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H14-060 – Policy/Procedure
[bookmark: _GoBack]August 25, 2014

	TO:
	Home and Community Services (HCS) Division Regional Administrators

Developmental Disabilities Administration (DDA) Regional Administrators

Area Agencies on Aging (AAA) Directors


	FROM:
	Bea Rector, Director, Home and Community Services Division

Don Clintsman, Deputy Assistant Secretary, Developmental Disabilities Administration (DDA)


	SUBJECT:
	Post Eligibility Treatment of Income: Methods for Institutional and HCB Waiver Services, Including Allowable Medical Deductions 

Supersedes H13-065


	PURPOSE:
	To notify staff of a change in rule regarding the effective date of change to a client’s cost of care calculation following a timely reported change in the client’s circumstances. 

To clarify rules and policies on allowable medical deductions when determining client cost of care for institutional and HCB Waiver services.


	BACKGROUND:
	With the upcoming implementation of Phase II of ProviderOne, it is necessary to limit the number of historical adjustments that can be made in a client’s ACES record. Current rules allows adjustments to a client’s cost of care to be made in the month in which the change in income or deductions occurred for both institutional and HCB waiver clients. 

For example: a client incurs a medical expense on May 10th and reports this to the department on June 5th. The FSS recalculates the May cost of care payment to account for the medical expense they paid.

The Centers for Medicare & Medicaid Services (CMS) has provided guidance allowing the department to budget a change in the client’s cost of care, effective the first of the month, following a timely report of change in circumstance for waiver clients. WAC has been updated to describe the different methods that should now be used for both institutional and HCB Waiver clients.
Clients continue to submit bills for services to reduce their cost of care which cannot be allowed as most medically necessary services should be covered by Medicare, Medicaid, Apple Health Managed Care, or other liable third party. 


	WHAT’S NEW, CHANGED, OR
CLARIFIED
 
	Effective 08/29/2014 WAC 182-504-0120 has been updated and now requires the department to budget post-eligibility deductions and fluctuations in a client’s income, effective the first of the month, following the reported change for HCB waiver recipients, provided that the change was reported timely by the client. Incurred medical expenses and other changes that are not reported timely are not allowed. This new budgeting methodology is referred to as “Method 3” and applies to both HCS and DDA clients receiving Home & Community Based (HCB) services.

A “timely report” means it meets the criteria in WAC 182-504-0105 and WAC 182-504-0110 and is reported within 30 days of the date of the change.

The exception to the new Method 3 budgeting methodology is the loss or decrease of an income source. When a client timely reports a loss or decrease in income that is expected to last two months or longer, we make the change effective the month of change.

Post eligibility treatment of income (PETI) rules in WAC 182-513-1380 (institutional), WAC 182-515-1509 (HCS HCB Waivers) and WAC 182-515-1514 (DDA HCB Waivers) have not changed.

There is no change in how we determine a client’s cost of care for services provided in a medical institution. Staff may still choose between one of the following methods:

· Method 1 - Changes to income and allowable deductions take effect in the month they occur.
· Method 2 - Changes to income and allowable deductions are projected for six months and reconciled either at the end of the six-month period, or when a significant change happens.

The policy on what medical expenses are allowed as a post eligibility medical deduction was previously clarified in H13-065 and the long-term care section of the EAZ manual. This MB seeks to provide additional guidance and resources for Financial Services Specialists (FSS) in determining whether an expense is to be considered in PETI, and what information a client needs to know when an FSS determines a medical expense is not an allowed post eligibility deduction.

The reduction in a client’s post eligibility cost of care by most medically necessary expenses is not allowed. Medicare, Medicaid (including Apple Health Managed Care plans), and any other liable third party is responsible for most, if not all, of a client’s medical expenses. This includes many expenses associated with a client’s care – from over the counter items to medical transportation.

A client that chooses to obtain medical services from a non-Medicaid provider or a provider outside of the client’s managed care network is responsible for the expense. This expense cannot be used as a post eligibility reduction in a client’s cost of care.


