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MEDICAL ASSISTANCE ELIGIBILITY

9505.0010 APPLICABILITY.

Parts 9505.0010 to 9505.0140 govern the administration of the medical assistance pro-
gram and establish the standards used to determine the eligibility of an individual to partici-
pate in the medical assistance program.

These parts must be read in conjunction with title XIX of the Social Security Act; Code
of Federal Regulations, title 42; Minnesota Statutes, chapter 256B, and sections 256.01, sub-
division 2, clauses (1) and (14), 256.01, subdivision 4, clause (4), 256.011, 256.045,
256.965, and 256.98.

Statutory Authority: MS s 256B.04 subd 2
History: /1 SR 1069

9505.0011 ADMINISTRATION.

Subpart 1. Compliance with state and federal law. The commissioner shall cooperate
with the federal government in order to qualify for federal financial participation in the medi-
cal assistance program. All persons should be aware that parts 9505.0010 to 9505.0150 of the
medical assistance program may be superseded by a change in state or federal law or by a
court order prior to the agency having an opportunity to amend these rules.

Subp. 2. Administrative relationships. The medical assistance program is adminis-
tered by local agencies under the supervision of the commissioner. The commissioner shall
supervise the medical assistance program on a statewide basis so that local agencies comply
with the standards of the program.

A local agency shall provide fair and equal treatment to an applicant or recipient accord-
ing to statewide policies. The commissioner is authorized to correct a policy or practice that
conflicts with statewide program requirements. A local agency shall comply with proce-
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dures and forms prescribed by the commissioner in bulletins and manuals insofar as they are
consistent with parts 9505.0010 to 9505.0140.

Statutory Authority: MS s 256B.04 subd 2
History: 1/ SR 1069

9505.0015 DEFINITIONS.

Subpart 1. Applicability. For the purposes of parts 9505.0010 to 9505.0140, the fol-
lowing terms have the meanings given to them in this part.

Subp. 2. [Repealed, 26 SR 977]

Subp. 3. Applicant. “Applicant” means a person who submits a written application to
the local agency for a determination of eligibility for medical assistance.

Subp. 4. Application. “Application” means the applicant’s written request for medical
assistance as provided in part 9505.0085.

Subp. 5. Application date. “Application date” means the day on which a local agency
or a designated representative of the commissioner receives, during normal working hours, a
written request for medical assistance consisting of at least the name of the applicant, a means
to locate the applicant, and signature of the applicant, provided the completed application
form required in part 9505.0085 is submitted to the local agency within 30 days of the written
request.

Subp. 6. Asset. “Asset” means any property that is owned and has monetary value. Ex-
amples of assets are negotiable instruments including cash or bonds, real and personal prop-
erty, and rights that a person has in tangible or intangible property.

Subp. 7. [Repealed, 26 SR 977]

Subp. 8. Authorized representative. “Authorized representative” means an individu-
al authorized by the applicant or recipient to apply for medical assistance or perform duties
required of the applicant or recipient by parts 9505.0010 to 9505.0140 on that person’s be-
half.

Subp. 9. Commiissioner. “Commissioner” means the commissioner of human services
or the commissioner’s designated representative.

Subp. 10. [Repealed, 26 SR 977]

Subp. 11. County of service. “County of service” means the county where the appli-
cant or recipient resides. However, if the applicant or recipient resides in a state hospital, the
county of service is the county of financial responsibility.

Subp. 12. Department. “Department” means the Department of Human Services.

Subp. 13. Earned income. “Earned income” means wages, salary, commission, or oth-
er benefits received by a person as monetary compensation from employment or self-em-
ployment.

Subp. 14. Eligibility factors. “Eligibility factors” means all the conditions, limits,
standards, and required actions in parts 9505.0010 to 9505.0120 that the applicant or recipi-
ent must satisfy in order to be eligible for medical assistance.

Subp. 15. [Repealed, 26 SR 977]

Subp. 16. General assistance medical care or GAMC. “General assistance medical
care” or “GAMC” means the program established under Minnesota Statutes, section
256D.02, subdivision 4a.

