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H16-050 - Policy and Procedure
    June 13, 2016
AMENDED    October 17, 2016
 
	TO: 
	Home and Community Services (HCS) Regional Administrators

 
Area Agency on Aging (AAA) Directors


Developmental Disabilities Administration Regional Administrators


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

Don Clintsman, Deputy Assistant Secretary, Developmental Disabilities Administration 


	SUBJECT: 
	Redeterminations of eligibility when the MAGI-based Medicaid N-track case closes.  


	PURPOSE:
	To advise all staff of the temporary solution for handling MAGI-based closures because they are no longer eligible for MAGI due to the receipt of Medicare, being over income or turning age 65. 


	BACKGROUND:
	MAGI (Modified Adjusted Gross Income) Medicaid coverage is determined by the HCA/MEDS unit at the Health Care Authority (HCA). Coverage information is sent from HCA to ProviderOne and then on to ACES. MAGI “N” Track eligibility groups include: N01, N02, N03, N05, N11, N13, and N23.  The N05 MAGI coverage group is also referred to as ABP (Alternative Benefit Plan).

When a MAGI coverage group is closed, the DDA or HCS/AAA case manager does not have adequate time to provide 10-day notice terminating long term services and supports (LTSS) using a Planned Action Notice.  Additionally, long-term care financial workers may not have adequate notice to re-determine medical coverage before MAGI coverage ends.  


	WHAT’S NEW, CHANGED, OR
CLARIFIED:
	Medical re-determinations are required for MAGI-based case closures.  There is a workgroup in HCS headquarters collaborating with HCA to create a long term solution for this situation.  Until a mutually acceptable resolution has been reached, a temporary workaround has been developed.  The workaround will help to ensure that medical coverage is re-determined so clients do not have a gap in medical coverage.

The HCA/MEDS unit will document the MAGI closure in an ACES narrative (see attachment below for example). A tickler regarding the MAGI termination is then generated in Barcode for the HCS/AAA or DDA case manager. The case manager will submit a request for a medical redetermination to the financial team via Barcode. The medical redetermination is needed to determine if the client is eligible for another coverage group.

Note:  MAGI clients who turn age 65 are sent an eligibility review and a letter to start the redetermination process. If the client returns the review, it ends up in a CSD pool rather than to HCS.  If a review is not returned, the case remains closed until the client completes the review or re-applies. It is possible that the CSD worker has done a redetermination under S99.   Check the ECR in Barcode to see if a review has been returned within 45 days.


	ACTION:
	The case manager:
1. Must notify the financial worker that a medical re-determination is needed when MAGI-based N-track Medicaid coverage closes for one of the following reasons:
a. Ineligible because of Medicare,  
b. Ineligible because of income,
c. Client turns age 65

2. Will receive an H002 tickler on their Barcode “To Do” list indicating that an N-track coverage group has closed.  The tickler will provide a reason for the closure (see attachment for examples). If the reason is one of the above reasons, the case manager will:
a. For reasons 1a and 1b above, notify the financial worker via a 14-443 (HCS/AAA) or 15-345 (DDA) with the following text:

“H002 edit/tickler received that a MAGI case has closed effective [XX-XX-XXXX*] because of the receipt of Medicare, or over income.  Please do a Medicaid redetermination and open a S02 CN medical pending the redetermination.”

b. For reason 1c above, notify the financial worker via a 14-443 (HCS/AAA) or 15-345 (DDA) with the following text:

“H002 tickler received that a MAGI case has closed due to client turning age 65.  Please check DMS to see if eligibility review has been returned.”

c. End date the ABP functional RAC that is no longer valid and add a new functional RAC corresponding to the new medical coverage group (S02).  Remember the start date of the new coverage group and the HCBS waiver must be the first day of the following month.

d. Work closely with financial to ensure the MAGI-based coverage is closed timely so the new coverage group can open the following month.  

Note:  HCS and DDA financial workers do not receive an H002 tickler on MAGI closures, this notification only goes to the CARE case manager of record.  