	ACTION:
	Financial Supervisors: 
Review WAC 182-504-0120 and EAZ manual on allowable medical deductions with financial staff.

Financial workers:
· Review WAC 182-504-0120 and EAZ manual on allowable medical deductions.

· When a change is not reported timely and a possible overpayment or client reimbursement situation occurs, notify the social worker or case manager. Include what the client’s cost of care is for specific months, and what the cost of care would have been if the report was timely. HCS FSSs will notify the case manager via a 65-10, and DDA FSSs will notify case managers via methods currently in use.

· Used the attached suggested templates when corresponding with clients on reported medical expenses. The attached medical deduction fact sheet text can also be placed into the letter. This gives additional information about allowable medical deductions.

· HCS Staff: Follow NSA/Equal access policies.

· DDA Staff: Follow NSA/Equal access policies. Notify the DDA case manager when clients need assistance getting services through the provider when it is a covered service. Notify the DDA case manager whenever additional information is needed by the client or if a request for a medical deduction is denied.

Social workers and case-managers:
By using the Method 3 budgeting, many historical changes in participation will be eliminated. When changes are not reported timely and there is an overpayment or potential reimbursement to the client, financial will notify the social worker or case manager. In order to determine if an overpayment or client reimbursement is needed, the information will need to be reviewed according to the LTC Manual.


	RELATED 
REFERENCES:
	WAC 182-504-0105, WAC 182-504-1110, WAC 182-504-0120, WAC 182-513-1380, WAC 182-515-1509, W AC 182-515-1514.

EAZ manual, Long-term Care Allowable medical services and expenses used to reduce participation and meet MN spenddown:

http://www.dshs.wa.gov/manuals/eaz/sections/LongTermCare/LTCAllowableMedExp.shtml


	ATTACHMENT(S): 
	Medical Deduction Fact Sheet:



Suggested Letter Text:




	CONTACT(S):
	Contact for DDA/HCS Financial Questions:

Catherine Fisher, Office Chief, 
LTC Financial Eligibility & Policy
(360) 725 2318
Catherine.Fisher@dshs.wa.gov

Contact for HCS/AAA Social Worker / Case Manager Questions:

Debbie Johnson, Waiver Program Manager
Home & Community Services
(360) 725-2531
Debbie.Johnson2@dshs.wa.gov

Contact for DDA Program Questions:

Mandeep Kaundal, Waiver Requirements Program Manager
Developmental Disabilities Administration
(360) 725-3451
Kaundms@dshs.wa.gov
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Medical Deduction Fact Sheet.docx
What out of pocket medical expenses can be used to reduce my payment to my care provider if I am receiving COPES, DDA, or institutional services?



These are the medical expenses we can allow to reduce your payment (participation) to your care provider:  



· Medical Premiums, deductibles, and co-insurance/co-payment charges for health insurance and Medicare premiums that are not covered under Medicare, Medicaid, your Apple Health Managed Care Plan, or your private insurance.

· Necessary medical care expenses covered under the state's Medicaid plan that you incurred no more than 3 months before the month you applied for Medicaid.

· For nursing facility expenses, the amount is allowed at the state rate.

· We cannot reduce your payment to your care provider for expenses that:  

· Were  incurred more than three months before the month of the Medicaid application;

· Are subject to third-party payment or reimbursement;

· Have been used to satisfy a previous spend down liability;

· Have previously been used to reduce excess resources;

· Have already been used to reduce your responsibility toward cost of care; or

· Were incurred during a transfer of asset penalty described in WAC 182-513-1363, 182-513-1364, and 182-513-1365 

· Expenses not allowed to reduce excess resources or participation in personal care are:

· Unpaid expenses prior to Home and Community Based (HCB) Waiver eligibility to an adult family home or assisted living facility is not a medical expense; and

· Personal care cost in excess of approved hours determined by the CARE assessment, described in chapter 388-106 WAC, is not a medical expense



You are required to report changes in your medical expenses to us within 30 days of the change.



What does this mean?



