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Medical assistance for needy persons whose resources are not adequate to meet the cost of such care
is hereby declared to be a matter of state concern. To provide such care, a statewide program of medical
assistance, with free choice of vendor, is hereby established.

History: Ex1967 c 16 s 1
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256B.011 POLICY FOR CHILDBIRTH AND ABORTION FUNDING.

Between normal childbirth and abortion it is the policy of the state of Minnesota that normal childbirth
is to be given preference, encouragement and support by law and by state action, it being in the best interests
of the well being and common good of Minnesota citizens.

History: 1978 ¢ 508 s 1
256B.0185 [Repealed, 2013 ¢ 107 art 4 s 22]
256B.02 DEFINITIONS.
Subdivision 1. [Repealed, 1987 ¢ 363 s 14]
Subd. 2. [Repealed, 1987 ¢ 363 s 14]
Subd. 3. [Repealed, 1987 c 363 s 14]

Subd. 4. Medical institution. "Medical institution" means any licensed medical facility that receives a
license from the Minnesota Health Department or Department of Human Services or appropriate licensing
authority of this state, any other state, or a Canadian province.

Subd. 5. State agency. "State agency" means the commissioner of human services.

Subd. 6. County agency. "County agency" means a local social service agency operating under and
pursuant to the provisions of chapter 393.

Subd. 7. Vendor of medical care. (a) "Vendor of medical care" means any person or persons furnishing,
within the scope of the vendor's respective license, any or all of the following goods or services: medical,
surgical, hospital, ambulatory surgical center services, optical, visual, dental and nursing services; drugs
and medical supplies; appliances; laboratory, diagnostic, and therapeutic services; nursing home and con-
valescent care; screening and health assessment services provided by public health nurses as defined in
section 145A.02, subdivision 18; health care services provided at the residence of the patient if the services
are performed by a public health nurse and the nurse indicates in a statement submitted under oath that
the services were actually provided; and such other medical services or supplies provided or prescribed by
persons authorized by state law to give such services and supplies. The term includes, but is not limited
to, directors and officers of corporations or members of partnerships who, either individually or jointly
with another or others, have the legal control, supervision, or responsibility of submitting claims for reim-
bursement to the medical assistance program. The term only includes directors and officers of corporations
who personally receive a portion of the distributed assets upon liquidation or dissolution, and their liability
is limited to the portion of the claim that bears the same proportion to the total claim as their share of the
distributed assets bears to the total distributed assets.

(b) "Vendor of medical care" also includes any person who is credentialed as a health professional under
standards set by the governing body of a federally recognized Indian tribe authorized under an agreement
with the federal government according to United States Code, title 25, section 450f, to provide health
services to its members, and who through a tribal facility provides covered services to American Indian
people within a contract health service delivery area of a Minnesota reservation, as defined under Code of
Federal Regulations, title 42, section 36.22.

(c) A federally recognized Indian tribe that intends to implement standards for credentialing health
professionals must submit the standards to the commissioner of human services, along with evidence of
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meeting, exceeding, or being exempt from corresponding state standards. The commissioner shall maintain
a copy of the standards and supporting evidence, and shall use those standards to enroll tribal-approved
health professionals as medical assistance providers. For purposes of this section, "Indian" and "Indian tribe"
mean persons or entities that meet the definition in United States Code, title 25, section 450D.

Subd. 8. Medical assistance; medical care. "Medical assistance" or "medical care" means payment of
part or all of the cost of the care and services identified in section 256B.0625, for eligible individuals whose
income and resources are insufficient to meet all of this cost.

Subd. 8a. [Renumbered 256B.0625, subdivision 1]
Subd. 8b. [Renumbered 256B.0625, subd 2]
Subd. 8c. [Renumbered 256B.0625, subd 3]
Subd. 8d. [Renumbered 256B.0625, subd 4]
Subd. 8e. [Renumbered 256B.0625, subd 5]
Subd. 8f. [Renumbered 256B.0625, subd 6]
Subd. 8g. [Renumbered 256B.0625, subd 7]
Subd. 8h. [Renumbered 256B.0625, subd §]
Subd. 8i. [Renumbered 256B.0625, subd 9]
Subd. §j. [Renumbered 256B.0625, subd 10]
Subd. 8k. [Renumbered 256B.0625, subd 11]
Subd. 81. [Renumbered 256B.0625, subd 12]
Subd. 8m. [Renumbered 256B.0625, subd 13]
Subd. 8n. [Renumbered 256B.0625, subd 14]
Subd. 80. [Renumbered 256B.0625, subd 15]
Subd. 8p. [Renumbered 256B.0625, subd 16]
Subd. 8q. [Renumbered 256B.0625, subd 17]
Subd. 8r. [Renumbered 256B.0625, subd 18]
Subd. 8s. [Renumbered 256B.0625, subd 19]
Subd. 8t. [Renumbered 256B.0625, subd 20]
Subd. 8u. [Renumbered 256B.0625, subd 21]
Subd. 8v. [Renumbered 256B.0625, subd 22]
Subd. 8w. [Renumbered 256B.0625, subd 23]
Subd. 8x. [Renumbered 256B.0625, subd 24]
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Subd. 8y. [Renumbered 256B.0625, subd 25]

Subd. 9. Private health care coverage. "Private health care coverage" means any plan regulated by
chapter 62A, 62C or 64B. Private health care coverage also includes any self-insured plan providing health
care benefits, pharmacy benefit manager, service benefit plan, managed care organization, and other parties
that are by contract legally responsible for payment of a claim for a health care item or service for an
individual receiving medical benefits under chapter 256B, 256D, or 256L.

Subd. 10. Automobile accident coverage. "Automobile accident coverage" means any plan, or that
portion of a plan, regulated under chapter 65B, which provides benefits for medical expenses incurred in
an automobile accident.

Subd. 11. Related condition. "Related condition" means that condition defined in section 252.27, sub-
division 1la.

Subd. 12. Third-party payer. "Third-party payer" means a person, entity, or agency or government
program that has a probable obligation to pay all or part of the costs of a medical assistance recipient's health
services. Third-party payer includes an entity under contract with the recipient to cover all or part of the
recipient's medical costs.

Subd. 13. Prepaid health plan. "Prepaid health plan" means a vendor who receives a capitation payment
and assumes financial risk for the provision of medical assistance services under a contract with the com-
missioner.

Subd. 14. Group health plan. "Group health plan" means any plan of, or contributed to by, an
employer, including a self-insured plan, to provide health care directly or otherwise to the employer's
employees, former employees, or the families of the employees or former employees, and includes con-
tinuation coverage pursuant to title XXII of the Public Health Service Act, section 4980B of the Internal
Revenue Code of 1986, or title VI of the Employee Retirement Income Security Act of 1974.

Subd. 15. Cost-effective. "Cost-effective”" means that the amount paid by the state for premiums,
coinsurance, deductibles, other cost-sharing obligations under a health insurance plan, and other admin-
istrative costs is likely to be less than the amount paid for an equivalent set of services paid by medical
assistance.

Subd. 16. Termination; terminate. "Termination" or "terminate" for a provider means a state Medicaid
program, state children's health insurance program, or Medicare program has taken an action to revoke
the provider's billing privileges, the provider has exhausted all appeal rights or the timeline for appeal
has expired, there is no expectation by the provider, Medicaid program, state children's health insurance
program, or Medicare program that the revocation is temporary, the provider will be required to reenroll to
reinstate billing privileges, and the termination occurred for cause, including fraud, integrity, or quality.

Subd. 17. Affordable Care Act. "Affordable Care Act" means the federal Patient Protection and Af-
fordable Care Act, Public Law 111-148, as amended, including the federal Health Care and Education Rec-
onciliation Act of 2010, Public Law 111-152, and any amendments to, and any federal guidance or reg-
ulations issued under, these acts.

