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Title 23: Division of Medicaid

Part 101: Application and Redetermination Processes

Part 101 Chapter 1: Introduction

Rule 1.1: General Information.

A

B.

The application process consists of all activities completed during the timely processing
period from the time a signed application form is received by the regional office until a
notice of approval or denial is mailed to the applicant.

A redetermination is a full review of all variable eligibility factors, conducted at specific
intervals for each recipient, to determine whether or not eligibility continues. A
redetermination is similar to an initial eligibility determination; however, basic information,
such as age, citizenship, Social Security Number, etc., does not have to be re-verified.

Source: 42 CFR § 435.902 (Rev. 1994).

Rule 1.2: Access to the Application Process.

A

Access to the regional office should not be a barrier for individuals wishing to apply. Each
office where Medicaid Specialists are located should be accessible for handicapped persons.

There may be times when individuals coming to the office or an out-stationed site make staff
aware that they are unable to enter the facility due to illness or incapacity. When this occurs,
appropriate staff will go to the person to provide the services needed.

Source: 42 CFR § 435.901 (Rev. 1994). Miss. Code Ann. 43-13-121.1 (Rev. 2005).

Rule 1.3: Special Assistance.

A

Each office is required to provide services to the limited English proficient, deaf, blind and
disabled applicants, who are mentally or physically impaired and/or lack someone to act for
them.

The instructions below provide guidance for communicating with any applicant or recipient,
who is known to be deaf, hard of hearing, blind or visually impaired, or otherwise limited
English proficient, illiterate, and/or require communication assistance.

1. Blind Applicants. Read forms to the applicant in their entirety and assist in completion of
the forms. Explain the various program requirements and services offered through the
agency and answer any questions the applicant may ask.



2.

Deaf Applicants. When needed, secure a person proficient in sign language or
communicate in writing to relate an explanation of the programs and to answer any
questions, and assist in the application process.

Iliterate Applicants. Read forms to the applicant in their entirety and assist in the
application process. Explain the various program requirements and services offered
through the agency in terms and phrases which the applicant can understand.

Language Barrier Applicants. When interpreter services are needed, use the Language
Line to secure the assistance of an interpreter capable of communicating in the
applicant’s language to assist in the application process and relate the services offered.

Source: 42 CFR 8 435.901 (Rev. 1994). Miss. Code Ann. 43-13-121.1 (Rev. 2005).

Rule 1.4: Reasonable Efforts to Assist All Applicants.

A. It is required that specialists make reasonable efforts to assist all applicants in order to have
the applicant’s eligibility determined. Assistance includes, but is not limited to, the
following:

1.

2.

3.

4.

Help with forms completion,
Help with securing a representative, if needed,
Help in obtaining necessary information from third parties, and

Providing information that will assist the applicant in making informed decisions about
Medicaid eligibility.

Medicaid program policies are public information. Each applicant has a right to know the
policies that will impact his eligibility.

Source: CFR 42 § 435.905 (Rev. 1980).

Part 101 Chapter 2: Definitions
Rule 2.1: Definitions.

A.

B.

Applicant. An individual whose application has been received by the Division of Medicaid.

Recipient/Beneficiary. An applicant approved for and receiving benefits.

Incapacitated Individual. An individual who is unable to act on his own behalf due to a
physical or mental condition.

Incompetent Individual. An individual adjudged to be mentally incompetent by a court.



. Individual With Limited English Proficiency (LEP). An individual who is unable to
communicate effectively in any language other than his native language.

. Sensory Impaired Individual. An individual who has a partial, profound or complete loss of
hearing or sight.

. Legal Guardian Or Conservator. A person who has court documents which prove a legal
guardianship or conservatorship has been established for the applicant. The application is
filed in the name of the applicant; however, the guardian or conservator must provide
eligibility information and sign the application form.

. Authorized Representative. A person who is acting responsibly for the applicant with his
knowledge and consent. The authorized representative has knowledge of the applicant’s
circumstances and is usually a relative or close friend. The authorized representative must be
authorized in writing by the applicant to act on his behalf. The application is filed in the
name of the applicant. The authorized representative can provide eligibility information and
sign the application form.

Designated Representative. A person acting responsibly for an applicant because the physical
or mental condition of the applicant is such that he cannot authorize anyone to act for him
nor can he act for himself. The designated representative has knowledge of the applicant’s
circumstances and is usually a relative or close friend. The application must be filed in the
name of the applicant with the designated representative providing the eligibility information
and signing the application form. A non-applicant caretaker, who is not the legal parent of
the applicant children, is a designated representative.

Application Form. All applications must be filed on the Application for Mississippi Health
Benefits form, the Mississippi Medicaid Aged, Blind and Disabled Medicaid Programs form
or an exact facsimile of these forms. The application form is:

1. A legal document, completed by the applicant or a person acting on behalf of the
applicant, that signifies intent to apply,

2. The official agency document used to collect information necessary to determine
eligibility,

3. The applicant’s formal declaration of financial and other circumstances at the time of
application,

4. The applicant’s certification that all information provided is true and correct,
5. Providing notice to the applicant of his rights and responsibilities, and

6. May be introduced as evidence in a court of law.



K. Request for Informal Medicaid Eligibility Opinion. An individual seeking assistance from
other social service agencies may be required to obtain a statement from the Division of
Medicaid that he is not eligible for Medicaid in order to obtain that agency’s services. If the
individual indicates through questioning that none of the categorical requirements would be
met, i.e., the person is not aged, blind, disabled, pregnant, under age nineteen (19) or part of a
family with dependent children, the regional office may provide the individual with a
statement that he is not eligible based on the self-declared information. The statement must
also explain to the individual that the decision is not an official denial and cannot be
appealed.

