
H.F. No. 2076, 1st Engrossment - 86th Legislative Session (2009-2010) [H2076-1]

A bill for an act1.1
relating to human services; creating equal access and equitable funding health1.2
and human services reform; creating a steering committee; requiring reports;1.3
proposing coding for new law in Minnesota Statutes, chapter 256E; repealing1.4
Minnesota Statutes 2008, sections 245.4835; 245.4932, subdivision 1; 246.54,1.5
subdivisions 1, 2; 252.275, subdivision 3; 253B.045, subdivision 2; 254B.04,1.6
subdivision 1; 256.82, subdivision 2; 256.976; 256B.05, subdivision 1;1.7
256B.0625, subdivisions 20, 20a; 256B.0945, subdivisions 1, 2, 3, 4; 256B.19,1.8
subdivision 1; 256D.03; 256D.053, subdivision 3; 256E.12, subdivision 3;1.9
256F.10, subdivision 7; 256F.13, subdivision 1; 256I.04; 256I.08; 256J.09,1.10
subdivisions 1, 2, 3; 256L.15, subdivision 4.1.11

BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF MINNESOTA:1.12

Section 1. [256E.40] EQUAL ACCESS AND EQUITABLE FUNDING HEALTH1.13

AND HUMAN SERVICES REFORM.1.14

Subdivision 1. Reform. (a) The goals in reforming the health and human services1.15

delivery system shall focus on the criteria in this subdivision.1.16

(b) Equal access is an equal chance for every resident of the state to secure access to1.17

essential services in order to achieve a desired outcome. Access to essential services shall1.18

not be dependent on the willingness of a county board to make discretionary investments1.19

from property tax funds.1.20

(c)(1) Client and program outcomes shall be developed jointly by counties and1.21

the state agency in consultation with affected persons and constituency groups, for all1.22

essential services and with regard to available resources. Performance outcomes shall be1.23

the basis for accountability, not implementation mandates.1.24

(2) The development of outcome goals shall also consider the manner in which1.25

achievement of these goals will be reported. An estimate of increased or decreased state1.26
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and local administrative costs in collecting and reporting outcomes shall be included when2.1

outcome goals are established.2.2

(3) The goal of implementing changes to program monitoring and reporting the2.3

progress toward achieving outcomes is to significantly minimize the cost of administrative2.4

requirements. This decreased cost must allow funds used for administrative purposes to2.5

be used in providing services, allow flexibility in service design and management, and2.6

focus energies on achieving program and client outcomes.2.7

(4) The commissioner of human services shall publish instructional bulletins2.8

containing the outcome goals and reporting requirements. The commissioner shall initiate2.9

state plan amendments necessary to implement provisions of this section.2.10

(d) To the greatest degree possible, essential health and human services shall be2.11

funded by state and federal funds rather than local property taxes.2.12

(1) Distribution of federal and state funds shall recognize program demand and2.13

unique differences of the local area.2.14

(2) While local property tax funding shall be avoided whenever possible, when2.15

local financial contributions are required, an equal burden should be placed on property2.16

taxpayers across the state.2.17

(3) Local innovation and pilot programs using local revenues should be encouraged2.18

as learning opportunities without risk of long-term obligation.2.19

(4) Any state agency proposals for increased property taxes must be reported to the2.20

chairs and ranking minority members of the legislative committees with jurisdiction over2.21

health, human services, and taxes.2.22

Subd. 2. Definitions. (a) "Commissioner" means the commissioner of human2.23

services.2.24

(b) "Essential services" means those services that are mandated in state law that are2.25

to be available in all counties of the state.2.26

(c) "Maintenance of effort" means a financial mandate that requires the continuation2.27

of local property tax or other local funding that was originally discretionary.2.28

Subd. 3. Steering committee. (a) To guide the implementation of the equal access2.29

and equitable funding health and human services reform, a human services reform steering2.30

committee is established. The committee shall include:2.31

(1) the commissioner of human services or a designee;2.32

(2) three county commissioners, representative of rural, suburban, and urban2.33

counties, selected by the Association of Minnesota Counties;2.34
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(3) three county directors of human services, representative of rural, suburban, and3.1

urban counties, selected by the Minnesota Association of Social Service Administrators;3.2

and3.3

(4) four clients or client advocates representing different populations receiving3.4

services from the Department of Human Services, who are appointed by the commissioner.3.5

(b) The commissioner or a designee and a county commissioner shall serve as3.6

cochairs of the committee. The committee shall be convened within 60 days of final3.7

enactment.3.8

(c) State agency staff shall serve as informational resources and staff to the steering3.9

committee. Statewide county associations shall assemble county program data as required.3.10

(d) Responsibilities of the steering committee include:3.11

(1) establishing an agreed upon list of essential services;3.12

(2) establishing a three-year schedule of program reviews to evaluate and establish3.13

outcome goals, modify the reporting system, and review the distribution of state and3.14

federal funds. Priority shall be given to services with the greatest variation in availability3.15

and greatest administrative demands. The schedule shall be published on the agency Web3.16

site and reported to the legislative committees with jurisdiction over health and human3.17

services;3.18

(3) ensuring consistency and similar implementation of goal-related reforms across3.19

program areas;3.20

(4) receiving and reviewing reports from working groups established by the steering3.21

committee. Working groups of state and county representatives shall seek and receive3.22

input from affected parties and clients;3.23

(5) making recommendations on the adoption of proposed changes that address the3.24

access, quality, and finance goals;3.25

(6) developing a uniform process for responding to a county's failure to make3.26

adequate progress on achieving outcome goals; and3.27

(7) making quarterly reports on the agency Web site on activity and progress on3.28

goal achievement.3.29

Subd. 4. County funding contributions. (a) A consolidated county contribution3.30

fund is established that shall be composed of local property tax contributions that reflect3.31

a uniform percentage of adjusted net tax capacity. It shall be the responsibility of the3.32

commissioner to allocate the consolidated county contribution fund between programs to3.33

meet federal match requirements. The following criteria apply:3.34

(1) the uniform percentage of adjusted net tax capacity is ... percent;3.35
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(2) local contributions to the consolidated county contribution fund shall not be4.1

subject to state levy limits;4.2

(3) the levy contribution to the consolidated county contribution fund shall be the4.3

only financial contribution required from the counties to fund health and human services;4.4

and4.5

(4) no new maintenance of effort of financial match requirements shall be established4.6

for county health and human services programs implemented or changed after January4.7

1, 2009.4.8

(b) To implement funding of the consolidated county contribution fund:4.9

(1) each county board shall levy ... percent of its adjusted net tax capacity as its4.10

contribution to the funding of health and human services;4.11

(2) the commissioner of revenue shall provide estimates to the commissioner of4.12

human services of the expected revenues from the county property tax contribution;4.13

(3) to maintain local services funded by property taxes that the state has used to earn4.14

a federal match, the commissioner of revenue shall certify the equivalent local percentage4.15

of net tax capacity based on the 2008 expenditures for the match earning programs and4.16

deduct that amount from a county's share to the consolidated county contribution fund; and4.17

(4) each county shall transfer its contribution to the county consolidated contribution4.18

fund in two payments after collecting property taxes, one-half on June 15 and one-half on4.19

November 15.4.20

(c) The commissioner of human services shall make an annual report beginning4.21

January 15, 2011, and every January 15 thereafter, to the chairs and ranking minority4.22

members of the legislative committees having jurisdiction over health and human services4.23

and taxes on the use of the county consolidated contribution fund.4.24

EFFECTIVE DATE. Subdivisions 1 to 3 are effective upon final enactment.4.25

Subdivision 4 is effective January 1, 2010.4.26

Sec. 2. REPEALER.4.27

Minnesota Statutes 2008, sections 245.4835; 245.4932, subdivision 1; 246.54,4.28

subdivisions 1 and 2; 252.275, subdivision 3; 253B.045, subdivision 2; 254B.04,4.29

subdivision 1; 256.82, subdivision 2; 256.976; 256B.05, subdivision 1; 256B.0625,4.30

subdivisions 20 and 20a; 256B.0945, subdivisions 1, 2, 3, and 4; 256B.19, subdivision4.31

1; 256D.03; 256D.053, subdivision 3; 256E.12, subdivision 3; 256F.10, subdivision 7;4.32

256F.13, subdivision 1; 256I.04; 256I.08; 256J.09, subdivisions 1, 2, and 3; and 256L.15,4.33

subdivision 4, are repealed.4.34
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245.4835 COUNTY MAINTENANCE OF EFFORT.
Subdivision 1. Required expenditures. Counties must maintain a level of expenditures

for mental health services under sections 245.461 to 245.484 and 245.487 to 245.4889 so that
each year's county expenditures are at least equal to that county's average expenditures for those
services for calendar years 2004 and 2005. The commissioner will adjust each county's base level
for minimum expenditures in each year by the amount of any increase or decrease in that county's
state grants or other noncounty revenues for mental health services under sections 245.461 to
245.484 and 245.487 to 245.4889.

Subd. 2. Failure to maintain expenditures. If a county does not comply with subdivision
1, the commissioner shall require the county to develop a corrective action plan according to a
format and timeline established by the commissioner. If the commissioner determines that a
county has not developed an acceptable corrective action plan within the required timeline, or that
the county is not in compliance with an approved corrective action plan, the protections provided
to that county under section 245.485 do not apply.

