: ADM NI STRATI VE DI RECTI VE : TRANSM TTAL: 97 ADM 10
o mm e e e e e e e e e e e eee s +
DVISION. Ofice of
TO Conmi ssi oners of Medi cai d
Soci al Services Managenent

DATE: May 13, 1997

SUBJECT: Presunptive Medicaid Eligibility for Nursing
Facility, Hospice, or Honme Health Care Services

SUGGESTED :
DISTRIBUTION. | Medicaid Staff
I Public Assistance Staff
I Adult Protective Services Staff
I Fair Hearing Staff
| Legal Staff
i Long Term Care Staff
i Staff Devel opnent Coordi nators
I Accounting Staff
|
|
CONTACT I Elsie Kirk, 1-800-343-8859, ext. 3-5509
PERSON: I Hospice questions: Bobbi Jennison, ext. 3-4124
I LTHHCP/ CHHA questions: Marge Rokjer, ext. 3-3829
I In New York City: 212-383-2512
|
|
ATTACHVENTS: I Presunptive Eligibility Screening Checklist (Attachnent I,
: Avai l able On-1ine)
I Medi cal Docunentation Transmittal Form (Attachnent |1,
: Avai l able On-1ine)
I Average Regional Medicaid Nursing Facility Per Diem Rates
: and Upstate and New York City/Metro Alternate Level of
: Care Rates (Attachment 111, Available On-Iline)
I Presunptive Medicaid Eligibility: Upstate Systens and
: Noti ces Flowchart (Attachnment [V, Available On-Iline)
I Notice of Decision on Your Presunptive Medicaid Eligibility
: Application for Hone Health or Comunity Hospice Care
: Services (Attachnment V, Available On-1ine)
I Notice of Decision on Your Presunptive Medicaid Eligibility
: Application for Coverage of Nursing Facility or In-Patient
: Hospice Care (Attachnent VI, Available On-Iline)
FI LI NG REFERENCES
Pr evi ous ! Rel eases I Dept. Regs. | Soc. Serv. | Manual M sc. Ref
ADMs/ I NFs | Cancelled | lLaw & Ot her | Ref :
: : I Legal Ref. | :
| 88 ADM 14 360-3.7 I SSL 364-i : :
: lPart 531 I SSL 368-a : :

DSS- 296EL ( REV. 9/ 89)



Date May 13, 1997
Trans. No. 97 ADM 10 Page No. 2
l. PURPOSE

This Administrative Directive (ADM inforns social services districts of
required action as a result of the enactnent of Chapter 693 of the Laws of
1996, which expands presunptive Medicaid eligibility to certain hospitalized
persons who are awaiting discharge and wll require nursing facility or
hospi ce care.

BACKGROUND

Previ ously, Social Services Law (SSL) Section 364-i provided for a period of
presunptive eligibility for persons in hospitals who are not currently in
recei pt of Medicaid, and who could receive necessary hone health care
services if Medicaid was available to help offset the cost of such care.
The period of presunptive eligibility begins on the date of discharge from
the hospital and continues for up to sixty days or until the standard
eligibility determ nation is conpleted, whichever is earlier

SSL Section 364-i was anended to provide presunptive eligibility to persons
in hospitals who are not currently eligible for Medicaid, and who could
recei ve necessary hospice or nursing facility care and services if Medicaid
was available to help offset the cost of such care.

Depart ment Regul ation 18 NYCRR 360-3.7 will be anended to expand presunptive
Medicaid eligibility to include coverage of hospice and nursing facility
care and services.

The instructions in this ADMreplace the instructions set forth in 88 ADM 14

"Presunptive Medicaid Eligibility for Certain Hospitalized Persons," which
is cancelled with the release of this ADM

PROGRAM | MPLI CATI ONS

A, PRESUMPTI VE MEDI CAID ELI G BILITY

1. Eigibility Conditions

An individual will be determned to be presunptively eligible for
Medicaid if the following conditions exist:

a. The applicant is receiving care in an acute care hospital at the
tinme of application.
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b. A physician certifies that the applicant no |onger requires
acute hospital care, but requires the type of medical care
provided by a Certified Hone Health Agency (CHHA), Long Term
Hone Health Care Program (LTHHCP), nursing facility, or hospice.

c. The applicant or his or her representative states that there is
insufficient insurance coverage for this type of care and that
t he applicant would not otherwi se be able to pay for the type of
care required

d. It reasonably appears that 65 percent of the cost of care
provi ded by the CHHA, LTHHCP, nursing facility, or hospice would
be | ess than the cost of continued hospital care computed at the
Medi cai d rates.

e. The applicant reasonably appears to neet all the criteria,
financial and non-financial, for Medicaid. The Screening
Checklist (Attachnment 1) has been devel oped for social services
districts to use to elimnate those cases from the presunptive
eligibility process which require in depth reviews to detern ne
eligibility.