1. If an official denial notice is required, an application must be filed and a decision
rendered after all eligibility factors have been examined according to rule. In addition, the
statement issued by the office cannot be used to indicate a person’s ineligibility due to
financial or other non-categorical eligibility criteria. If the person appears categorically
eligible, an application must be filed to obtain an eligibility decision.

L. ABD Resource Assessment. When either member of a couple, the Institutional Spouse (IS)
or Community Spouse (CS), or a representative acting on behalf of either the IS, CS, or the
couple, requests an assessment of the couple’s resources, the regional office will use the
following guidelines:

1. An assessment is separate from an application for Medicaid. If the IS wishes to apply for
Medicaid, an assessment is no required. Resources will be evaluated under Spousal
Impoverishment rules and appropriate notice of eligibility will be issued.

2. When the couple only wants to know how Medicaid will evaluate their total resources if
an application were filed, an assessment is required. In order for an assessment to be
provided, one member of the couple must be institutionalized at the time of the request.

3. An assessment is a “snapshot” of the couple’s total countable resources in the month of
the institutionalization, i.e., what was true in the month the IS entered an institution for
thirty (30) consecutive days or longer on or after 9/30/1989.

4. An assessment provides a written evaluation of resources to the couple giving the
following information: Total value of countable resources; The basis for the
determination; The CS’ share based on the maximum standard allowed as of the month
of the assessment; Whether the IS would be currently resource-eligible if an application
were to be filed. A “Resource Assessment Notice” will be used to document the
information specified above to the couple or their representative.

Source: MS Code Ann. § 43-13-121.1 (Rev. 2005).
Part 101 Chapter 3: Filing the Application

Rule 3.1: Right to Apply.



A. Individuals inquiring about program eligibility requirements should be informed of their
opportunity to apply. If an application is requested, it must be provided or mailed, as
applicable. If another person or agency refers the name of an individual in need of medical
assistance to the regional office, an application will be mailed if an address is available.

B. Individuals wishing to file an application must be afforded the opportunity to do so without
delay. When an individual inquires about making an application, an application form must be
provided and the person offered the opportunity to file that day.

C. The application of a clearly ineligible person wishing to file must be accepted and then
denied.

Source: 42 CFR 8 435.906 (Rev. 1994).
Rule 3.2: Assistance with Application.

A. The agency must allow an individual or individuals of the applicant’s choice to accompany,
assist and represent the applicant in the application or redetermination process.

Source: 42 CFR § 435.908 (Rev. 1994).

Rule 3.3: Application File Date.

A. The application file date is the date a valid application form is received by the agency. To be
valid, the application must be a Division of Medicaid application form or an exact facsimile
and it must be signed by the applicant or his representative. Applications may be received in
one of the following ways:

1. In person at any regional office, official out-stationed location or other location outside
the regional office where eligibility staff are on official duty, such as a nursing home,
hospital or other public facility;

2. By mail in any regional office;

a) Applications received by mail which arrive after the end of the month, but which are
postmarked by the last day of the month will be considered to have been received by
the regional office on the last day of the month in which they are postmarked.

3. By fax or electronically in any regional office;

a) Faxed applications will be accepted as filed on the date received. However, the
application with the original signature must be provided and filed in the case record.

b) Scanned applications submitted electronically are handled in the same manner as
faxed applications.



Source: MS Code Ann. § 43-13-121.1 (Rev. 2005).

Rule 3.4: Protected Application Dates for Medicaid Applicants.

A. An applicant who applies for Medicaid on any basis is entitled to have eligibility determined
under all available coverage groups. Therefore, an individual who files an FCC application
does not also have to file an ABD application to be evaluated for potential eligibility in an
ABD program and vice versa. Any application received by the regional office must be
evaluated across ABD and FCC program lines to determine if eligibility exists under any
category of Medicaid coverage.

B. The protected date also includes applications filed through another certifying agency, such as
the Social Security Administration (for SSI applicants).

1. If anindividual is denied SSI, but would qualify in any available Medicaid-only coverage
group, the SSI application date is the protected filing date for Medicaid benefits.

2. If the individual is eligible for Medicaid-only, eligibility must be determined using the
SSI application date as the Medicaid application date even if additional information may
be needed to determine eligibility

Source: Social Security Act § 1902(a) 55(b).
Rule 3.5: Who Can File the Application.
A. An application can be filed by one (1) of the following individuals, as applicable:
1. Adult applicants;
2. Certain minor applicants including:
a) A pregnant minor of any age requesting coverage solely due to pregnancy,
b) A married minor living with a spouse,
c) A minor living independently, or
d) A minor living with his/her parents and applying only for the minors own children.

3. The parent who has primary physical custody of a minor child,

4. Either parent of a minor child when physical custody is equally divided between legal
parents,

5. The legal guardian or conservator,



6. An authorized representative, or

7. A designated representative.

Source: MS Code Ann. § 43-13-121.1 (Rev. 2005).

Rule 3.6: Applications Received from MS Residents Out-Of-State.

A

Applications made for Mississippi residents who are temporarily out of the state may be
accepted. Generally the applicant must return to the state before the application processing
period ends.

The application of someone who is hospitalized in another state and planning to return to
Mississippi when discharged may be processed in the usual manner. If the application is
approved, it must be reviewed every three (3) months to determine the individual’s continued
intent to reside in MS.

Source: 42 CFR § 435.403 (Rev. 2006).

Rule 3.7: Out of State Applicants.

A

Applications received from persons residing in another state will be denied and notice mailed
to explain that the applicants will need to reapply upon arrival in MS with intent to reside.

Persons who are in MS for a temporary purpose, such as a visit, who intend to return to their
home out of state are not eligible for Mississippi Medicaid or CHIP.