245.4932 REVENUE ENHANCEMENT; AUTHORITY AND RESPONSIBILITIES.
Subdivision 1. Collaborative responsibilities. The children's mental health collaborative

shall have the following authority and responsibilities regarding federal revenue enhancement:
(1) the collaborative must establish an integrated fund;
(2) the collaborative shall designate a lead county or other qualified entity as the fiscal

agency for reporting, claiming, and receiving payments;
(3) the collaborative or lead county may enter into subcontracts with other counties, school

districts, special education cooperatives, municipalities, and other public and nonprofit entities for
purposes of identifying and claiming eligible expenditures to enhance federal reimbursement;

(4) the collaborative shall use any enhanced revenue attributable to the activities of the
collaborative, including administrative and service revenue, solely to provide mental health
services or to expand the operational target population. The lead county or other qualified entity
may not use enhanced federal revenue for any other purpose;

(5) the members of the collaborative must continue the base level of expenditures, as
defined in section 245.492, subdivision 2, for services for children with emotional or behavioral
disturbances and their families from any state, county, federal, or other public or private funding
source which, in the absence of the new federal reimbursement earned under sections 245.491
to 245.495, would have been available for those services. The base year for purposes of this
subdivision shall be the accounting period closest to state fiscal year 1993;

(6) the collaborative or lead county must develop and maintain an accounting and financial
management system adequate to support all claims for federal reimbursement, including a clear
audit trail and any provisions specified in the contract with the commissioner of human services;

(7) the collaborative or its members may elect to pay the nonfederal share of the medical
assistance costs for services designated by the collaborative; and

(8) the lead county or other qualified entity may not use federal funds or local funds
designated as matching for other federal funds to provide the nonfederal share of medical
assistance.

246.54 LIABILITY OF COUNTY; REIMBURSEMENT.
Subdivision 1. County portion for cost of care. (a) Except for chemical dependency

services provided under sections 254B.01 to 254B.09, the client's county shall pay to the state of
Minnesota a portion of the cost of care provided in a regional treatment center or a state nursing
facility to a client legally settled in that county. A county's payment shall be made from the
county's own sources of revenue and payments shall equal a percentage of the cost of care, as
determined by the commissioner, for each day, or the portion thereof, that the client spends at a
regional treatment center or a state nursing facility according to the following schedule:

(1) zero percent for the first 30 days;
(2) 20 percent for days 31 to 60; and
(3) 50 percent for any days over 60.
(b) The increase in the county portion for cost of care under paragraph (a), clause (3),

shall be imposed when the treatment facility has determined that it is clinically appropriate for
the client to be discharged.

(c) If payments received by the state under sections 246.50 to 246.53 exceed 80 percent of
the cost of care for days 31 to 60, or 50 percent for days over 60, the county shall be responsible
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for paying the state only the remaining amount. The county shall not be entitled to reimbursement
from the client, the client's estate, or from the client's relatives, except as provided in section
246.53.

Subd. 2. Exceptions. (a) Subdivision 1 does not apply to services provided at the
Minnesota Security Hospital, the Minnesota sex offender program, or the Minnesota extended
treatment options program. For services at these facilities, a county's payment shall be made from
the county's own sources of revenue and payments shall be paid as follows: payments to the state
from the county shall equal ten percent of the cost of care, as determined by the commissioner,
for each day, or the portion thereof, that the client spends at the facility. If payments received by
the state under sections 246.50 to 246.53 exceed 90 percent of the cost of care, the county shall
be responsible for paying the state only the remaining amount. The county shall not be entitled
to reimbursement from the client, the client's estate, or from the client's relatives, except as
provided in section 246.53.

(b) Regardless of the facility to which the client is committed, subdivision 1 does not
apply to the following individuals:

(1) clients who are committed as mentally ill and dangerous under section 253B.02,
subdivision 17;

(2) clients who are committed as sexual psychopathic personalities under section 253B.02,
subdivision 18b; and

(3) clients who are committed as sexually dangerous persons under section 253B.02,
subdivision 18c.

For each of the individuals in clauses (1) to (3), the payment by the county to the state
shall equal ten percent of the cost of care for each day as determined by the commissioner.

252.275 SEMI-INDEPENDENT LIVING SERVICES FOR PERSONS WITH
DEVELOPMENTAL DISABILITIES.

Subd. 3. Reimbursement. Counties shall be reimbursed for all expenditures made
pursuant to subdivision 1 at a rate of 70 percent, up to the allocation determined pursuant to
subdivisions 4 and 4b. However, the commissioner shall not reimburse costs of services for any
person if the costs exceed the state share of the average medical assistance costs for services
provided by intermediate care facilities for a person with a developmental disability for the
same fiscal year, and shall not reimburse costs of a onetime living allowance for any person if
the costs exceed $1,500 in a state fiscal year. The commissioner may make payments to each
county in quarterly installments. The commissioner may certify an advance of up to 25 percent
of the allocation. Subsequent payments shall be made on a reimbursement basis for reported
expenditures and may be adjusted for anticipated spending patterns.

253B.045 TEMPORARY CONFINEMENT.
Subd. 2. Facilities. Each county or a group of counties shall maintain or provide by

contract a facility for confinement of persons held temporarily for observation, evaluation,
diagnosis, treatment, and care. When the temporary confinement is provided at a regional
treatment center, the commissioner shall charge the county of financial responsibility for the costs
of confinement of persons hospitalized under section 253B.05, subdivisions 1 and 2, and section
253B.07, subdivision 2b, except that the commissioner shall bill the responsible health plan
first. If the person has health plan coverage, but the hospitalization does not meet the criteria in
subdivision 6 or section 62M.07, 62Q.53, or 62Q.535, the county is responsible. When a person is
temporarily confined in a Department of Corrections facility solely under subdivision 1a, and not
based on any separate correctional authority:

(1) the commissioner of corrections may charge the county of financial responsibility for
the costs of confinement; and

(2) the Department of Human Services shall use existing appropriations to fund all
remaining nonconfinement costs. The funds received by the commissioner for the confinement
and nonconfinement costs are appropriated to the department for these purposes.
"County of financial responsibility" means the county in which the person resides at the
time of confinement or, if the person has no residence in this state, the county which
initiated the confinement. The charge for confinement in a facility operated by the
commissioner of human services shall be based on the commissioner's determination of
the cost of care pursuant to section 246.50, subdivision 5. When there is a dispute as to
which county is the county of financial responsibility, the county charged for the costs of
confinement shall pay for them pending final determination of the dispute over financial
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responsibility. Disputes about the county of financial responsibility shall be submitted to the
commissioner to be settled in the manner prescribed in section 256G.09.

254B.04 ELIGIBILITY FOR CHEMICAL DEPENDENCY FUND SERVICES.
Subdivision 1. Eligibility. (a) Persons eligible for benefits under Code of Federal

Regulations, title 25, part 20, persons eligible for medical assistance benefits under sections
256B.055, 256B.056, and 256B.057, subdivisions 1, 2, 5, and 6, or who meet the income standards
of section 256B.056, subdivision 4, and persons eligible for general assistance medical care under
section 256D.03, subdivision 3, are entitled to chemical dependency fund services. State money
appropriated for this paragraph must be placed in a separate account established for this purpose.

Persons with dependent children who are determined to be in need of chemical dependency
treatment pursuant to an assessment under section 626.556, subdivision 10, or a case plan under
section 260C.201, subdivision 6, or 260C.212, shall be assisted by the local agency to access
needed treatment services. Treatment services must be appropriate for the individual or family,
which may include long-term care treatment or treatment in a facility that allows the dependent
children to stay in the treatment facility. The county shall pay for out-of-home placement costs, if
applicable.

(b) A person not entitled to services under paragraph (a), but with family income that is
less than 215 percent of the federal poverty guidelines for the applicable family size, shall be
eligible to receive chemical dependency fund services within the limit of funds appropriated for
this group for the fiscal year. If notified by the state agency of limited funds, a county must give
preferential treatment to persons with dependent children who are in need of chemical dependency
treatment pursuant to an assessment under section 626.556, subdivision 10, or a case plan under
section 260C.201, subdivision 6, or 260C.212. A county may spend money from its own sources
to serve persons under this paragraph. State money appropriated for this paragraph must be placed
in a separate account established for this purpose.

(c) Persons whose income is between 215 percent and 412 percent of the federal poverty
guidelines for the applicable family size shall be eligible for chemical dependency services on a
sliding fee basis, within the limit of funds appropriated for this group for the fiscal year. Persons
eligible under this paragraph must contribute to the cost of services according to the sliding fee
scale established under subdivision 3. A county may spend money from its own sources to
provide services to persons under this paragraph. State money appropriated for this paragraph
must be placed in a separate account established for this purpose.

256.82 PAYMENTS BY STATE.
Subd. 2. Foster care maintenance payments. Beginning January 1, 1986, for the

purpose of foster care maintenance payments under title IV-E of the Social Security Act, United
States Code, title 42, sections 670 to 676, the county paying the maintenance costs must be
reimbursed for the costs from the federal money available for the purpose. Beginning July 1,
1997, for the purposes of determining a child's eligibility under title IV-E of the Social Security
Act, the placing agency shall use AFDC requirements in effect on July 16, 1996.

256.976 FOSTER GRANDPARENTS PROGRAM.
Subdivision 1. Program established. There is established a foster grandparents program

which will engage the services of low-income persons aged 60 or over to provide supportive
person to person assistance in health, education, welfare, and related fields to persons receiving
care in resident group homes for dependent and neglected persons, day care centers or other
public or private nonprofit institutions or agencies providing care for neglected and disadvantaged
persons who lack close personal relationships.