Presunptive Eligibility Period

The period of presunptive eligibility will begin on the date of
di scharge fromthe hospital and continue for sixty days or until the
standard eligibility determnation is conpleted, whi chever is
earlier.

B. 'COVERED SERVI CES

1

Excepti ons

During the period of presunptive Medicaid eligibility, all Mdicaid
covered services will be covered except:

a. hospital-based clinic services;
b. hospital energency room services;

Cc. acute hospital inpatient services (except when provided as part
of hospice care); and

d. bedhold for an individual determ ned presunptively eligible for
Medi cai d coverage of nursing facility services.

Coverage Under Standard Medicaid Eligibility

Acute inpatient hospital care is not covered by Medicaid during the
presunptive Medicaid eligibility period (except when provided as
part of hospice care). However, the social services district will
continue to process the application for st andard Medi cai d
eligibility.
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C. REI MBURSEMENT FOR SERVI CES TO PROVI DERS

Nur si ng hone care, hospice services and services provi ded by the CHHA or

the LTHHCP during a period of presunptive Medicaid eligibility wll be
rei mbur sed initially at 65 percent of the Medicaid rate after
maxi m zation of any third party health insurance coverage. Servi ces

billed by other Mdicaid providers (e.g., physicians providing direct
patient care not included in the nursing facility per diem hospi ce
services daily rate, CHHA or LTHHCP plan of care) for services provided
during the presunptive period will be reinbursed at the full Medicaid
rate. Medicaid wll not reinburse providers if the social services
di strict does not accept the individual as presunptively eligible for
Medi cai d.

1. Wien the Applicant is Subsequently Deternmined Eligible for Standard
Medi cai d

Wen the applicant is determined to be eligible for standard
Medi cai d, the nursing facility, hospice, CHHA or LTHHCP provi der

will be entitled to the remaining 35 percent of the paynent. The
provider nust subnmit an adjusted claim in order to receive the
remai ning 35 percent. In addition, any clains for excluded services

(e.g., hospital emergency roon) received by the applicant during the
presunptive eligibility period nay be submtted for paynent once
standard Medicaid eligibility has been established.

2. Wen the Applicant is Subsequently Determined Ineligible for
St andard Medi cai d

When the applicant is determined to be ineligible for standard
Medi cai d, the nursing facility, hospice, CHHA, or LTHHCP provider

will not be paid the remaining 35 percent for <care and services
provi ded during the presunptive eligibility period. Al so, Mdicaid
will not cover any care or services rendered after the effective

date of the notice of ineligibility for standard Medicaid, or after
sixty days of presunptive Medicaid eligibility, whi chever occurs
first. However, the provider nmay seek reinbursenent of the
remai ni ng 35 percent fromthe applicant. In addition, the socia
services district may seek recoupnent from the applicant for
Medi cai d expenditures during the presunptive eligibility period.

HOSPI TAL PROCEDURES

The hospital nust assist the client in conpleting the DSS- 2921
"Application for Public Assistance, Medical Assistance, Food Stanps,
Services." To enable the social services district to det ermi ne
presunptive Medicaid eligibility, the hospital should forward the
foll owi ng application package:

1. The conpl eted DSS-2921

2. The conpl eted Screeni ng Checklist (Attachnment 1);
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3. A statement conpleted by the attendi ng physician that the patient no
| onger requires care in an acute care hospital, but does require the
services available through a CHHA, LTHHCP, nursing facility, or
hospi ce; and
4., Atransmttal formsuch as Attachnent |1 which docunments the type of
care required in detail sufficient to enable the social services
district to determne cost effectiveness for CHHA services and
evaluate the appropriateness of care. In addition, the hospita
nmust provide the appropriate docunentation which fulfills the
current progranmatic requirenents for a Medicaid applicant to
recei ve services fromthe LTHHCP, CHHA, nursing facility, or hospice
provi der.
Since the period of presunptive Medicaid eligibility wll begin wupon
hospital discharge, early identification of potential candidates for
presunptive Medicaid eligibility is inportant. Good conmuni cation
between the hospital discharge planner, the social services district
agent certifying the individual's need for care, when appropriate, and
the social services district's eligibility staff is necessary to
m ni mze the nunber of cases found ineligible for standard Medi cai d.
I V. REQUI RED ACTI ON

Effective July 1, 1997, social services districts nust process applications

for

presunptive Medicaid eligibility in accordance wth the procedures

outlined in this ADM Social services districts are required to nmake
training available or to provide training to appropriate providers involved
in the presunptive eligibility process.