Subd. 18. Caretaker relative. "Caretaker relative" means a relative, by blood, adoption, or marriage,
of a child under age 19 with whom the child is living and who assumes primary responsibility for the child's
care.
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Subd. 19. Insurance affordability program. "Insurance affordability program" means one of the
following programs:

(1) medical assistance under this chapter;

(2) a program that provides advance payments of the premium tax credits established under section 36B
of the Internal Revenue Code or cost-sharing reductions established under section 1402 of the Affordable
Care Act;

(3) MinnesotaCare as defined in chapter 256L; and
(4) a Basic Health Plan as defined in section 1331 of the Affordable Care Act.

History: Ex1967 c 165 2; 1969 ¢ 3955 1; 1973 ¢ 7175 17; 1975¢ 24759, 1975¢c 384 s 1, 1975 c 437
art2s 3; 1976 ¢ 173 5 56, 1976 ¢ 236 s 1; 1976 ¢ 3125 1; 1978 ¢ 508 s 2; 1978 ¢ 560 s 10, 1981 ¢ 360 art
2526,54; 1Sp1981 ¢ 25 12; 1Sp1981 c 4 art 45 22; 3Sp1981 c 2 art 1 s 31; 1982 ¢ 562 s 2; 1983 c 151 s
1,2, 1983 c 312 art 1527, art5s 10; art 9s 4; 1984 ¢ 654 art 5 s 58; 1985 ¢ 21 s 52-54, 1985 c 49 s 41;
1985 ¢ 2525 19,20, 1Sp1985c 3519, 1986 c 394 s 17; 1986 ¢ 444; 1987 c 370 art I s 3; art 2 s 4, 1987 ¢
3745 1; 1987 ¢ 309 s 24, 1987 ¢ 403 art 2 s 73,74, art 55 16, 1988 ¢ 689 art 2 s 141,268, 1992 c 464 art
1555;,1992c 513 art7s31,32; 1994 ¢ 631531, 2002¢27552;,2004c198s17; 1Sp2005c 4 art8s 17,
2006 c 282 art 17 s 24; 1Sp2011 c 9art 6 s 22; 2013 c1s 1, 2013 c 108 art 1 s 5-7

256B.021 MEDICAL ASSISTANCE REFORM WAIVER.

Subdivision 1. Intent. It is the intent of the legislature to reform components of the medical assistance
program for seniors and people with disabilities or other complex needs, and medical assistance enrollees
in general, in order to achieve better outcomes, such as community integration and independence; improved
health; reduced reliance on institutional care; maintained or obtained employment and housing; and long-
term sustainability of needed services through better alignment of available services that most effectively
meet people's needs, including other state agencies' services.

Subd. 2. Proposal. The commissioner shall develop a proposal to the United States Department of
Health and Human Services, which shall include any necessary waivers, state plan amendments, requests for
new funding or realignment of existing funds, and any other federal authority that may be necessary for the
projects specified in subdivision 4. The commissioner shall ensure all projects are budget neutral or result in
savings to the state budget, considering cost changes across all divisions and other agencies that are affected.

Subd. 3. Legislative proposals; rules. The commissioner shall report to the members of the legislative
committees having jurisdiction over human services issues by January 15, 2012, regarding the progress
of this waiver, and make recommendations regarding any legislative changes necessary to accomplish the
projects in subdivision 4.

Subd. 4. Projects. The commissioner shall request permission and funding to further the following
initiatives.

(a) Health care delivery demonstration projects. This project involves testing alternative payment and
service delivery models in accordance with sections 256B.0755 and 256B.0756. These demonstrations will
allow the Minnesota Department of Human Services to engage in alternative payment arrangements with
provider organizations that provide services to a specified patient population for an agreed upon total cost
of care or risk/gain sharing payment arrangement, but are not limited to these models of care delivery or
payment. Quality of care and patient experience will be measured and incorporated into payment models
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alongside the cost of care. Demonstration sites should include Minnesota health care programs fee-for-
services recipients and managed care enrollees and support a robust primary care model and improved care
coordination for recipients.

(b) Promote personal responsibility and encourage and reward healthy outcomes. This project provides
Medicaid funding to provide individual and group incentives to encourage healthy behavior, prevent the
onset of chronic disease, and reward healthy outcomes. Focus areas may include diabetes prevention and
management, tobacco cessation, reducing weight, lowering cholesterol, and lowering blood pressure.

(c) Encourage utilization of high quality, cost-effective care. This project creates incentives through
Medicaid and MinnesotaCare enrollee cost-sharing and other means to encourage the utilization of high-
quality, low-cost, high-value providers, as determined by the state's provider peer grouping initiative under
section 62U.04.

(d) Adults without children. This proposal includes requesting federal authority to impose a limit on
assets for adults without children in medical assistance, as defined in section 256B.055, subdivision 15, who
have a household income equal to or less than 75 percent of the federal poverty limit, and to impose a 180-
day durational residency requirement in MinnesotaCare, consistent with section 256L.09, subdivision 4, for
adults without children, regardless of income.

(¢) Empower and encourage work, housing, and independence. This project provides services and
supports for individuals who have an identified health or disabling condition but are not yet certified as
disabled, in order to delay or prevent permanent disability, reduce the need for intensive health care and
long-term care services and supports, and to help maintain or obtain employment or assist in return to work.
Benefits may include:

(1) coordination with health care homes or health care coordinators;

(2) assessment for wellness, housing needs, employment, planning, and goal setting;
(3) training services;

(4) job placement services;

(5) career counseling;

(6) benefit counseling;

(7) worker supports and coaching;

(8) assessment of workplace accommodations;

(9) transitional housing services; and

(10) assistance in maintaining housing.

(f) Redesign home and community-based services. This project realigns existing funding, services, and
supports for people with disabilities and older Minnesotans to ensure community integration and a more
sustainable service system. This may involve changes that promote a range of services to flexibly respond
to the following needs:

(1) provide people less expensive alternatives to medical assistance services;
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(2) offer more flexible and updated community support services under the Medicaid state plan;
(3) provide an individual budget and increased opportunity for self-direction;
(4) strengthen family and caregiver support services;

(5) allow persons to pool resources or save funds beyond a fiscal year to cover unexpected needs or
foster development of needed services;

(6) use of home and community-based waiver programs for people whose needs cannot be met with the
expanded Medicaid state plan community support service options;

(7) target access to residential care for those with higher needs;

(8) develop capacity within the community for crisis intervention and prevention;

(9) redesign case management;

(10) offer life planning services for families to plan for the future of their child with a disability;
(11) enhance self-advocacy and life planning for people with disabilities;

(12) improve information and assistance to inform long-term care decisions; and

(13) increase quality assurance, performance measurement, and outcome-based reimbursement.

This project may include different levels of long-term supports that allow seniors to remain in their homes
and communities, and expand care transitions from acute care to community care to prevent hospitalizations
and nursing home placement. The levels of support for seniors may range from basic community services
for those with lower needs, access to residential services if a person has higher needs, and targets access to
nursing home care to those with rehabilitation or high medical needs. This may involve the establishment
of medical need thresholds to accommodate the level of support needed; provision of a long-term care
consultation to persons seeking residential services, regardless of payer source; adjustment of incentives
to providers and care coordination organizations to achieve desired outcomes; and a required coordination
with medical assistance basic care benefit and Medicare/Medigap benefit. This proposal will improve access
to housing and improve capacity to maintain individuals in their existing home; adjust screening and as-
sessment tools, as needed; improve transition and relocation efforts; seek federal financial participation for
alternative care and essential community supports; and provide Medigap coverage for people having lower
needs.

(g) Coordinate and streamline services for people with complex needs, including those with multiple
diagnoses of physical, mental, and developmental conditions. This project will coordinate and streamline
medical assistance benefits for people with complex needs and multiple diagnoses. It would include changes
that:

(1) develop community-based service provider capacity to serve the needs of this group;
(2) build assessment and care coordination expertise specific to people with multiple diagnoses;

(3) adopt service delivery models that allow coordinated access to a range of services for people with
complex needs;
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(4) reduce administrative complexity;
(5) measure the improvements in the state's ability to respond to the needs of this population; and
(6) increase the cost-effectiveness for the state budget.

