the VFC
program or are otherwise provided without cost by the federal government.

2. For clients 19 years of age and older, Vaccines are covered by Colorado Medicaid.

8.815.4.B. Administration of Vaccines identified in the ACIP Vaccine Recommendations and
Guidelines is a covered service for all clients.

8.815.4.C. Immunization and Vaccine Administration Services that are provided by home health
agencies, physicians, or other non-physician practitioners to clients at nursing facilities, group
homes, or residential treatment centers are covered only as follows:

1. Immunization services for clients who are residents of nursing facilities and clients
receiving home health services are covered only if ordered by their physician. The skilled
nursing component for Immunization administration provided at a nursing facility is
included in the facility’s rate or part of a regularly scheduled home health service for
clients receiving home health services.

a. Administration of the COVID-19 vaccine will be reimbursed as specified at 10
CCR 2505-10, Section 8.443.7.A.5.a.

2. Clients who are residents of an Alternative Care Facility, as defined at Section 8.495.1,
may receive Immunization services from their own physician. They may also receive
Immunization services as part of a home health service in accordance with Section
8.815.4.C.1.
8.815.5 Prior Authorization Requirements
8.815.5.A. Prior authorization is not required for this benefit.
8.815.6 Non-covered Services

8.815.6.A. The following services are not covered by Colorado Medicaid:

1. For clients 18 years of age and younger, Vaccines that have been obtained from a
source other than the federal government;

2. Immunization and Vaccine Administration Services provided by a School District provider;
and
3. Travel-related Immunization and Vaccine Administration Services.

8.443 NURSING FACILITY REIMBURSEMENT



8.443.7

8.443.7.A

HEALTH CARE REIMBURSEMENT RATE CALCULATION

Health Care Services Defined: Health Care Services means the categories of

reasonable, necessary and patient-related support services listed below. No service shall be
considered a health care service unless it is listed below:

1.

The salaries, payroll taxes, worker compensation payments, training and other employee
benefits of registered nurses, licensed practical nurses, restorative aides, nurse aides,
feeding assistants, registered dietician, MDS coordinators, nursing staff development
personnel, nursing administration (not clerical) case manager, patient care coordinator,
quality improvement, clinical director. These personnel shall be appropriately licensed
and/or certified, although nurse aides may work in any facility for up to four months
before becoming certified.

If a facility employee or a management company/home office employee or owner has
dual health care and administrative duties, the provider must keep contemporaneous
time records or perform time studies to verify hours worked performing health care
related duties. If no contemporaneous time records are kept or time studies performed,
total salaries, payroll taxes and benefits of personnel performing health care and
administrative functions will be classified as administrative and general. Licenses are not
required unless otherwise specified. Periodic time studies in lieu of contemporaneous
time records may be used for the allocation. Time studies used must meet the following
criteria:

a. A minimally acceptable time study must encompass at least one full week per
month of the cost reporting period.

b. Each week selected must be a full work week (Monday to Friday, Monday to
Saturday, or Sunday to Saturday).

C. The weeks selected must be equally distributed among the months in the cost
reporting period, e.g., for a 12 month period, 3 of the 12 weeks in the study must
be the first week beginning in the month, 3 weeks the 2nd week beginning in the
month, 3 weeks the 3rd, and 3 weeks the fourth.

d. No two consecutive months may use the same week for the study, e.g., if the
second week beginning in April is the study week for April, the weeks selected for
March and May may not be the second week beginning in those months.

e. The time study must be contemporaneous with the costs to be allocated. Thus, a
time study conducted in the current cost reporting year may not be used to
allocate the costs of prior or subsequent cost reporting years.

f. The time study must be provider specific. Thus, chain organizations may not use
a time study from one provider to allocate the costs of another provider or a time
study of a sample group of providers to allocate the costs of all providers within
the chain.

The salaries, payroll taxes, workers compensation payments, training and other
employee benefits of medical records librarians, social workers, central or medical
supplies personnel and activity personnel.



Health Information Managers (Medical Records Librarians): Must work directly with the
maintenance and organization of medical records.

Social Workers: Includes social workers, life enhancement specialists and admissions
coordinators.

Central or Medical Supply personnel: Includes duties associated with stocking and
ordering medical and/or central supplies.

Activity personnel: Personnel classified as “activities” must have a direct relationship (i.e.,
providing entertainment, games, and social opportunities) to residents. For instance,
security guards and hall monitors do not qualify as activities personnel. Costs associated
with security guards and hall monitors are classified as administrative and general.

If the provider’s chart of accounts directly identifies payroll taxes and benefits associated
with health care versus administrative and general cost centers, the amounts directly
identified will be appropriately allowed as either health care or administrative and general.
If these costs are comingled in the chart of accounts, payroll taxes and benefits shall be
allocated to the cost centers (health care and administrative and general) based on total
employee wages reported in those cost centers. The reporting method for payroll taxes
and benefits by cost center is required to be consistent from year to year. When a
provider wishes to change its reporting method because it believes the change will result
in more appropriate and a more accurate allocation, the provider must make a written
request to the Department for approval of the change ninety (90) days prior to the end of
that cost reporting period. The Department has sixty (60) days from receipt of the request
to make a decision or the change is automatically accepted. The provider must include
with the request all supporting documentation to establish that the new method is more
accurate. If the Department approves the provider's request, the change must be applied
to the cost reporting period for which the request was made and to all subsequent cost
reporting periods. The approval will be for a minimum three year period. The provider
cannot change methods until the three year period has expired.

Personnel licensed to perform patient care duties shall be reported in the administrative
and general cost center if the duties performed by these personnel are administrative in
nature.

Non-prescription drugs ordered by a physician that are included in the per diem rate,
including costs associated with vaccinations.

a. Pharmacies are eligible for reimbursement for administration of the COVID-19
vaccine

Consultant fees for nursing, medical records, registered dieticians, patient activities,
social workers, pharmacies, physicians and therapies. Consultants shall be appropriately
licensed and/or certified, as applicable and professionally qualified in the field for which
they are consulting. The guidance provided in (1) above for employees also applies to
consultants.

Purchases, rental, depreciation, interest and repair expenses of health care equipment
and medical supplies used for health care services such as nursing care, medical
records, social services, therapies and activities. Purchases, lease expenses or fees
associated with computers and software (including the associated training and upgrades)
used in departments within the facility that provide direct or indirect health care services
to residents. Dual purpose software that includes both a health care and administrative
and general component will be considered a health care service.



10.

11.

12.

13.

14.

Purchase or rental of motor vehicles and related expenses, including salary and benefits
associated with the van driver(s), for operating or maintaining the vehicles to the extent
that they are used to transport residents to activities or medical appointments. Such use
shall be documented by contemporaneous logs if there is dual purpose. An example of
the dual purpose vehicle is one used for both resident transport and maintenance
activities.

Copier lease expense.

Salaries, fees, or other expenses related to health care duties performed by a facility
owner or manager who has a medical or nursing credential. Note that costs associated
with the Nursing Home Administrator are an administrative and general cost.

Related Party Management Fees and Home Office Costs

Related party management fees and home office costs shall be classified as
administrative and general. However, costs incurred by the facility as a direct charge from
the related party which are listed in this section, may be included in the health care cost
center equal to the actual costs incurred by the related party. Documentation supporting
the cost and health care licenses must be maintained. Only salaries, payroll taxes and
employee benefits associated with health care personnel will be considered as allowable
in the health care cost center. No overhead expenses will be included. The amount
allowable in the health care cost category will be calculated in one of two ways:

a. Keeping contemporaneous time logs in 15 minute increments supporting the
number of hours worked at each facility.

b. Distributing the cost evenly across all facilities as follows: the amount allowable
in each health care facility’s health care costs shall be equal to the total salary,
payroll taxes and benefits of the health care personnel divided by the number of
facilities where the health care personnel worked during the year. For example, if
a nurse’s total salary, payroll taxes, and benefits total $80,000, and the nurse
worked on five facilities during the year, $16,000 is allowable in each of the
facility’s health care costs.

Auditable documentation supporting the number of facilities worked on during the year
must be maintained. Even if a related party exception is granted in accordance with 10
CCR 2505-10 section 8.441.5.1.4, no mark-up or profit will be allowed in the health care
cost center, only supported actual costs.

Non-Related Party Management Fees

Non-related party management fees shall be classified as administrative and general.
However, costs incurred by the facility as a direct charge from the management company
which are listed in this section, may be included in the health care cost center.
Management contracts which specify percentages related to health care services will not
be considered a direct charge from the management company.

Professional liability insurance, whether self-insurance or purchased, loss settlements,
claims paid and insurance deductibles.

Medical director fees.

Therapies and services provided by an individual qualified to provide these services
under Federal Medicare/Medicaid regulations including:



15.

16.

8.443.7.B

Utilization review

Dental care, when required by federal law
Audiology

Psychology and mental health services
Physical therapy

Recreational therapy

Occupational therapy

Speech therapy

Nursing licenses and permits, disposal costs associated with infectious material (medical
or hazardous waste), background checks and flu or hepatitis shots and uniforms for
personnel listed in (1) above.