A

APPLI CATI ON

The DSS-2921, conpleted by the applicant or authorized representative,
nmust be subnmitted to the social services district, wth the physician's
statement that the patient no longer requires care in an acute care
hospital, but does require nursing facility, CHHA, LTHHCP, or hospice

servi ces. Included with the application package nust be the conpleted
Screening Checklist (Attachnent 1), the nedical docunentation fromthe
hospital of the type of care and, in the case of CHHA services, t he

amount of care required.

Upon receipt of the application for presunptive Medicaid eligibility,
the social services district nust review the application package,
including the Screening Checklist, to deternine if the applicant neets
the basic qualifying conditions to participate in the presunptive
Medicaid eligibility program

The social services district may ask questions to resolve conflicting

i nfornmation, particularly for items on the Screening Checkl i st.
However, docunentation cannot be required to determ ne presunptive
Medicaid eligibility. Attestation of facts is sufficient to determne

if an individual is presunptively eligible for assistance.
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The social services district or its agent nust agree that the CHHA or
LTHHCP servi ces reconmmended are appropriate. The social services
district agent providing the evaluation of medical need m ght be a CASA
or staff in the Medicaid or Long Term Care Unit. The social services
district 1is neither expected nor required to visit or converse with the
applicant or hospital staff at this tine to eval uate nmedi cal need. The
evaluation should be done from the witten material provided by the
hospital to explain the care required.

B. 'COST EFFECTI VENESS

The hospital must submit nmedical docunentation of the type of care
required. The hospital nmay use the suggested Medi cal Docunentation
Transmittal Form (Attachnent 1) to transmit this information to the
social services district. Docurent ati on of the type of care required
shoul d be sufficiently detailed to enable a social services district to
eval uate the appropriateness of LTHHCP or CHHA servi ces. In addition
docunent ati on needs to be sufficiently detailed to enable the socia
services district to determ ne cost effectivness of CHHA services.

1. Hone Care

If the applicant wll be receiving the services of a CHHA, the
soci al services district nmust nultiply the hourly or visit rate for
each honme health service by the nunber of hours or visits the
pati ent requires per nonth. This monthly anount is then divided by
30 days to determine the average daily cost. Sixty five percent of
the average daily cost is then conpared to the hospital's Medicaid
alternate level of care rate to deternine cost effectiveness. (The
CHHA service rates are usually available from the Long Term Care
Coordi nator in the social services district.)

No cost conparison is required for persons who will receive their
care through a LTHHCP, since in order to participate in the LTHHCP
the cost of care in that program nmust be |less than the cost of care
in a skilled nursing facility.

2. Nursing Facility and Hospi ce Services

If the applicant will be receiving nursing facility services, t he
social services district nust conpare 65 percent of the average
regional Medicaid nursing facility rate wth the appropriate
(Upstate or New York City/Metro Region) Medicaid alternate |evel of
care rate to determine cost effectiveness. Attachnent IIl lists the
average regional Medicaid nursing facility per diemrates (at 100
percent and 65 percent), and the appropriate Medicaid alternate
level of <care rate to determne cost effectiveness. These rates
wi || be updated annually by the Departnent.