(h) Implement nursing home level of care criteria. This project involves obtaining any necessary federal
approval in order to implement the changes to the level of care criteria in section 144.0724, subdivision
11, and implement further changes necessary to achieve reform of the home and community-based service
system.

(i) Improve integration of Medicare and Medicaid. This project involves reducing fragmentation in the
health care delivery system to improve care for people eligible for both Medicare and Medicaid, and to align
fiscal incentives between primary, acute, and long-term care. The proposal may include:

(1) requesting an exception to the new Medicare methodology for payment adjustment for fully in-
tegrated special needs plans for dual eligible individuals;

(2) testing risk adjustment models that may be more favorable to capturing the needs of frail dually
eligible individuals;

(3) requesting an exemption from the Medicare bidding process for fully integrated special needs plans
for the dually eligible;

(4) modifying the Medicare bid process to recognize additional costs of health home services; and
(5) requesting permission for risk-sharing and gain-sharing.

(j) Intensive residential treatment services. This project would involve providing intensive residential
treatment services for individuals who have serious mental illness and who have other complex needs.
This proposal would allow such individuals to remain in these settings after mental health symptoms have
stabilized, in order to maintain their mental health and avoid more costly or unnecessary hospital or other
residential care due to their other complex conditions. The commissioner may pursue a specialized rate for
projects created under this section.

(k) Seek federal Medicaid matching funds for Anoka Metro Regional Treatment Center (AMRTC). This
project involves seeking Medicaid reimbursement for medical services provided to patients to AMRTC,
including requesting a waiver of United States Code, title 42, section 1396d, which prohibits Medicaid
reimbursement for expenditures for services provided by hospitals with more than 16 beds that are primarily
focused on the treatment of mental illness. This waiver would allow AMRTC to serve as a statewide resource
to provide diagnostics and treatment for people with the most complex conditions.

(1) Waivers to allow Medicaid eligibility for children under age 21 receiving care in residential facilities.
This proposal would seek Medicaid reimbursement for any Medicaid-covered service for children who are
placed in residential settings that are determined to be "institutions for mental diseases," under United States
Code, title 42, section 1396d.

Subd. 4a. Evaluation. The commissioner shall evaluate the projects contained in subdivision 4,
paragraphs (f), clauses (2) and (12), and (h). The evaluation must include:

(1) an impact assessment focusing on program outcomes, especially those experienced directly by the
person receiving services;
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(2) study samples drawn from the population of interest for each project; and

(3) atime series analysis to examine aggregate trends in average monthly utilization, expenditures, and
other outcomes in the targeted populations before and after implementation of the initiatives.

Subd. 5. Federal funds. The commissioner is authorized to accept and expend federal funds that support
the purposes of this section.

Subd. 6. Work, empower, and encourage independence. As provided under subdivision 4, paragraph
(e), upon federal approval, the commissioner shall establish a demonstration project to provide navigation,
employment supports, and benefits planning services to a targeted group of federally funded Medicaid re-
cipients to begin July 1, 2014. This demonstration shall promote economic stability, increase independence,
and reduce applications for disability benefits while providing a positive impact on the health and future
of participants.

Subd. 7. [Repealed, 2014 ¢ 275 art 1 s 139]
History: ISp2011c9art7s53; 2012c 187 art 1 s36; 2013 c 108 art1s67;art2s 14-16,44; art 15 s 3,4
256B.03 PAYMENTS TO VENDORS.

Subdivision 1. General limit. All payments for medical assistance hereunder must be made to the
vendor. The maximum payment for new vendors enrolled in the medical assistance program after the base
year shall be determined from the average usual and customary charge of the same vendor type enrolled
in the base year.

Subd. 2. [Repealed, 2000 c 449 s 15]

Subd. 3. Tribal purchasing model. (a) Notwithstanding subdivision 1 and sections 256B.0625 and
256D.03, subdivision 4, paragraph (1), the commissioner may make payments to federally recognized Indian
tribes with a reservation in the state to provide medical assistance and general assistance medical care to
Indians, as defined under federal law, who reside on or near the reservation. The payments may be made
in the form of a block grant or other payment mechanism determined in consultation with the tribe. Any
alternative payment mechanism agreed upon by the tribes and the commissioner under this subdivision is
not dependent upon county or health plan agreement but is intended to create a direct payment mechanism
between the state and the tribe for the administration of the medical assistance and general assistance medical
care programs, and for covered services.

(b) A tribe that implements a purchasing model under this subdivision shall report to the commissioner
at least annually on the operation of the model. The commissioner and the tribe shall cooperatively determine
the data elements, format, and timetable for the report.

(c) For purposes of this subdivision, "Indian tribe" means a tribe, band, or nation, or other organized
group or community of Indians that is recognized as eligible for the special programs and services provided
by the United States to Indians because of their status as Indians and for which a reservation exists as is
consistent with Public Law 100-485, as amended.

(d) Payments under this subdivision may not result in an increase in expenditures that would not
otherwise occur in the medical assistance program under this chapter or the general assistance medical care
program under chapter 256D.

[See Note.]
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Subd. 4. Prohibition on payments to providers outside of the United States. Payments for medical
assistance must not be made:

(1) for services delivered or items supplied outside of the United States; or
(2) to a provider, financial institution, or entity located outside of the United States.

Subd. 5. Ordering or referring providers. Claims for payments for supplies or services that are based
on an order or referral of a provider must include the ordering or referring provider's national provider
identifier (NPI). Claims for supplies or services ordered or referred by a vendor who is not enrolled in
medical assistance are not covered.

History: Ex1967 c 16 s 3; 1981 ¢ 360 art 2 s 27,54, 1Sp1981 ¢ 2 s 13, 1Sp1981 c 4 art4s 22; 35p1982
clart2s4; 1983 c312art1s27; 1987 ¢ 384 art 2 s 63; 1987 ¢ 403 art 2 s 75; 1996 ¢ 451 art 5 s 14;
1998 c 407 art4 s 11; 1Sp2011 c 9 art 65 23,24

NOTE: Subdivision 3, as added by Laws 1996, chapter 451, article 5, section 14, is effective October
1, 1996, or upon receipt of any necessary federal approval, whichever date is later. Laws 1996, chapter 451,
article 5, section 40.

256B.031 [Repealed, 2009 ¢ 173 art 3 s 26]
256B.032 [Repealed, 2010 ¢ 344 s 6]
256B.035 MANAGED CARE.

The commissioner of human services may contract with public or private entities or operate a preferred
provider program to deliver health care services to medical assistance, general assistance medical care,
and MinnesotaCare program recipients. The commissioner may enter into risk-based and non-risk-based
contracts. Contracts may be for the full range of health services, or a portion thereof, for medical as-
sistance and general assistance medical care populations to determine the effectiveness of various provider
reimbursement and care delivery mechanisms. The commissioner may seek necessary federal waivers and
implement projects when approval of the waivers is obtained from the Centers for Medicare and Medicaid
Services of the United States Department of Health and Human Services.

History: 71990 ¢ 568 art 3 s 20; 1992 c 513 art 7 s 33; 1995 ¢ 234 art 8 s 56, 2002 ¢ 277 s 32
256B.037 PROSPECTIVE PAYMENT OF DENTAL SERVICES.

Subdivision 1. Contract for dental services. The commissioner may conduct a demonstration project
to contract, on a prospective per capita payment basis, with an organization or organizations licensed under
chapter 62C, 62D, or 62N for the provision of all dental care services beginning July 1, 1994, under
the medical assistance, general assistance medical care, and MinnesotaCare programs, or when necessary
waivers are granted by the secretary of health and human services, whichever occurs later. The commissioner
shall identify a geographic area or areas, including both urban and rural areas, where access to dental services
has been inadequate, in which to conduct demonstration projects. The commissioner shall seek any federal
waivers or approvals necessary to implement this section from the secretary of health and human services.