Applicants must always be given the right to make an application if they wish to do so and
receive a decision on their case.

Source: 42 CFR § 435.403 (Rev. 2006).

Rule 3.8: Applications Completed By Telephone.

A

For some types of applications, a telephone interview is permissible. When a telephone
interview is conducted, the application completed by the specialist will be mailed to the
applicant for review and signature. The application file date is the date the application is
received back in the regional office with the applicant’s original signature, not the date the
interview was conducted.

Source: 45 CFR § 206.10 (Rev. 1992).

Rule 3.9: Residence Change During the Application Process.

A

If the applicant reports moving to another location within the state during the application
process, the application must be completed by the first regional office, and if approved,



transferred to the new location. If the application is denied, the record is not transferred until
the person reapplies in the second location.

If the applicant reports moving out of the state during the application process, the date of the
move must be determined. If otherwise eligible, the applicant may be approved for Medicaid
from any requested retroactive months through the month of the move. If the applicant will
be CHIP eligible, the application will be denied when CHIP eligibility is for a future month.

If only some members of the applicant family are moving from the state, the remaining
children and adults who remain in MS will be indentified and case will be handled on their
ongoing eligibility accordingly.

Source: 42 CFR § 435.403 (Rev. 2006).

Rule 3.10: Where to File the Application.

A

Applications should be filed with the regional office that serves the applicant’s county of
residence. However, applications for individuals living in another RO’s service area must be
accepted by any regional office. The regional office must review each application upon
receipt and confirm the accuracy of the address if there is a question about the responsible
office.

Source: MS Code Ann. § 43-13-121.1 (Rev. 2005).

Part 101 Chapter 4: Interview

Rule 4.1: In-Person Interview.

A

Whenever an applicant requests an in-person interview, one will be conducted even if the
program does not require an interview.

At the interview household composition and relationships are reviewed to determine the
individuals who are required to be included in the application and/or budgetary process, those
who cannot be included and persons whose inclusion is optional.

The specific programs and services available to the applicant and/or his family through
Division of Medicaid are discussed and any questions the applicant has are addressed.

Referrals for services offered by other agencies are made when appropriate.

Whenever an interview is conducted, the following are specific areas that must be addressed,
if applicable:

1. The agency must allow an individual or individuals of the applicants’ choice to
accompany, assist and represent the applicant in the application or redetermination
process,



10.

11.

12.

13.

Eligibility requirements for the coverage group(s) the applicant appears potentially
eligible in,

Coverage is limited to only one (1) source of eligibility, i.e. SSI, ABD, or FCC. If the
individual is eligible under another source, that source must terminate before ABD, FCC
eligibility begins,

Use and purpose of the application, including that the applicant is agreeing to all of the
rights and responsibilities specified on the application by signing the form,

Standards of Promptness,

Assignment of Third Party Rights,

Quality Control review process,

Use of Social Security Numbers in computer matching programs,

Appeal Rights,

Child Support Requirements,

Available services such as the Cool Kids program and the annual physical for adults,

Verification requirements and methods to be used to establish eligibility, including
collateral contracts, documentary verification and other records, and

Change reporting requirements.

F. The following explanations are specific to ABD and must be addressed, as applicable:

1.

2.

Estate Recovery provision,
Medicaid Income,
Income Trust provision,

The income and resources of a spouse must be considered for an applicant’s eligibility in
the at-home ABD programs whether the spouse is applying or not, and

For institutional applicants, the spouse’s resources must be considered toward the
applicant’s eligibility and the spouse’s income is considered when a spousal allocation is
requested.

G. The following explanations are specific to FCC and must be addressed, as applicable:



. All possibilities for Medicaid eligibility must be tested before considering CHIP

eligibility.

. Children who qualify for Medicaid cannot be approved for CHIP.

Requested verifications must be provided for each person included in the application.

Failure to provide information may result in individual or multiple denials, depending on
the program or type of verification which is lacking.

. The income of an applicant’s spouse must be considered toward the applicant’s

eligibility unless the spouse receives SSI.

The income of a legal parent living in the home with the applicant children — must be
considered toward the children’s eligibility unless the parent receives SSI.

. The income of a stepparent cannot make a child ineligible, and

. Verification of personal information, income and expenses is not needed for household

members who are not included in the application process.

H. At the conclusion of the interview, the applicant or his representative must have an

understanding of the following:

1. Additional information the applicant must provide or actions he must take for

eligibility to be determined,

. Actions the agency must take to determine eligibility,

Notification, including written notice of approval and issuance of Medicaid or CHIP
cards or denial and/or the right to appeal any decision,

Redetermination, i.e., annual eligibility reviews for children and annual or more frequent
reviews, if necessary, for adults.

Source: 42 CFR § 435.905 (Rev. 1980).

Part 101 Chapter 5: Standards of Promptness

Rule 5.1: Regional Office Responsibilities.

A. Eligibility must be determined within the appropriate timeframes for the program type.

B. If there is a delay in processing, the reason must be clearly documented in the record.

10



C. Each regional office must have controls in place which ensure timely application processing
at all staff levels, including sufficient time for supervisory review and corrections.

D. Applications should generally be processed in the order in which they are received, taking
into consideration promptness and delay in receipt of verifications, and in some cases, urgent
need.

E. Under no circumstances should an application be approved without the proper verifications
and documented eligibility for each applicant.

Source: 42 CFR § 435.911 (Rev. 1989).
Rule 5.2: Exceptions to Timely Promptness.