To determi ne cost effectiveness of hospice services (whether
provided to an individual residing in the community or to an
institutionalized individual), the social services district mnust
conpare 65 percent of the average regional Medicaid nursing facility
rate with the appropriate alternate |evel of care rate.
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C. DETERM NATI ON OF PRESUMPTI VE ELI G BILITY
The deternination notice nmust be mailed within five working days of
receipt of the presunptive eligibility application package or by the
di scharge date if that date is later. The social services district mnust
then undertake a routine determnation of the applicant's standard
Medicaid eligibility. This includes scheduling an appointnent for an
interview with the applicant or the applicant's representative to
present docunentation to verify statenments in the application
If the applicant is determined not to be presunptively eligible, the
soci al services district nust send the "Notice of Decision on Your
Presunptive Medi cai d Eligibility Application for Hone Health or
Conmuni ty Hospice Care Services" (Attachment V) or "Notice of Decision
on Your Presunptive Medicaid Eligibility Application for Coverage of
Nursing Facility Services or |npatient Hospice Care" (Attachnent V1),
whi chever is appropriate, to the applicant (in care of the hospital if
there is no authorized representative) and to the hospital, denying the
application for presunptive Medicaid eligibility. Soci al services
di stricts must reproduce Attachments V and VI wthout nodification on
social services district |etterhead. The hospital should informthe
af fected provider of the denial of presunptive eligibility. Unl ess the
applicant withdraws the application, the social services district mnust
continue the process of determning the applicant's standard Medicaid
eligibility.
In all instances, third party health insurance, including Mdicare, nust
be maxi m zed prior to any Medicai d payment.

V. ADDI TI ONAL | NFORVATI ON

A, FAIR HEARI NG RI GHTS
Applicants who are denied presunptive eligibility benefits are not
entitled to a fair hearing to chall enge the denial. Applicants who are
determ ned to be presunptively eligible and are subsequently determ ned
to be ineligible for Medicaid will receive a standard notice of denial
advising themof their right to a fair hearing. Such applicants are not
entitled to aid continuing pending the issuance of a fair hearing
deci si on.

B. REI MBURSEMENT FOR SERVI CES

Once a standard eligibility deternination is made, and the applicant is
found eligible for Medicaid, the nursing facility, hospice, CHHA, or
LTHHCP provi der must submit an adjusted claimin order to receive the
remaining 35 percent of the Medicaid rate(s). If the applicant is
determ ned ineligible for Medicaid, the provider will not be paid the
remaining 35 percent of the Medicaid rate(s) for services provided.
However, the provider my seek paynent of this anmount from the
applicant. In addition, any nedical bills paid on behalf of the
applicant during the presunptive eligibility period will be subject to
recoupnent fromthe applicant by the social services district.
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C.  FI SCAL | MPLI CATI ONS AND PROCEDURES

As noted in earlier sections of this ADM rei nbursement nade to the
nursing facility, hospice, CHHA or LTHHCP provider during the period of
presunptive eligibility will be at 65 percent of the anpbunt billed and
will be funded totally with State funds. Oher covered nedi cal services
will be reinbursed at the full Medicaid rate wth 100 percent State
funds al so.

If standard Medicaid eligibility is denied, the provider will not be

paid the remaining 35 percent. Further, the 65 percent paid wll be
adjusted to the 81.24 percent State share, and 18.76 percent |oca
share. The adjustnent for the other covered nedical expenses wll be

conputed at 50 percent State and 50 percent | ocal

If the applicant is deternmined to be eligible for standard Medi caid, the
provider will be permitted to bill MMS for the renmmining 35 percent
portion. Funding for both the 65 percent paid and the renaining 35
percent will be reconputed and conputed, respectively, at 50 percent
federal, 40.62 percent State, and 9.38 percent |ocal shares. For those
paynments made for other covered expenses, the funding will be reconputed
to 50 percent federal, 25 percent State, and 25 percent |ocal shares.

No action is required by the social services district to effect the
adjustrent to the funding.

AUDI T REQUI REMENTS

Cases deternmined to be presunptively eligible under these provisions
will be subject to audit by the Departnent of Health. Thus, carefu
review of the wunverified application information is required. SSL
Section 364-i provides that if nore than 15 percent of the cases
determ ned presunptively eligible by a social services district are
subsequently determned not to be eligible, the cost of their care shal
be borne equally by the State and social services district rather than
the 18.76 percent local and 81.24 percent State share.

REPCRTI NG REQUI REMENTS

SSL Section 364-i requires a report to the CGover nor and t he
Legi sl ature. The report nmust evaluate the programand include the
programi s effects on access, quality and cost of care, and any

recomendati ons to i nprove the program Soci al services districts nust
submit a report to the Departnent on the inpact of this programin their
districts on their operating procedures, including any indirect costs.
Wil e social services districts may submt this report in the format of
choi ce, the Departnent would like the followi ng areas to be addressed:
i mpact on district operations, costs, and access and quality of care
rendered to participants, and any recomendations to inprove the
program The report nust be sent by January 3, 2000, to:
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V.