Subd. 2. Compensation. Persons employed as foster grandparents shall be compensated
for no more than 20 hours per week and at an hourly rate not to exceed the federal minimum wage
by more than 20 percent. In addition to such compensation foster grandparents shall be eligible
for protective clothing, including replacement of glasses; transportation assistance, not to exceed
mileage payments for 20 miles per day or chartered transportation service, for travel between
residence and place of employment; workers' compensation; annual physical examinations; food
services during employment, generally provided by the employing agency or institution; and such
other assistance as the Minnesota Board on Aging may prescribe. No person employed as a foster
grandparent shall be terminated because of redefinition of income standards, or a change of
income, marital status, or number of dependents.
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Subd. 3. Grants-in-aid. The Minnesota Board on Aging, hereinafter called the board,
may make grants-in-aid for the employment of foster grandparents to qualified resident group
homes for dependent and neglected persons, day care centers and other public or nonprofit private
institutions and agencies providing care for neglected and disadvantaged persons who lack close
personal relationships. Agencies and institutions seeking aid shall apply on a form prescribed by
the board. Priority shall be given to agencies and institutions providing care for retarded children.
Grants shall not be made to local public or nonprofit agencies until 40 percent of the recognized
need for foster grandparents within state institutions has been met. Grants shall be for a period of
12 months or less, and grants to local public and nonprofit agencies or institutions shall be based
on 90 percent state, and ten percent local sharing of program expenditures authorized by the
board. Grants shall not be used to match other state funds nor shall any person paid from grant
funds be used to replace any staff member of the grantee. Grants may be used to match federal
funds. Each grantee shall file a semiannual report with the board at the time and containing
such information as the board shall prescribe.

Subd. 4. Rulemaking authority. The board is authorized, subject to the provisions of
chapter 14, to make rules necessary to the operation of the foster grandparent program and to
employ assistance in performing its administrative duties. In adopting rules the board shall give
consideration to applicable federal guidelines.

256B.05 ADMINISTRATION BY COUNTY AGENCIES.
Subdivision 1. Administration of medical assistance. The county agencies shall

administer medical assistance in their respective counties under the supervision of the state
agency and the commissioner of human services as specified in section 256.01, and shall make
such reports, prepare such statistics, and keep such records and accounts in relation to medical
assistance as the state agency may require under section 256.01, subdivision 2, paragraph (17).

256B.0625 COVERED SERVICES.
Subd. 20. Mental health case management. (a) To the extent authorized by rule of the

state agency, medical assistance covers case management services to persons with serious and
persistent mental illness and children with severe emotional disturbance. Services provided under
this section must meet the relevant standards in sections 245.461 to 245.4887, the Comprehensive
Adult and Children's Mental Health Acts, Minnesota Rules, parts 9520.0900 to 9520.0926, and
9505.0322, excluding subpart 10.

(b) Entities meeting program standards set out in rules governing family community
support services as defined in section 245.4871, subdivision 17, are eligible for medical assistance
reimbursement for case management services for children with severe emotional disturbance when
these services meet the program standards in Minnesota Rules, parts 9520.0900 to 9520.0926
and 9505.0322, excluding subparts 6 and 10.

(c) Medical assistance and MinnesotaCare payment for mental health case management
shall be made on a monthly basis. In order to receive payment for an eligible child, the provider
must document at least a face-to-face contact with the child, the child's parents, or the child's legal
representative. To receive payment for an eligible adult, the provider must document:

(1) at least a face-to-face contact with the adult or the adult's legal representative; or
(2) at least a telephone contact with the adult or the adult's legal representative and

document a face-to-face contact with the adult or the adult's legal representative within the
preceding two months.

(d) Payment for mental health case management provided by county or state staff shall be
based on the monthly rate methodology under section 256B.094, subdivision 6, paragraph (b),
with separate rates calculated for child welfare and mental health, and within mental health,
separate rates for children and adults.

(e) Payment for mental health case management provided by Indian health services or
by agencies operated by Indian tribes may be made according to this section or other relevant
federally approved rate setting methodology.

(f) Payment for mental health case management provided by vendors who contract with a
county or Indian tribe shall be based on a monthly rate negotiated by the host county or tribe.
The negotiated rate must not exceed the rate charged by the vendor for the same service to other
payers. If the service is provided by a team of contracted vendors, the county or tribe may
negotiate a team rate with a vendor who is a member of the team. The team shall determine how
to distribute the rate among its members. No reimbursement received by contracted vendors shall
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be returned to the county or tribe, except to reimburse the county or tribe for advance funding
provided by the county or tribe to the vendor.

(g) If the service is provided by a team which includes contracted vendors, tribal staff, and
county or state staff, the costs for county or state staff participation in the team shall be included
in the rate for county-provided services. In this case, the contracted vendor, the tribal agency, and
the county may each receive separate payment for services provided by each entity in the same
month. In order to prevent duplication of services, each entity must document, in the recipient's
file, the need for team case management and a description of the roles of the team members.

(h) Notwithstanding section 256B.19, subdivision 1, the nonfederal share of costs for
mental health case management shall be provided by the recipient's county of responsibility, as
defined in sections 256G.01 to 256G.12, from sources other than federal funds or funds used to
match other federal funds. If the service is provided by a tribal agency, the nonfederal share, if
any, shall be provided by the recipient's tribe. When this service is paid by the state without a
federal share through fee-for-service, 50 percent of the cost shall be provided by the recipient's
county of responsibility.

(i) Notwithstanding any administrative rule to the contrary, prepaid medical assistance,
general assistance medical care, and MinnesotaCare include mental health case management.
When the service is provided through prepaid capitation, the nonfederal share is paid by the
state and the county pays no share.

(j) The commissioner may suspend, reduce, or terminate the reimbursement to a provider
that does not meet the reporting or other requirements of this section. The county of responsibility,
as defined in sections 256G.01 to 256G.12, or, if applicable, the tribal agency, is responsible for
any federal disallowances. The county or tribe may share this responsibility with its contracted
vendors.

(k) The commissioner shall set aside a portion of the federal funds earned for county
expenditures under this section to repay the special revenue maximization account under section
256.01, subdivision 2, clause (15). The repayment is limited to:

(1) the costs of developing and implementing this section; and
(2) programming the information systems.
(l) Payments to counties and tribal agencies for case management expenditures under this

section shall only be made from federal earnings from services provided under this section. When
this service is paid by the state without a federal share through fee-for-service, 50 percent of the
cost shall be provided by the state. Payments to county-contracted vendors shall include the
federal earnings, the state share, and the county share.

(m) Case management services under this subdivision do not include therapy, treatment,
legal, or outreach services.

(n) If the recipient is a resident of a nursing facility, intermediate care facility, or hospital,
and the recipient's institutional care is paid by medical assistance, payment for case management
services under this subdivision is limited to the lesser of:

(1) the last 180 days of the recipient's residency in that facility and may not exceed more
than six months in a calendar year; or

(2) the limits and conditions which apply to federal Medicaid funding for this service.
(o) Payment for case management services under this subdivision shall not duplicate

payments made under other program authorities for the same purpose.
Subd. 20a. Case management; developmental disabilities. To the extent defined in

the state Medicaid plan, case management service activities for persons with developmental
disabilities as defined in section 256B.092, and rules promulgated thereunder, are covered
services under medical assistance.

256B.0945 SERVICES FOR CHILDREN WITH SEVERE EMOTIONAL
DISTURBANCE.

Subdivision 1. Residential services; provider qualifications. Counties must arrange
to provide residential services for children with severe emotional disturbance according to
sections 245.4882, 245.4885, and this section. Services must be provided by a facility that is
licensed according to section 245.4882 and administrative rules promulgated thereunder, and
under contract with the county.

Subd. 2. Covered services. All services must be included in a child's individualized
treatment or multiagency plan of care as defined in chapter 245.

For facilities that are not institutions for mental diseases according to federal statute
and regulation, medical assistance covers mental health-related services that are required to be
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provided by a residential facility under section 245.4882 and administrative rules promulgated
thereunder, except for room and board.

Subd. 3. Centralized disbursement of medical assistance payments. Notwithstanding
section 256B.041, county payments for the cost of residential services provided under this section
shall not be made to the commissioner of finance.

Subd. 4. Payment rates. (a) Notwithstanding sections 256B.19 and 256B.041, payments
to counties for residential services provided by a residential facility shall only be made of federal
earnings for services provided under this section, and the nonfederal share of costs for services
provided under this section shall be paid by the county from sources other than federal funds or
funds used to match other federal funds. Payment to counties for services provided according
to this section shall be a proportion of the per day contract rate that relates to rehabilitative
mental health services and shall not include payment for costs or services that are billed to the
IV-E program as room and board.

(b) Per diem rates paid to providers under this section by prepaid plans shall be the
proportion of the per-day contract rate that relates to rehabilitative mental health services and
shall not include payment for group foster care costs or services that are billed to the county
of financial responsibility.

(c) The commissioner shall set aside a portion not to exceed five percent of the federal
funds earned for county expenditures under this section to cover the state costs of administering
this section. Any unexpended funds from the set-aside shall be distributed to the counties in
proportion to their earnings under this section.

256B.19 DIVISION OF COST.
Subdivision 1. Division of cost. The state and county share of medical assistance costs

not paid by federal funds shall be as follows:
(1) beginning January 1, 1992, 50 percent state funds and 50 percent county funds for the

cost of placement of severely emotionally disturbed children in regional treatment centers;
(2) beginning January 1, 2003, 80 percent state funds and 20 percent county funds for

the costs of nursing facility placements of persons with disabilities under the age of 65 that have
exceeded 90 days. This clause shall be subject to chapter 256G and shall not apply to placements
in facilities not certified to participate in medical assistance;

(3) beginning July 1, 2004, 90 percent state funds and ten percent county funds for the
costs of placements that have exceeded 90 days in intermediate care facilities for persons with
developmental disabilities that have seven or more beds. This provision includes pass-through
payments made under section 256B.5015; and

(4) beginning July 1, 2004, when state funds are used to pay for a nursing facility
placement due to the facility's status as an institution for mental diseases (IMD), the county
shall pay 20 percent of the nonfederal share of costs that have exceeded 90 days. This clause
is subject to chapter 256G.

For counties that participate in a Medicaid demonstration project under sections 256B.69
and 256B.71, the division of the nonfederal share of medical assistance expenses for payments
made to prepaid health plans or for payments made to health maintenance organizations in the
form of prepaid capitation payments, this division of medical assistance expenses shall be 95
percent by the state and five percent by the county of financial responsibility.