Food Costs. Food costs means the cost of raw food, and shall not include the costs of
property, staff, preparation or other items related to the food program.

CLASS | HEALTH CARE STATE-WIDE MAXIMUM ALLOWABLE PER DIEM

REIMBURSEMENT RATES (LIMIT)

For the purpose of reimbursing Medicaid-certified nursing facility providers a per diem rate for
direct and indirect health care services and raw food, the state department shall establish an
annual maximum allowable rate (limit). In computing the health care per diem limit, each nursing
facility provider shall annually submit cost reports, and actual days of care shall be counted, not
occupancy-imputed days of care. The health care limit will be calculated as follows:

1.

Determination of the health care limit beginning on July 1 each year shall utilize the most
current MED-13 cost report filed, in accordance with these regulations, by each facility on
or before December 31 of the preceding year.

The MED-13 cost report shall be deemed filed if actually received by the Department’s
designee or postmarked by the U.S. Postal Service on or before December 31.

If, in the judgment of the Department, the MED-13 contains errors, whether willful or
accidental, that would impair the accurate calculation of the limit, the Department may:

a. Exclude part, or all, of a provider's MED-13.

b. Replace part, or all, of a provider's MED-13 with the MED-13 the provider
submitted in its most recent audited cost report adjusted by the percentage
change in the Skilled Nursing Facility Market Basket (without capital) published
by Global Insight, Inc. measured from the midpoint of the reporting period to the
midpoint of the payment-setting period.

The health care limit and the data used in that computation shall be subject to
administrative appeal only on or before the expiration of the thirty (30) day period
following the date the information is made available.

The health care limit shall not exceed one hundred twenty-five percent (125%) of the
median costs of direct and indirect health care services and raw food as determined by
an array of all class | facility providers; except that, for state veteran nursing homes, the
health care limit will be one hundred thirty percent (130%) of the median cost.

a. In determining the median cost, the cost of direct health care shall be case-mix
neutral.



b. Actual days of care shall be counted, not occupancy-imputed days of care, for
purposes of calculating the health care limit.

C. Amounts contained in cost reports used to determine the health care limit shall
be adjusted by the percentage change in the Skilled Nursing Facility Market
Basket (without capital) inflation indexes published by Global Insight, Inc.
measured from the midpoint of the reporting period of each cost report to the
midpoint of the payment-setting period.

i). The percentage change shall be rounded at least to the fifth decimal
point.
ii). The latest available publication prior to July 1 rate setting shall be used

to determine the inflation indexes.

6. Annually, the state department shall redetermine the median per diem cost based upon
the most recent cost reports filed during the period ending December 31 of the prior year.

7. The health care limit for health care reimbursement shall be changed effective July 1 of
each year and individual facility rates shall be adjusted accordingly.

8.443.7.C. CLASS | HEALTH CARE PER DIEM LIMITATION ON HEALTH CARE GROWTH

For the fiscal year beginning July 1, 2009, and for each fiscal year thereafter, any increase in the
direct and indirect health care services and raw food costs shall not exceed eight percent (8%)
per year. The calculation of the eight percent per year limitation for rates effective on July 1,
2009, shall be based on the direct and indirect health care services and raw food costs in the as-
filed facility’s cost reports up to and including June 30, 2009. For the purposes of calculating the
eight percent limitation for rates effective after July 1, 2009, the limitation shall be determined and
indexed from the direct and indirect health care services and raw food costs as reported and
audited for the rates effective July 1, 2009.

8.443.7.D. CLASS | HEALTH CARE PER DIEM REIMBURSEMENT RATES AND MEDICAID CASE
MIX INDEX (CMI):

For the purpose of reimbursing a Medicaid-certified class | nursing facility provider a per diem
rate for the cost of direct and indirect health care services and raw food, the State Department
shall establish an annually readjusted schedule to pay each nursing facility provider the actual
amount of the costs. This payment shall not exceed the health care limit described at 10 CCR
2505-10 section 8.443.7B. The health care per diem reimbursement rate is the lesser of the
provider’s acuity adjusted health care limit or the provider’s acuity adjusted actual allowable
health care costs.

The state department shall adjust the per diem rate to the nursing facility provider for the cost of
direct health care services based upon the acuity or case-mix of the nursing facility provider’'s
residents in order to adjust for the resource utilization of its residents. The state department shall
determine this adjustment in accordance with each resident's status as identified and reported by
the nursing facility provider on its federal Medicare and Medicaid minimum data set assessment.
The state department shall establish a case-mix index for each nursing facility provider according
to the resource utilization groups system, using only nursing weights. The state department shall
calculate nursing weights based upon standard nursing time studies and weighted by facility
population distribution and Colorado-specific nursing salary ratios. The state department shall
determine an average case-mix index for each nursing facility provider's Medicaid residents on a
quarterly basis



Acuity information used in the calculation of the health care reimbursement rate shall be
determined as follows:

a.

A facility’s cost report period resident acuity case mix index shall be the average
of quarterly resident acuity case mix indices, carried to four decimal places, using
the facility wide resident acuity case mix indices. The quarters used in this
average shall be the quarters that most closely coincide with the cost reporting
period.

The facility’s Medicaid resident acuity case mix index shall be a two quarter
average, carried to four decimal places, of the Medicaid resident acuity average
case mix indices. The two quarter average used in the July 1 rate calculation
shall be the same two quarter average used in the rate calculation for the rate
effective date prior to July 1.

The statewide average case mix index shall be a simple average, carried to four
decimal places, of the cost report period case mix indices for all Medicaid
facilities calculated effective each July 1.

The normalization ratio shall be determined by dividing the statewide average
case mix index by the facility’s cost report period case mix index.

The facility Medicaid acuity ratio shall be determined by dividing the facility’s
Medicaid resident acuity case mix index by the facility cost report period case mix
index.

The facility overall resident acuity ratio shall be determined by dividing the facility
cost report period case mix index by the statewide average case mix acuity
index.

The annual facility specific direct health care maximum reimbursement rate shall be
determined as follows:

a.

The percentage of the normalized per diem case mix adjusted nursing cost to
total health care cost shall be determined by dividing the normalized per diem
case mix adjusted nursing cost by the sum of the normalized per diem case mix
adjusted nursing cost and other health care per diem cost.

The statewide health care maximum allowable reimbursement rate (calculated at
10 CCR 2505-10 section 8.443.7B) shall be multiplied by the percentage
established in the preceding paragraph to determine the amount of the statewide
health care maximum allowable reimbursement rate that is attributable to the
case mix reimbursement rate component.

The facility specific maximum reimbursement rate for case mix adjusted nursing
costs shall be determined by multiplying the facility specific overall acuity ratio by
the amount of the statewide health care maximum allowable reimbursement rate
that is attributable to the case mix reimbursement rate component as established
in the preceding paragraph.

The annual facility specific indirect health care maximum allowable reimbursement shall
be determined as follows:

a.

The percentage of the indirect health care per diem cost to total health care cost
shall be determined by dividing the indirect health care per diem cost by the sum



8.443.7.E

of the normalized per diem case mix adjusted nursing cost and other health care
per diem cost.

b. The facility specific in direct health care maximum reimbursement rate shall be
determined by multiplying the statewide health care maximum allowable
reimbursement rate by the percentage established in the preceding paragraph.

The case mix reimbursement rate component shall be determined as follows:

a. The case mix reimbursement rate component shall be established using the
facility Medicaid resident acuity ratio.

b. This ratio shall be multiplied by the lesser of the facility’s allowable case mix
adjusted nursing cost or the facility specific maximum reimbursement rate for
case mix adjusted nursing costs. The resulting calculation shall the case mix
reimbursement rate component.

The indirect health care reimbursement rate shall be the lesser of the facility’s allowable
other health care cost or the facility specific other health care maximum reimbursement
rate.

DETERMINATION OF THE HEALTH CARE SERVICES MAXIMUM ALLOWABLE RATE

(LIMIT) FOR CLASS Il AND IV FACILITIES

1.

For class Il facilities, one hundred twenty-five percent (125%) of the median actual costs
of all class Il facilities;

For non-state administered class IV facilities, one hundred twenty-five percent (125%) of
the median actual costs of all class IV facilities.

State-administered class IV facilities shall not be subject to the health care limit. The
Med-13s of the state-administered class IV facilities shall be included in the health care
limit calculation for other class |V facilities.

The determination of the reasonable cost of services shall be made every 12 months.

Determination of the health care limit beginning on July 1 each year shall utilize the most
current MED-13 cost report filed in accordance with these regulations, by each facility on
or before May 2.

The MED-13 cost report shall be deemed submitted if actually received by the
Department’s designee or postmarked by the U.S. Postal Service on or before May 2nd.

If, in the judgment of the Department, the MED-13 contains errors, whether willful or
accidental, that would impair the accurate calculation of reasonable costs for the class,
the Department may:

a. Exclude part, or all, of a provider's MED-13; or

b. Replace part, or all, of a provider's MED-13 with the MED-13 the provider
submitted in its most recent audited cost report adjusted by the change in the
“medical care” component of the Consumer Price Index published for all urban
consumers (CPI-U) by the United States Department of Labor, Bureau of Labor
Statistics over the time period from the provider's most recent audited cost
report.