A. The agency must determine eligibility within established standards, except in unusual
circumstances when a decision cannot be reached because of:

1. Failure or delay on the part of the applicant;

2. Administrative or other emergency delay that could not be controlled by the agency such
as:

a) Staff vacancies or illness of eligibility staff lasting two months or more;

b) Wholesale desk reviews on active cases mandated by court order, Federal regulations
of wholesale increase in benefits, such as Social Security, VA, etc., which require
extensive staff time;

c) Computer problems arising from control of systems by an outside agency.

B. Time standards may not be used in the agency as a waiting period before determining
eligibility or as a reason to deny eligibility because the agency has not determined eligibility
within the time standards.

Source: 42 CFR § 435.911 (Rev. 1989).

Rule 5.3: Timely Processing - ABD Programs.

A. Federal rules require that applications be approved or denied, and the applicant notified,
within forty-five (45) days from the date the application was filed.

B. The processing timeframe is ninety (90) days when a disability determination is required

before the eligibility determination can be completed. However, if a separate disability
decision is not required, the forty-five (45) day standard applies.

11



C.

The applicable standard of promptness, i.e., forty-five (45) or ninety (90) days, is applied to
an ABD application from the date an application is filed to the date the notice of decision is
mailed to the applicant. When there is a delay, the reason must be documented in the record.

Source: 42 CFR § 435.911 (Rev. 1989).

Rule 5.4: Timely Processing - FCC Programs.

A

The FCC programs have a thirty (30) day standard of promptness. No more than thirty (30)
days may lapse from the date an application is filed to the date the notice of decision is
mailed to the applicant.

Any delays in processing FCC applications must be client-caused or requested. When there is
a delay, the reason must be documented in the record.

CHIP actions must be authorized no later than the last CHIP deadline that falls prior to or on
the thirtieth (30™ ) day after the application date.

Source: 45 CFR § 206.10(3) (Rev. 1992).

Part 101 Chapter 6: Disposition of Applications

Rule 6.1: Making an Eligibility Decision.

A

Specialists must determine eligibility based on information contained on the application form
as well as information secured during the application process. Appropriate Division of
Medicaid forms, along with other legal or official documents which support the eligibility
decision must be filed in the case record.

As part of the eligibility process, information provided by the applicant and/or obtained from
other sources must be verified, documented and evaluated by the specialist prior to making
the eligibility decision.

1. Verified. Verification is the substantiation, confirmation or authentication of an
assertion, a claim or previously submitted information. Responsible documentary
verification provided by the individual will be accepted and must adequately verify the
statements on the application form. Verification provided by an applicant or beneficiary
must never be discarded, destroyed, ignored or altered.

2. Documented. All cases must be thoroughly documented. Documentation is the written
record of all information pertaining to the eligibility decision. Documentation in the
record must show an appropriate request(s) was issued to the applicant.

3. Evaluated. Information provided by the applicant or obtained through third party sources
must be assessed prior to making an eligibility decision. When information is not logical,

12



consistent or reasonable, it must be resolved prior to determining eligibility The final
determination of eligibility is made based on the most reliable source available.

Source: 42 CFR 8 435.952 (Rev. 1994). Miss. Code Ann. 43-13-121.1 (Rev. 2005).

Rule 6.2: Supervisory Review.

A.

Each ABD and FCC eligibility determination must be reviewed by a supervisor, who is
responsible for the accuracy, completeness and consistency of information contained in the
case record. The supervisor is attesting to the validity of the action taken on the case.

Source: MS Code Ann. § 43-13-121.1 (Rev. 2005).

Rule 6.3: Concept of the Prudent Man.

A

Evaluation of case information must be based on the concept of the prudent or reasonable
man. This concept is taken from the practice of law and refers to the element of judgment
that is exercised by persons in making choices, determining goals and in evaluating
statements of others.

There must be a logical explanation and the applicant may be able to offer evidence that he
has had income in the past which has recently terminated or resources or cash savings which
he has now exhausted; or past living expenses were paid by incurring debts, establishing
credit, obtaining loans, etc. When the applicant or recipient can offer no logical explanation
of how he had paid his past living expenses and cannot verify how expenses are being met,
then eligibility cannot be determined and the application must be denied or assistance
terminated.

Source: Miss. Code Ann. 43-13-121.1 (Rev. 2005).

Rule 6.4: Use of Collateral Contacts.

A

When documents are available from the applicant, the applicant is generally the source used
to supply needed verification. However, at times information may also be obtained directly
from third parties.

The general rule for verification is to verify only the information which is material to the
individuals’ eligibility. The specialist has permission to obtain needed verifications based on
the signed and dated application form.

When it is necessary to request information from banks, insurance companies, or other
sources that do not disclose information without a signed release, the DOM-301,
Authorization to Release Information, should be used.

Public records or records available from other agencies may be consulted without the consent
of the individual. Applicants should not be asked to verify information from sources which

13



the agency has access to. This includes SSI, Social Security and other federal or state benefit
information that is available to the agency.

Source: 42 CFR § 435.948 (Rev. 1994).
Rule 6.5: Application Actions.
A. All applications will be subject to one (1) of the following actions:
1. Approval.
a) When all eligibility factors are met, the application is approved.
2. Denial.

a) When one (1) or more eligibility factors are not met, the application is denied.

b) Death is not an appropriate reason to deny a Medicaid application. If the applicant
dies before a final eligibility determination is made, the application process must be
continued to completion.

3. Withdrawal.

a) When the applicant decides to withdraw his request for assistance during the
application process, it is not necessary to complete any remaining verification and
evaluation. If the applicant is present, the specialist will obtain the request for
withdrawal in writing. When the request to withdraw is not made in person, the
specialist will document the case to reflect the specifics of the request. The
application will be denied and appropriate notice issued.

Source: 42 CFR § 435.913 (Rev. 1986).

Rule 6.6: Requesting Information from the Applicant.