Subp. 17. Gross earned income. “Gross earned income” means all earned income be-
fore any deduction, disregard, or exclusion.

Subp. 18. Gross income. “Gross income” means all earned and unearned income be-
fore any deduction, disregard, or exclusion.

Subp. 19. Health maintenance organization. “Health maintenance organization™
means a corporation as defined in Minnesota Statutes, section 62D.02, subdivision 4.
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Subp. 20. Health services. “Health services” means the services and supplies fur-
nished to a recipient by a provider for a health related purpose as specified in Minnesota Stat-
utes, sections 256B.02, subdivision 8 and 256B.0625.

Subp. 21. Hospital. “Hospital” means an acute care institution licensed under Minne-
sota Statutes, sections 144.50 to 144.58, defined in Minnesota Statutes, section 144.696, sub-
division 3, and maintained primarily for the treatment and care of persons with disorders oth-
er than tuberculosis or mental diseases.

Subp. 22. Income. “Income” means cash or other benefits, whether earned or un-
earned, received by or available to an applicant or recipient and not determined to be an asset
under parts 9505.0058 to 9505.0064 or part 9505.0065.

Subp. 23. In kind income. “In kind income” means a benefit other than cash that pro-
vides food, shelter, clothing, transportation, or health service and is not determined to be an
asset under parts 9505.0058 to 9505.0064 or part 9505.0065.

Subp. 24. Inpatient. “Inpatient” means a person who has been admitted to an inpatient
hospital and has not yet been formally discharged. Inpatient applies to a person absent from a
hospital on a pass ordered by a physician. For purposes of this definition, a person absent
from the hospital against medical advice is not an inpatient during the absence.

Subp. 25. Life estate. “Life estate” means an interest in real property with the right of
use or enjoyment limited to the life or lives of one or more human beings that is not termina-
ble at any fixed or computable period of time.

Subp. 26. [Repealed, 26 SR 977]

Subp. 27. Local agency. “Local agency” means a county or multicounty agency that is
authorized under Minnesota Statutes, sections 393.01, subdivision 7 and 393.07, subdivision
2, as the agency responsible for determining eligibility for the medical assistance program.
“Local agency” is used in parts 9505.0010 to 9505.0140 to refer to the local agency of the
county of service unless otherwise specified.

Subp. 28. Long-term care facility. “Long-term care facility” means a residential fa-
cility certified by the Minnesota Department of Health as a skilled nursing facility or as an
intermediate care facility including an intermediate care facility for persons with develop-
mental disabilities.

Subp. 29. [Repealed, 26 SR 977]
Subp. 30. [Repealed, 26 SR 977]

Subp. 31. Medical assistance or MA. “Medical assistance” or “MA” means the pro-
gram established under title XIX of the Social Security Act and Minnesota Statutes, chapter
256B.

Subp. 32. Medicare. “Medicare” means the health insurance program for the aged and
disabled under title XVIII of the Social Security Act.

Subp. 33. Minnesota supplemental aid or MSA. “Minnesota supplemental aid” or
“MSA” means the program established under Minnesota Statutes, sections 256D.35 to
256D.43.

Subp. 34. Net income. “Net income” means the income remaining after applicable dis-
regards, exclusions, and deductions are subtracted from gross income.

Subp. 35. [Repealed, 26 SR 977]
Subp. 36. Parent. “Parent” means the birth or adoptive mother or father of a child.
Subp. 37. Person. “Person” means an applicant or recipient of medical assistance.

Subp. 38. Prior authorization. “Prior authorization” means the written approval and
issuance of an authorization number by the department to a provider before the provision of a
covered health service, as specified in part 9505.5010.

Subp. 39. Provider. “Provider” means a vendor as specified in Minnesota Statutes, sec-
tion 256B.02, subdivision 7, that has signed an agreement approved by the department for the
provision of health services to a recipient.