10.

State-administered class IV facilities shall not be subject to the maximum reasonable rate
ceiling. The Med-13s of the state-administered class IV facilities shall be included in the
maximum rate calculation for other class IV facilities.

The maximum reasonable rate and the data used in that computation shall be subject to
administrative appeal only on or before the expiration of the thirty (30) day period
following the date the information is made available.

The maximum rate for reimbursement shall be changed effective July 1 of each year and
individual facility rates shall be adjusted accordingly.
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SECRETARY OF STATE
RULES ACTION SUMMARY AND FILING INSTRUCTIONS

SUMMARY OF ACTION ON RULE(S)

—

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

2. Title of Rule: MSB 22-10-06-F, Revision to the Medical Assistance Rule
concerning Medical Assistance program rule updates, Sections
8.100.1,8100.3, 8.100.4, 8.100.5 and 8.100.6

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) 8.100.1,8100.3, 8.100.4, 8.100.5 and 8.100.6, 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)? Yes
If yes, state effective date: 10/14/2022
Is rule to be made permanent? (If yes, please attach notice of hearing). No

PUBLICATION INSTRUCTIONS*

Replace the current text at 8.100 with the proposed text beginning at 8.100.3.D
through the end of 8.100.3.D. Replace the current text at 8.100.3.F with the proposed
text beginning at 8.100.3.F through the end of 8.100.3.F. Replace the current text at
8.100.3.I with the proposed text beginning at 8.100.3.I through the end of 8.100.3.1.
Replace the current text at 8.100.3.K with the proposed text beginning at 8.100.3.K
through the end of 8.100.3.K. Replace the current text at 8.100.3.L with the proposed
text beginning at 8.100.3.L. Replace the current text at 8.100.3.P with the proposed
text beginning at 8.100.3.P through the end of 8.100.3.P. Replace the current text at
8.100.4.B with the proposed beginning at 8.100.4.B through the end of 8.100.4.B.

*to be completed by MSB Board Coordinator
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Replace the current text at 8.100.4.C with the proposed text beginning at 8.100.4.C
through the end of 8.100.4.C. Replace the current text at 8.100.4.G with the proposed
text beginning at 8.100.4.G through the end of 8.100.4.G. Replace the current text at
8.100.5.A with the proposed text beginning at 8.100.5.A through the end of 8.100.5.A.
Replace the current text at 8.100.5.B with the proposed text beginning at 8.100.5.B
through the end of 8.100.5.B. Replace the current text at 8.100.6.P with the proposed
text beginning at 8.100.6.P through the end of 8.100.6.P. Replace the current text at
8.100.6.Q with the proposed text beginning at 8.100.6.Q through the end of 8.100.6.Q.
This rule is effective October 14, 2022.

*to be completed by MSB Board Coordinator
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Title of Rule: Revision to the Medical Assistance Rule concerning Medical Assistance program

rule updates, Sections 8.100.1,8100.3, 8.100.4, 8.100.5 and 8.100.6

Rule Number: MSB 22-10-06-F
Division / Contact / Phone: Eligibility / Ana Bordallo / 3558

STATEMENT OF BASIS AND PURPOSE

1.

2.

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 proposed rule change will amend 10 CCR 2505-10 sections 8.100.1,8.100.3, 8.100.4,
8.100.5 and 8.100.6 based on the Coronavirus Aid, Relief, and Economic Security (CARES)
Act, the Families First Coronavirus Response Act (FFCRA) and the Affordable Care Act(ACA),
which includes the Maintenance of Effort (MOE) provision. All policy revisions will align with
federal regulations for the state to be in compliance during the federal Coronavirus (COVID-
19) Public Health Emergency. These changes will impact all Medical Assistance categories
and these policy changes will stay in place until the end of the federal Coronavirus (COVID-
19) Public Health Emergency. The following policy changes are: Self-attestation for most
verifications will be acceptable to be in compliance with the Maintenance of Effort (MOE)
provision to ensure the continuance of health coverage for all eligible members. When a
member is not reasonable compatible based off income a member self-attests,
documentation will not be required, and the member will remain eligible for Medical
Assistance. Self-attestation of resources will be acceptable for Non-MAGI programs.
Premiums for the Buy-In program will be waived. Required through the Federal CARES Act
for the Maintenance of Effort (MOE), members who had a loss of employment will remain in
the Buy-In program. Newly enrolled members will still need to meet the work requirements.
For applicants who are not eligible for Medical Assistance but have been exposed or who are
potentially infected by the COVID-19, will be eligible for Medical Assistance for related COVID
testing. The economic stimulus relief package designed to provide direct assistance to
individuals to help offset the financial impacts of the COVID-19 Public Health Emergency will
be exempt for MAGI and Non-MAGI eligibility determinations. The economic
stimulus will not be a countable resource for 12 months for any Non-MAGI financial eligibility
determinations that include a resource test. Lastly, the Federal Pandemic Unemployment
Compensation (FPUC) program which provides an extra $600.00 a weekis not
countable unearned income for Medical Assistance categories

An emergency rule-making is imperatively necessary

X to comply with state or federal law or federal regulation and/or
[ ] for the preservation of public health, safety and welfare.

Explain:
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Due to the Coronavirus (COVID-19) Public Health Emergency the state rules need to be
updated to comply with federal regulations.

. Federal authority for the Rule, if any:

Families First Coronavirus Response Act (FFCRA), Public Law No. 116-127 and Coronavirus
Aid, Relief, and Economic Security (CARES) Act, Public Law No. 116-136 and the Affordable
Care Act (ACA), which includes the Maintenance of Effort (MOE) provision.

. State Authority for the Rule:
Sections 25.5-1-301 through 25.5-1-303, C.R.S. (2022);

25.5-4-205(3)(I1)(b)(A), 25.5-5-105, 25.5-5-206(1)(I1)(B), 25.5-6-1404(1)(b) and(3)(a)(b),
25.5-6-1405(1),25.5.-6-1405(2)



Title of Rule: Revision to the Medical Assistance Rule concerning Medical Assistance
program rule updates, Sections 8.100.1,8100.3, 8.100.4, 8.100.5 and
8.100.6

Rule Number: MSB 22-10-06-F

Division / Contact / Phone: Eligibility / Ana Bordallo / 3558

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.

The proposed rules will impact applicants and members who are applying or enrolled
in @ MAGI and Non-MAGI Medical Assistance program. The rule updates will benefit
both an applicant and member who becomes eligible for Medical Assistance by
remaining eligible during this Coronavirus (COVID-19) Public Health Emergency.

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 proposed rule will help to determine eligibility correctly by applying regulations
based on the CARES Act to help applicants and members remain eligible for MAGI
and Non-MAGI Medical Assistance programs during this Coronavirus (COVID-19)
Public Health Emergency.

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.

Self-attestation of all eligibility requirements, including resources, is likely to increase
the number of individuals who will be eligible to enroll in Medicaid, therefore the
Department expects its expenditures to increase as a result of this policy change.
The Department expects that the waiving of premiums for the Disabled Buy-In
program will reduce the revenues to the Department, which will result in an increase
in expenditures from the Healthcare Affordability and Sustainability Fee (HAS) Cash
Fund and federal funds, in order to fill the gap in revenue lost from the premiums.

The Department expects that the provision of COVID testing to applicants will
increase expenditures to the Department, but these expenditures will be covered
with 100% federal funds and will not impact expenditures from state fund sources.



The exemptions to counting the economic relief provided to individuals from the
federal government towards eligibility for Medical Assistance is likely to not affect
eligibility, and therefore not impact costs to the Department.

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

The allowance of self-attestation of eligibility criteria is mandated by the Families
First Coronavirus Response Act in order for states to qualify for an enhanced FMAP
of 6.2%. If the Department does not act in accordance with this policy, the costs to
the Department will increase beyond what is necessary. The benefit of implementing
this policy will allow the Department to secure a higher FMAP, which will allow the
Department to operate with less administrative burden and serve more members
during the emergency period. With respect to the proposal to waive the premiums
for the Disabled Buy-In program, the Department expects that inaction will cause
potential members to not qualify for buy-in because they will be unable to pay the
premiums due to the severity of the economic shock. Therefore, the Department
sees no benefit to inaction of the rule changes.

In addition, the Families First Coronavirus Response Act allows state Medicaid and
CHP+ programs to fund the cost of COVID-19 diagnostic testing for residents who
do not qualify for Medical Assistance through 100% federal funds. Thus, inaction will
lead to less testing of individual during the emergency and more uncertainty of the
status of the emergency in Colorado. Again, the Department sees no benefit to
inaction as the costs will be covered by federal funds.

The exemptions to counting the economic relief provided to individuals from the
federal government towards eligibility for Medical Assistance are mandated by the
Coronavirus Aid, Relief, and Economic Security (CARES) Act. If the Department does
not act it will be in violation of the law.