A. The applicant has the primary responsibility for providing documentary evidence to verify
statements made on the application or to resolve any questionable information.

B. When additional information is needed, the applicant must be given written notice of the
actions he must take to complete the eligibility process. This includes a written interview
appointment when an application is received by mail or the applicant is unable to complete
the interview on the day the application is filed and an interview is required or requested.

C. When an appointment must be scheduled or additional information is needed to complete the

application process, the specialist will take action based on program type to ensure applicants
are provided a reasonable opportunity to meet the requirements for eligibility.
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Source: 42 CFR8 435.905 (Rev. 1980).

Part 101 Chapter 7: Eligibility Dates

Rule 7.1: Beginning Dates of Medicaid Eligibility.

A. The benefit start date for CHIP is a future month. Coverage authorized by the twenty-first
(21°) day of a month (or the first business day prior to the twenty-first (21%) if it falls on a
weekend or holiday) is effective on the first (1*) of the following month.

B. Medicaid applicants, including an applicant who dies prior to filing an application or dies
prior to completion of the application process, may qualify for Medicaid on one of the

following dates:

1. The first (1) day of the month of the application, provided all eligibility factors are met
for the first (1*) day of the month;

2. The first (1) day of the month after the month the application in which all eligibility
factors are met;

3. The first (1%) day of the first (1*), second (2"%) or third (3)month prior to the month
prior to the month of application when conditions are met for retroactive Medicaid.

Source: 42 CFR § 435.914 (Rev. 1986).

Rule 7.2: Beginning Dates of CHIP Eligibility.

A. There is one exception for limited retroactive coverage in CHIP. The start date for a CHIP-
eligible newborn may be retroactive to the date of birth if the application for the newborn is
filed within thirty-one (31) days of birth (start the thirty-one (31) day count the day following
the date of birth).

Source: 42 CFR § 457.340(f) (Rev. 2001).

Rule 7.3: Terminations Dates.

A. Eligibility for a Medicaid or CHIP recipient will end on one (1) of the following days of the
month, unless otherwise noted:

1. The last of the month in which the client was eligible;
2. The death date of the recipient, or
3. The date the recipient entered a public institution.

Source: Miss. Code Ann. 43-13-121.1 (Rev. 2005).
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Rule 7.4: Retroactive Medicaid Eligibility.

A. Retroactive Medicaid eligibility may be available to any Medicaid applicant who received
medical care prior to applying for Medicaid.

B. Applicants may qualify for coverage for a three (3) month period prior to the month of the
application.

C. Retroactive eligibility can cover all three (3) months of the prior period or any month(s) in
the three (3) month period. In addition:

1.

2.

Each Applicant must be informed of the availability of retroactive Medicaid coverage.

The applicant’s statement is accepted regarding medical expenses incurred in the
retroactive period.

Retroactive Medicaid may also be available to an individual who is added to a case. (e.g.
child returns home).

The applicant does not have to be eligible in the month of the application (or current
month) to be eligible for one or months of retroactive Medicaid.

The applicant or recipient may ask for retroactive Medicaid coverage at any time.

The date of application, rather than the date of the eligibility determination, establishes
the beginning of the three-month retroactive period.

There is no provision for retroactive coverage in the Qualified Medicare beneficiary
(QMB) program. QMB eligibility begins the month following the month of authorization.
It is not appropriate to place a QMB-only approval into an SLMB or QI-1 category of
eligibility to provide retroactive payment of Part B premiums for the retro period.

Source: 42 CFR § 435.914(a) (Rev. 1986).

Rule 7.5: Deceased Applicants.

A. An application for retroactive Medicaid coverage may be made on behalf of a deceased
person. Retroactive eligibility can cover all three (3) months prior to the month of
application or any month(s) in the three (3) month period if the deceased person is found to
be eligible.

Source: 42 CFR § 435.914(a) (Rev. 1986).

Part 101 Chapter 8: Applications of Employees and Family Members
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Rule 8.1: Processing Applications of Employees and Family Members.

A. Applications for Division of Medicaid employees, members of their households and
immediate family members require special processing and maintenance as follows.

1.

The Division of Medicaid employees must not process their own application,
redetermination, or change. They must not directly view, add, remove replace, or edit
system information or documents and verifications in the case record.

Further, the Division of Medicaid employees must not process or maintain case(s) that
include a member of their household or immediate family. They must not process the
application redetermination or change on these individuals’ cases. They must not directly
view, add, remove, replace or edit system information or documents and verifications in
the case record.

a) Immediate family includes the employee’s spouse, children, children’s spouses and
the following relations to the employee or employee’s spouse: mother, father, step-
parent, brother, sister, niece, nephew, grandparent, grandchildren.

b) Individuals living in the home with the employees are included as immediate family
members even if they are not one of the relationships listed above.

The Division of Medicaid employees, household members and their immediate family
must be marked as the Divison of Medicaid employees in MEDS and MEDSX to limit
system access to all members of the case.

The case records must be maintained in a locked file by the person responsible for the
case.

Cases involving family and friends can potentially represent an impropriety or conflict
of interest to an employee; therefore, it is the employee’s responsibility to inform the
supervisor if the application or case of a family member or friend has been assigned to
them.

The Division of Medicaid employees must never directly or indirectly influence or
request that another Division of Medicaid employee process an application for
themselves, family members, household members or friends outside of normal
assignment and authorization processes.

Source: MS Code Ann. § 43-13-121.1 (Rev. 2005).

Part 101 Chapter 9: Continuous Eligibility for Children

Rule 9.1: Continuous Eligibility.
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A. When a child under age nineteen (19) is approved for Medicaid or CHIP, eligibility continues
for twelve (12) months, regardless of changes in family income and other household
circumstances.