In counties where prepaid health plans are under contract to the commissioner to provide
services to medical assistance recipients, the cost of court ordered treatment ordered without
consulting the prepaid health plan that does not include diagnostic evaluation, recommendation,
and referral for treatment by the prepaid health plan is the responsibility of the county of financial
responsibility.

256D.03 RESPONSIBILITY TO PROVIDE GENERAL ASSISTANCE.
Subdivision 1. County administration. Every county agency shall provide general

assistance to persons residing within its jurisdiction who meet the need requirements of sections
256D.01 to 256D.21. General assistance shall be administered by the county agencies according
to law and rules promulgated by the commissioner pursuant to sections 14.001 to 14.69.

Subd. 2. Assistance standards. State aid shall be paid for all general assistance and
grants up to the standards of section 256D.01, subdivision 1a, and according to procedures
established by the commissioner, except as provided for under section 256.017.

Subd. 2a. County agency options. Any county agency may, from its own resources, make
payments of general assistance: (a) at a standard higher than that established by the commissioner
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without reference to the standards of section 256D.01, subdivision 1; or (b) to persons not meeting
the eligibility standards set forth in section 256D.05, subdivision 1, but for whom the aid would
further the purposes established in the general assistance program according to rules adopted by
the commissioner according to the Administrative Procedure Act. The Minnesota Department
of Human Services may maintain client records and issue these payments, providing the cost of
benefits is paid by the counties to the Department of Human Services according to section 256.01.

Subd. 3. General assistance medical care; eligibility. (a) General assistance medical
care may be paid for any person who is not eligible for medical assistance under chapter 256B,
including eligibility for medical assistance based on a spenddown of excess income according
to section 256B.056, subdivision 5, or MinnesotaCare as defined in paragraph (b), except as
provided in paragraph (c), and:

(1) who is receiving assistance under section 256D.05, except for families with children
who are eligible under Minnesota family investment program (MFIP), or who is having a payment
made on the person's behalf under sections 256I.01 to 256I.06; or

(2) who is a resident of Minnesota; and
(i) who has gross countable income not in excess of 75 percent of the federal poverty

guidelines for the family size, using a six-month budget period and whose equity in assets is not
in excess of $1,000 per assistance unit. General assistance medical care is not available for
applicants or enrollees who are otherwise eligible for medical assistance but fail to verify their
assets. Enrollees who become eligible for medical assistance shall be terminated and transferred
to medical assistance. Exempt assets, the reduction of excess assets, and the waiver of excess
assets must conform to the medical assistance program in section 256B.056, subdivisions 3 and
3d, with the following exception: the maximum amount of undistributed funds in a trust that could
be distributed to or on behalf of the beneficiary by the trustee, assuming the full exercise of the
trustee's discretion under the terms of the trust, must be applied toward the asset maximum;

(ii) who has gross countable income above 75 percent of the federal poverty guidelines
but not in excess of 175 percent of the federal poverty guidelines for the family size, using a
six-month budget period, whose equity in assets is not in excess of the limits in section 256B.056,
subdivision 3c, and who applies during an inpatient hospitalization; or

(iii) the commissioner shall adjust the income standards under this section each July 1 by
the annual update of the federal poverty guidelines following publication by the United States
Department of Health and Human Services.

(b) Effective for applications and renewals processed on or after September 1, 2006,
general assistance medical care may not be paid for applicants or recipients who are adults with
dependent children under 21 whose gross family income is equal to or less than 275 percent of the
federal poverty guidelines who are not described in paragraph (e).

(c) Effective for applications and renewals processed on or after September 1, 2006,
general assistance medical care may be paid for applicants and recipients who meet all eligibility
requirements of paragraph (a), clause (2), item (i), for a temporary period beginning the date
of application. Immediately following approval of general assistance medical care, enrollees
shall be enrolled in MinnesotaCare under section 256L.04, subdivision 7, with covered services
as provided in section 256L.03 for the rest of the six-month general assistance medical care
eligibility period, until their six-month renewal.

(d) To be eligible for general assistance medical care following enrollment in
MinnesotaCare as required by paragraph (c), an individual must complete a new application.

(e) Applicants and recipients eligible under paragraph (a), clause (1), are exempt from the
MinnesotaCare enrollment requirements in this subdivision if they:

(1) have applied for and are awaiting a determination of blindness or disability by the state
medical review team or a determination of eligibility for Supplemental Security Income or Social
Security Disability Insurance by the Social Security Administration;

(2) fail to meet the requirements of section 256L.09, subdivision 2;
(3) are homeless as defined by United States Code, title 42, section 11301, et seq.;
(4) are classified as end-stage renal disease beneficiaries in the Medicare program;
(5) are enrolled in private health care coverage as defined in section 256B.02, subdivision

9;
(6) are eligible under paragraph (j);
(7) receive treatment funded pursuant to section 254B.02; or
(8) reside in the Minnesota sex offender program defined in chapter 246B.
(f) For applications received on or after October 1, 2003, eligibility may begin no earlier

than the date of application. For individuals eligible under paragraph (a), clause (2), item (i),
a redetermination of eligibility must occur every 12 months. Individuals are eligible under

7R



APPENDIX
Repealed Minnesota Statutes: H2076-1

paragraph (a), clause (2), item (ii), only during inpatient hospitalization but may reapply if there is
a subsequent period of inpatient hospitalization.

(g) Beginning September 1, 2006, Minnesota health care program applications and
renewals completed by recipients and applicants who are persons described in paragraph (c)
and submitted to the county agency shall be determined for MinnesotaCare eligibility by the
county agency. If all other eligibility requirements of this subdivision are met, eligibility for
general assistance medical care shall be available in any month during which MinnesotaCare
enrollment is pending. Upon notification of eligibility for MinnesotaCare, notice of termination
for eligibility for general assistance medical care shall be sent to an applicant or recipient. If
all other eligibility requirements of this subdivision are met, eligibility for general assistance
medical care shall be available until enrollment in MinnesotaCare subject to the provisions of
paragraphs (c), (e), and (f).

(h) The date of an initial Minnesota health care program application necessary to begin a
determination of eligibility shall be the date the applicant has provided a name, address, and Social
Security number, signed and dated, to the county agency or the Department of Human Services. If
the applicant is unable to provide a name, address, Social Security number, and signature when
health care is delivered due to a medical condition or disability, a health care provider may act on
an applicant's behalf to establish the date of an initial Minnesota health care program application
by providing the county agency or Department of Human Services with provider identification
and a temporary unique identifier for the applicant. The applicant must complete the remainder
of the application and provide necessary verification before eligibility can be determined. The
county agency must assist the applicant in obtaining verification if necessary.

(i) County agencies are authorized to use all automated databases containing information
regarding recipients' or applicants' income in order to determine eligibility for general assistance
medical care or MinnesotaCare. Such use shall be considered sufficient in order to determine
eligibility and premium payments by the county agency.

(j) General assistance medical care is not available for a person in a correctional facility
unless the person is detained by law for less than one year in a county correctional or detention
facility as a person accused or convicted of a crime, or admitted as an inpatient to a hospital on a
criminal hold order, and the person is a recipient of general assistance medical care at the time the
person is detained by law or admitted on a criminal hold order and as long as the person continues
to meet other eligibility requirements of this subdivision.

(k) General assistance medical care is not available for applicants or recipients who do not
cooperate with the county agency to meet the requirements of medical assistance.

(l) In determining the amount of assets of an individual eligible under paragraph (a),
clause (2), item (i), there shall be included any asset or interest in an asset, including an asset
excluded under paragraph (a), that was given away, sold, or disposed of for less than fair market
value within the 60 months preceding application for general assistance medical care or during
the period of eligibility. Any transfer described in this paragraph shall be presumed to have
been for the purpose of establishing eligibility for general assistance medical care, unless the
individual furnishes convincing evidence to establish that the transaction was exclusively for
another purpose. For purposes of this paragraph, the value of the asset or interest shall be the fair
market value at the time it was given away, sold, or disposed of, less the amount of compensation
received. For any uncompensated transfer, the number of months of ineligibility, including partial
months, shall be calculated by dividing the uncompensated transfer amount by the average
monthly per person payment made by the medical assistance program to skilled nursing facilities
for the previous calendar year. The individual shall remain ineligible until this fixed period has
expired. The period of ineligibility may exceed 30 months, and a reapplication for benefits after
30 months from the date of the transfer shall not result in eligibility unless and until the period of
ineligibility has expired. The period of ineligibility begins in the month the transfer was reported
to the county agency, or if the transfer was not reported, the month in which the county agency
discovered the transfer, whichever comes first. For applicants, the period of ineligibility begins
on the date of the first approved application.

(m) When determining eligibility for any state benefits under this subdivision, the income
and resources of all noncitizens shall be deemed to include their sponsor's income and resources
as defined in the Personal Responsibility and Work Opportunity Reconciliation Act of 1996, title
IV, Public Law 104-193, sections 421 and 422, and subsequently set out in federal rules.

(n) Undocumented noncitizens and nonimmigrants are ineligible for general assistance
medical care. For purposes of this subdivision, a nonimmigrant is an individual in one or more
of the classes listed in United States Code, title 8, section 1101(a)(15), and an undocumented
noncitizen is an individual who resides in the United States without the approval or acquiescence
of the United States Citizenship and Immigration Services.
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(o) Notwithstanding any other provision of law, a noncitizen who is ineligible for medical
assistance due to the deeming of a sponsor's income and resources, is ineligible for general
assistance medical care.