The commissioner may exclude from participation in the demonstration project any or all groups
currently excluded from participation in the prepaid medical assistance program under section 256B.69.
Except for persons excluded from participation in the demonstration project, all persons who have been de-
termined eligible for medical assistance, general assistance medical care and, if applicable, MinnesotaCare
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and reside in the designated geographic areas are required to enroll in a dental plan to receive their dental
care services. Except for emergency services or out-of-plan services authorized by the dental plan, recipients
must receive their dental services from dental care providers who are part of the dental plan provider
network.

The commissioner shall select either multiple dental plans or a single dental plan in a designated area.
A dental plan under contract with the department must serve both medical assistance recipients and general
assistance medical care recipients in a designated geographic area and may serve MinnesotaCare recipients.
The commissioner may limit the number of dental plans with which the department contracts within a
designated geographic area, taking into consideration the number of recipients within the designated ge-
ographic area; the number of potential dental plan contractors; the size of the provider network offered by
dental plans; the dental care services offered by a dental plan; qualifications of dental plan personnel; acces-
sibility of services to recipients; dental plan assurances of recipient confidentiality; dental plan marketing
and enrollment activities; dental plan compliance with this section; dental plan performance under other
contracts with the department to serve medical assistance, general assistance medical care, or MinnesotaCare
recipients; or any other factors necessary to provide the most economical care consistent with high standards
of dental care.

For purposes of this section, "dental plan" means an organization licensed under chapter 62C, 62D,
or 62N that contracts with the department to provide covered dental care services to recipients on a
prepaid capitation basis. "Emergency services" has the meaning given in section 256B.0625, subdivision
4. "Multiple dental plan area" means a designated area in which more than one dental plan is offered. "Par-
ticipating provider" means a dentist or dental clinic who is employed by or under contract with a dental plan
to provide dental care services to recipients. "Single dental plan area" means a designated area in which
only one dental plan is available.

Subd. 1a. Multiple dental plan areas. After the department has executed contracts with dental plans
to provide covered dental care services in a multiple dental plan area, the department shall:

(1) inform applicants and recipients, in writing, of available dental plans, when written notice of dental
plan selection must be submitted to the department, and when dental plan participation begins;

(2) assign to a dental plan recipients who fail to notify the department in writing of their dental plan
choice; and

(3) notify recipients, in writing, of their assigned dental plan before the effective date of the recipient's
dental plan participation.

Subd. 1b. Single dental plan areas. After the department has executed a contract with a dental plan to
provide covered dental care services as the sole dental plan in a geographic area, the provisions in paragraphs

(a) to (c) apply.

(a) The department shall assure that applicants and recipients are informed, in writing, of participating
providers in the dental plan and when dental plan participation begins.

(b) The dental plan may require the recipient to select a specific dentist or dental clinic and may assign
to a specific dentist or dental clinic recipients who fail to notify the dental plan of their selection.

(c) The dental plan shall notify recipients in writing of their assigned providers before the effective date
of dental plan participation.
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Subd. 1c. Dental choice. (a) In multiple dental plan areas, recipients may change dental plans once
within the first year the recipient participates in a dental plan. After the first year of dental plan participation,
recipients may change dental plans during the annual 30-day open enrollment period.

(b) In single dental plan areas, recipients may change their specific dentist or clinic at least once during
the first year of dental plan participation. After the first year of dental plan participation, recipients may
change their specific dentist or clinic at least once annually. The dental plan shall notify recipients of this
change option.

(c) If a dental plan's contract with the department is terminated for any reason, recipients in that dental
plan shall select a new dental plan and may change dental plans or a specific dentist or clinic within the first
60 days of participation in the second dental plan.

(d) Recipients may change dental plans or a specific dentist or clinic at any time as follows:

(1) in multiple dental plan areas, if the travel time from the recipient's residence to a general practice
dentist is over 30 minutes, the recipient may change dental plans;

(2) in single dental plan areas, if the travel time from the recipient's residence to the recipient's specific
dentist or clinic is over 30 minutes, the recipient may change providers; or

(3) if the recipient's dental plan or specific dentist or clinic was incorrectly designated due to department
or dental plan error.

(e) Requests for change under this subdivision must be submitted to the department or dental plan in
writing. The department or dental plan shall notify recipients whether the request is approved or denied
within 30 days after receipt of the written request.

Subd. 2. Establishment of prepayment rates. The commissioner shall consult with an independent
actuary to establish prepayment rates, but shall retain final authority over the methodology used to establish
the rates. The prepayment rates shall not result in payments that exceed the per capita expenditures that
would have been made for dental services by the programs under a fee-for-service reimbursement system.
The package of dental benefits provided to individuals under this subdivision shall not be less than the
package of benefits provided under the medical assistance fee-for-service reimbursement system for dental
services.

Subd. 3. Appeals. All recipients of services under this section have the right to appeal to the com-
missioner under section 256.045. A recipient participating in a dental plan may utilize the dental plan's
internal complaint procedure but is not required to exhaust the internal complaint procedure before appealing
to the commissioner. The appeal rights and procedures in Minnesota Rules, part 9500.1463, apply to re-
cipients who enroll in dental plans.

Subd. 4. Information required by commissioner. A contractor shall submit encounter-specific in-
formation as required by the commissioner, including, but not limited to, information required for assessing
client satisfaction, quality of care, and cost and utilization of services. Dental plans and participating
providers must provide the commissioner access to recipient dental records to monitor compliance with the
requirements of this section.

Subd. 5. Other contracts permitted. Nothing in this section prohibits the commissioner from con-
tracting with an organization for comprehensive health services, including dental services, under section
256B.035, 256B.69, or 256D.03, subdivision 4, paragraph (c).
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Subd. 6. Recipient costs. A dental plan and its participating providers or nonparticipating providers
who provide emergency services or services authorized by the dental plan shall not charge recipients for
any costs for covered services.

Subd. 7. Financial accountability. A dental plan is accountable to the commissioner for the fiscal
management of covered dental care services. The state of Minnesota and recipients shall be held harmless
for the payment of obligations incurred by a dental plan if the dental plan or a participating provider becomes
insolvent and the department has made the payments due to the dental plan under the contract.

Subd. 8. Quality improvement. A dental plan shall have an internal quality improvement system.
A dental plan shall permit the commissioner or the commissioner's agents to evaluate the quality, appro-
priateness, and timeliness of covered dental care services through inspections, site visits, and review of
dental records.

Subd. 9. Third-party liability. To the extent required under section 62A.046 and Minnesota Rules, part
9506.0080, a dental plan shall coordinate benefits for or recover the cost of dental care services provided
recipients who have other dental care coverage. Coordination of benefits includes the dental plan paying
applicable co-payments or deductibles on behalf of a recipient.

Subd. 10. Financial capacity. A dental plan shall demonstrate that its financial risk capacity is ac-
ceptable to its participating providers; except, an organization licensed as a health maintenance organization
under chapter 62D, a nonprofit health service plan under chapter 62C, or a community integrated service
network under chapter 62N, is not required to demonstrate financial risk capacity beyond the requirements
in those chapters for licensure or a certificate of authority.

Subd. 11. Data privacy. The contract between the commissioner and the dental plan must specify that
the dental plan is an agent of the welfare system and shall have access to welfare data on recipients to
the extent necessary to carry out the dental plan's responsibilities under the contract. The dental plan shall
comply with chapter 13, the Minnesota Government Data Practices Act.

History: 1Sp1993 c 1 art5s 27, 1995 c 234 art 6 s 22-33; 1997 ¢ 203 art 95 9; 1997 ¢ 225 art 2 s
62;2009c 173 art3s )5

256B.038 PROVIDER RATE INCREASES AFTER JUNE 30, 1999.

(a) For fiscal years beginning on or after July 1, 1999, the commissioner of management and budget
shall include an annual inflationary adjustment in payment rates for the services listed in paragraph (b) as
a budget change request in each biennial detailed expenditure budget submitted to the legislature under
section 16A.11. The adjustment shall be accomplished by indexing the rates in effect for inflation based
on the change in the Consumer Price Index-All Items (United States city average)(CPI-U) as forecasted
by Data Resources, Inc., in the fourth quarter of the prior year for the calendar year during which the rate
increase occurs.