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

There are no less costly methods available to the Department to comply with the
Families First Coronavirus Response Act and the CARES Act. The purposes of the
proposed rule changes are to allow the Department to better serve Medicaid
members and the people of Colorado during this emergency period and the
Department sees no other method to accomplish this goal.

. 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 the proposed rule that were considered.



8.100 MEDICAL ASSISTANCE ELIGIBILITY
8.100.1 Definitions

300% Institutionalized Special Income Group is a Medical Assistance category that provides Long-Term
Care Services to aged or disabled individuals.

1619b is section 1619b of the Social Security Act which allows individuals who are eligible for
Supplemental Security Income (SSI) to continue to be eligible for Medical Assistance coverage after they
return to work.

AB - Aid to the Blind is a program which provides financial assistance to low-income blind persons.

ABD - Aged, Blind and Disabled Medical Assistance is a group of Medical Assistance categories for
individuals that have been deemed to be aged, blind, or disabled by the Social Security Administration or
the Department.

Achieving a Better Life Experience (ABLE) accounts — Special savings accounts that are set up by (or for)
certain individuals with disabilities in a qualified ABLE program that are exempt for eligibility. They can be
established by any state’s qualified ABLE Program. Colorado’s ABLE program is administered by the
Department of Higher Education.

Adjusted Gross Income (AGIl)-means” gross income”, as defined in federal tax rules, minus certain
adjustments prescribed in the federal tax rules to derive the “Adjusted Gross Income” line on the tax
return. These adjustments from gross income are taken before the taxpayer takes his or her Schedule A
deductions or Standard Deduction.

Adult MAGI Medical Assistance Group provides Medical Assistance to eligible adults from the age of 19
through the end of the month that the individual turns 65, who do not receive or who are ineligible for
Medicare.

AND - Aid to Needy Disabled is a program which provides financial assistance to low-income persons
over age 18 who have a total disability which is expected to last six months or longer and prevents them
from working.

AFDC - Aid to Families with Dependent Children is the Title IV federal assistance program in effect from
1935 to 1997 which was administered by the United States Department of Health and Human Services.
This program provided financial assistance to children whose families had low or no income.

AP-5615 is the form used to determine the patient payment for clients in nursing facilities receiving Long
Term Care.

Alien is a person who was not born in the United States and who is not a naturalized citizen.
Ambulatory Services is any medical care delivered on an outpatient basis.

Annuity is an investment vehicle whereby an individual establishes a right to receive fixed periodic
payments, either for life or a term of years.

Applicant is an individual who is seeking an eligibility determination for Medical Assistance through the
submission of an application.

Application Date is the date the application is received and date-stamped by the eligibility site or the date
the application was received and date-stamped by an Application Assistance site or Presumptive



Eligibility site. In the absence of a date-stamp, the application date is the date that the application was
signed by the client.

Application for Public Assistance is the designated application used to determine eligibility for financial
assistance. It can also be used to determine eligibility for Medical Assistance.

Blindness is defined in this volume as the total lack of vision or vision in the better eye of 20/200 or less
with the use of a correcting lens and/or tunnel vision to the extent that the field of vision is no greater than
20 degrees.

Burial Spaces are burial plots, gravesites, crypts, mausoleums, urns, niches and other customary and
traditional repositories for the deceased's bodily remains provided such spaces are owned by the
individual or are held for his or her use, including necessary and reasonable improvements or additions to
or upon such burial spaces such as: vaults, headstones, markers, plaques, or burial containers and
arrangements for opening and closing the gravesite for burial of the deceased.

Burial Trusts are irrevocable pre-need funeral agreements with a funeral director or other entity to meet
the expenses associated with burial for Medical Assistance applicants/recipients. The agreement can
include burial spaces as well as the services of the funeral director.

Caretaker Relative is a person who is related to the dependent child or any adult with whom the
dependent child is living and who assumes responsibility for the dependent child’s care.

Case Management Services are services provided by community mental health centers, clinics,
community centered boards, and EPSDT case managers to assist in providing services to Medical
Assistance clients in gaining access to needed medical, social, educational and other services.

Cash Surrender Value is the amount the insurer will pay to the owner upon cancellation of the policy
before the death of the insured or before maturity of the policy.

Categorically Eligible means persons who are eligible for Medical Assistance due to their eligibility for one
or more Federal categories of public assistance.

CBMS - Colorado Benefits Management System is the computer system that determines an applicant’s
eligibility for public assistance in the state of Colorado.

CDHS -Colorado Department of Human Services is the state department responsible for administering
the social service and financial assistance programs for Colorado.

Children MAGI Medical Assistance group provides Medical Assistance coverage to tax dependents or
otherwise eligible applicants through the end of the month that the individual turns 19 years old.

Child Support Services is a CDHS program that assures that all children receive financial and medical
support from each parent. This is accomplished by locating each parent, establishing paternity and
support obligations, and enforcing those obligations.

Citizen is a person who was born in the United States or who has been naturalized.

Client is a person who is eligible for the Medical Assistance Program. “Client” is used interchangeably
with “recipient” when the person is eligible for the program.

CMS - Centers for Medicare and Medicaid Services is the Federal agency within the US Department of
Health and Human Services that partners with the states to administer Medicaid and CHP+ via State
Plans in effect for each State. Colorado is in Region VIII.



CHP+ - Child Health Plan Plus is low-cost health insurance for Colorado's uninsured children and
pregnant women. CHP+ is public health insurance for children and pregnant women who earn too much
to qualify for The Medical Assistance Program, but cannot afford private health insurance.

COLA - Cost of Living Adjustment is an annual increase in the dollar value of benefits made automatically
by the United States Department of Health and Human Services or the state in OASDI, SSI and OAP
cases to account for rises in the cost of living due to inflation.

Colorado State Plan is a written statement which describes the purpose, nature, and scope of the
Colorado’s Medical Assistance Program. The Plan is submitted to the CMS and assures that the program
is administered consistently within specific requirements set forth in both the Social Security Act and the
Code of Federal Regulations (CFR) in order for a state to be eligible for Federal Financial Participation
(FFP).

Common Law Marriage is legally recognized as a marriage in the State of Colorado under certain
circumstances even though no legally recognized marriage ceremony is performed or civil marriage
contract is executed. Individuals declaring or publicly holding themselves out as a married couple through
verbal or written methods may be recognized as legally married under state law. C.R.S. § 14-2-104(3).

Community Centered Boards are private non-profit organizations designated in statute as the single entry
point into the long-term service and support system for persons with developmental disabilities.

Community Spouse is the spouse of an institutionalized spouse.

Community Spouse Resource Allowance is the amount of resources that the Medical Assistance
regulations permit the spouse staying at home to retain.

Complete Application means an application in which all questions have been answered, which is signed,
and for which all required verifications have been submitted.

The Department is defined in this volume as the Colorado Department of Health Care Policy and
Financing which is responsible for administering the Colorado Medical Assistance Program and Child
Health Plan Plus programs as well as other State-funded health care programs.

Dependent Child is a child who lives with a parent, legal guardian, caretaker relative or foster parent and
is under the age of 18, or, is age 18 and a full-time student, and expected to graduate by age 19.

Dependent Relative for purposes of this rule is defined as one who is claimed as a dependent by an
applicant for federal income tax purposes.

Difficulty of Care Payments is a payment to an applicant or member as compensation for providing live-in
home care to an individual who qualifies for foster care or Home and Community Based Services (HCBS)
waiver program and lives in the home of the care recipient. This additional care must be required due to a
physical, mental, or emotional handicap.

Disability means the inability to do any substantial gainful activity (or, in the case of a child, having
marked and severe functional limitations) by reason of a medically determinable physical or mental
impairment(s) which can be expected to result in death or which has lasted or can be expected to last for
a continuous period of I2 months or more.

Dual Eligible clients are Medicare beneficiaries who are also eligible for Medical Assistance.

Earned Income is defined for purposes of this volume as any compensation from participation in a
business, including wages, salary, tips, commissions and bonuses.



Earned Income Disregards are the allowable deductions and exclusions subtracted from the gross
earnings. Income disregards vary in amount and type, depending on the category of assistance.

Electronic Data Source is an interface established with a federal or state agency, commercial entity, or
other data sources obtained through data sharing agreements to verify data used in determining eligibility.
The active interfaces are identified in the Department’s verification plan submitted to CMS.

Eligibility Site is defined in this volume as a location outside of the Department that has been deemed by
the Department as eligible to accept applications and determine eligibility for applicants.

Employed means that an individual has earned income and is working part time, full time or is self-
employed, and has proof of employment. Volunteer or in-kind work is not considered employment.

EPSDT- Early Periodic Screening, Diagnosis and Treatment is the child health component of the Medical
Assistance Program. It is required in every state and is designed to improve the health of low-income
children by financing appropriate, medically necessary services and providing outreach and case
management services for all eligible individuals.

Equity Value is the fair market value of land or other asset less any encumbrances.

Ex Parte Review is an administrative review of eligibility during a redetermination period in lieu of
performing a redetermination from the client. This administrative review is performed by verifying current
information obtained from another current aid program.