(p) Effective July 1, 2003, general assistance medical care emergency services end.
Subd. 3a. Claims; assignment of benefits. Claims must be filed pursuant to section

256D.16. General assistance medical care applicants and recipients must apply or agree to apply
third party health and accident benefits to the costs of medical care. They must cooperate with
the state in establishing paternity and obtaining third party payments. By accepting general
assistance, a person assigns to the Department of Human Services all rights to medical support or
payments for medical expenses from another person or entity on their own or their dependent's
behalf and agrees to cooperate with the state in establishing paternity and obtaining third party
payments. The application shall contain a statement explaining the assignment. Any rights or
amounts assigned shall be applied against the cost of medical care paid for under this chapter. An
assignment is effective on the date general assistance medical care eligibility takes effect.

Subd. 3b. Cooperation. (a) General assistance or general assistance medical care
applicants and recipients must cooperate with the state and local agency to identify potentially
liable third-party payors and assist the state in obtaining third-party payments. Cooperation
includes identifying any third party who may be liable for care and services provided under
this chapter to the applicant, recipient, or any other family member for whom application is
made and providing relevant information to assist the state in pursuing a potentially liable third
party. General assistance medical care applicants and recipients must cooperate by providing
information about any group health plan in which they may be eligible to enroll. They must
cooperate with the state and local agency in determining if the plan is cost-effective. For purposes
of this subdivision, coverage provided by the Minnesota Comprehensive Health Association
under chapter 62E shall not be considered group health plan coverage or cost-effective by the state
and local agency. If the plan is determined cost-effective and the premium will be paid by the
state or local agency or is available at no cost to the person, they must enroll or remain enrolled
in the group health plan. Cost-effective insurance premiums approved for payment by the state
agency and paid by the local agency are eligible for reimbursement according to subdivision 6.

(b) Effective for all premiums due on or after June 30, 1997, general assistance medical
care does not cover premiums that a recipient is required to pay under a qualified or Medicare
supplement plan issued by the Minnesota Comprehensive Health Association. General assistance
medical care shall continue to cover premiums for recipients who are covered under a plan issued
by the Minnesota Comprehensive Health Association on June 30, 1997, for a period of six months
following receipt of the notice of termination or until December 31, 1997, whichever is later.

Subd. 4. General assistance medical care; services. (a)(i) For a person who is eligible
under subdivision 3, paragraph (a), clause (2), item (i), general assistance medical care covers,
except as provided in paragraph (c):

(1) inpatient hospital services;
(2) outpatient hospital services;
(3) services provided by Medicare certified rehabilitation agencies;
(4) prescription drugs and other products recommended through the process established in

section 256B.0625, subdivision 13;
(5) equipment necessary to administer insulin and diagnostic supplies and equipment for

diabetics to monitor blood sugar level;
(6) eyeglasses and eye examinations provided by a physician or optometrist;
(7) hearing aids;
(8) prosthetic devices;
(9) laboratory and X-ray services;
(10) physician's services;
(11) medical transportation except special transportation;
(12) chiropractic services as covered under the medical assistance program;
(13) podiatric services;
(14) dental services as covered under the medical assistance program;
(15) mental health services covered under chapter 256B;
(16) prescribed medications for persons who have been diagnosed as mentally ill as

necessary to prevent more restrictive institutionalization;
(17) medical supplies and equipment, and Medicare premiums, coinsurance and deductible

payments;
(18) medical equipment not specifically listed in this paragraph when the use of the

equipment will prevent the need for costlier services that are reimbursable under this subdivision;
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(19) services performed by a certified pediatric nurse practitioner, a certified family
nurse practitioner, a certified adult nurse practitioner, a certified obstetric/gynecological nurse
practitioner, a certified neonatal nurse practitioner, or a certified geriatric nurse practitioner in
independent practice, if (1) the service is otherwise covered under this chapter as a physician
service, (2) the service provided on an inpatient basis is not included as part of the cost for
inpatient services included in the operating payment rate, and (3) the service is within the scope of
practice of the nurse practitioner's license as a registered nurse, as defined in section 148.171;

(20) services of a certified public health nurse or a registered nurse practicing in a public
health nursing clinic that is a department of, or that operates under the direct authority of, a unit of
government, if the service is within the scope of practice of the public health nurse's license as a
registered nurse, as defined in section 148.171;

(21) telemedicine consultations, to the extent they are covered under section 256B.0625,
subdivision 3b;

(22) care coordination and patient education services provided by a community health
worker according to section 256B.0625, subdivision 49; and

(23) regardless of the number of employees that an enrolled health care provider may
have, sign language interpreter services when provided by an enrolled health care provider during
the course of providing a direct, person-to-person covered health care service to an enrolled
recipient who has a hearing loss and uses interpreting services.

(ii) Effective October 1, 2003, for a person who is eligible under subdivision 3, paragraph
(a), clause (2), item (ii), general assistance medical care coverage is limited to inpatient hospital
services, including physician services provided during the inpatient hospital stay. A $1,000
deductible is required for each inpatient hospitalization.

(b) Effective August 1, 2005, sex reassignment surgery is not covered under this
subdivision.

(c) In order to contain costs, the commissioner of human services shall select vendors of
medical care who can provide the most economical care consistent with high medical standards
and shall where possible contract with organizations on a prepaid capitation basis to provide
these services. The commissioner shall consider proposals by counties and vendors for prepaid
health plans, competitive bidding programs, block grants, or other vendor payment mechanisms
designed to provide services in an economical manner or to control utilization, with safeguards to
ensure that necessary services are provided. Before implementing prepaid programs in counties
with a county operated or affiliated public teaching hospital or a hospital or clinic operated by the
University of Minnesota, the commissioner shall consider the risks the prepaid program creates
for the hospital and allow the county or hospital the opportunity to participate in the program in
a manner that reflects the risk of adverse selection and the nature of the patients served by the
hospital, provided the terms of participation in the program are competitive with the terms of
other participants considering the nature of the population served. Payment for services provided
pursuant to this subdivision shall be as provided to medical assistance vendors of these services
under sections 256B.02, subdivision 8, and 256B.0625. For payments made during fiscal year
1990 and later years, the commissioner shall consult with an independent actuary in establishing
prepayment rates, but shall retain final control over the rate methodology.

(d) Effective January 1, 2008, drug coverage under general assistance medical care is
limited to prescription drugs that:

(i) are covered under the medical assistance program as described in section 256B.0625,
subdivisions 13 and 13d; and

(ii) are provided by manufacturers that have fully executed general assistance medical care
rebate agreements with the commissioner and comply with the agreements. Prescription drug
coverage under general assistance medical care must conform to coverage under the medical
assistance program according to section 256B.0625, subdivisions 13 to 13g.

(e) Recipients eligible under subdivision 3, paragraph (a), shall pay the following
co-payments for services provided on or after October 1, 2003, and before January 1, 2009:

(1) $25 for eyeglasses;
(2) $25 for nonemergency visits to a hospital-based emergency room;
(3) $3 per brand-name drug prescription and $1 per generic drug prescription, subject to

a $12 per month maximum for prescription drug co-payments. No co-payments shall apply to
antipsychotic drugs when used for the treatment of mental illness; and

(4) 50 percent coinsurance on restorative dental services.
(f) Recipients eligible under subdivision 3, paragraph (a), shall include the following

co-payments for services provided on or after January 1, 2009:
(1) $25 for nonemergency visits to a hospital-based emergency room; and
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(2) $3 per brand-name drug prescription and $1 per generic drug prescription, subject to a
$7 per month maximum for prescription drug co-payments. No co-payments shall apply to
antipsychotic drugs when used for the treatment of mental illness.

(g) MS 2007 Supp [Expired]
(h) Effective January 1, 2009, co-payments shall be limited to one per day per provider

for nonemergency visits to a hospital-based emergency room. Recipients of general assistance
medical care are responsible for all co-payments in this subdivision. The general assistance
medical care reimbursement to the provider shall be reduced by the amount of the co-payment,
except that reimbursement for prescription drugs shall not be reduced once a recipient has
reached the $7 per month maximum for prescription drug co-payments. The provider collects the
co-payment from the recipient. Providers may not deny services to recipients who are unable to
pay the co-payment.

(i) General assistance medical care reimbursement to fee-for-service providers and
payments to managed care plans shall not be increased as a result of the removal of the
co-payments effective January 1, 2009.

(j) Any county may, from its own resources, provide medical payments for which state
payments are not made.

(k) Chemical dependency services that are reimbursed under chapter 254B must not be
reimbursed under general assistance medical care.

(l) The maximum payment for new vendors enrolled in the general assistance medical care
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.

(m) The conditions of payment for services under this subdivision are the same as the
conditions specified in rules adopted under chapter 256B governing the medical assistance
program, unless otherwise provided by statute or rule.

(n) Inpatient and outpatient payments shall be reduced by five percent, effective July
1, 2003. This reduction is in addition to the five percent reduction effective July 1, 2003, and
incorporated by reference in paragraph (l).

(o) Payments for all other health services except inpatient, outpatient, and pharmacy
services shall be reduced by five percent, effective July 1, 2003.

(p) Payments to managed care plans shall be reduced by five percent for services provided
on or after October 1, 2003.

(q) A hospital receiving a reduced payment as a result of this section may apply the unpaid
balance toward satisfaction of the hospital's bad debts.

(r) Fee-for-service payments for nonpreventive visits shall be reduced by $3 for services
provided on or after January 1, 2006. For purposes of this subdivision, a visit means an episode of
service which is required because of a recipient's symptoms, diagnosis, or established illness, and
which is delivered in an ambulatory setting by a physician or physician ancillary, chiropractor,
podiatrist, advance practice nurse, audiologist, optician, or optometrist.

(s) Payments to managed care plans shall not be increased as a result of the removal of the
$3 nonpreventive visit co-payment effective January 1, 2006.

(t) Payments for mental health services added as covered benefits after December 31,
2007, are not subject to the reductions in paragraphs (l), (n), (o), and (p).

Subd. 5. Certain county agencies to pay state for county share. The county agencies
that contract with the commissioner of human services for state administration of general
assistance medical care payments shall make payment to the state for the county share of
those payments in the manner described for medical assistance advances in section 256B.041,
subdivision 5.