Bureau of Medicaid Eligibility
O fice of Medicaid Managenent
State Departnent of Health
P.O Box 118, 1 Comerce Pl aza
Al bany, New York 12260

SYSTEMS AND NOTI CES PROCEDURES

The DSS-2921 nust be registered for all applicants for presunptive
eligibility.

Systens support will be avail abl e statewi de on June 1, 1997.

A, UPSTATE

1

Applicant is Presunptively Medicaid Eligible

For those individuals determined to be presunptively Medicaid
eligible, authorize an MA Case (Case Type 20) for 60 days begi nning
with the exact day presunptive eligibility begins. On Screen 3
enter Individual Categorical Code 35 (Presunptive Eligibility - Long
Term Care), and State/ Federal Charge Code 50 (Presunptive
Eligibility - State Charge).

On Screen 5 the MA Coverage Dates extend for 60 days mrroring the
Aut hori zati on peri od. The MA Coverage Code nmust be 08 (Presunptive
Eligibility Long Term Care). The Principal Provider Code must equa
bl ank, 00 (No Principal Provider), or 14 (Personal Care Service).

And the card code cannot equal R (Roster). There is no need to
produce a roster for billing during the period of presunptive
eligibility.

In the Principal Provider Subsystem t he appropriate Principa
Provi der Code nust be 01 (Private-Skilled Nursing), 02 (Private-
Internediate Care), 03 (Public-Skilled Nursing), or 04 (Public-

Internediate Care) to allow paynment to the facility. The
appropriate provider identification nunber, NAM anmount and Provider
Excepti on Code nust be entered. Foll ow standard procedures for

Medi care nmxi m zati on.

The social services district nust send the "Notice of Decision on
Your Presunptive Medicaid Eligibility Application for Hone Health or
Conmunity Hospice Care Services" (Attachment V) or "Notice of
Decision on Your Presunptive Medicaid Eligibility Application for
Coverage of Nursing Facility Services or Inpatient Hospice Care"
(Attachnment VI), whi chever is appropriate. The social services
district nust send the notice of the client's eligibility to the
applicant (in care of the hospital iif there is no authorized
representative), the hospital, and the proposed provider. In
addi ti on, the social services district nust advise the provider of
the client's liability toward cost of care, if applicable.
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The presunptive eligibility period continues until either a standard
Medicaid eligibility determination is made or 60 days fromthe date
of discharge fromthe hospital, whichever occurs first. | ssue a
tenmporary Medicaid card wupon notification that the reci pi ent
residing in the community needs anbulatory services before the
Conmon Benefit ldentification Card (CBIC) can be issued.

a. Recipient Subsequently Deternined Eligible for Standard Medi caid

If the individual is determined eligible for standard Medicaid,
an undercare transaction should be nade. The State/Federa
Charge Code should be renoved and the |Individual Categorica
Code nmust be changed to reflect the individual's category of
eligibility. The MA Coverage Code and correspondi ng MA Cover age
Dat es nust be changed retroactively to the beginning of the
standard Medicaid eligibility period, as appropriate. For
nursi ng hone cases, change the Principal Provider Code and the
Card Code on Screen 5 to the appropriate codes. | ssue a nanual
DSS- 3622 "Notice of Decision on Your Medi cal Assi st ance
Application," DSS-3973 "Notice of Decision on Your Medicaid
Application (Excess Incone)," or DSS-4022 "Notice of Intent to
Establish a Liability Toward Chronic Care," as appropriate.

b. Recipient Subsequently Determined NOT Eligible for Standard
Medi cai d

| f t he individual is determined ineligible for standard
Medi cai d, the case should be closed on WV usi ng Reason Code Y91
(MA Ineligible After Period of LTC Presunptive Eligibility) with
a Notice Indicator of N (No CNS Notice). The Aut horization TO
Date should be the day the case is closed and no change shoul d
be made to the MA Coverage TO Date. Send a nanual denial DSS-
3622 “"Not i ce of Deci si on on Your Medi cal Assi stance
Application," or DSS-3973 "Notice of Decision on Your Medicaid
Application (Excess Incone)," as appropriate. The t en-day
notice requirenment is not applicable.