B. This rule must be applied when determining and re-determining eligibility for a child under
age nineteen (19), regardless of category of eligibility.

C. Continuous coverage may also be referred to as a protected period because the child cannot
lose eligibility in the assigned category, unless one (1) of a limited number of early
termination reasons is met.

D. In addition, the child’s program cannot be changed (Medicaid to CHIP or vice versa), unless
the Head of Household voluntarily requests early termination or the child was approved in
error in the current program.

Source: Social Security Act § 1902(e)(12). Miss. Code Ann. 43-13-115(20) (Rev. 2005).

Rule 9.2: Early Termination Reasons for Children.

A. The following reasons may shorten the twelve (12) month certification for a child in FCC or
ABD programs, as applicable.

1. If achild dies, his eligibility must be terminated.

2. If achild moves out of the state, his eligibility must be terminated.

3. If a child attains the maximum age for his program and an assessment of continued
eligibility indicates the child is not eligible in any other FCC or ABD program, his
eligibility must be terminated. Refer to Rule 10.4 Exparte Reviews for further discussion

on assessing eligibility in another program.

4. When the basis of a child’s eligibility is long term care placement, eligibility must be
terminated if the child is discharged from the facility.

5. If achild becomes an inmate in a public institution, his eligibility must be terminated.

6. If a child becomes eligible for Medicaid through SSI or Foster Care, coverage authorized
through the Medicaid Regional Office will be terminated because the child must have
only one source of eligibility.

7. Ifachild is approved in error, his eligibility must be terminated.

8. If achild cannot be located after reasonable efforts, his eligibility must be terminated.

9. If there is a voluntary request for closure, eligibility must be terminated.
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10. In addition to the above termination reasons, CHIP eligibility will also be terminated
within the twelve (12) month period for these additional reasons:

a) The CHIP-eligible child becomes covered by other full health insurance;

b) The CHIP-eligible child becomes eligible in the Infant Survival (1S-88) program due
to pregnancy.

Other changes for children under age nineteen (19) in a child or family-related category of
eligibility do not affect the child’s eligibility prior to the end of the twelve (12) months of
continuous eligibility.

Source: Social Security Act § 1902(e)(12).

Rule 9.3: Deemed Eligible Infants.

A

A deemed eligible infant is a child whose mother was eligible for Medicaid in the child’s
birth month; however, there is no requirement that the child remain with the mother.

The deemed eligible child has continuous Medicaid eligibility for a thirteen (13) month
period from his birth month through the month of the first (1) birthday unless one (1) of the
above early termination reasons is applicable .

The deemed child’s eligibility start date should always be his birth month, regardless of the
date the agency authorizes eligibility for the child.

Source: Social Security Act § 1902(e)(4).

Rule 9.4: Eligibility of Adults.

A

Adults generally have no protected period of eligibility. Changes in income and other
circumstances can impact an adult’s eligibility as such changes occur.

However, women eligible solely due to pregnancy in the Infant Survival (88) program are
provided coverage from their first eligible month through the post partum months regardless
of any subsequent changes in income, household composition, etc.

Source: Social Security Act § 1902(e)(5).

Part 101 Chapter 10: The Redetermination Process

Rule 10.1: General Information.

A

Redetermination is the process of verifying whether a recipient continues to meet the
eligibility requirements of a particular program. Redeterminations are classified as either
regular or special reviews.
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1. Arregular review is an annual review of all eligibility factors.

2. A special review is completed when a portion of the case must be re-worked or case
information must be updated because of a change. This chapter contains information
about the redetermination process.

Source: 42 CFR § 435.916 (Rev. 1986).

Rule 10.2: Regular Redeterminations.

A.

Federal regulations require that the eligibility of every Medicaid and CHIP recipient be
reviewed at least every twelve (12) months.

Mississippi state law also requires annual reviews.

During the regular redetermination process, the recipient’s entire situation is reviewed and
each eligibility factor is evaluated in a process similar to the initial eligibility determination.
Verification that relates to circumstances that are subject to change, such as income and
resources, is required. Recipients are not asked to provide information that is not relevant to
ongoing eligibilityor that has already been provided and is not subject to change.

. Like the application process, a redetermination includes completing an application form,

obtaining required verifications and evaluating the information to make an eligibility
decision.

Source: 42 CFR8 435.916 (Rev. 1986). Miss. Code Ann. 43-13-115.

Rule 10.3: Adverse Action.

A. Advance notice of an adverse action is generally required, if the eligibility decision results in:

1. Termination of benefits;
2. Conversion to a reduced services coverage group;
3. Increase in the amount of patient liability; and

4. Termination of a nursing facility vendor payment.

. During the advance notice period, the recipient is allowed at least ten days notice before the

date of the action. During this time, the recipient can fully comply with unmet
redetermination requirements, provide information or verification that will alter the decision
to terminate or reduce benefits, or request a Fair Hearing with continued benefits.

Source: 42 CFR §431.211 (Rev. 1986).
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Rule 10.4: Exparte Reviews.

A. Any recipient under review who is losing eligibility in one (1) category of assistance is
entitled to have eligibility reviewed and evaluated under any/all available coverage groups.

B. The term “exparte review” means to review information available to the agency to make a
determination of eligibility in another coverage group without requiring the individual to
come into the office or file a separate application.

1.

When to Complete an Exparte Determination. For an exparte determination to be made,
the specialist must be in the process of making a decision on a current application, review
or reported change. If the specialist is denying or closing for failure to return information
or failure to complete the interview process, an exparte determination is not applicable.

Basis for the Exparte Review. The decision of whether the recipient is eligible under a
different coverage group must be based on information contained in the case record. This
may include income, household or personal information in the physical record which
indicates the ineligible adult or child has potential eligibility in another coverage group.
Information received through electronic matches with other state/federal agencies such as
a disability onset date or prior receipt of benefits based on disability are also considered
part of the case record.