The financial worker must (for closure reasons 1a and 1b above):
a. Open a CN medical program using an S02 medical coverage group during the redetermination process. If an S99 redetermination has been done by CSD, the HCS financial worker will still need to do a redetermination under HCB Waiver rules for clients that have been receiving CFC services under the MAGI program.  This means changing the S99 to a S02 during the redetermination process.  

b. Send an 18-005 application with a 022-04 “Redetermination for LTC” letter unless there is a pending or completed 18-005 or 14-078 eligibility review in the ECR from within the last 45 days.  

c. Set a tickler for the return of the 18-005 application.

d. Follow regular application processes once the application is received (including requesting a disability determination if needed).  

e. Close continued Medicaid if the application is not returned and notify the case manager.

f. Do a workaround in ACES in order for the S02 not to trickle to an S99 during the redetermination process.  The steps are as follows:   
i. From the gross income, subtract the MNIL and $20 and indicate the result as an income deduction.  Use the CI (cost of securing income) for the income deduction. For example, if the client’s gross unearned income is $1000, subtract $753 for a total of $247.  Code $247 as a CI income deduction.
ii. Make sure the workaround is documented and a tickler is done to remove the CI code once the redetermination process is completed.  

g. HCS/AAA clients who are over income for CFC only will need to be referred to the case manager for an HCBS waiver determination of functional eligibility.  

h. For DDA in-home clients who are over income for CFC only, the financial worker will need to email the case manager informing them that the client needs to be enrolled in a waiver to remain financially eligible for services.   If the client is approved for a DDA waiver the financial worker will determine eligibility for L22 coverage group using a waiver start date that begins when all verification is received. 

Note:  If the client is not approved for a DDA waiver, the case manager may need to talk with the client about a referral to HCS for the COPES waiver.


	ATTACHMENT(S):  
 
		Example of a H002 tickler and ACES narrative by HCA/MEDS unit.  
	MAGI Q&A Document 


	

	





	CONTACT(S): 
	Beth Krehbiel, DDA Program Manager
360-725-3440
Beth.Krehbiel@dshs.wa.gov 

Cathy Kinnaman, LTC Financial Eligibility Office Chief
360-725-2318
Catherine.Kinnaman@dshs.wa.gov 

Debbie Johnson, HCS MPC and COPES Program Manager 
360-725-2531
JohnsDA2@dshs.wa.gov

Jacqueine Echols, HCS CFC Program Manager
360-725-3216
Jacqueine.Echols@dshs.wa.gov 

Ann Whitehall, DDA Waiver Services Unit Manager
360.725.3445
WhiteAM@dshs.wa.gov
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Examples for MAGI closure MB.docx
Example of H002 Tickler & Example of ACES Narrative

The following are examples of the N05 tickler a case manager will receive and an example of a narrative that the HCA MEDS unit at the Health Care Authority will make in ACES when a MAGI-based case is closed due to being enrolled in Medicare, being over income or turning age 65.





Example of H002 tickler:
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Example of ACES narrative by HCA/MEDS unit: 

 

HCA PROJECT: CLIENT ACTIVE/ELIGIBLE FOR MEDICARE AND NO LONGER ELIGIBLE FOR N05.  APPROVED S02/S99 BASED ON INCOME/RESOURCES-SEE REMARKS. APPROVAL NOTICE SENT FROM S/O AND SENT REQUEST LETTER FOR SUPPLEMENTAL APPLICATION AND PROOF OF CURRENT INCOME/RESOURCES.  SET TICKLE @MER SITE 900 FOR VERIFICATION DUE IN 20 DAYS.
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CARE(ADSA) case closed on cash/medical
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Jetals: |Client closed on HA(MEDICAL ASSISTANCE); Medical Coverage
group NOS(HAGI New Adult); Reason code 60u(Ineligible for
New Adult Medicaid because of Medicare)

Tickler Status
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MAGI Q & A

Some recent questions from the field regarding MAGI coverage.

Q:	What’s the difference between MAGI and N05 cases?