Copyright © 2007 by the Revisor of Statutes, State of Minnesota. All Rights Reserved.
s



MINNESOTA RULES 2007
363 HEALTH CARE PROGRAMS  9505.0030

Subp. 40. Real property. “Real property” means land and all buildings, structures, and
improvements or other fixtures on it, all rights and privileges belonging or appertaining to it,
all manufactured homes attached to it on permanent foundations, and all trees, mines, miner-
als, quarries, and fossils on or under it.

Subp. 41. Recipient. “Recipient” means a person who has been determined by the local
agency to be eligible for the medical assistance program.

Subp. 42. Residence. “Residence” means the place a person uses, and intends to contin-
ue to use for the indefinite future, as his or her primary dwelling place.

Subp. 43. [Repealed, 26 SR 977]

Subp. 44. Spend down. “Spend down” means the process by which a person who has
income in excess of the income standard allowed under part 9505.0065, subpart |1 becomes
eligible for medical assistance as a result of incurring medical expenses that are not covered
by a liable third party and that reduce the excess income to zero.

Subp. 45. State medical review team. “State medical review team” means those physi-
cians and social workers who are under contract with the department to review a medical and
social history to determine a person’s disability within the scope of the regulations of the So-
cial Security Administration.

Subp. 46. Third—party payer. “Third—party payer” refers to a person, entity, agency, or
government program other than Medicare or the medical assistance program, that has a prob-
able obligation to pay all or part of the costs of a recipient’s health services. Examples are an
insurance company, health maintenance organization, the Civilian Health and Medical Pro-
gram of the Uniformed Services (CHAMPUS), workers’ compensation, and defendants in
legal actions arising out of an accidental or intentional tort.

Subp. 47. Title XIX state plan. “Title XIX state plan” refers to the document submitted
for approval to the Centers for Medicare and Medicaid Services defining the conditions of
medical assistance program eligibility and services authorized by title XIX of the Social Se-
curity Act and Minnesota Statutes, chapter 256B.

Subp. 48. Unearned income, “Unearned income” means income other than earned in-
come as defined in subpart 13.

Subp. 49. Wrongfully obtaining assistance. “Wrongfully obtaining assistance”
means:

A. action by an applicant or recipient of willfully or intentionally withholding,
concealing, or misrepresenting information which results in a person’s receipt of medical as-
sistance in excess of the amount for which he or she is eligible under the program and the
eligibility basis claimed by the applicant or recipient;

B. receipt of real or personal property by an individual without providing reason-
able compensation and for the known purpose of creating an applicant’s or recipient’s eligi-
bility for medical assistance; or

C. action by an individual of conspiring with or knowingly aiding or abetting an
applicant or recipient to wrongfully obtain medical assistance.

Statutory Authority: MS s 256B.04; L 2000 ¢ 340 s 17

History: /1 SR 1069; 12 SR 1148; L 1988 ¢ 689 art 2 s 268; 26 SR 977; L 2002 ¢
277 $32; L 2005¢c 56 s 2

9505.0016 [Repealed, 26 SR 977]
9505.0020 [Repealed, 26 SR 977]

9505.0030 RESIDENCY REQUIREMENTS.

Subpart 1. Minnesota residency required. Eligibility for medical assistance is limited
to Minnesota residents or persons presumed to be Minnesota residents under Code of Federal
Regulations, title 42, section 435.403. A Minnesota resident is:

A. a person who establishes a residence in Minnesota during the month for which
eligibility is considered and who is not eligible for or receiving medical assistance from
another state;
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B. a person who is determined to be a Minnesota resident under Code of Federal
Regulations, title 42, section 435.403; or
C. a migrant worker as specified in Minnesota Statutes, section 256B.06, subdivi-
sion 3.
Subp. 2. [Repealed, 26 SR 977]
Subp. 3. [Repealed, 26 SR 977]
Statutory Authority: MS s 256B.04; L 2000 ¢ 340 s 17
History: 11 SR 1069; 26 SR 977

9505.0040 [Repealed, 26 SR 977]
9505.0044 [Repealed, 26 SR 977]