Face Value of a Life Insurance Policy is the basic death benefit of the policy exclusive of dividend
additions or additional amounts payable because of accidental death or other special provisions.

Fair Market Value is the average price a similar property will sell for on the open market to a private
individual in the particular geographic area involved. Also, the price at which the property would change
hands between a willing buyer and a willing seller, neither being under any pressure to buy or to sell and
both having reasonable knowledge of relevant facts.

FBR - The Federal Benefit Rate is the monthly Supplemental Security Income payment amount for a
single individual or a couple. The FBR is used by the Aged, Blind and Disabled Medical Assistance
Programs as the eligibility income limits.

FFP - Federal Financial Participation as defined in this volume is the amount or percentage of funds
provided by the Federal Government to administer the Colorado Medical Assistance Program.

FPL - Federal Poverty Level is a simplified version of the federal poverty thresholds used to determine
financial eligibility for assistance programs. The thresholds are issued each year in the Federal Register
by the Department of Health and Human Services (HHS).

Good Cause is the client’s justification for needing additional time due to extenuating circumstances,
usually used when extending deadlines for submittal of required documentation.

Good Cause for Child Support is the specific process and criteria that can be applied when a client is
refusing to cooperate in the establishment of paternity or establishment and enforcement of a child
support order due to extenuating circumstances.

HCBS are Home and Community Based Services are also referred to as “waiver programs”. HCBS
provides services beyond those covered by the Medical Assistance Program that enable individuals to
remain in a community setting rather than being admitted to a Long-Term Care institution.



In-Kind Income is income a person receives in a form other than money. It may be received in exchange
for work or service (earned income) or a non-cash gift or contribution (unearned income).

Inpatient is an individual who has been admitted to a medical institution on recommendation of a
physician or dentist and who receives room, board and professional services for 24 hours or longer, or is
expected to receive these services for 24 hours or longer.

Institution is an establishment that furnishes, in single or multiple facilities, food, shelter and some
treatment or services to four or more persons unrelated to the proprietor.

Institutionalization is the commitment of a patient to a health care facility for treatment.

Institutionalized Individual is a person who is institutionalized in a medical facility, a Long-Term Care
institution, or applying for or receiving Home and Community Based Services (HCBS) or the Program of
All Inclusive Care for the Elderly (PACE).

Institutionalized Spouse is a Medicaid eligible client who begins a stay in a medical institution or nursing
facility on or after September 30, 1989, or is first enrolled as a Medical Assistance client in the Program of
All Inclusive Care for the Elderly (PACE) on or after October 10, 1997, or receives Home and Community
Based Services (HCBS) on or after July 1, 1999; and is married to a spouse who is not in a medical
institution or nursing facility. An institutionalized spouse does not include any such individual who is not
likely to be in a medical institution or nursing facility or to receive HCBS or PACE for at least 30
consecutive days. Irrevocable means that the contract, trust, or other arrangement cannot be terminated,
and that the funds cannot be used for any purpose other than outlined in the document.

Insurance Affordability Program (IAP) refers to Medicaid, Child Health Plan Plus (CHP+), and premium
and cost-sharing assistance for purchasing private health insurance through state insurance marketplace.

Legal Immigrant is an individual who is not a citizen or national and has been permitted to remain in the
United States by the United States Citizenship and Immigration Services (USCIS) either temporarily or as
an actual or prospective permanent resident or whose extended physical presence in the United States is
known to and allowed by USCIS.

Legal Immigrant Prenatal is a medical program that provides medical coverage for pregnant legal
immigrants who have been legal immigrants for less than five years.

Limited Disability for the Medicaid Buy-In Program for Working Adults with Disabilities means that an
individual has a disability that would meet the definition of disability under SSA without regard to
Substantial Gainful Activity (SGA).

Long-Term Care is Medical Assistance services that provides nursing-home care, home-health care,
personal or adult day care for individuals aged at least 65 years or with a chronic or disabling condition.

Long-Term Care Institution means class | nursing facilities, intermediate care facilities for the mentally
retarded (ICF/MR) and swing bed facilities. Long-Term Care institutions can include hospitals.

Managed care system is a system for providing health care services which integrates both the delivery
and the financing of health care services in an attempt to provide access to medical services while
containing the cost and use of medical care.

Medical Assistance is defined as all medical programs administered by the Department of Health Care
Policy and Financing. Medical Assistance/Medicaid is the joint state/federal health benefits program for
individuals and families with low income and resources. It is an entitlement program that is jointly funded
by the states and federal government and administered by the state. This program provides for payment
of all or part of the cost of care for medical services.



Medical Assistance Required Household is defined for purposes of this volume as all parents or caretaker
relatives, spouses, and dependent children residing in the same home.

Minimal Verification is defined in this volume as the minimum amount of information needed to process
an application for benefits. No other verification can be requested from clients unless the information
provided is questionable or inconsistent.

Minimum Essential Coverage is the type of coverage one must maintain to be in compliance with the
Affordable Care Act in order to avoid paying a penalty for being uninsured. Minimum essential coverage
may include but not limited to: Medicaid; CHP+; private health plans through Connect for Health
Colorado; Medicare; job-based insurance, and certain other coverage.

MMMNA - Minimum Monthly Maintenance Needs Allowance is the calculation used to determine the
amount of institutionalized spouse’s income that the community spouse is allowed to retain to meet their
monthly living needs.

MAGI - Modified Adjusted Gross Income refers to the methodology by which income and household
composition are determined for the MAGI Medical Assistance groups under the Affordable Care Act.
These MAGI groups include Parents and Caretaker Relatives, Pregnant Women, Children, and Adults.
For a more complete description of the MAGI categories and pursuant rules, please refer to section
8.100.4.

MAGI-Equivalent is the resulting standard identified through a process that converts a state’s net-income
standard to equivalent MAGI standards.

MIA - Monthly Income Allowance is the amount of institutionalized spouse’s income that the community
spouse is allowed to retain to meet their monthly living needs.

MSP - Medicare Savings Program is a Medical Assistance Program to assist in the payment of Medicare
premium, coinsurance and deductible amounts. There are four groups that are eligible for payment or
part-payment of Medicare premiums, coinsurance and deductibles: Qualified Medicare Beneficiaries
(QMBs), Specified Low-Income Medicare Beneficiaries (SLIMBs), Qualified Disabled and Working
Individuals (QDWIs), and Qualifying Individuals — 1 (Ql-1s).

Non-Filer is an individual who neither files a tax return nor is claimed as a tax dependent. For a more
complete description of how household composition is determined for the MAGI Medical Assistance
groups, please refer to the MAGI household composition section at 8.100.4.E.

Nursing Facility is a facility or distinct part of a facility which is maintained primarily for the care and
treatment of inpatients under the direction of a physician. The patients in such a facility require
supportive, therapeutic, or compensating services and the availability of a licensed nurse for observation
or treatment on a twenty-four-hour basis.

OAP - Old Age Pension is a financial assistance program for low income adults age 60 or older.

OASDI - Old Age, Survivors and Disability Insurance is the official term Social Security uses for Social
Security Act Title 1l benefits including retirement, survivors, and disability. This does not include SSI
payments.

Outpatient is a patient who is not hospitalized overnight but who visits a hospital, clinic, or associated
facility for diagnosis or treatment. Is a patient who does not require admittance to a facility to receive
medical services.

PACE - Program of All-inclusive Care for the Elderly is a unique, capitated managed care benefit for the
frail elderly provided by a not-for-profit or public entity. The PACE program features a comprehensive



medical and social service delivery system using an interdisciplinary team approach in an adult day
health center that is supplemented by in-home and referral services in accordance with participants'
needs.

Parent and Caretaker Relative is a MAGI Medical Assistance group that provides Medical Assistance to
adults who are parents or Caretaker Relatives of dependent children.

Patient is an individual who is receiving needed professional services that are directed by a licensed
practitioner of the healing arts toward maintenance, improvement, or protection of health, or lessening of
illness, disability, or pain.

PEAK — the Colorado Program Eligibility and Application Kit is a web-based portal used to apply for public
assistance benefits in the State of Colorado, including Medical Assistance.

PNA - Personal Needs Allowance means moneys received by any person admitted to a nursing care
facility or Long-Term Care Institution which are received by said person to purchase necessary clothing,
incidentals, or other personal needs items which are not reimbursed by a Federal or state program.

Pregnant Women is a MAGI Medical Assistance group that provides Medical Assistance coverage to
pregnant women whose MAGI-based income calculation is less than 185% FPL, including women who
are 60 days post-partum.

Premium means the monthly amount an individual pays to participate in a Medicaid Buy-In Program.

Provider is any person, public or private institution, agency, or business concern enrolled under the state
Medical Assistance program to provide medical care, services, or goods and holding a current valid
license or certificate to provide such services or to dispense such goods.

Psychiatric Facility is a facility that is licensed as a residential care facility or hospital and that provides
inpatient psychiatric services for individuals under the direction of a licensed physician.

Public Institution means an institution that is the responsibility of a governmental unit or over which a
governmental unit exercises administrative control.