Obtaining Information to Make the Determination. When potential eligibility under
another coverage group is indicated, but the specialist does not have sufficient
information to make an eligibility determination, the recipient must be allowed a
reasonable opportunity to provide necessary information.

Eligibility Decision. If the individual is subsequently determined to be eligible in the new
category, the approval must be coordinated with termination in the current program to
ensure there is no lapse or duplication in coverage. However, if requested information is
not provided or if the information clearly shows that the recipient is not eligible under
another category, eligibility in the current program will be terminated with advance
notice. During the advance notice period, the recipient is allowed time to provide all
requested information to determine eligibility in the new program, provide information
which alters the decision to terminate benefits in the current program or request a hearing
with continued benefits.

Requested Information Provided After Closure. If the recipient subsequently provides all
of the information needed to assess eligibility in the new program within two (2) months
of termination, the case should be handled in accordance with the redetermination
procedures.

Source: Social Security Act § 1902(a)(55)(b). Miss. Code Ann. 43-13-121.1 (Rev. 2005).

Part 101 Chapter 11: Special Reviews
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Rule 11.1: Conducting a Special Review.

A.

A special case review is completed when changes occur between regular reviews, which may
result in adjustments to eligibility or benefit level.

A special case review is not a full review. Instead the case (or an individual) is evaluated to
consider the impact of the changed information. Factors unrelated to the change are not re-
verified as part of a special review.

A special review of eligibility is required when:

1. The recipient reports a change in circumstances which could affect eligibility and benefit
level;

2. Information is received from any other source which could affect eligibility and benefit
level; and

3. Potential changes in eligibility are indicated by information available to the
agency.

The special review process may result in termination of benefits, benefit reduction or
adjustments to Medicaid Income. It may also involve procedural changes, i.e., updating or
correcting case information with no impact on eligibility or benefits.

Source: 42 CFR § 435.916 (Rev. 1986). Miss. Code Ann. 43-13-121.1 (Rev. 2005).

Rule 11.2: Recipient Reporting Requirements.

A.

Recipients must report required changes impacting eligibility within ten (10) days of the date
the change becomes known. Changes may be reported in person, by telephone or by mail.

A change is considered reported on the date the report of change is received by the agency. If
an individual fails to report timely or the agency fails to take timely action, causing the
recipient to receive benefits to which he is not entitled, the specialist will take steps to report
an overpayment.

Source: 42 CFR § 435.916 (Rev. 1986).

Rule 11.3: Taking Action on Reported Changes.

A

If the reported change has no effect on eligibility or benefits, the information will be
considered during the next regular redetermination.
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B. Action on a reportable change must be initiated no later than ten (10) working days from the
date the change becomes known to the agency to determine its impact on eligibility and
benefit level.

C. If verification of a reportable change is needed, it must be requested from the recipient,. If
the client fails to respond to the request, eligibility will be terminated allowing advance
notice.

Source: 42 CFR § 435.916 (Rev. 1986). Miss. Code Ann. 43-13-121.1 (Rev. 2005).

Part 101 Chapter 12: Notification

Rule 12.1: Notification.

A. The recipient and, when applicable, the medical facility must be notified in writing of the
action taken on an application or an active case when eligibility or benefit level is affected by
a change.

Source: 42 CFR § 435.912 (Rev. 1986).

Rule 12.2: Advance Notice.

A. Federal regulations require issuance of a notice of adverse action ten (10) days before the
effective date of an action to reduce or terminate benefits.

B. During the advance notice period, the recipient is allowed time to fully comply with unmet
requirements, provide information or verification that will alter the decision to terminate or
reduce benefits, or request a Fair Hearing with continued benefits. If this occurs, the agency
must take prompt and appropriate action to reinstate benefits.

Source: 42 CFR §435.919 (Rev. 1986).

Rule 12.3: Exceptions to Advance Notice.

A. Unless noted, the following actions require notification to the recipient; however, ten (10)
day advance notice is not required.

1. Death.

a) When the agency has factual notification of death, eligibility is terminated as of the
death date and no notice is issued.

2. Loss of State Residence.

a) When the agency establishes that a recipient has moved from the state through
information received from the recipient or because another state reports the client has
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been accepted as a resident for Medicaid in that state, eligibility is terminated.
Advance notice of closure is not required.

3. Resident of a Public Institution.
a) When the agency has established that the recipient has been admitted to a public
institution, such as a prison or a state hospital in a non-Title X1X facility, eligibility is

terminated. Advance notice of termination is not required.

4. Unable to Locate.

a) When a recipient’s whereabouts are unknown, the agency must take reasonable
efforts to locate the recipient. When efforts to locate the recipient are unsuccessful,
eligibility will be terminated. However, if the client’s whereabouts subsequently
become known during the time the client is eligible for services, the case must be
reinstated.

5. Voluntary Request for Closure.

a) If the recipient or his designated representative voluntarily requests closure, eligibility
will be terminated. Advance notice is not required.

6. Eligible for Medicaid through another Source.

a) If a recipient becomes Medicaid-eligible through SSI or foster care, eligibility in the
current ABD or FCC program will be teminated. Advance notice of termination of
benefits authorized through the Medicaid Regional Office is not required.

Source: 42 CFR § 431.213 (Rev. 1993). Miss. Code Ann. 43-13-121.1 (Rev. 2005).

Part 101 Chapter 13: Reinstatements and Corrective Action

Rule 13.1: Situations Requiring a Reinstatement.

A. Certain situations require a reinstatement of services, which means either eligibility is
restored or Medicaid income is corrected for a prior period. Both types of reinstatements are
completed without requiring that a new application be filed on behalf of the recipient.