If the medical expense is covered by health care coverage through Medicare, Medicaid, Apple Health Managed Care, or any other third party – we cannot allow it as a deduction.   If you choose to obtain a medical service that would otherwise be covered by Medicare, Medicaid, or Apple Health Managed Care, we can’t allow it as a deduction when we determine how much you have to pay your provider.    



Rules: WAC 182-504-0120, WAC 182-513-1350, WAC 182-513-1380, WAC 182-515-1509, WAC 182-515-1514.

EAZ Manual: http://www.dshs.wa.gov/manuals/eaz/sections/LongTermCare/LTCallowablemedexp.shtml 



This above web address has information about what is covered by Medicare, Medicaid, and Apple Health Managed Care, including over the counter items (such as cough/cold medications or vitamins) prescribed by your medical provider.  It explains what we can allow to reduce your payment to your care provider.  



If you are on Medicare D for your prescriptions, co-payments will be waived once you are approved for nursing home, COPES, or DDA services. If you are being charged Medicare D co-payments after you are opened on these services, call 1-800-MEDICARE.  If you have other prescription drug coverage (“credible coverage”), co-payments are allowed as a deduction. If you have Medicare, and have not been enrolled in a Part D plan yet, let your pharmacy know – your prescription costs are covered by Humana’s Low Income NET Program.



Summary: if you are asked to pay for medical services, make sure you tell your provider you are on Medicaid (and any other insurance you may have – like Medicare or private insurance).
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Suggested Letter Text.docx
Financial Workers – you can copy and paste the below text depending on what type of medical bills you received from your client. Be sure to replace the [red text] below with case-specific information. Exact language from this is not required, only that we inform the client of actions they should take to have their coverage pay for the services, or us to allow a reduction.



General Medical Bills



We received your medical bill from [Provider]. Our office doesn’t process medical claims. When you receive medical bills please contact the medical provider on the bill and remind them to bill [Medicare, Medicare, Managed Care, Private Insurance].  If you have further billing questions, even questions regarding coverage, contact your insurance providers.  



For questions regarding your Medicaid or Apple Health Managed Care coverage, call 1-800-562-3022 or go online to hca.wa.gov    	



Further Information Needed Regarding Allowable Deductions



In order to determine if we can allow your medical expense from your participation you must complete the following steps: 



1. Contact your medical provider and have them bill [Medicare, Medicaid, Apple Health Managed Care, Private Insurance];



2. If your claim has been rejected by Medicaid or Apple Health Managed Care, you must request an exception through the Health Care Authority (Medicaid) or your Apple Health Managed Care Plan;



3. If you have Medicare Part D, and your claim was rejected by your Part D plan, you must request an exception for coverage;



4. If your exception was denied, you may provide a copy of the written denial along with the medical bill that includes:



· Date of service and type of medical services / prescription expenses incurred; and

· Statement and justification from your doctor that the service or prescription is medically necessary



Please note: some service or prescription expenses not covered by Medicaid or Apple Health Managed Care are considered not medically necessary by reason of the denial, and will not be allowed as a reduction.



5. If you have Medicare Part D, you should not be charged prescription co-payments after you begin receiving [SNF / waiver name] services with us, please call 1-800-MEDICARE. You can also present your services award letter to [Pharmacy, Provider] to waive your co-payments.



6. If you have Medicare, and your enrollment in a Medicare Part D plan has not begun, contact [Pharmacy, Provider], and have them bill Humana’s Limited Income NET Program for your prescriptions.



Once we receive the above information we can review your case to determine whether the bill can be used as a deduction from your monthly participation.  

Explanation of Benefits (i.e., not a “bill”)



We received the attached [insurance provider] Explanation of Benefits Notice/Summary.  This is not a bill and is sent to you by [insurance provider] to explain what they have paid.  If you have questions or concerns regarding this notice please refer to the contact information on the letter.



Already allowed bills



We received the following medical expenses:



[date of service, type of service, month allowed, amount allowed]



These expenses have already been allowed as a deduction from your participation. We sent you a letter regarding this on [date]. No further action will be taken by your financial worker. You will need to contact the medical provider to make payment arrangements.
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