A:	MAGI stands for ‘Modified Adjusted Gross Income’ and it is simply a methodology that is used to determine eligibility for some groups of clients who are eligible for Medicaid.   MAGI coverage groups are referred to as the N track.  Some of the N track coverage groups, such as parents and caretaker relatives, pregnant women and children, have categorically needy (CN) coverage and existed prior to the expansion of Medicaid in 2014.  These groups changed to using MAGI methodology in October 2013 but since they existed prior to the expansion, they are not considered ‘newly eligible’.   The main coverage groups you will see for this group are N01, N02, N03, N11 and N13.    Since these clients continue to have the same CN coverage, we do not use the Alternative Benefit Plan (ABP) functional RACS for these MAGI clients.   

	In 2014, Washington expanded Medicaid coverage to new adults.  These are the N05 MAGI clients.  These clients receive a benefit service package called ABP and are 100% covered by federal funding.    For clients who are eligible under the N05 MAGI coverage group, we must use the ABP functional RACS to ensure the LTC services we deliver also receive the enhanced federal money.  The financial RAC for these N05 clients is RAC 1201. 



Q:	What about the Presumptive N05 clients?   Why are they different from the regular N05 clients?

A:	Again, this all has to do with money and how they are funded.  Prior to January 2014, Washington offered the ABD cash program (formerly GA-X) which provided CN coverage to people who it appeared would be presumptively eligible for SSI.  Because Washington offered CN coverage to clients eligible for the state’s ABD cash program the federal government would not allow us to claim 100% match for these clients.  However, we negotiated a rate of approximately 75% match.    ProviderOne assigns a different Medicaid RAC to clients who are eligible and receive ABD cash assistance so we can differentiate the group.   The financial RAC for the ABP N05 presumptive group is RAC 1217.  



Q:	Who do I contact regarding issues with MAGI cases?

· Is it possible to have a direct contact to navigate N05 questions/transitions?

· I’ve had a request for a designated financial staff person our CMs could contact with questions related to MAGI/N05.  

· I experience difficulty assisting clients in navigating “the system”. The only number I know to call for information is the main Health Care Authority number and that can take long periods of time. Clients often get the run around about their eligibility between CSOs and HCA and sorting that out is tricky without a go-to number or person since HCS financial does not work with MAGI clients. Is there a contact or source to get feedback and information about client eligibility?



A:	The best resource for clients who need help with their MAGI coverage is to direct them to the community assistors or the out-stationed MEDS workers.   Here is a link to the document with all their contact information:

http://www.hca.wa.gov/hcr/me/Documents/community_based_staff_contact.pdf

There is no point contacting the local Community Services Offices (CSO) as they really do not manage MAGI cases either.  Clients need to contact the HealthPlanFinder directly to resolve issues with their eligibility, either on-line or by calling the toll-free customer service number 1-855-923-4633.  



Q:	How do I know if a MAGI client is actually ineligible for LTC services or just needs to reapply?

· Sometimes it is unclear whether someone is actually financially ineligible or just needs to resubmit a LTC application. We understand that clients are supposed to be able to receive assistance through CSOs but my clients have experienced difficulty getting assistance with LTC programs at CSOs. Meanwhile, HCS can't assist because the client is MAGI, CSOs have told me they don't deal with LTC (even if MAGI), and I don't have time to wait on hold for long periods of time.



A:	Most MAGI closures are for one of the following reasons:   

· client has become eligible for Medicare, or 

· client is over income for MAGI coverage, or 

· client turns age 65.   



For the first two reasons the client REMAINS ELIGIBLE FOR CN COVERAGE until financial has determined that the client is no longer eligible for CN coverage.  This means financial must do a redetermination and keep coverage active after the MAGI coverage ends.  This MB directs case managers to notify a HCS or DDA financial worker as soon as they get an H002 tickler in barcode telling them a MAGI case has closed.  Only the case manager assigned in CARE will get these ticklers – financial does not so it’s really important to act on the tickler as soon as you get it.  Send a 14-443 (HCS/AAA) or 15-345 (DDA) to financial asking them to do a medical redetermination.  For the MAGI client who is turning 65, they will get a regular DSHS 14-078 eligibility review sent to them approximately 60 days before their MAGI coverage ends.  The case manager would also get the tickler when their case closes at the end of the 60 day time period.  Please still notify financial so DMS can be checked to see if the eligibility review was returned.  