Applicant is NOT Presunptively Medicaid Eligible

If the applicant is not presunptively Medicaid eligible, and
standard Medicaid eligibility has not vyet been determ ned, send
Attachment V or VI, whichever is appropriate, but do not enter the
presunptive eligibility denial on W&

If the applicant is not presunptively Medicaid eligible, ANC is not

eligible for standard Medicaid, process the application as a
standard Medicaid denial on W5, with the appropriate CNS Denial
Reason Code. |In addition, you nust send the "Notice of Decision on

Your Presunptive Medicaid Eligibility Application for Hone Health or
Conmunity Hospice Care Services" (Attachment V) or "Notice of
Decision on Your Presunptive Medicaid Eligibility Application for
Coverage of Nursing Facility Services or Inpatient Hospice Care"
(Attachnent VI), whichever is appropriate, to the applicant (in care
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of the hospital if there is no authorized representative) and the
hospi t al

If the applicant is eligible for standard Medicai d, open the case on
WVS, and issue a nanual DSS-3622 "Notice of Decision on Your Medica
Assi stance Application,"” DSS-3973 "Notice of Decision on Your
Medi cai d Application (Excess Incone)," or DSS-4022 "Notice of Intent
to Establish a Liability Toward Chronic Care," as appropriate, to
the applicant (in care of the hospital if there is no authorized
representative), the hospital, and the provider

Presunptive Eligibility Notices/Systens Fl owchart

Attachnent 1V is a reference tool which details in flowhart form
the notices to use and W/ systens requirenents.

NEW YORK CI TY

Applicant is Presunptively Medicaid Eligible

For individuals deternmined to be presunptively eligible for
Medi cai d, authorize an MA Case (Case Type 20). A Medi caid case can
be aut horized for a maxi mum of three nonths beginning with the first
day of the nonth presunptive eligibility begins. Utilize Opening
Code 086.

For proper identification of and claimng for these individuals,
Categorical Code 35 (Presunptive Eligibility - Long Term Care) and
State Charge/ Federal Charge Code 50 (Presunptive Eligibility - State
Charge) nust be entered. SSI budgeting (MABEL BT 04 or 07) will be

utilized for these recipients. The case nust consist of no nore
than one active line. Enpl oynent code 27, 32, 70 or 74 must be
entered.

The MA Coverage Code nust be 08 (Presunptive Eligibility Long Term
Care). Enter the specific dates of coverage in MA Coverage Code 08
The first day of coverage will be the exact day the individual is
di scharged fromthe hospital. The coverage end day nmay be a nmaxi num
of 60 days fromthe Coverage From Date. The coverage end day may be
any valid cal endar day.

When appropri ate, i nput t he applicable Principal Provider
i nfornmation. The Principal Provider Code nust be 01 (Private-
Skilled Nursing), 02 (Private-Internediate Care), 03 (Public-Skilled
Nursing), or 04 (Public-Internmediate Care) to allow payment to the
provi der. The appropriate provider identification nunber, NAM
amount and Provi der Exception Code nust be entered. Follow standard
procedures for Medicare nmaxi m zation

The presunptive eligibility period continues until either a standard
Medicaid eligibility deternmination is made or 60 days fromthe date
of discharge fromthe hospital, whichever occurs first. | ssue a
tenporary Medicaid card wupon notification that the reci pi ent
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residing in the conmunity needs anbul atory services before the CBIC
card can be issued.

The social services district nmust send the "Notice of Decision on
Your Presunptive Medicaid Eligibility Application for Hone Health or
Conmunity Hospice Care Services" (Attachnent V) or "Notice of
Decision on Your Presunptive Medicaid Eligibility Application for
Coverage of Nursing Facility Services or Inpatient Hospice Care"
(Attachnment VI), whi chever is appropriate. The social services
district nust send the notice of the <client's eligibility to the
applicant (in care of the hospital iif there is no authorized
representative), the hospital, and the proposed provider. In
addi ti on, the social services district nust advise the provider of
the client's liability toward cost of care, if applicable.

a. Recipient Subsequently Deternined Eligible for Standard Medi cai d

If the individual is ultimately deternined eligible for standard
Medi cai d, the appropriate Categorical Code, MA Coverage Code and
Coverage Period should be entered in the undercare transaction
The Statel/ Federal Charge Code will change to 88 on the date of
t he transacti on.

| ssue the following applicable notices to the client or
aut hori zed representative, and the provider: MAP 2087K "Notice
of Accept ance of Your Medi cal Assi st ance Application
(I'nstitutional Car e/ Nur si ng Hones) ;" MAP  2060C  "Budget
Expl anation - Institutional Services;" or MAP 2087 "Notice of
Deci sion on Your Medical Assistance Application."

b. Recipient Subsequently Determined NOT Eligible for Standard
Medi cai d

If the individual is ultimtely deternmined to be ineligible for
Medi cai d, the case should be closed with Reason Code 198.