Questionable is defined as inconsistent or contradictory tangible information, statements, documents, or
file records.

Reasonable Compatibility refers to an allowable difference or discrepancy between the income an
applicant self attests and the amount of income reported by an electronic data source. For a more
complete description of how reasonable compatibility is used to determine an applicant’s financial
eligibility for Medical Assistance, please refer to the MAGI Income section at 8.100.4.C

Reasonable Explanation refers to the opportunity afforded an applicant to explain a discrepancy between
self-attested income and income as reported by an electronic data source, when the difference is above
the threshold percentage for reasonable compatibility.

Recipient is any person who has been determined eligible to receive benefits.

Resident is any individual who is living within the state and considers the state as their place of residence.
Residents include any unemancipated child whose parent or other person exercising custody lives within
the state.

RRB - Railroad Retirement Benefits is a benefit program under Federal law 45 U.S.C. § 231 et seq that
became effective in 1935. It provides retirement benefits to retired railroad workers and families from a
special fund, which is separate from the Social Security fund.



Secondary School is a school or educational program that provides instruction or training towards a high
school diploma or an equivalent degree such as a High School Equivalency Diploma (HSED).

SGA — Substantial Gainful Activity is defined by the Social Security Administration. SGA is the term used
to describe a level of work activity and earnings. Work is “substantial” if it involves performance of
significant physical or mental activities or a combination of both, which are productive in nature. For work
activity to be substantial, it does not need to be performed on a full-time basis. Work activity performed on
a part-time basis may also be substantial gainful activity. “Gainful” work activity is work performed for pay
or profit; or work of a nature generally performed for pay or profit; or work intended for profit, whether or
not a profit is realized.

Single Entry Point Agency means the organization selected to provide case management functions for
persons in need of Long-Term Care services within a Single Entry Point District.

Single Streamlined Application or “SSAp” is the general application for health assistance benefits through
which applicants will be screened for Medical Assistance programs including Medicaid, CHP+, or
premium and cost-sharing assistance for purchasing private health insurance through a state insurance
marketplace.

SISC- Supplemental Income Status Codes are system codes used to distinguish the different types of
state supplementary benefits (such as OAP) a recipient may receive. Supplemental Income Status Codes
determine the FFP for benefits paid on behalf of groups covered under the Medical Assistance program.

SSA - Social Security Administration is an agency of the United States federal government that
administers Social Security, a social insurance program consisting of retirement, disability, and survivors'
benefits.

SSI - Supplemental Security Income is a Federal income supplement program funded by general tax
revenues (not Social Security taxes) that provides income to aged, blind or disabled individuals with little
or no income and resources.

SSI Eligible means an individual who is eligible to receive Supplemental Security Income under Title XVI
of the Social Security Act, and may or may not be receiving the monetary payment.

TANF - Temporary Assistance to Needy Families is the Federal assistance program which provides
supportive services and federal benefits to families with little or no income or resources. It is the Block
Grant that was established under the Personal Responsibility and Work Opportunity Reconciliation Act in
Title IV of the Social Security Act.

Tax Dependent is anyone expected to be claimed as a dependent by a Tax-Filer.

Tax-Filer is an individual, head of household or married couple who is required to and who files a
personal income tax return.

Third Party is an individual, institution, corporation, or public or private agency which is or may be liable to
pay all or any part of the medical cost of an injury, a disease, or the disability of an applicant for or
recipient of Medical Assistance.

Title XIX is the portion of the federal Social Security Act which authorizes a joint federal/state Medicaid
program. Title XIX contains federal regulations governing the Medicaid program.

TMA - Transitional Medical Assistance is a Medical Assistance category for families that lost Medical
Assistance coverage due to increased earned income or loss of earned income disregards.



ULTC 100.2 is an assessment tool used to determine level of functional limitation and eligibility for Long-
Term Care services in Colorado.

Unearned Income is the gross amount received in cash or kind that is not earned from employment or
self-employment.

VA - Veterans Affairs is The Department of Veterans Affairs which provides patient care and Federal
benefits to veterans and their dependents.

8.100.2 Legal Basis

Constitution of Colorado, Article XXIV, Old Age Pensions, section 7, established a health and medical
care fund for persons who qualify to receive old age pensions.

Colorado Revised Statutes, Title 25.5, Article 4, Colorado Medical Assistance Act, section 102, provides
for a program of Medical Assistance for individuals and families, whose income and resources are
insufficient to meet the costs of necessary medical care and services, to be administered in cooperation
with the federal government.

The Social Security Act, Title XIX, Grants to States for Medical Assistance Programs, and the consequent
Federal regulations, Title 42, CFR (Code of Federal Regulations), Chapter IV, Subchapter C, set forth the
conditions for states to obtain Federal Financial Participation in Medical Assistance expenditures.

Under the Colorado Medical Assistance Program, the Medicaid program provides coverage of certain
groups specified in Title XIX of the Social Security Act. The OAP State Only Medical Assistance Program
provides coverage to certain old age pension clients entitled to health and medical care under the
Colorado Constitution.

The Department of Health Care Policy and Financing is the single State agency designated to administer
the Colorado Medical Assistance Program under Title XIX of the Social Security Act and Colorado
statutes. The Office of Medical Assistance of the Department is delegated the duties and responsibilities
for administration of the Colorado Medical Assistance Program.

8.100.3. Medical Assistance General Eligibility Requirements
8.100.3.A. Application Requirements

1. The eligibility site shall advise individuals concerning the benefits of the Medical Assistance
Program and determine or redetermine eligibility for Medical Assistance in accordance with rules
and regulations of the Department. A person who is applying for the Medical Assistance Program
or a client who is determined ineligible for the Medical Assistance Program in one category shall
be evaluated under all other categories of eligibility. There is no time limit for Medical Assistance
coverage as long as the client remains categorically eligible.

2. If the applicant applied for Medical Assistance on the Single Streamlined Application and was
found ineligible, this application shall be reviewed for all other Medical Assistance eligibility
programs, the Child Health Plan Plus (CHP+) program and premium and cost-sharing assistance
for purchasing private health insurance through the state insurance marketplace.

a. The application data and verifications shall be automatically transferred to the state
insurance marketplace through a system interface when applicants are found ineligible
for Medical Assistance eligibility programs. If an individual is pending for a Non-MAGI
Medical Assistance eligibility program but has been found financially ineligible for MAGI



10.

Medical Assistance eligibility programs, the application data and verifications shall be
transferred to the state insurance marketplace.

Persons applying for assistance need complete only one application form to apply for both
Medical Assistance and Financial Assistance under the Federal or State Financial Assistance
Programs administered in the county. The application will be the Application for Public
Assistance.

If an applicant is found to be ineligible for a particular program, the Application for Public
Assistance shall be reviewed and processed for other financial programs the household has
requested on the Application for Public Assistance and all other Medical Assistance Programs.
Referrals to other community agencies and organizations shall be made for the applicant
whenever available or requested.

The applicant must sign the application form, give declaration in lieu of a signature by telephone,
or may opt to use an electronic signature in order to receive Medical Assistance.

A family member, adult in the applicant’s Medical Assistance Required Household or authorized
representative may submit an application and request assistance on behalf of an applicant.

If the applicant is not able to participate in the completion of the application forms because they
are a minor (as defined in C.R.S. § 13-22-101) or due to physical or mental incapacity, the
spouse, other relative, friend, or representative acting responsibly on behalf of the applicant may
complete the forms. When no such person is available to assist in these situations, the eligibility
site shall assist the applicant in the completion of the necessary forms. This type of situation
should be identified clearly in the case record.

For the purpose of Medical Assistance, when an applicant is incompetent or incapacitated and
unable to sign an application, or in case of death of the applicant, the application shall be signed,
under penalty of perjury, by someone acting responsibly on behalf of the applicant either:

a. A parent, or other specified relative, or legally appointed guardian or conservator, or

b. For a person in a medical institution for whom none of the above in 8.a. are available, an
authorized official of the institution may sign the application.

Application interviews or requested visits to the eligibility site for Medical Assistance shall not be
required. All correspondence may occur by mail, email or telephone.

During normal business hours, eligibility sites shall not restrict the hours in which applicants may
file an application. The eligibility site must afford any individual wishing to do so the opportunity to
apply for Medical Assistance without delay.

11.The applicant has the right to withdraw his or her application at any time.

8.100.3.B. Residency Requirements

1.

Individuals shall make application in the county in which they live-. Individuals who reside in a
county but who do not reside in a permanent dwelling nor have a fixed mailing address shall be
considered eligible for the Medical Assistance Program, provided all other eligibility requirements
are met. In no instance shall there be a durational residency requirement imposed upon the
applicant, nor shall there be a requirement for the applicant to reside in a permanent dwelling or
have a fixed mailing address. If an individual without a permanent dwelling or fixed mailing
address is hospitalized, the county where the hospital is located shall be responsible for
processing the application to completion. If the individual moves prior to completion of the



eligibility determination the origination eligibility site completes the determination and transfers the
case as applicable.

a. For applicants in Long Term Care institutions - The county of domicile for all Long Term
Care clients is the county in which they are physically located and receiving services.