(b) Within the limits of appropriations specifically for this purpose, the commissioner shall apply the rate
increases in paragraph (a) to home and community-based waiver services for persons with developmental
disabilities under section 256B.501; home and community-based waiver services for the elderly under
section 256B.0915; waivered services under community alternatives for disabled individuals under section
256B.49; community alternative care waivered services under section 256B.49; brain injury waivered
services under section 256B.49; nursing services and home health services under section 256B.0625,
subdivision 6a; personal care services and nursing supervision of personal care services under section
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256B.0625, subdivision 19a; home care nursing services under section 256B.0625, subdivision 7; day
training and habilitation services for adults with developmental disabilities under sections 252.41 to 252.46;
physical therapy services under sections 256B.0625, subdivision 8, and 256D.03, subdivision 4; occu-
pational therapy services under sections 256B.0625, subdivision 8a, and 256D.03, subdivision 4; speech-
language therapy services under section 256D.03, subdivision 4, and Minnesota Rules, part 9505.0390;
respiratory therapy services under section 256D.03, subdivision 4, and Minnesota Rules, part 9505.0295;
physician services under section 256B.0625, subdivision 3; dental services under sections 256B.0625, sub-
division 9, and 256D.03, subdivision 4; alternative care services under section 256B.0913; adult residential
program grants under Minnesota Rules, parts 9535.2000 to 9535.3000; adult and family community support
grants under Minnesota Rules, parts 9535.1700 to 9535.1760; and semi-independent living services under
section 252.275, including SILS funding under county social services grants formerly funded under chapter
256l.

(c) The commissioner shall increase prepaid medical assistance program capitation rates as appropriate
to reflect the rate increases in this section.

(d) In implementing this section, the commissioner shall consider proposing a schedule to equalize rates
paid by different programs for the same service.

History: 1998 ¢ 407 art 4 s 12; 2005 ¢ 56 s 1; 2009 ¢ 101 art 2 s 109; 2012 ¢ 216 art 14 s 2; 2014
c275art1s 56; 2014 c 291 art9s 5

256B.039 [Repealed, 2008 ¢ 286 art 2 s 3]
256B.04 DUTIES OF STATE AGENCY.

Subdivision 1. General. The state agency shall supervise the administration of medical assistance for
eligible recipients by the county agencies hereunder.

Subd. 1a. Comprehensive health services system. The commissioner shall carry out the duties in this
section with the participation of the boards of county commissioners, and with full consideration for the
interests of counties, to plan and implement a unified, accountable, comprehensive health services system
that:

(1) promotes accessible and quality health care for all Minnesotans;

(2) assures provision of adequate health care within limited state and county resources;
(3) avoids shifting funding burdens to county tax resources;

(4) provides statewide eligibility, benefit, and service expectations;

(5) manages care, develops risk management strategies, and contains cost in all health and human
services; and

(6) supports effective implementation of publicly funded health and human services for all areas of the
state.

Subd. 1b. Contract for administrative services for American Indian children. Notwithstanding sub-
division 1, the commissioner may contract with federally recognized Indian tribes with a reservation in
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Minnesota for the provision of early and periodic screening, diagnosis, and treatment administrative services
for American Indian children, according to Code of Federal Regulations, title 42, section 441, subpart B, and
Minnesota Rules, part 9505.1693 et seq., when the tribe chooses to provide such services. For purposes of
this subdivision, "American Indian" has the meaning given to persons to whom services will be provided for
in Code of Federal Regulations, title 42, section 36.12. Notwithstanding Minnesota Rules, part 9505.1748,
subpart 1, the commissioner, the local agency, and the tribe may contract with any entity for the provision
of early and periodic screening, diagnosis, and treatment administrative services.

Subd. 2. Rulemaking authority. Make uniform rules, not inconsistent with law, for carrying out and
enforcing the provisions hereof in an efficient, economical, and impartial manner, and to the end that the
medical assistance system may be administered uniformly throughout the state, having regard for varying
costs of medical care in different parts of the state and the conditions in each case, and in all things to carry
out the spirit and purpose of this program, which rules shall be furnished immediately to all county agencies,
and shall be binding on such county agencies.

Subd. 3. Required forms. Prescribe the form of, print, and supply to the county agencies, blanks for
applications, reports, affidavits, and such other forms as it may deem necessary or advisable.

Subd. 4. Cooperation with federal agency. Cooperate with the federal Centers for Medicare and
Medicaid Services in any reasonable manner as may be necessary to qualify for federal aid in connection
with the medical assistance program, including the making of such reports in such form and containing
such information as the Department of Health, Education, and Welfare may, from time to time, require,
and comply with such provisions as such department may, from time to time, find necessary to assure the
correctness and verifications of such reports.

Subd. 4a. Medicare prescription drug subsidy. The commissioner shall perform all duties necessary
to administer eligibility determinations for the Medicare Part D prescription drug subsidy and facilitate the
enrollment of eligible medical assistance recipients into Medicare prescription drug plans as required by the
Medicare Prescription Drug, Improvement, and Modernization Act of 2003 (MMA), Public Law 108-173,
and Code of Federal Regulations, title 42, sections 423.30 to 423.56 and 423.771 to 423.800.

Subd. 5. Annual report required. The state agency within 60 days after the close of each fiscal year,
shall prepare and print for the fiscal year a report that includes a full account of the operations and ex-
penditure of funds under this chapter, a full account of the activities undertaken in accordance with sub-
division 10, adequate and complete statistics divided by counties about all medical assistance provided in
accordance with this chapter, and any other information it may deem advisable.

Subd. 6. Monthly statement. Prepare and release a summary statement monthly showing by counties
the amount paid hereunder and the total number of persons assisted.

Subd. 7. Program safeguards. Establish and enforce safeguards to prevent unauthorized disclosure
or improper use of the information contained in applications, reports of investigations and medical exam-
inations, and correspondence in the individual case records of recipients of medical assistance.

Subd. 8. Information. Furnish information to acquaint needy persons and the public generally with the
plan for medical assistance of this state.

Subd. 9. Reciprocal agreements. Cooperate with agencies in other states in establishing reciprocal
agreements to provide for payment of medical assistance to recipients who have moved to another state,
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consistent with the provisions hereof and of Title XIX of the Social Security Act of the United States of
America.

Subd. 10. Investigation of certain claims. Establish by rule general criteria and procedures for the
identification and prompt investigation of suspected medical assistance fraud, theft, abuse, presentment of
false or duplicate claims, presentment of claims for services not medically necessary, or false statement or
representation of material facts by a vendor of medical care, and for the imposition of sanctions against a
vendor of medical care. If it appears to the state agency that a vendor of medical care may have acted in a
manner warranting civil or criminal proceedings, it shall so inform the attorney general in writing.

Subd. 11. [Repealed, 1997 ¢ 7 art 2 s 67]

Subd. 12. Limitation on services. (2) Place limits on the types of services covered by medical assistance,
the frequency with which the same or similar services may be covered by medical assistance for an individual
recipient, and the amount paid for each covered service. The state agency shall promulgate rules establishing
maximum reimbursement rates for emergency and nonemergency transportation.

The rules shall provide:

(1) an opportunity for all recognized transportation providers to be reimbursed for nonemergency trans-
portation consistent with the maximum rates established by the agency;

(2) reimbursement of public and private nonprofit providers serving the disabled population generally
at reasonable maximum rates that reflect the cost of providing the service regardless of the fare that might
be charged by the provider for similar services to individuals other than those receiving medical assistance
or medical care under this chapter; and

(3) reimbursement for each additional passenger carried on a single trip at a substantially lower rate
than the first passenger carried on that trip.

(b) The commissioner shall encourage providers reimbursed under this chapter to coordinate their
operation with similar services that are operating in the same community. To the extent practicable, the
commissioner shall encourage eligible individuals to utilize less expensive providers capable of serving
their needs.