The particular presunptive programthe individual applied for
should be specified in the notice |anguage, i.e., hone health
care, hospice care, or nursing facility care. | ssue the MAP
2087A "Notice of Denial of Your Mdical Assistance Application”
to the client or authorized representative, and the provider

Applicant is Not Presunptively Medicaid Eligible

Individuals who are determined to be inappropriate candidates for
presunptive Medicaid eligibility shoul d be denied. Deni al Code 299
i s appropriate.

| ssue t he "Notice of Decision on Your Presunptive Medicaid
Eligibility Application for Home Health or Comunity Hospice Care
Services" (Attachnment V) or "Notice of Decision on Your Presunptive
Medicaid Eligibility Application for Coverage of Nursing Facility
Services or Inpatient Hospice Care" (Attachment VI), whichever is
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appropriate, to the applicant (in care of the hospital if there is
no aut horized representative) and the hospital.

Not e If sixty days elapse wthout the occurrence of an wundercare
transaction, the systemw |l change the State/Federal Charge Code to
88 on the sixtieth day.
VI1. EFFECTI VE DATE

The provisions of this ADM are effective July 1, 1997.

Ann O enmency Kohler, Director
O fice of Medicaid Managenent



ATTACHMENT |
SCREENI NG CHECKLI ST

MEDI CAl D PRESUMPTI VE ELI @ BI LI TY APPLI CATI ON FOR
NURSI NG FACI LI TY, HOSPI CE, OR HOVE CARE SERVI CES

o m o m e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e ee e e +
I DATE ' NAME AND ADDRESS OF HOSPI TAL:
R REEEEE | |
I APPLI CANT NAME (AND C/ O NAME : :
I | F PRESENT) AND ADDRESS: : :
1 o oo e e o e e e e e e o e e e e e e e e e e e e e e e e e mem e o= 1
| |
: I NAME OF HOSPI TAL PERSONNEL COVPLETI NG :
: I TH'S FORM ( PLEASE PRI NT): :
1 1 1
| | |
: I Tel ephone Nunber: :
o m o m e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e ee e e +
To be eligible to participate in the presunptive eligibility program an
i ndi vi dual nust reasonably appear to be eligible for Medicaid. [|f ANY of the
follow ng boxes is checked YES, based on docunentation or statenments of the
applicant (or authorized representative), the individual is NOT eligible to
partici pate:
The individual has insurance which fully covers the care he or she YES NO
wi Il be receiving upon discharge fromthe hospital for at |east 60 +- + +- +
days fromthe date of the presunptive eligibility application. +- + +- +
The individual is not a citizen, not a naturalized citizen, or not YES NO
an alien who has been both lawfully adnitted for pernmanent residence +- + +- +
and was admtted prior to August 22, 1996, or has resided in the +- + +- +
United States for at |east five years.

YES NO
The individual or the individual's non-applying spouse fails or +- + +- +
refuses to make his or her incone and/or resources available to the +-+ +-+
ot her spouse.

YES NO
For spousal inpoverishnment cases, the couple's conbined countable +- + +- +
assets (excluding the hone) exceed $78, 270. S S

YES NO
The individual (and/or spouse) is the grantor and/or beneficiary of +- + +- +
a trust (except a burial trust). +- + +- +

YES NO
The individual (and/or spouse) owns real property other than the +- + +- +
home. +- + +- +

YES NO
The individual (and/or spouse) transferred assets within the +- + +- +
previ ous 36 nonths. +- + +- +

YES NO
The individual is Home Relief-related (i.e., over age 21 and under +- + +- +
age 65, and not certified blind/disabled). +- + +- +



Dat e: ATTACHMENT 1 |

PRESUMPTI VE MEDI CAlI D ELI G BI LI TY PROGRAM
VEDI CAL DOCUMENTATI ON TRANSM TTAL FORM

0 e + FROM s smmm oo oo ooiicao oo +
| | | |
| | | |

| |
o e e e eeaaoooo- ! oo e e eeaiao-- !
| | | |
| | | |

| |
o e e e eeaaoooo- ! oo e e eeaiao-- !
| | | |
| | | |
o e e e eeaaoooo- + oo e e eeaiao-- +