2. A resident of Colorado is defined as a person that is living within the state of Colorado and
considers Colorado to be their place of residence at the time of application. For institutionalized
individuals who are incapable of indicating intent as to their state of residence, the state of
residence shall be where the institution is located unless that state determines that the individual
is a resident of another state, by applying the following criteria:

a. for any institutionalized individual who is under age 21 or who is age 21 or older and
incapable of indicating intent before age 21, the state of residence is that of the
individual's parent(s) or legally appointed guardian at the time of placement;

b. for any institutionalized individual who became incapable of indicating intent at or after
age 21, (1) the state of residence is the state in which the person was living when he or
she became incapable of indicating intent, or (2) if this cannot be determined, the state of
residence is the state in which the person was living when he or she was first determined
to be incapable of indicating intent;

C. upon placement in another state, the new state is the state of residence unless the
current state of residence is involved in the placement. If a current state arranged for an
individual to be placed in an institution located in another state, the current state shall be
the individual's state of residence, irrespective of the individual's indicated intent or ability
to indicate intent;

d. in the case of conflicting opinions between states, the state of residence is the state
where the individual is physically located.

3. For purposes of this section on establishing an individual's state of residence, an individual is
considered incapable of indicating intent if:

a. the person has an 1.Q. of 49 or less or has a mental age of 7 or less, based on
standardized tests as specified in the persons in medical facilities section of this volume;

b. the person is judged legally incompetent; or

C. medical documentation, or other documentation acceptable to the eligibility site, supports
a finding that the person is incapable of indicating intent.

4. Residence shall be retained until abandoned. A person temporarily absent from the state, inside
or outside the United States, retains Colorado residence. Temporarily absent means that at the
time he/she leaves, the person intends to return.

5. A non-resident shall mean a person who considers his/her place of residence to be other than
Colorado. Any person who enters the state to receive Medical Assistance or for any other reason
is a non-resident, so long as they consider their permanent place of residence to be outside of the
state of Colorado.

8.100.3.C. Transferring Requirements

1. When a family or individual moves from one county to another within Colorado, the client shall
report the change of address to the eligibility site responsible for the current active Medical



Assistance Program case(s). If a household applies in the county in which they live and then
moves out of that county during the application determination process, the originating eligibility
site shall complete the processing of that application before transferring the case. The originating
eligibility site shall electronically transfer the case to the new county of residence in CBMS.

The originating eligibility site must notify the receiving eligibility site of the client's transfer of
Medical Assistance. The originating eligibility site may notify the receiving eligibility site by
telephone that a client has moved to the receiving county. If the family or individual wishes to
apply for other types of assistance, they shall submit a new application to the receiving eligibility
site.

If the household is transferring the current Medical Assistance case, the receiving eligibility site
cannot mandate a new application, verification, or an office visit to authorize the transfer. The
receiving eligibility site can request copies of specific case documents to be forwarded from the
originating eligibility site to verify the data contained in CBMS.

If the originating eligibility site closes a case for the discontinuation reason of “unable to locate,”
the applicant shall reapply at the receiving eligibility site for the Medical Assistance Program.

If a case is closed for any other discontinuation reason than “unable to locate” and the client
provides appropriate information to overturn the discontinuation with the originating eligibility site,
then, upon transfer, the receiving eligibility site shall reopen the case with case comments in
CBMS. These actions shall be performed according to timeframes defined by the Department.

When a recipient moves from his/her home to a nursing facility in another county or when a
recipient moves from one nursing facility to another in a different county:

a. the initiating eligibility site will transfer the case electronically in the eligibility system to
the eligibility site in which the nursing facility is located when the individual is determined
eligible; and

b. The following items shall be furnished by the initiating eligibility site to the new eligibility
site in hard copy format:

i) 5615 that was sent to the nursing facility indicating the case transfer; and

i) Identification and citizenship documents; and

iii) The ULTC 100.2.
When transferring a case, the initiating eligibility site will send an AP-5615 form to the nursing
facility administrator of the new nursing facility showing the date of case closure and the current
patient payment at the time of transfer. Should the Medical Assistance Program reimbursement

be interrupted, the receiving eligibility site will have the responsibility to process the application
and back date the Medical Assistance eligibility date to cover the period of ineligibility.

8.100.3.D. Processing Requirements

1.

The eligibility site shall process a Single Streamlined Application for Medical Assistance Program
benefits within the following deadlines:

a. 90 days for persons who apply for the Medical Assistance Program and a disability
determination is required.

b. 45 days for all other Medical Assistance Program applicants.



C. The above deadlines cover the period from the date of receipt of a complete application
to the date the eligibility site mails a notice of its decision to the applicant.

d. In unusual circumstances, documented in the case record and in CBMS case comments,
the eligibility site may delay its decision on the application beyond the applicable deadline
at its discretion. Examples of such unusual circumstances are a delay or failure by the
applicant or an examining physician to take a_required action such as submitting
required documentation, or an administrative or other emergency beyond the agency's
control.

e. Due to the Coronavirus COVID-19 Public Health Emergency, required through the
Federal CARES Act for the Maintenance of Effort (MOE), the Department will continue
eligibility for all Medical Assistance categories, regardless of changes made for a
redetermination or additional documentation for current Medicaid enrollees. The
Department will- allow these individuals to continue eligibility through the period of the
COVID-19 pandemic federal emergency declaration. Once the federal emergency
declaration has concluded, the Department will process eligibility redeterminations and
/or changes for all members whose eligibility was maintained during the emergency
declaration.

Upon request, applicants will be given an extension of time within the application processing
timeframe to submit requested verification. Applicants may request an extension of time beyond
the application processing timeframe to obtain necessary verification. The extension may be
granted at the eligibility site's discretion. The amount of time given should be determined on a
case-by-case basis and should be based on the amount of time the individual needs to obtain the
required documentation.

The eligibility site shall not use the above timeframes as a waiting period before determining
eligibility or as a reason for denying eligibility.

For clients who apply for the Medical Assistance Program and a disability determination is
required, the eligibility site shall send a notice informing the applicant of the reason for a delay
beyond the applicable deadline, and of the applicant's right to appeal if dissatisfied with the delay.
The eligibility site shall send this notice no later than 91 days following the application for the
Medical Assistance Program.

For information regarding continuation of benefits during the pendency of an appeal to the Social
Security Administration (SSA) based upon termination of disability benefits see section 8.057.5.C.

Effective July 1, 1997, as a condition of eligibility for the Medical Assistance Program, any legal
immigrant who is applying for or receiving Medical Assistance shall agree in writing that, during
the time period the client is receiving Medical Assistance, he or she will not sign an affidavit of
support for the purpose of sponsoring an alien who is seeking permission from the United States
Immigration and Citizenship Services to enter or remain in the United States. A legal immigrant's
eligibility for Medical Assistance shall not be affected by the fact that he or she has signed an
affidavit of support for an alien before July 1, 1997.

Eligibility sites at which an individual is able to apply for Medical Assistance benefits shall also
provide the applicant the opportunity to register to vote.

a. The eligibility site shall provide to the applicant the prescribed voter registration
application.

b. The eligibility site shall not:



i) Seek to influence the applicant's political preference or party registration;
i) Display any political preference or party allegiance;

iii) Make any statement to the applicant or take any action, the purpose or effect of
which is to discourage the applicant from registering to vote; and

iv) Make any statement to an applicant which is to lead the applicant to believe that
a decision to register or not to register has any bearing on the availability of
services or benefits.

c. The eligibility site shall ensure the confidentiality of individuals registering and declining to
register to vote.

d. Records concerning registration and declination to register to vote shall be maintained for
two years by the eligibility site. These records shall not be part of the public assistance
case record.

e. A completed voter registration application shall be transmitted to the county clerk and
recorder for the county in which the eligibility site is located not later than ten (10) days
after the date of acceptance; except that if a registration application is accepted within
five (5) days before the last day for registration to vote in an election, the application shall
be transmitted to the county clerk and recorder for the county not later than five (5) days
after the date of acceptance.

Individuals who transfer from one Colorado county to another shall be provided the same
opportunity to register to vote in the new county of residence. The new county of residence shall
follow the above procedure. The new county of residence shall notify its county clerk and recorder
of the client's change in address within five (5) days of receiving the information from the client.

8.100.3.E. Retroactive Medical Assistance Coverage

1.

An applicant for Medical Assistance shall be provided such assistance any time during the three
months preceding the date of application, or as of the date the person became eligible for Medical
Assistance, whichever is later. That person shall have received medical services at any time
during that period and met all applicable eligibility requirements.

An explanation of the conditions for retroactive Medical Assistance shall be given to all
applicants. Those applicants who within the three months period prior to the date of application or
as of the date the person became eligible for Medical Assistance, whichever is later, have
received medical services which would be a benefit under the Colorado State Plan, can request
retroactive coverage on the application form. The determination of eligibility for retroactive
Medical Assistance shall be made as part of the application process. An applicant does not have
to be eligible in the month of application to be eligible for retroactive Medical Assistance. The
applicant or client may verbally request retroactive coverage at any time following the completion
of an application. Verification required to determine Medical Assistance Program eligibility for the
retroactive period shall be secured by the eligibility site to determine retroactive eligibility. Proof of
the declared medical service shall not be required.