9505.0045 RESIDENTS OF INSTITUTIONS FOR TREATMENT OF MENTAL
DISEASES.

A resident of an institution for the treatment of mental diseases is eligible for medical
assistance only if the resident is receiving inpatient psychiatric care in a psychiatric facility
accredited by the joint commission on accreditation of hospitals, and meets one of the fol-
lowing conditions: is a person under 21 years of age; or a person 21 years of age but less than
22 years of age who has been receiving inpatient psychiatric care continuously since the resi-
dent’s 21st birthday; or is a person at least 65 years of age. Notwithstanding the other provi-
sions of parts 9505.0010 to 9505.0140, a person in an institution for the treatment of mental
diseases who is over 21 years of age but less than 65 years of age is only eligible for health
services before the date of admittance and after the date of discharge from an institution for
the treatment of mental diseases. For purposes of this part, “institution for the treatment of
mental diseases” means those facilities defined in Code of Federal Regulations, title 42, sec-
tion 435.1009.

Statutory Authority: MS s 256B.04
History: /1 SR 1069; 26 SR 977

9505.0050 PERSONS DETAINED BY LAW.

A person, regardless of age, who is detained by law in the custody of a correctional or
detention facility as a person accused or convicted of a crime is not eligible for medical assis-
tance. A resident of a correctional facility who is furloughed by the corrections system to a
medical facility for treatment or to a residential habilitation program or halfway house with-
out a formal release on probation, parole, bail, his or her own recognizance, or completion of
sentence or a finding of not guilty is not eligible for medical assistance.

A person admitted as an inpatient to a hospital on a hold order issued on a civil basis is
not considered detained by law.

Statutory Authority: MS s 256B.04 subd 2
History: /1 SR 1069
9505.0055 EFFECT OF PUBLIC ASSISTANCE STATUS ON MEDICAL ASSIS-

TANCE ELIGIBILITY.

Subpart 1. [Repealed, 26 SR 977]

Subp. 2. [Repealed, 26 SR 977]

Subp. 3. [Repealed, 26 SR 977]

Subp. 4. [Repealed, 26 SR 977]

Subp. 5. Child in foster care. A child whose foster care is paid under title IV-E of the
Social Security Act is eligible for medical assistance upon application and verification of
foster care status.

Subp. 6. Person receiving supplemental security income. A person receiving supple-
mental security income must make a separate application for the medical assistance program
except as in subpart 1.

Statutory Authority: MS s 256B.04; L 2000 c 340 s 17
History: 11 SR 1069; L 1994 c 631 s 31; 26 SR 977
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9505.0058 [Repealed, 26 SR 977]
9505.0059 [Repealed, 26 SR 977]
9505.0060 [Repealed, 26 SR 977]
9505.0061 [Repealed, 26 SR 977]
9505.0062 [Repealed, 26 SR 977)
9505.0063 [Repealed, 26 SR 977]
9505.0064 [Repealed, 26 SR 977]

9505.0065 INCOME.

Subpart 1. Income eligibility standard. Income becomes an asset if it is retained be-
yond the month in which it is received.

Subp. 2. [Repealed, 26 SR 977]
Subp. 3. [Repealed, 26 SR 977]
Subp. 4. [Repealed, 26 SR 977]
Subp. 5. [Repealed, 26 SR 977]
Subp. 6. [Repealed, 26 SR 977]
Subp. 7. [Repealed, 26 SR 977]
Subp. 8. [Repealed, 26 SR 977}
Subp. 9. [Repealed, 26 SR 977]
Subp. 10. [Repealed, 26 SR 977]
Subp. 11. {Repealed, 26 SR 977]
Subp. 12. [Repealed, 26 SR 977]

Statutory Authority: MS s 252.28; 256B.04; 256B.092; 256B.503; L 2000 c 340 s
17

History: /1 SR 1069; 12 SR 1148; L 1988 c 689 art 2 5 268; L. 1994 ¢ 631 5 31; 26
SR 977

9505.0070 THIRD-PARTY LIABILITY.

Subpart 1. Definition. For purposes of parts 9505.0070 and 9505.0071, “assignment”
or “assignment of benefits” means the written authorization by a person, the person’s autho-
rized representative, a policyholder, or other authorized representative, to transfer to another
individual, entity, or agency his or her right or the rights of his or her dependents to medical
care support or other third—party payments.