(¢) For the purpose of this subdivision and section 256B.02, subdivision 8, and effective on January 1,
1981, "recognized provider of transportation services" means an operator of special transportation service
as defined in section 174.29 that has been issued a current certificate of compliance with operating standards
of the commissioner of transportation or, if those standards do not apply to the operator, that the agency
finds is able to provide the required transportation in a safe and reliable manner. Until January 1, 1981,
"recognized transportation provider" includes an operator of special transportation service that the agency
finds is able to provide the required transportation in a safe and reliable manner.

Subd. 13. Medical necessity review. Each person appointed by the commissioner to participate in
decisions whether medical care to be provided to eligible recipients is medically necessary shall abstain
from participation in those cases in which the appointee (1) has issued treatment orders in the care of the
patient or participated in the formulation or execution of the patient's treatment plan or (2) has, or a member
of the appointee's family has, an ownership interest of five percent or more in the institution that provided
or proposed to provide the services being reviewed.
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Subd. 14. Competitive bidding. (a) When determined to be effective, economical, and feasible,
the commissioner may utilize volume purchase through competitive bidding and negotiation under the
provisions of chapter 16C, to provide items under the medical assistance program including but not limited
to the following:

(1) eyeglasses;

(2) oxygen. The commissioner shall provide for oxygen needed in an emergency situation on a short-
term basis, until the vendor can obtain the necessary supply from the contract dealer;

(3) hearing aids and supplies; and

(4) durable medical equipment, including but not limited to:

(i) hospital beds;

(i1) commodes;

(ii1) glide-about chairs;

(iv) patient lift apparatus;

(v) wheelchairs and accessories;

(vi) oxygen administration equipment;

(vii) respiratory therapy equipment;

(viii) electronic diagnostic, therapeutic and life-support systems;

(5) nonemergency medical transportation level of need determinations, disbursement of public trans-
portation passes and tokens, and volunteer and recipient mileage and parking reimbursements; and

(6) drugs.

(b) Rate changes and recipient cost-sharing under this chapter and chapters 256D and 256L do not affect
contract payments under this subdivision unless specifically identified.

(¢) The commissioner may not utilize volume purchase through competitive bidding and negotiation
for special transportation services under the provisions of chapter 16C.

Subd. 14a. Level of need determination. Nonemergency medical transportation level of need deter-
minations must be performed by a physician, a registered nurse working under direct supervision of a
physician, a physician assistant, a nurse practitioner, a licensed practical nurse, or a discharge planner. Non-
emergency medical transportation level of need determinations must not be performed more than annually
on any individual, unless the individual's circumstances have sufficiently changed so as to require a new
level of need determination. Individuals residing in licensed nursing facilities are exempt from a level of need
determination and are eligible for special transportation services until the individual no longer resides in a
licensed nursing facility. If a person authorized by this subdivision to perform a level of need determination
determines that an individual requires stretcher transportation, the individual is presumed to maintain that
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level of need until otherwise determined by a person authorized to perform a level of need determination,
or for six months, whichever is sooner.

Subd. 15. Utilization review. (a) Establish on a statewide basis a new program to safeguard against un-
necessary or inappropriate use of medical assistance services, against excess payments, against unnecessary
or inappropriate hospital admissions or lengths of stay, and against underutilization of services in prepaid
health plans, long-term care facilities or any health care delivery system subject to fixed rate reimbursement.
In implementing the program, the state agency shall utilize both prepayment and postpayment review
systems to determine if utilization is reasonable and necessary. The determination of whether services are
reasonable and necessary shall be made by the commissioner in consultation with a professional services
advisory group or health care consultant appointed by the commissioner.

(b) Contracts entered into for purposes of meeting the requirements of this subdivision shall not be
subject to the set-aside provisions of chapter 16C.

(c) A recipient aggrieved by the commissioner's termination of services or denial of future services
may appeal pursuant to section 256.045. A vendor aggrieved by the commissioner's determination that
services provided were not reasonable or necessary may appeal pursuant to the contested case procedures
of chapter 14. To appeal, the vendor shall notify the commissioner in writing within 30 days of receiving
the commissioner's notice. The appeal request shall specify each disputed item, the reason for the dispute,
an estimate of the dollar amount involved for each disputed item, the computation that the vendor believes
is correct, the authority in statute or rule upon which the vendor relies for each disputed item, the name and
address of the person or firm with whom contacts may be made regarding the appeal, and other information
required by the commissioner.

(d) The commissioner may select providers to provide case management services to recipients who use
health care services inappropriately or to recipients who are eligible for other managed care projects. The
providers shall be selected based upon criteria that may include a comparison with a peer group of providers
related to the quality, quantity, or cost of health care services delivered or a review of sanctions previously
imposed by health care services programs or the provider's professional licensing board.

Subd. 16. [Repealed, 2014 ¢ 262 art 4 s 9]

Subd. 17. Prenatal care outreach. (a) The commissioner of human services shall award a grant to an
eligible organization to conduct a statewide media campaign promoting early prenatal care. The goals of
the campaign are to increase public awareness of the importance of early and continuous prenatal care and
to inform the public about public and private funds available for prenatal care.

(b) In order to receive a grant under this section, an applicant must:

(1) have experience conducting prenatal care outreach;

(2) have an established statewide constituency or service area; and

(3) demonstrate an ability to accomplish the purposes in this subdivision.

(c) Money received under this subdivision may be used for purchase of materials and supplies, staff

fees and salaries, consulting fees, and other goods and services necessary to accomplish the goals of the
campaign. Money may not be used for capital expenditures.
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Subd. 18. Applications for medical assistance. (a) The state agency shall accept applications for
medical assistance by telephone, via mail, in-person, online via an Internet Web site, and through other
commonly available electronic means.

(b) The commissioner of human services shall modify the Minnesota health care programs application
form to add a question asking applicants whether they have ever served in the United States military.

(c) For each individual who submits an application or whose eligibility is subject to renewal or whose el-
igibility is being redetermined pursuant to a change in circumstances, if the agency determines the individual
is not eligible for medical assistance, the agency shall determine potential eligibility for other insurance
affordability programs.

Subd. 19. Performance data reporting unit. The commissioner of human services shall establish a
performance data reporting unit that serves counties and the state. The department shall support this unit and
provide technical assistance and access to the data warehouse. The performance data reporting unit, which
will operate within the department's central office and consist of both county and department staff, shall
provide performance data reports to individual counties, share expertise from counties and the department
perspective, and participate in joint planning to link with county databases and other county data sources in
order to provide information on services provided to public clients from state, federal, and county funding
sources. The performance data reporting unit shall provide counties both individual and group summary
level standard or unique reports on health care eligibility and services provided to clients for whom they
have financial responsibility.

Subd. 20. Money Follows the Person Rebalancing demonstration project. In accordance with federal
law governing Money Follows the Person Rebalancing funds, amounts equal to the value of enhanced federal
funding resulting from the operation of the demonstration project grant must be transferred from the medical
assistance account in the general fund to an account in the special revenue fund. Funds in the special revenue
fund account do not cancel and are appropriated to the commissioner to carry out the goals of the Money
Follows the Person Rebalancing demonstration project as required under the approved federal plan for the
use of the funds, and may be transferred to the medical assistance account if applicable.

Subd. 21. Provider enrollment. (a) If the commissioner or the Centers for Medicare and Medicaid
Services determines that a provider is designated "high-risk," the commissioner may withhold payment
from providers within that category upon initial enrollment for a 90-day period. The withholding for each
provider must begin on the date of the first submission of a claim.

(b) An enrolled provider that is also licensed by the commissioner under chapter 245A, or is licensed
as a home care provider by the Department of Health under chapter 144A and has a home and community-
based services designation on the home care license under section 144A.484, must designate an individual
as the entity's compliance officer. The compliance officer must:

(1) develop policies and procedures to assure adherence to medical assistance laws and regulations and
to prevent inappropriate claims submissions;

(2) train the employees of the provider entity, and any agents or subcontractors of the provider entity
including billers, on the policies and procedures under clause (1);

(3) respond to allegations of improper conduct related to the provision or billing of medical assistance
services, and implement action to remediate any resulting problems;
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(4) use evaluation techniques to monitor compliance with medical assistance laws and regulations;

(5) promptly report to the commissioner any identified violations of medical assistance laws or reg-
ulations; and

(6) within 60 days of discovery by the provider of a medical assistance reimbursement overpayment,
report the overpayment to the commissioner and make arrangements with the commissioner for the
commissioner's recovery of the overpayment.