8.100.3.F. Groups Assisted Under the Program

1.

The Medical Assistance Program provides benefits to the following persons who meet the federal
definition of categorically needy at the time they apply for benefits:



Parents and Caretaker Relatives, Pregnant Women, Children, and Adults as defined
under the Modified Adjusted Gross Income (MAGI)Medical Assistance section 8.100.4.

Persons who meet legal immigrant requirements as outlined in this volume, who were or
would have been eligible for SSI but for their alien status, if such persons meet the
resource, income and disability requirements for SSI eligibility.

Persons who are receiving financial assistance; and who are eligible for a SISC Code of
A or B. See section 8.100.3.M for more information on SISC Codes.

Persons who are eligible for financial assistance under Old Age Pension (OAP) and SSI,
but are not receiving the money payment.

Persons who would be eligible for financial assistance from OAP or SSI, except for the
receipt of Social Security Cost of Living Adjustment (COLA) increases, or other
retirement, survivors, or disability benefit increases to their own or a spouse's income.
This group also includes persons who lost OAP or SSI due to the receipt of Social
Security Benefits and who would still be eligible for the Medical Assistance Program
except for the cost of living adjustments (COLA's) received. These populations are
referenced as Pickle and Disabled Widow(er)s.

Persons who are blind, disabled, or aged individuals residing in the medical institution or
Long Term Care Institution whose income does not exceed 300% of SSI.

Persons who are blind, disabled or aged receiving HCBS whose income does not exceed
300% of the SSI benefit level and who, except for the level of their income, would be
eligible for an SSI payment.

A disabled adult child who is at least 18 years of age and who was receiving SSI as a
disabled child prior to the age of 22, and for whom SSI was discontinued on or after May
1, 1987, due to having received of OASDI drawn from a parent(s) Social Security
Number, and who would continue to be eligible for SSI if the above OASDI and all
subsequent cost of living adjustments were disregarded. This population is referenced as
Disabled Adult Child (DAC).

Children age 18 and under who would otherwise require institutionalization in an Long
Term Care Institution, Nursing Facility (NF), or a hospital but for which it is appropriate to
provide care outside of an institution as described in 1902(e)(3) of the Act Public Law No.
97-248 (Section 134).

Persons receiving OAP-A, OAP-B, and OAP Refugees who do not meet SSI eligibility
criteria but do meet the state eligibility criteria for the OAP State Only Medical Assistance
Program. These persons qualify for a SISC Code C.

Persons who apply for and meet the criteria for one of the categorical Medical Assistance
programs, but do not meet the criteria of citizenship shall receive Medical Assistance
benefits for emergencies only.

Persons with a disability or limited disability who are at least 16 but less than 65 years of
age, with income less than or equal to 450% of FPL after income disregards, regardless
of resources, and who are employed.

Children with a disability who are age 18 and under, with household income less than or
equal to 300% of FPL after income disregards, regardless of resources.



Due to the Coronavirus COVID-19 Public Health Emergency, an applicant who is not

8.100.3.G.

eligible for Medical Assistance but has been impacted through exposure to or potential
infection of COVID-19 may be eligible to receive services for COVID-19 testing,
treatment, or care for complications related to COVID-19. To qualify for this limited
benefit, the aApplicant must_satisfy residency and immigration-or citizenship and not be
enrolled in other health insurance.-and-meet-the criteriaof citizenship

General and Citizenship Eligibility Requirements

1. To be eligible to receive Medical Assistance, an eligible person shall:

a.

b.

Be a resident of Colorado;

Meet the following requirements while being an inmate, in-patient or resident of a public
institution:

i). The following individuals, if eligible, may be enrolled for Medical Assistance
1. Patients in a public medical institution
2. Residents of a Long-Term Care Institution
3. Prior inmates who have been paroled

4. Resident of a publicly operated community residence which serves no
more than 16 residents

5. Individuals participating in community corrections programs or residents
in community corrections facilities (*halfway houses”) who have freedom
of movement and association which includes individuals who:

a) are not precluded from working outside the facility in employment
available to individuals who are not under justice system
supervision;

b) can use community resources (e.g., libraries, grocery stores,
recreation, and education) at will;

c) can seek health care treatment in the broader community to the
same or similar extent as other Medicaid enrollees in the state;
and/or

d) are residing at their home, such as house arrest, or another
location

ii). Inmates who are incarcerated in a correctional institution such as a city, county,
state or federal prison may be enrolled, if eligible, with benefits limited to an in-
patient stay of 24 hours or longer in a medical institution.

Not be a patient in an institution for tuberculosis or mental disease, unless the person is
under 21 years of age or has attained 65 years of age and is eligible for the Medical
Assistance Program and is receiving active treatment as an inpatient in a psychiatric
facility eligible for Medical Assistance reimbursement. See section 8.100.4.H for special
provisions extending Medical Assistance coverage for certain patients who attain age 21
while receiving such inpatient psychiatric services;



Meet all financial eligibility requirements of the Medical Assistance Program for which
application is being made;

Meet the definition of disability or blindness, when applicable. Those definitions appear in
this volume at 8.100.1 under Definitions;

Meet all other requirements of the Medical Assistance Program for which application is
being made; and

Fall into one of the following categories:

i)

i)

Be a citizen or national of the United States, the District of Columbia, Puerto
Rico, Guam, the Virgin Islands, the Northern Mariana Islands, American Samoa
or Swain’s Island; or

Be a lawfully admitted non-citizen who entered the United States prior to August
22,1996, or

Be a non-citizen who entered the United States on or after August 22, 1996 and
is applying for Medical Assistance benefits to begin no earlier than five years
after the non-citizen’s date of entry into the United States who falls into one of the
following categories:

1) lawfully admitted for permanent residence under the Immigration and
Nationality Act (hereafter referred to as the “INA”);

2) paroled into the United States for at least one year under 8 U.S.C. §
1182(d)(5); or

3) granted conditional entry under section 203(a)(7) of the INA, as in effect
prior to April 1, 1980; or

4) determined by the eligibility site, in accordance with guidelines issued by
the U.S. Attorney General, to be a spouse, child, parent of a child, or
child of a parent who, in circumstances specifically described in 8 U.S.C.
§1641(c), has been battered or subjected to extreme cruelty which
necessitates the provision of Medical Assistance (Medicaid); or

Be a non-citizen who arrived in the United States on any date, who falls into one
of the following categories:

1) lawfully residing in Colorado and is an honorably discharged military
veteran (also includes spouse, unremarried surviving spouse and
unmarried, dependent children), or

2) lawfully residing in Colorado and is on active duty (excluding training) in
the U.S. Armed Forces (also includes spouse, unremarried surviving
spouse and unmarried, dependent children), or

3) granted asylum under section 208 of the INA, or

4) refugee under section 207 of the INA, or



vi)

5) deportation withheld under section 243(h) (as in effect prior to
September 30, 1996) or section 241(b)(3) (as amended by P.L. 104-208)
of the INA, or

6) Cuban or Haitian entrant, as defined in section 501(e) of the Refugee
Education Assistance Act of 1980, or

7) an individual who (1) was born in Canada and possesses at least 50
percent American Indian blood, or is a member of an Indian tribe as
defined in 25 U.S.C. sec. 5304(e)(2016), or

8) admitted to the U.S. as an Amerasian immigrant pursuant to section 584
of the Foreign Operations, Export Financing, and Related Programs
Appropriations Act of 1988 (as amended by P.L. 100-461), or

9) lawfully admitted permanent resident who is a Hmong or Highland Lao
veteran of the Vietnam conflict, or

10) a victim of a severe form of trafficking in persons, as defined in section
103 of the Victims of Trafficking and Violence Protection Act of 2000,
Pub. L.106-386, as amended (22 U.S.C. § 7105(b) (2016)), or

11) An alien who arrived in the United States on or after December 26, 2007
who is an Iraqi special immigrant under section 101(a)(27) of the INA, or

12) An alien who arrived in the United States on or after December 26, 2007
who is an Afghan Special Immigrant under section 101(a)(27) of the INA.

The statutes listed at sections 8.100.3.G.1.g.iii.1-5 and at 8.100.3.G.1.g.iv.3-11
are incorporated herein by reference. No amendments or later editions are
incorporated. These regulations are available for public inspection at the
Colorado Department of Health Care Policy and Financing, 1570 Grant Street,
Denver, Colorado 80203-1714. Pursuant to C.R.S. 24-4-103(12.5)(b)(2016), the
agency shall provide certified copies of the material incorporated at cost upon
request or shall provide the requestor with information on how to obtain a
certified copy of the material incorporated by reference from the agency of the
United States, this state, another state, or the organization or association
originally issuing the code, standard, guideline or rule.

Be a lawfully admitted non-citizen who is a pregnant women or a child under the