Subp. 2. Third—party payer; primary coverage. A third—party payer who is liable to
pay all or part of the cost of a health service provided to a medical assistance applicant or
recipient shall be the primary payer. The third party payer’s coverage of or liability for a
health service provided to a medical assistance applicant or recipient must be used to the full-
est extent available before a medical assistance payment is made on the recipient’s behalf.

Subp. 3. Provider responsibility to obtain information and assignment of benefits.
The provider shall obtain information about the recipient’s potential health service coverage
by a third party payer from the recipient, from the recipient’s responsible relative, or from the
remittance advice provided by the department upon rejection of a claim because of the de-
partment’s identification of a potential third—party payer. Further, the provider may obtain an
assignment of benefits from the recipient, policyholder, or other authorized individual or
representative. In the case of a dependent child insured under a policy held by a parent or
other individual who does not have custody of the child, the provider may obtain the assign-
ment from the individual who has custody of the child.

Subp. 4. Provider billing; third party. When a provider is informed by a recipient, the
recipient’s responsible relative or authorized representative, a local agency, or the depart-
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ment that the recipient has health service coverage by a third—party payer, the provider shall
bill the third—party payer before seeking medical assistance payment for the health service.

Subp. 5. Provider billing; department. Except as in subpart 7, the provider shall not
submit a claim for medical assistance payment until receiving from the third—party payer
payment, partial payment, or notice that the claim has been denied. A provider may submit a
claim for medical assistance payment for the difference between the amount paid by the third
party and the amount payable by medical assistance in the absence of other coverage. How-
ever, no medical assistance payment will be made to a provider under contract with a private
health coverage plan when the private health coverage plan calls for the provider to accept
the plan’s payment as payment in full. The provider who submits a claim for medical assis-
tance payment by the department after a third—party payer has paid part of the claim or denied
the claim shall submit with the claim the additional information or records required by the
department to document the reason for the partial payment or denial.

Subp. 6. Time limit for submission of claims. A provider must submit claims to the
department according to the 12—-month billing requirement in part 9500.1080, subpart 2.

Subp. 7. Provider billing; third party failure to respond. A provider who has not
received either a payment or denial notice from a third—party payer within 90 days after sub-
mitting the claim for payment may bill the medical assistance program. The provider shall
submit to the department, no later than 12 months after the date of service to the recipient, a
copy of the original claim to the third—party payer, documentation of two further attempts to
contact the third—party payer, and any written communication the provider has received from
the third—party payer.

Subp. 8. Recovery of payments to recipients. Notwithstanding part 9500.1080, sub-
part 1, a provider may bill a recipient to recover the amount of a payment received by a recipi-
ent from a third—party payer. The department is liable only to the extent that the amount pay-
able by medical assistance exceeds the third—party liability.

Subp. 9. [Repealed, 26 SR 977}
Statutory Authority: MS s 256B.04; L 2000 ¢ 340 s 17
History: // SR 1069; 26 SR 977

9505.0071 ASSIGNMENT OF RIGHTS.

Subpart 1. Notification to local agency. A person or the person’s authorized represen-
tative shall notify the local agency of the availability of third—party payer coverage at the
time of application, at the time of an eligibility redetermination, and within ten days of a
change in potential coverage.

Subp. 2. Assignment of benefits. All legally able medical assistance applicants and
recipients shall assign to the department their rights and the rights of their dependent children
to benefits from liable or potentially liable third—party payers. An applicant or recipient who
refuses to assign to the department his or her own rights or those of any other person for
whom he or she can legally make an assignment is ineligible for medical assistance. A person
who is otherwise eligible for medical assistance shall not have his or her eligibility denied or
delayed because he or she can not legally assign his or her own rights and the individual legal-
ly able to make the assignment refuses to assign the rights.