Subd. 6. Division of costs. The state share of county agency expenditures for general
assistance medical care shall be 100 percent. Payments made under this subdivision shall be made
according to sections 256B.041, subdivision 5 and 256B.19, subdivision 1. In counties where a
pilot or demonstration project is operated for general assistance medical care services, the state
may pay 100 percent of the costs of administering the pilot or demonstration project.

Notwithstanding any provision to the contrary, beginning July 1, 1991, the state shall pay
100 percent of the costs for centralized claims processing by the Department of Administration
relative to claims beginning January 1, 1991, and submitted on behalf of general assistance
medical care recipients by vendors in the general assistance medical care program.

Beginning July 1, 1991, the state shall reimburse counties up to the limit of state
appropriations for general assistance medical care common carrier transportation and related
travel expenses provided for medical purposes after December 31, 1990. For purposes of this
subdivision, transportation shall have the meaning given it in Code of Federal Regulations, title
42, section 440.170(a), as amended through October 1, 1987, and travel expenses shall have
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the meaning given in Code of Federal Regulations, title 42, section 440.170(a)(3), as amended
through October 1, 1987.

The county shall ensure that only the least costly most appropriate transportation and
travel expenses are used. The state may enter into volume purchase contracts, or use a competitive
bidding process, whenever feasible, to minimize the costs of transportation services. If the state
has entered into a volume purchase contract or used the competitive bidding procedures of chapter
16C to arrange for transportation services, the county may be required to use such arrangements
to be eligible for state reimbursement for general assistance medical care common carrier
transportation and related travel expenses provided for medical purposes.

In counties where prepaid health plans are under contract to the commissioner to provide
services to general assistance medical care recipients, the cost of court ordered treatment that does
not include diagnostic evaluation, recommendation, or referral for treatment by the prepaid health
plan is the responsibility of the county of financial responsibility.

Subd. 7. Duties of the commissioner. The commissioner shall promulgate rules as
necessary to establish:

(a) standards of eligibility, utilization of services, and payment levels;
(b) standards for quality assurance, surveillance, and utilization review procedures that

conform to those established for the medical assistance program pursuant to chapter 256B,
including general criteria and procedures for the identification and prompt investigation of
suspected fraud, theft, abuse, presentment of false or duplicate claims, presentment of claims for
services not medically necessary, or false statements or representations of material facts by a
vendor or recipient of general assistance medical care, and for the imposition of sanctions against
such vendor or recipient of medical care. The rules relating to sanctions shall be consistent with
the provisions of section 256B.064, subdivisions 1a and 2; and

(c) administrative and fiscal procedures for payment of the state share of the medical costs
incurred by the counties under section 256D.02, subdivision 4a. Rules promulgated pursuant to
this clause may include: (1) procedures by which state liability for the costs of medical care
incurred pursuant to section 256D.02, subdivision 4a may be deducted from county liability to the
state under any other public assistance program authorized by law; (2) procedures for processing
claims of counties for reimbursement by the state for expenditures for medical care made by the
counties pursuant to section 256D.02, subdivision 4a; and (3) procedures by which the county
agencies may contract with the commissioner of human services for state administration of
general assistance medical care payments.

Subd. 8. Private insurance policies. (a) Private accident and health care coverage for
medical services is primary coverage and must be exhausted before general assistance medical
care is paid. When a person who is otherwise eligible for general assistance medical care has
private accident or health care coverage, including a prepaid health plan, the private health care
benefits available to the person must be used first and to the fullest extent. General assistance
medical care payment will not be made when either covered charges are paid in full by a third
party or the provider has an agreement to accept payment for less than charges as payment in full.
Payment for patients that are simultaneously covered by general assistance medical care and a
liable third party other than Medicare will be determined as the lesser of clauses (1) to (3):

(1) the patient liability according to the provider/insurer agreement;
(2) covered charges minus the third party payment amount; or
(3) the general assistance medical care rate minus the third party payment amount.

A negative difference will not be implemented.
(b) When a parent or a person with an obligation of support has enrolled in a prepaid

health care plan under section 518A.41, subdivision 1, the commissioner of human services shall
limit the recipient of general assistance medical care to the benefits payable under that prepaid
health care plan to the extent that services available under general assistance medical care are also
available under the prepaid health care plan.

(c) Upon furnishing general assistance medical care or general assistance to any person
having private accident or health care coverage, or having a cause of action arising out of an
occurrence that necessitated the payment of assistance, the state agency shall be subrogated, to
the extent of the cost of medical care, subsistence, or other payments furnished, to any rights the
person may have under the terms of the coverage or under the cause of action. For purposes of this
subdivision, "state agency" includes prepaid health plans under contract with the commissioner
according to subdivision 4, paragraph (c), and sections 256B.69 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; and county-based purchasing entities under section 256B.692.
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This right of subrogation includes all portions of the cause of action, notwithstanding
any settlement allocation or apportionment that purports to dispose of portions of the cause of
action not subject to subrogation.

(d) To recover under this section, the attorney general may institute or join a civil action to
enforce the subrogation rights the commissioner established under this section.

Any prepaid health plan providing services under subdivision 4, paragraph (c), and
sections 256B.69 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 the subrogation rights 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.

(e) The state agency must be given notice of monetary claims against a person, firm,
or corporation that may be liable in damages, or otherwise obligated to pay part or all of the
costs related to an injury when the state agency has paid or become liable for the cost of care or
payments related to the injury. Notice must be given as follows:

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

(ii) A person providing medical care services to a recipient of general assistance medical
care 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.

(iii) A person who is party to a claim upon which the state agency may be entitled to
subrogation under this section shall notify the state agency of its potential subrogation claim
before filing a claim, commencing an action, or negotiating a settlement. A person who is a party
to a claim includes the plaintiff, the defendants, and any other party to the cause of action.

Notice given to the county agency is not sufficient to meet the requirements of paragraphs
(b) and (c).

(f) Upon any judgment, award, or settlement of a cause of action, or any part of it,
upon which the state agency has a subrogation right, including compensation for liquidated,
unliquidated, or other damages, reasonable costs of collection, including attorney fees, must be
deducted first. The full amount of general assistance or general assistance medical care paid to or
on behalf of the person as a result of the injury must be deducted next and paid to the state agency.
The rest must be paid to the public assistance recipient or other plaintiff. The plaintiff, however,
must receive at least one-third of the net recovery after attorney fees and collection costs.

Subd. 9. Payment for ambulance services. Effective for services rendered on or after
July 1, 1999, general assistance medical care payments for ambulance services shall be increased
by five percent.

256D.053 MINNESOTA FOOD ASSISTANCE PROGRAM.
Subd. 3. Program administration. (a) The rules for the Minnesota food assistance

program shall follow exactly the regulations for the federal Food Stamp Program, except for the
provisions pertaining to immigration status under section 402 or 403 of Public Law 104-193.

(b) The county agency shall use the income, budgeting, and benefit allotment regulations
of the federal Food Stamp Program to calculate an eligible recipient's monthly Minnesota food
assistance program benefit. Until September 30, 1998, eligible recipients under this subdivision
shall receive the average per person food stamp issuance in Minnesota in the fiscal year ending
June 30, 1997. Beginning October 1, 1998, eligible recipients shall receive the same level of
benefits as those provided by the federal Food Stamp Program to similarly situated citizen
recipients. The monthly Minnesota food assistance program benefits shall not exceed an amount
equal to the amount of federal Food Stamp Program benefits the household would receive if all
members of the household were eligible for the federal Food Stamp Program.

(c) Minnesota food assistance program benefits must be disregarded as income in all
programs that do not count food stamps as income.

(d) The county agency must redetermine a Minnesota food assistance program recipient's
eligibility for the federal Food Stamp Program when the agency receives information that the
recipient's legal immigration status has changed in such a way that would make the recipient
potentially eligible for the federal Food Stamp Program.

13R



APPENDIX
Repealed Minnesota Statutes: H2076-1

(e) Until October 1, 1998, the commissioner may provide benefits under this section in
cash.

256E.12 GRANTS FOR PERSONSWITH SERIOUS AND PERSISTENT MENTAL
ILLNESS.

Subd. 3. Allocation of grants. The commissioner shall allocate grants under this
section to finance up to 90 percent of each county's costs for services to persons with serious
and persistent mental illness. The commissioner shall promulgate permanent rules to govern
grant applications, approval of applications, allocation of grants, and maintenance of financial
statements by grant recipients. The commissioner shall specify requirements for reports,
including quarterly fiscal reports, according to section 256.01, subdivision 2, paragraph (17). The
commissioner shall require collection of data and periodic reports as the commissioner deems
necessary to demonstrate the effectiveness of the services in helping persons with serious and
persistent mental illness remain and function in their own communities.

256F.10 CHILD WELFARE TARGETED CASE MANAGEMENT.
Subd. 7. Expansion of services and base level of expenditures. (a) Counties and tribal

social services must continue the base level of expenditures for preventive child welfare services
from either or both of any state, county, or federal funding source, which, in the absence of federal
funds earned under this section, would have been available for these services. The commissioner
shall review the county or tribal social services expenditures annually using reports required
under sections 245.482 and 256.01, subdivision 2, paragraph (17), to ensure that the base level
of expenditures for preventive child welfare services is continued from sources other than the
federal funds earned under this section.