1
|
S :
: e +
S e +
: I IEstimated Date of Discharge fromthe :
R e | | Hospital: |
: e +
o m m e e e e e e e e e eee oo +
Type of care needed:
e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e m e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e mm e m ==
I +-+ Nursing +-+ I npati ent +-+ Comunity +- + +- +
Il +-+ Facility +-+ Hospice +-+ Hospice +-+ LTHHCP  +-+ CHHA
e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e m e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e mm e m ==
o m m e e e e e e e e e o e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e emem oo +
| MONTHLY CHHA SERVI CES NEEDED: |
I Type of Service: Hr s/ Vi sits Needed: Fr equency :
I Type of Service: Hr s/ Vi sits Needed: Fr equency :
I Type of Service: Hr s/ Vi sits Needed: Fr equency :
I Type of Service: Hr s/ Vi sits Needed: Fr equency :
o m m e e e e e e e e e o e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e emem oo +
e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e m e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e mm e m ==
I Proposed : Medi cai d | D#:
I Provider Nane R R R R
I and Address: :
: IS
1 1
| |
: IS
1 1
| |
: IS
I Contact Person: |
e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e m e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e mm e m ==
Attachments:
+- +
+-+ Physician Statenment
+- +
+-+ Progranmatic Service docunentation requirenents (e.g., PRI, DVs-1)
+- +
+-+ Hospice El ection Form
+- +
+-+ Qther:




ATTACHMVENT [ 11

AVERAGE REG ONAL MEDI CAl D NURSI NG FACI LI TY PER DI EM RATES
AND UPSTATE AND NEW YORK CI TY/ METRO ALTERNATE LEVEL OF CARE RATES

Note: 65% of the per diemis provided in bold next to the per diemrate.

$123. 53/ $80. 29 $114. 27/ $74. 28 $127. 77/ $83. 05

NORTHEASTERN VESTERN ROCHESTER
Al bany Al | egany Chemung
dinton Cat t ar augus Li vi ngston
Col unbi a Chaut auqua Monr oe
Del awar e Erie Ontario
Essex Cenesee Schuyl er
Franklin Ni agar a Seneca
Ful t on O | eans St euben
Greene Woni ng Yat es
Ham | t on Wayne
Mont gonery
O sego $118. 73/ $77. 17
Renssel aer CENTRAL
Sar at oga $167. 61/ $108. 95
Schenect ady LONG | SLANC Br oone
Schohari e Cayuga
VWarren Nassau Chenango
Washi ngt on Suf f ol k Cortl and

Her ki mer

Jef ferson

$149. 52/ $97. 19 $190. 00/ $123. 50 Lew s

NORTHERN METROPOLI TAN NEW YORK CI TY Madi son

Onei da
Dut chess Br onx Onondaga
O ange Ki ngs (Brooklyn) Gswego
Put nam New Yor k (Manhattan) St. Law ence
Rockl and Queens Ti oga
Sul l'i van Ri chmond (Staten |sland) Tonpki ns
U ster

West chest er
ALTERNATE LEVEL OF CARE (ALC) RATES

NEW YORK CI TY/ METRO REG ON\:  $192. 54 UPSTATE: $126. 00

Bronx, Kings, New York, Queens, Rest of state
Ri chmond, Nassau, Suffolk,
West chest er, Rockl and



ATTACHMVENT |V

PRESUVPTI VE MEDI CAI D ELIGA BILITY

UPSTATE SYSTEMS AND NOTI CES FLOWCHART

e e +
I Presunptively
R L T I Medicaid R L +
| | eligible? |
Yes R R R + No
| |
1 1
| |
o m e e e e e e e e e oo + e m e e e e +
| Open presunptive case | i Send manual notice
| on WV5, send nanual | i denying presunptive
| notice accepting the | | Medicaid eligibility
| case for presunptive | LR +
R + :
| |
R + o m e e e + R + o +
| Standard | I Close WS with : | Standard | I WVMB deni al, CNS
I Medicaid +--No-> Reason Code Y91, send | I Medicaid +-No> denial notice
I eligible? | I manual notice denying | I eligible? | R +
e + | Medicaid eligibility | e +
: e + :
Yes :
e + Yes
I Undercare WWB transaction : :
I to convert the case to : R R +
I standard Medi cai d : I Open standard Medicai d case
I eligibility, send nmanual : I on W5, send manual notice
I notice accepting the : I accepting the case for standard
I case for standard Medicaid | I Medicaid eligibility
i eligibility | L +