B. A reinstatement is in order in the following situations, as applicable:

1. Hearing Decision.

a) When a decision, granting eligibility or increased benefits is rendered as part of a

state or local hearing, the regional office may be required to reinstate, or when

appropriate correct Medicaid Income, retroactive to the date decided by the hearing
official.
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2. Action Taken During Advance Notice Period.

a)

b)

When the client makes a timely hearing request during the advance notice period,
benefits will be continued at the same level through the reinstatement process until a
hearing decision is reached.

If the recipient provides information that changes the adverse action decision or fully
complies with unmet requirements during the adverse action period, benefits must be
reinstated to ensure no loss of benefits, if the recipient remains eligible.

If advance notice of benefit reduction or termination is not issued as required, benefits
must be reinstated at the time the error is discovered, regardless of whether the client
is currently eligible. After benefits are reinstated, advance notice would be issued.

3. Whereabouts Become Known.

a)

b)

c)

d)

a)

b)

a)

Eligibility must be terminated if a client’s whereabouts remain unknown after the
agency has made reasonable efforts to locate the recipient.

If the client’s location subsequently becomes known during the time he is eligible,
benefits will be reinstated.

For a child who has continuous eligibility, Medicaid benefits must be reinstated with
no break in coverage.

For an adult, the specialist must determine eligibility for each month that the adult
recipient’s whereabouts were unknown and reinstate for any period he would have
been eligible.

Temporary Case Closure.

When it is known that a client will be ineligible for two (2) months or less, the closure
is processed in the usual manner; however, at the end of the temporary period, the
case may be reinstated without completing new eligibility forms necessary for
reapplication.

In this situation a break in eligibility correctly exists; therefore, it is necessary to
adjust the eligibility begin date to reflect the most recent eligibility begin date.

Reapplication.

When an applicant has a prior application which has been in rejected status for two
(2) months or less, the rejected application form can be updated and signed by the
applicant or representative to establish a new application date.

25



6. Agency Error.

a) When the agency has denied or terminated eligibility in error or reduced benefits in
error, benefits must be reinstated retroactive to the month the error occurred.

Source: 42 CFR § 431.246 (Rev. 1992).

Rule 13.2: Corrective Action.

A.

At the time the agency becomes aware of an error which affects eligibility or level of
benefits, action must be initiated to correct the error and prevent further error.

In some instances, it may also be necessary to correct an error retroactively into prior
months.

When corrective action into prior months adversely affects the recipient, meaning the error
caused the client to be totally ineligible or eligible for fewer benefits, an improper payment
has occurred.

When corrective action into prior months favorably affects the client, meaning the client was
eligible or eligible for more benefits, the corrective action is handled through reinstatement.

Source: 42 CFR § 431.246 (Rev. 1992).

Part 101 Chapter 14: Other Changes - ABD Programs

Rule 14.1: Changes in Medicaid Income.

A

The amount of income an institutional client must pay to the nursing facility toward the cost
of his care is known as Medicaid Income.

Changes in income, marital status or non-covered medical expenses will either increase or
decrease Medicaid income. The effective dates of such changes are determined as follows:

1. Decrease in Medicaid Income. A change which results in a decrease in Medicaid Income
is effective the month in which the change is reported or becomes known to the agency.

2. Increase in Medicaid Income. A change which results in an increase in Medicaid Income
requires advance notice to the client advising of the increase. However, advance notice
for Medicaid Income increases is based on issuing notice ten (10) days before the date
Medicaid makes its payment to the facility. If a state or local hearing is requested within
the advance notice period, the increase cannot be effective until the final hearing decision
is rendered.

3. Temporary Decrease in Medicaid Income. When Medicaid Income is temporarily
decreased due to the allowance of a deduction, i.e., health insurance premium or other
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non-covered medical expense, and Medicaid Income is subsequently returned to the
amount previously in effect, this action is not considered an increase in Medicaid Income
subject to advance notice.

4. Increase in Medicaid Income Combined with a Closure. In instances where income is
counted in the month received and receipt of the income also renders the client ineligible,
the excess income is included in the Medicaid Income computation provided there are ten
(10) calendar days left in the month of receipt to allow for advance notice.

5. Temporary Increase in Medicaid Income. When excess resources are not an issue, but
receipt of additional income results in the monthly income total being over the income
limit for LTC, the case will remain open if, for whatever reason, there is not time to allow
advance notice of closure. However, if there are ten (10) calendar days left in the month,
Medicaid Income must still be increased to the amount of that month’s income or the
Medicaid reimbursement rate for the facility, whichever is less.

Source: 42 CFR § 435.725 (Rev. 1993).

Rule 14.2 Changing to a Reduced Service Coverage Group.

A

Changing from a full service coverage group to a reduced coverage group requires advance
notice before the change can be effective the following month. It is not possible to change an
active full service case to a reduced service coverage group such as QMB, SLMB, or QI in
MEDS for the following month unless there are at least twelve (12) days remaining in the
current month.

Source: 42 CFR § 431.211 (Rev. 1993).

Part 101 Chapter 15: Other Changes - FCC Programs

Rule 15.1: Pregnancy and CHIP Eligibility.

A

For most children, program changes are effective only at review because of the continuous
eligibility provision for children. However, when the agency becomes aware that a CHIP
child is possibly pregnant, a special review must be completed to verify pregnancy/due date
and to determine if the minor is eligible for Medicaid coverage as a pregnant woman. If so,
the child will transition from CHIP to 88 Medicaid for the duration of the pregnancy and two
(2) month post partum period. The program transition from CHIP to Medicaid is not an
adverse action.

Source: 42 CFR § 457.310 (Rev. 200)
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