(b) The commissioner may reduce, suspend, or eliminate either or both of a county's or
tribal social services' obligations to continue the base level of expenditures and to expand child
welfare preventive services if the commissioner determines that one or more of the following
conditions apply to that county or reservation:

(1) imposition of levy limits that significantly reduce available social service funds;
(2) reduction in the net tax capacity of the taxable property within a county or reservation

that significantly reduces available social service funds;
(3) reduction in the number of children under age 19 in the county or reservation by 25

percent when compared with the number in the base year using the most recent data provided by
the State Demographer's Office; or

(4) termination of the federal revenue earned under this section.
(c) The commissioner may suspend for one year either or both of a county's or tribal

social services' obligations to continue the base level of expenditures and to expand child welfare
preventive services if the commissioner determines that in the previous year one or more of the
following conditions applied to that county or reservation:

(1) the total number of children in placement under sections 260C.212 and 393.07,
subdivisions 1 and 2, has been reduced by 50 percent from the total number in the base year; or

(2) the average number of children in placement under sections 260C.212 and 393.07,
subdivisions 1 and 2, on the last day of each month is equal to or less than one child per 1,000
children in the county or reservation.

(d) For the purposes of this section, child welfare preventive services are those services
directed toward a specific child or family that further the goals of Minnesota Statutes 2002,
section 256F.01, and include assessments, family preservation services, service coordination,
community-based treatment, crisis nursery services when the parents retain custody and there
is no voluntary placement agreement with a child-placing agency, respite care except when it is
provided under a medical assistance waiver, home-based services, and other related services.
For the purposes of this section, child welfare preventive services shall not include shelter care
placements under the authority of the court or public agency to address an emergency, residential
services except for respite care, child care for the purposes of employment and training, adult
services, services other than child welfare targeted case management when they are provided
under medical assistance, placement services, or activities not directed toward a specific child or
family. Respite care must be planned, routine care to support the continuing residence of the child
with its family or long-term primary caretaker and must not be provided to address an emergency.

(e) For the counties and tribal social services beginning to claim federal reimbursement
for services under this section and section 256B.094, the base year is the calendar year ending at
least two calendar quarters before the first calendar quarter in which the provider begins claiming
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reimbursement. For the purposes of this section, the base level of expenditures is the level of
county or tribal social services expenditures in the base year for eligible child welfare preventive
services described in this subdivision.

256F.13 FAMILY SERVICES COLLABORATIVE.
Subdivision 1. Federal revenue enhancement. (a) The commissioner of human services

may enter into an agreement with one or more family services collaboratives to enhance
federal reimbursement under title IV-E of the Social Security Act and federal administrative
reimbursement under title XIX of the Social Security Act. The commissioner may contract
with the Department of Education for purposes of transferring the federal reimbursement to the
commissioner of education to be distributed to the collaboratives according to clause (2). The
commissioner shall have the following authority and responsibilities regarding family services
collaboratives:

(1) the commissioner shall submit amendments to state plans and seek waivers as
necessary to implement the provisions of this section;

(2) the commissioner shall pay the federal reimbursement earned under this subdivision to
each collaborative based on their earnings. Payments to collaboratives for expenditures under this
subdivision will only be made of federal earnings from services provided by the collaborative;

(3) the commissioner shall review expenditures of family services collaboratives using
reports specified in the agreement with the collaborative to ensure that the base level of
expenditures is continued and new federal reimbursement is used to expand education, social,
health, or health-related services to young children and their families;

(4) the commissioner may reduce, suspend, or eliminate a family services collaborative's
obligations to continue the base level of expenditures or expansion of services if the commissioner
determines that one or more of the following conditions apply:

(i) imposition of levy limits that significantly reduce available funds for social, health, or
health-related services to families and children;

(ii) reduction in the net tax capacity of the taxable property eligible to be taxed by the lead
county or subcontractor that significantly reduces available funds for education, social, health, or
health-related services to families and children;

(iii) reduction in the number of children under age 19 in the county, collaborative service
delivery area, subcontractor's district, or catchment area when compared to the number in the base
year using the most recent data provided by the State Demographer's Office; or

(iv) termination of the federal revenue earned under the family services collaborative
agreement;

(5) the commissioner shall not use the federal reimbursement earned under this subdivision
in determining the allocation or distribution of other funds to counties or collaboratives;

(6) the commissioner may suspend, reduce, or terminate the federal reimbursement to a
provider that does not meet the reporting or other requirements of this subdivision;

(7) the commissioner shall recover from the family services collaborative any federal
fiscal disallowances or sanctions for audit exceptions directly attributable to the family
services collaborative's actions in the integrated fund, or the proportional share if federal fiscal
disallowances or sanctions are based on a statewide random sample; and

(8) the commissioner shall establish criteria for the family services collaborative for the
accounting and financial management system that will support claims for federal reimbursement.

(b) The family services collaborative shall have the following authority and responsibilities
regarding federal revenue enhancement:

(1) the family services collaborative shall be the party with which the commissioner
contracts. A lead county shall be designated as the fiscal agency for reporting, claiming, and
receiving payments;

(2) the family services collaboratives may enter into subcontracts with other counties,
school districts, special education cooperatives, municipalities, and other public and nonprofit
entities for purposes of identifying and claiming eligible expenditures to enhance federal
reimbursement, or to expand education, social, health, or health-related services to families
and children;

(3) the family services collaborative must continue the base level of expenditures for
education, social, health, or health-related services to families and children from any state, county,
federal, or other public or private funding source which, in the absence of the new federal
reimbursement earned under this subdivision, would have been available for those services,
except as provided in paragraph (a), clause (4). The base year for purposes of this subdivision
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shall be the four-quarter calendar year ending at least two calendar quarters before the first
calendar quarter in which the new federal reimbursement is earned;

(4) the family services collaborative must use all new federal reimbursement resulting
from federal revenue enhancement to expand expenditures for education, social, health, or
health-related services to families and children beyond the base level, except as provided in
paragraph (a), clause (4);

(5) the family services collaborative must ensure that expenditures submitted for federal
reimbursement are not made from federal funds or funds used to match other federal funds.
Notwithstanding section 256B.19, subdivision 1, for the purposes of family services collaborative
expenditures under agreement with the department, the nonfederal share of costs shall be provided
by the family services collaborative from sources other than federal funds or funds used to match
other federal funds;

(6) the family services collaborative must develop and maintain an accounting and
financial management system adequate to support all claims for federal reimbursement, including
a clear audit trail and any provisions specified in the agreement; and

(7) the family services collaborative shall submit an annual report to the commissioner as
specified in the agreement.

256I.04 ELIGIBILITY FOR GROUP RESIDENTIAL HOUSING PAYMENT.
Subdivision 1. Individual eligibility requirements. An individual is eligible for and

entitled to a group residential housing payment to be made on the individual's behalf if the county
agency has approved the individual's residence in a group residential housing setting and the
individual meets the requirements in paragraph (a) or (b).

(a) The individual is aged, blind, or is over 18 years of age and disabled as determined
under the criteria used by the title II program of the Social Security Act, and meets the resource
restrictions and standards of the supplemental security income program, and the individual's
countable income after deducting the (1) exclusions and disregards of the SSI program, (2) the
medical assistance personal needs allowance under section 256B.35, and (3) an amount equal to
the income actually made available to a community spouse by an elderly waiver recipient under
the provisions of sections 256B.0575, paragraph (a), clause (4), and 256B.058, subdivision 2, is
less than the monthly rate specified in the county agency's agreement with the provider of group
residential housing in which the individual resides.

(b) The individual meets a category of eligibility under section 256D.05, subdivision 1,
paragraph (a), and the individual's resources are less than the standards specified by section
256D.08, and the individual's countable income as determined under sections 256D.01 to
256D.21, less the medical assistance personal needs allowance under section 256B.35 is less than
the monthly rate specified in the county agency's agreement with the provider of group residential
housing in which the individual resides.

Subd. 1a. County approval. A county agency may not approve a group residential
housing payment for an individual in any setting with a rate in excess of the MSA equivalent rate
for more than 30 days in a calendar year unless the county agency has developed or approved a
plan for the individual which specifies that:

(1) the individual has an illness or incapacity which prevents the person from living
independently in the community; and

(2) the individual's illness or incapacity requires the services which are available in the
group residence.

The plan must be signed or countersigned by any of the following employees of the
county of financial responsibility: the director of human services or a designee of the director; a
social worker; or a case aide.

Subd. 1b. Optional state supplements to SSI. Group residential housing payments made
on behalf of persons eligible under subdivision 1, paragraph (a), are optional state supplements
to the SSI program.

Subd. 1c. Interim assistance. Group residential housing payments made on behalf of
persons eligible under subdivision 1, paragraph (b), are considered interim assistance payments to
applicants for the federal SSI program.

Subd. 2. Date of eligibility. An individual who has met the eligibility requirements of
subdivision 1, shall have a group residential housing payment made on the individual's behalf
from the first day of the month in which a signed application form is received by a county agency,
or the first day of the month in which all eligibility factors have been met, whichever is later.

Subd. 2a. License required. A county agency may not enter into an agreement with an
establishment to provide group residential housing unless:
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(1) the establishment is licensed by the Department of Health as a hotel and restaurant; a
board and lodging establishment; a residential care home; a boarding care home before March
1, 1985; or a supervised living facility, and the service provider for residents of the facility is
licensed under chapter 245A. However, an establishment licensed by the Department of Health to
provide lodging need not also be licensed to provide board if meals are being supplied to residents
under a contract with a food vendor who is licensed by the Department of Health;

(2) the residence is licensed by the commissioner of human services under Minnesota
Rules, parts 9555.5050 to 9555.6265, or certified by a county human services agency prior to July
1, 1992, using the standards under Minnesota Rules, parts 9555.5050 to 9555.6265;

(3) the establishment is registered under chapter 144D and provides three meals a day,
or is an establishment voluntarily registered under section 144D.025 as a supportive housing
establishment; or

(4) an establishment voluntarily registered under section 144D.025, other than a supportive
housing establishment under clause (3), is not eligible to provide group residential housing.

The requirements under clauses (1), (2), (3), and (4) do not apply to establishments
exempt from state licensure because they are located on Indian reservations and subject to tribal
health and safety requirements.