The commissioner may require, as a condition of enrollment in medical assistance, that a provider within
a particular industry sector or category establish a compliance program that contains the core elements
established by the Centers for Medicare and Medicaid Services.

(c) The commissioner may revoke the enrollment of an ordering or rendering provider for a period of
not more than one year, if the provider fails to maintain and, upon request from the commissioner, provide
access to documentation relating to written orders or requests for payment for durable medical equipment,
certifications for home health services, or referrals for other items or services written or ordered by such
provider, when the commissioner has identified a pattern of a lack of documentation. A pattern means a
failure to maintain documentation or provide access to documentation on more than one occasion. Nothing
in this paragraph limits the authority of the commissioner to sanction a provider under the provisions of
section 256B.064.

(d) The commissioner shall terminate or deny the enrollment of any individual or entity if the individual
or entity has been terminated from participation in Medicare or under the Medicaid program or Children's
Health Insurance Program of any other state.

(e) As a condition of enrollment in medical assistance, the commissioner shall require that a provider
designated "moderate" or "high-risk" by the Centers for Medicare and Medicaid Services or the com-
missioner permit the Centers for Medicare and Medicaid Services, its agents, or its designated contractors
and the state agency, its agents, or its designated contractors to conduct unannounced on-site inspections
of any provider location. The commissioner shall publish in the Minnesota Health Care Program Provider
Manual a list of provider types designated "limited," "moderate," or "high-risk," based on the criteria and
standards used to designate Medicare providers in Code of Federal Regulations, title 42, section 424.518.
The list and criteria are not subject to the requirements of chapter 14. The commissioner's designations are
not subject to administrative appeal.

(f) As a condition of enrollment in medical assistance, the commissioner shall require that a high-risk
provider, or a person with a direct or indirect ownership interest in the provider of five percent or higher,
consent to criminal background checks, including fingerprinting, when required to do so under state law or
by a determination by the commissioner or the Centers for Medicare and Medicaid Services that a provider
is designated high-risk for fraud, waste, or abuse.

(g2)(1) Upon initial enrollment, reenrollment, and notification of revalidation, all durable medical
equipment, prosthetics, orthotics, and supplies (DMEPOS) medical suppliers meeting the durable medical
equipment provider and supplier definition in clause (3), operating in Minnesota and receiving Medicaid
funds must purchase a surety bond that is annually renewed and designates the Minnesota Department
of Human Services as the obligee, and must be submitted in a form approved by the commissioner. For
purposes of this clause, the following medical suppliers are not required to obtain a surety bond: a federally
qualified health center, a home health agency, the Indian Health Service, a pharmacy, and a rural health
clinic.
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(2) At the time of initial enrollment or reenrollment, durable medical equipment providers and suppliers
defined in clause (3) must purchase a surety bond of $50,000. If a revalidating provider's Medicaid revenue in
the previous calendar year is up to and including $300,000, the provider agency must purchase a surety bond
of $50,000. If a revalidating provider's Medicaid revenue in the previous calendar year is over $300,000,
the provider agency must purchase a surety bond of $100,000. The surety bond must allow for recovery of
costs and fees in pursuing a claim on the bond.

(3) "Durable medical equipment provider or supplier" means a medical supplier that can purchase
medical equipment or supplies for sale or rental to the general public and is able to perform or arrange for
necessary repairs to and maintenance of equipment offered for sale or rental.

(h) The Department of Human Services may require a provider to purchase a surety bond as a condition
of initial enrollment, reenrollment, reinstatement, or continued enrollment if: (1) the provider fails to
demonstrate financial viability, (2) the department determines there is significant evidence of or potential
for fraud and abuse by the provider, or (3) the provider or category of providers is designated high-risk
pursuant to paragraph (a) and as per Code of Federal Regulations, title 42, section 455.450. The surety
bond must be in an amount of $100,000 or ten percent of the provider's payments from Medicaid during
the immediately preceding 12 months, whichever is greater. The surety bond must name the Department of
Human Services as an obligee and must allow for recovery of costs and fees in pursuing a claim on the bond.
This paragraph does not apply if the provider currently maintains a surety bond under the requirements in
section 256B.0659 or 256B.85.

Subd. 22. Application fee. (a) The commissioner must collect and retain federally required nonre-
fundable application fees to pay for provider screening activities in accordance with Code of Federal Reg-
ulations, title 42, section 455, subpart E. The enrollment application must be made under the procedures
specified by the commissioner, in the form specified by the commissioner, and accompanied by an ap-
plication fee described in paragraph (b), or a request for a hardship exception as described in the specified
procedures. Application fees must be deposited in the provider screening account in the special revenue
fund. Amounts in the provider screening account are appropriated to the commissioner for costs associated
with the provider screening activities required in Code of Federal Regulations, title 42, section 455, subpart
E. The commissioner shall conduct screening activities as required by Code of Federal Regulations, title
42, section 455, subpart E, and as otherwise provided by law, to include database checks, unannounced
pre- and postenrollment site visits, fingerprinting, and criminal background studies. The commissioner must
revalidate all providers under this subdivision at least once every five years.

(b) The application fee under this subdivision is $532 for the calendar year 2013. For calendar year
2014 and subsequent years, the fee:

(1) is adjusted by the percentage change to the Consumer Price Index for all urban consumers, United
States city average, for the 12-month period ending with June of the previous year. The resulting fee must
be announced in the Federal Register;

(2) is effective from January 1 to December 31 of a calendar year;

(3) is required on the submission of an initial application, an application to establish a new practice
location, an application for reenrollment when the provider is not enrolled at the time of application of
reenrollment, or at revalidation when required by federal regulation; and

(4) must be in the amount in effect for the calendar year during which the application for enrollment,
new practice location, or reenrollment is being submitted.
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(c) The application fee under this subdivision cannot be charged to:

(1) providers who are enrolled in Medicare or who provide documentation of payment of the fee to, and
enrollment with, another state, unless the commissioner is required to rescreen the provider;

(2) providers who are enrolled but are required to submit new applications for purposes of reenrollment;
(3) a provider who enrolls as an individual; and

(4) group practices and clinics that bill on behalf of individually enrolled providers within the practice
who have reassigned their billing privileges to the group practice or clinic.

Subd. 23. Medical assistance costs for certain inmates. The commissioner shall execute an in-
teragency agreement with the commissioner of corrections to recover the state cost attributable to medical
assistance eligibility for inmates of public institutions admitted to a medical institution on an inpatient basis.
The annual amount to be transferred from the Department of Corrections under the agreement must include
all eligible state medical assistance costs, including administrative costs incurred by the Department of
Human Services, attributable to inmates under state and county jurisdiction admitted to medical institutions
on an inpatient basis that are related to the implementation of section 256B.055, subdivision 14, paragraph

(c).

Subd. 24. Medicaid waiver requests and state plan amendments. Prior to submitting any Medicaid
waiver request or Medicaid state plan amendment to the federal government for approval, the commissioner
shall publish the text of the waiver request or state plan amendment, and a summary of and explanation
of the need for the request, on the agency's Web site and provide a 30-day public comment period. The
commissioner shall notify the public of the availability of this information through the agency's electronic
subscription service. The commissioner shall consider public comments when preparing the final waiver
request or state plan amendment that is to be submitted to the federal government for approval. The com-
missioner shall also publish on the agency's Web site notice of any federal decision related to the state
request for approval, within 30 days of the decision. This notice must describe any modifications to the state
request that have been agreed to by the commissioner as a condition of receiving federal approval.