Q:	Can I see the letters that a client receives from the HealthPlanFinder in Barcode?

A:	No, they are not created by ACES and the Health Benefit Exchange does not use the DMS system.   That is why it is extremely important to follow up quickly when you get an H002 tickler telling you that coverage has closed. 

Q:	How do we know if we have to send a PAN or not?

· Do we need to send PANs for MAGI financial ineligibility or is there notice from HCA sufficient? How do you verify that notice

· How should we handle client notification when client’s NO5 eligibility has been terminated?   Does ADS have to send out a PAN notice? If ADS needs to send out PAN notice and it is mailed out after date of termination does client still get 10-day notice? How are services in the 10-day notice period covered if NO5 eligibility has ended? Should we open RAC under State only funds for this 10-day period of time? Does overpayment need to be processed?

A:	Hopefully the new process described in the MB will remove the need to send PANs and establish overpayments.   Prior to sending a PAN, please check in with a financial worker to see if CN coverage will be reinstated pending the redetermination.    If you do have to send a PAN, the client does still get 10-day notice and you would need to use the SOAP RAC for this time period.



Q:	Are N05 or MAGI services only available to client for a limited time at which point services will either expire or the client will need to apply for another program? 

A:	MAGI eligibility under the N05 program ends when the client turns 65 or becomes entitled to Medicare.   We need to help our MAGI clients who receive CFC services transition to a HCBS waiver at the time the MAGI coverage ends.   Clients who are eligible for MAGI coverage under other N-track groups have different rules regarding when coverage ends.   Check with your local financial worker if you have questions.



Q:	What is the process for MAGI clients who turn 65?

· How do we fast track NO5 who turn 65 and need to apply for LTC services.  What if they don’t qualify?  

· Do they continue to receive services during this application period? I know MAGI don’t have overpayment generally but in this situation would they?  



A:	The financial worker needs to have a review or application for a MAGI client that turns 65.  If they don’t submit one timely, they are not eligible for continued services and we would have to close services and send a PAN.    If the review has been provided and we haven’t worked it yet because financial didn’t know the client had turned in a review, we would continue coverage while we work the review and see if they qualify for a different program.  The reviews that are sent out when they turn 65 are returned to the CSO office and not to our HCS offices or DMS hub so it is possible that the CSO has put the client into a medically needy spenddown program.   If this is the case, let a financial worker know so we can start the redetermination process to open a HCBS waiver. 



Q:	When can I start waiver services for a client whose MAGI coverage has ended?

· I’ve had recent problems w/ Medicare clients applying for LTC/COPES. There are authorization errors while the clients are applying despite ACES indicating they’re active.  General recommendations on how to manage this or who to address this with would be helpful especially when vulnerable clients are at risk of going w/o care.



A:	I’m not aware of issues with COPES and Medicare specifically but as a general rule, if you have a MAGI client converting to COPES or another HCBS waiver, the waiver services MUST start the first of the month following the closure of the N05 coverage, assuming the client is financially eligible for the waiver.   A waiver service authorization will not be valid in any month in which MAGI coverage is active.     For example:   client is active on N05 through the end of May 2016.   On May 10th, the client is found eligible for COPES.   The first date we can do a COPES authorization is June 1st.  



Q:	What services can/cannot be provided to MAGI eligible clients? 

A:	The only services a MAGI client is not eligible to receive are HCBS waivers, such as COPES, New Freedom, Basic Plus, Core and IFS.   MAGI clients are eligible for MPC or CFC depending on their level of care needs.  They can also get Roads to Community Living and PACE (HCS/AAA clients only).  
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