Subd. 2b. Group residential housing agreements. Agreements between county agencies
and providers of group residential housing must be in writing and must specify the name
and address under which the establishment subject to the agreement does business and under
which the establishment, or service provider, if different from the group residential housing
establishment, is licensed by the Department of Health or the Department of Human Services;
the specific license or registration from the Department of Health or the Department of Human
Services held by the provider and the number of beds subject to that license; the address of the
location or locations at which group residential housing is provided under this agreement; the per
diem and monthly rates that are to be paid from group residential housing funds for each eligible
resident at each location; the number of beds at each location which are subject to the group
residential housing agreement; whether the license holder is a not-for-profit corporation under
section 501(c)(3) of the Internal Revenue Code; and a statement that the agreement is subject to
the provisions of sections 256I.01 to 256I.06 and subject to any changes to those sections. Group
residential housing agreements may be terminated with or without cause by either the county or
the provider with two calendar months prior notice.

Subd. 2c. Crisis shelters. Secure crisis shelters for battered women and their children
designated by the Minnesota Department of Corrections are not group residences under this
chapter.

Subd. 3. Moratorium on the development of group residential housing beds. (a)
County agencies shall not enter into agreements for new group residential housing beds with total
rates in excess of the MSA equivalent rate except:

(1) for group residential housing establishments licensed under Minnesota Rules, parts
9525.0215 to 9525.0355, provided the facility is needed to meet the census reduction targets for
persons with developmental disabilities at regional treatment centers;

(2) to ensure compliance with the federal Omnibus Budget Reconciliation Act alternative
disposition plan requirements for inappropriately placed persons with developmental disabilities
or mental illness;

(3) up to 80 beds in a single, specialized facility located in Hennepin County that will
provide housing for chronic inebriates who are repetitive users of detoxification centers and are
refused placement in emergency shelters because of their state of intoxication, and planning for
the specialized facility must have been initiated before July 1, 1991, in anticipation of receiving a
grant from the Housing Finance Agency under section 462A.05, subdivision 20a, paragraph (b);

(4) notwithstanding the provisions of subdivision 2a, for up to 190 supportive housing
units in Anoka, Dakota, Hennepin, or Ramsey County for homeless adults with a mental illness,
a history of substance abuse, or human immunodeficiency virus or acquired immunodeficiency
syndrome. For purposes of this section, "homeless adult" means a person who is living on the
street or in a shelter or discharged from a regional treatment center, community hospital, or
residential treatment program and has no appropriate housing available and lacks the resources
and support necessary to access appropriate housing. At least 70 percent of the supportive
housing units must serve homeless adults with mental illness, substance abuse problems, or
human immunodeficiency virus or acquired immunodeficiency syndrome who are about to be
or, within the previous six months, has been discharged from a regional treatment center, or
a state-contracted psychiatric bed in a community hospital, or a residential mental health or
chemical dependency treatment program. If a person meets the requirements of subdivision 1,
paragraph (a), and receives a federal or state housing subsidy, the group residential housing
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rate for that person is limited to the supplementary rate under section 256I.05, subdivision 1a,
and is determined by subtracting the amount of the person's countable income that exceeds the
MSA equivalent rate from the group residential housing supplementary rate. A resident in a
demonstration project site who no longer participates in the demonstration program shall retain
eligibility for a group residential housing payment in an amount determined under section
256I.06, subdivision 8, using the MSA equivalent rate. Service funding under section 256I.05,
subdivision 1a, will end June 30, 1997, if federal matching funds are available and the services
can be provided through a managed care entity. If federal matching funds are not available, then
service funding will continue under section 256I.05, subdivision 1a;

(5) for group residential housing beds in settings meeting the requirements of subdivision
2a, clauses (1) and (3), which are used exclusively for recipients receiving home and
community-based waiver services under sections 256B.0915, 256B.092, subdivision 5, 256B.093,
and 256B.49, and who resided in a nursing facility for the six months immediately prior to the
month of entry into the group residential housing setting. The group residential housing rate for
these beds must be set so that the monthly group residential housing payment for an individual
occupying the bed when combined with the nonfederal share of services delivered under the
waiver for that person does not exceed the nonfederal share of the monthly medical assistance
payment made for the person to the nursing facility in which the person resided prior to entry into
the group residential housing establishment. The rate may not exceed the MSA equivalent rate
plus $426.37 for any case;

(6) for an additional two beds, resulting in a total of 32 beds, for a facility located in
Hennepin County providing services for recovering and chemically dependent men that has
had a group residential housing contract with the county and has been licensed as a board and
lodge facility with special services since 1980;

(7) for a group residential housing provider located in Stearns County that operates a
40-bed facility, that received financing through the Minnesota Housing Finance Agency Ending
Long-Term Homelessness Initiative and serves chemically dependent clientele, providing
24-hour-a-day supervision;

(8) for a new 65-bed facility in Crow Wing County that will serve chemically dependent
persons, operated by a group residential housing provider that currently operates a 304-bed
facility in Minneapolis, and a 44-bed facility in Duluth;

(9) for a group residential housing provider that operates two ten-bed facilities, one located
in Hennepin County and one located in Ramsey County, that provide community support and
24-hour-a-day supervision to serve the mental health needs of individuals who have chronically
lived unsheltered; and

(10) for a group residential facility in Hennepin County with a capacity of up to 48 beds
that has been licensed since 1978 as a board and lodging facility and that until August 1, 2007,
operated as a licensed chemical dependency treatment program.

(b) A county agency may enter into a group residential housing agreement for beds with
rates in excess of the MSA equivalent rate in addition to those currently covered under a group
residential housing agreement if the additional beds are only a replacement of beds with rates in
excess of the MSA equivalent rate which have been made available due to closure of a setting, a
change of licensure or certification which removes the beds from group residential housing
payment, or as a result of the downsizing of a group residential housing setting. The transfer of
available beds from one county to another can only occur by the agreement of both counties.

Subd. 4. Rental assistance. For participants in the Minnesota supportive housing
demonstration program under subdivision 3, paragraph (a), clause (5), notwithstanding the
provisions of section 256I.06, subdivision 8, the amount of the group residential housing payment
for room and board must be calculated by subtracting 30 percent of the recipient's adjusted
income as defined by the United States Department of Housing and Urban Development for the
Section 8 program from the fair market rent established for the recipient's living unit by the
federal Department of Housing and Urban Development. This payment shall be regarded as a
state housing subsidy for the purposes of subdivision 3. Notwithstanding the provisions of section
256I.06, subdivision 6, the recipient's countable income will only be adjusted when a change of
greater than $100 in a month occurs or upon annual redetermination of eligibility, whichever is
sooner. The commissioner is directed to study the feasibility of developing a rental assistance
program to serve persons traditionally served in group residential housing settings and report to
the legislature by February 15, 1999.

256I.08 COUNTY SHARE FOR CERTAIN NURSING FACILITY STAYS.
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Beginning July 1, 2004, if group residential housing is used to pay for a nursing facility
placement due to the facility's status as an Institution for Mental Diseases, the county is liable for
20 percent of the nonfederal share of costs for persons under the age of 65 that have exceeded 90
days.

256J.09 APPLYING FOR ASSISTANCE.
Subdivision 1. Where to apply. To apply for assistance a person must submit a signed

application to the county agency in the county where that person lives.
Subd. 2. County agency responsibility to provide information. When a person inquires

about assistance, a county agency must:
(1) explain the eligibility requirements of, and how to apply for any assistance for which

the person may be eligible; and
(2) offer the person brochures developed or approved by the commissioner that describe

how to apply for assistance.
Subd. 3. Submitting the application form. (a) A county agency must offer, in person

or by mail, the application forms prescribed by the commissioner as soon as a person makes a
written or oral inquiry. At that time, the county agency must:

(1) inform the person that assistance begins with the date the signed application is received
by the county agency or the date all eligibility criteria are met, whichever is later;

(2) inform the person that any delay in submitting the application will reduce the amount
of assistance paid for the month of application;

(3) inform a person that the person may submit the application before an interview;
(4) explain the information that will be verified during the application process by the

county agency as provided in section 256J.32;
(5) inform a person about the county agency's average application processing time and

explain how the application will be processed under subdivision 5;
(6) explain how to contact the county agency if a person's application information changes

and how to withdraw the application;
(7) inform a person that the next step in the application process is an interview and what a

person must do if the application is approved including, but not limited to, attending orientation
under section 256J.45 and complying with employment and training services requirements in
sections 256J.515 to 256J.57;

(8) explain the child care and transportation services that are available under paragraph (c)
to enable caregivers to attend the interview, screening, and orientation; and

(9) identify any language barriers and arrange for translation assistance during
appointments, including, but not limited to, screening under subdivision 3a, orientation under
section 256J.45, and assessment under section 256J.521.

(b) Upon receipt of a signed application, the county agency must stamp the date of receipt
on the face of the application. The county agency must process the application within the time
period required under subdivision 5. An applicant may withdraw the application at any time
by giving written or oral notice to the county agency. The county agency must issue a written
notice confirming the withdrawal. The notice must inform the applicant of the county agency's
understanding that the applicant has withdrawn the application and no longer wants to pursue it.
When, within ten days of the date of the agency's notice, an applicant informs a county agency, in
writing, that the applicant does not wish to withdraw the application, the county agency must
reinstate the application and finish processing the application.

(c) Upon a participant's request, the county agency must arrange for transportation and
child care or reimburse the participant for transportation and child care expenses necessary to
enable participants to attend the screening under subdivision 3a and orientation under section
256J.45.

256L.15 PREMIUMS.
Subd. 4. Exception for transitioned adults. County agencies shall pay premiums for

single adults and households with no children formerly enrolled in general assistance medical
care and enrolled in MinnesotaCare according to section 256D.03, subdivision 3, until six-month
renewal. The county agency has the option of continuing to pay premiums for these enrollees.
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