History: Ex1967 ¢ 16 s 4; 1976 ¢ 273 s 1-3; 1977 ¢ 185 s 1, 1977 ¢ 347 s 39,40; 1978 ¢ 560 s 11,
Ex1979c 1s46; 1980 c 3495 3,4, 1982 ¢ 640s 3, 1983 c312art5s 11,12; 1984 ¢ 640s 32; 1985 ¢ 248 s
70; 1Sp1985c9art2 s 37, 1986 ¢ 444; 1987 ¢ 378 s 15, 1987 c 403 art 25 77,78, 1988 ¢ 532 s 13; 1989 ¢
282 art3 s 41,42, 1990 c 568 art 35 21,22; 1991 c 292 art 75 8; 1Sp1993 c 1 art 55 28; 1995c 233 art 2 s
56, 1995c 234 art 65 34, 1997 c 7 art1s 101; 1997 c 203 art4s 18; 1998 ¢ 386 art 25 78,79, 1998 ¢ 407
art5s2; 1999 c 245 art 45 26,27, 1Sp2001 ¢ 9art 2s 14, 2002 ¢ 277 s 32; 2002 ¢ 379 art 1 s 113, 2005 ¢
56s1;2005c98art2s1; 1Sp2005 c4 art8s 18; 2007 ¢ 147 art 55 6,7, 2008 ¢ 277 art 1 s 35, 2009 ¢ 79
art6s6; 1Sp2010clart16s4; 1Sp2011c9art6s2526;art7s4;2012c216art13s2;art17s4; 2013
clO8artls8 art5s 6,7, art6s5; 2014c 291 art4s 58; art 10s 2; 2014 c 312 art 23 s 8; art 24 s 27

256B.041 CENTRALIZED DISBURSEMENT OF MEDICAL ASSISTANCE PAYMENTS.

Subdivision 1. Statewide disbursement system. The state agency shall establish on a statewide basis
a system for the centralized disbursement of medical assistance payments to vendors.

Subd. 2. Account. An account is established in the state treasury from which medical assistance
payments to vendors shall be made. Into this account there shall be deposited federal funds, state funds,
county funds, and other moneys which are available and which may be paid to the state agency for medical
assistance payments and reimbursements from counties or others for their share of such payments.
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Subd. 3. Vendor forms. The state agency shall prescribe and furnish vendors suitable forms for
submitting claims under the medical assistance program.

Subd. 4. Comply with federal requirements. The state agency in establishing a statewide system of
centralized disbursement of medical assistance payments shall comply with federal requirements in order to
receive the maximum amount of federal funds which are available for the purpose, together with such ad-
ditional federal funds which may be made available for the operation of a centralized system of disbursement
of medical assistance payments to vendors.

Subd. 5. [Repealed, 2010 ¢ 382 s 87]

Subd. 6. Contracted services. The commissioners of human services and administration may contract
with any agency of government or any corporation for providing all or a portion of the services for carrying
out the provisions of this section. Local welfare agencies may pay vendors of transportation for non-
emergency medical care when so authorized by rule of the commissioner of human services.

Subd. 7. Disbursement of federal funds. Federal funds available for administrative purposes shall be
distributed between the state and the county on the same basis that reimbursements are earned, except as
provided for under section 256.017.

History: 1973 c 717 s 2; 1975 c 437 art 2 s 4; 1978 ¢ 560 s 12; 1983 c 312 art 5 s 13,14, 1984 c 654
art5s 58, 1985 ¢ 248 s 70, 1988 c 719 art 8 s 11,12, 1989 c 277 art 2 s 7; 1Sp1989 ¢ I art 16 s 6, 2002
c27759:2003c112art2s 50; 2009 ¢ 101 art 2 s 109

256B.042 THIRD-PARTY LIABILITY.

Subdivision 1. Lien for cost of care. When the state agency provides, pays for, or becomes liable for
medical care, it shall have a lien for the cost of the care upon any and all causes of action or recovery
rights under any policy, plan, or contract providing benefits for health care or injury, which accrue to
the person to whom the care was furnished, or to the person's legal representatives, as a result of the
illness or injuries which necessitated the medical care. For purposes of this section, "state agency" includes
prepaid health plans under contract with the commissioner according to sections 256B.69, 256D.03, sub-
division 4, paragraph (c), and 256L.12; children's mental health collaboratives under section 245.493;
demonstration projects for persons with disabilities under section 256B.77; nursing facilities under the al-
ternative payment demonstration project under section 256B.434; and county-based purchasing entities
under section 256B.692.

Subd. 2. Lien enforcement. (a) The state agency may perfect and enforce its lien by following the
procedures set forth in sections 514.69, 514.70 and 514.71, and its verified lien statement shall be filed with
the appropriate court administrator in the county of financial responsibility. The verified lien statement shall
contain the following: the name and address of the person to whom medical care was furnished, the date
of injury, the name and address of the vendor or vendors furnishing medical care, the dates of the service,
the amount claimed to be due for the care, and, to the best of the state agency's knowledge, the names and
addresses of all persons, firms, or corporations claimed to be liable for damages arising from the injuries.
This section shall not affect the priority of any attorney's lien.

(b) The state agency is not subject to any limitations period referred to in section 514.69 or 514.71 and
has one year from the date notice is first received by it under subdivision 4, paragraph (c), even if the notice
is untimely, or one year from the date medical bills are first paid by the state agency, whichever is later, to
file its verified lien statement. The state agency may commence an action to enforce the lien within one year
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of (1) the date the notice required by subdivision 4, paragraph (c), is received or (2) the date the recipient's
cause of action is concluded by judgment, award, settlement, or otherwise, whichever is later.

(c) If the notice required in subdivision 4 is not provided by any of the parties to the claim at any stage
of the claim, the state agency will have one year from the date the state agency learns of the lack of notice to
commence an action. If amounts on the claim or cause of action are paid and the amount required to be paid
to the state agency under subdivision 5, is not paid to the state agency, the state agency may commence an
action to recover on the lien against any or all of the parties or entities which have either paid or received
the payments.

Subd. 3. Attorney general representation. The attorney general shall represent the commissioner to
enforce the lien created under this section or, if no action has been brought, may initiate and prosecute an
independent action on behalf of the commissioner against a person, firm, or corporation that may be liable
to the person to whom the care was furnished.

Any prepaid health plan providing services under sections 256B.69, 256D.03, subdivision 4, paragraph
(c), and 256L.12; children's mental health collaboratives under section 245.493; demonstration projects for
persons with disabilities under section 256B.77; nursing homes under the alternative payment demonstration
project under section 256B.434; or the county-based purchasing entity providing services under section
256B.692 may retain legal representation to enforce their lien created under this section or, if no action has
been brought, may initiate and prosecute an independent action on their behalf against a person, firm, or
corporation that may be liable to the person to whom the care or payment was furnished.

Subd. 4. Notice. The state agency must be given notice of monetary claims against a person, firm, or
corporation that may be liable to pay part or all of the cost of medical care when the state agency has paid
or become liable for the cost of that care. Notice must be given as follows:

(a) Applicants for medical assistance shall notify the state or local agency of any possible claims when
they submit the application. Recipients of medical assistance shall notify the state or local agency of any
possible claims when those claims arise.

(b) A person providing medical care services to a recipient of medical assistance shall notify the state
agency when the person has reason to believe that a third party may be liable for payment of the cost of
medical care.

(c) A party to a claim upon which the state agency may be entitled to a lien under this section shall
notify the state agency of its potential lien claim at each of the following stages of a claim:

(1) when a claim is filed;
(2) when an action is commenced; and
(3) when a claim is concluded by payment, award, judgment, settlement, or otherwise.

Every party involved in any stage of a claim under this subdivision is required to provide notice to the state
agency at that stage of the claim. However, when one of the parties to the claim provides notice at that stage,
every other party to the claim is deemed to have provided the required notice at that stage of the claim. If the
required notice under this paragraph is not provided to the state agency, all parties to the claim are deemed
to have failed to provide the required notice. A party to a claim includes the injured person or the person's
legal representative, the plaintiff, the defendants, or persons alleged to be responsible for compensating the
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injured person or plaintiff, and any other party to the cause of action or claim, regardless of whether the
par