Subp. 3. [Repealed, 26 SR 977]
Subp. 4. [Repealed, 26 SR 977]

Subp. 5. Good cause exemption from the requirement to cooperate in obtaining
medical care support or payments for other persons. Before requiring an individual to
cooperate in obtaining medical care support or payments for other persons not covered by
subpart 4, a local agency shall notify the individual that he or she may claim a good cause
exemption from the requirements of subpart 3 at the time of application or at any subsequent
time. When an individual submits a good cause claim in writing, the individual shall submit
corroborative evidence of the good cause claims to the local agency within 20 days of sub-
mitting the claim. The local agency must send the claim and the corroborative evidence to the
department and must stop action related to obtaining medical care support and payments.
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A. Good cause exists when cooperation is against the best interests of the individu-
al or other person to whom medical assistance is being furnished because it is anticipated that
cooperation will result in reprisal against and cause physical or emotional harm to the indi-
vidual or other person.

B. The local agency shall provide reasonable assistance to an individual who has
difficulty getting the evidence to support a good cause claim. When a local agency or the
department requires additional evidence to make a determination on the claim for good
cause, the local agency or department shall notify the individual that additional evidence is
required, explain why the additional evidence is required, identify what form this evidence
might take, and specify an additional period that will be allowed to obtain it.

C. The department shall determine whether good cause exists based on the weight
of the evidence.

D. When the department determines that good cause exists, the exemption from
cooperation under subpart 3, must remain in effect for the period the person remains eligible
under that application. A good cause exemption must be allowed under subsequent applica-
tions without additional evidence when the factors which led to the exemption continue to
exist. A good cause exemption allowed under this subpart must end when the factors which
led to allowing the exemption have changed.

E. When the department denies a claim for a good cause exemption and enforce-
ment action resumes, the individual must submit additional evidence in support of any later
claim for a good cause exemption before the department or local agency can again stop action
to obtain medical care support or payments under subpart 3.

F. Following a determination that an individual has good cause for refusing to
cooperate, a local agency and the department shall take no further action to obtain medical
care support or payments until the good cause exemption ends under item D.

Statutory Authority: MS s 256B.04; L 2000 ¢ 340 s 17
History: 11 SR 1069; 26 SR 977

9505.0075 Subpart 1. [Repealed, 26 SR 977]
Subp. 2. [Repealed, 26 SR 977]

Subp. 3. [Repealed, 26 SR 977]
Subp. 4. [Repealed, 16 SR 2780]
Subp. 5. [Repealed, 26 SR 977}
Subp. 6. [Repealed, 26 SR 977]
Subp. 7. [Repealed, 26 SR 977]
Subp. 8. [Repealed, 26 SR 977]
Subp. 9. [Repealed, 26 SR 977]
Subp. 10. [Repealed, 26 SR 977]

9505.0080 COOPERATION WITH QUALITY CONTROL REVIEW,.

Subpart . Cooperation required. A recipient, or the recipient’s authorized represen-
tative or guardian, shall cooperate with the department’s quality control review process by
providing information necessary to verify the recipient’s eligibility for medical assistance. In
order to continue a recipient’s eligibility, the recipient, representative, or guardian must:

A. agree to a personal interview with the quality control staff person at a mutually
acceptable time and location; and
B. assist the quality control staff person in securing verifications necessary to es-
tablish eligibility for the month of review, provided verifications do not duplicate what is
already in the case record and do not cause the recipient to incur an expense in securing those
verifications.
Subp. 2. Consequences of failure to cooperate. Failure to cooperate with the quality
control review process without good cause shall result in termination of assistance. A person
has good cause under this subpart if the person’s refusal to cooperate stems from a diagnosis
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of mental illness or a physical disability or illness long enough and severe enough to prevent
the person from participating within the period the quality control unit has allotted to com-
plete its review process.

Statutory Authority: MS s 256B.04 subd 2
History: 11 SR 1069

9505.0085 RIGHT TO APPLY; MAKING APPLICATION.

Subpart 1. Applying for medical assistance. Any person or the person’s authorized
representative may apply for medical assistance at the local agency in the county of the per-
son’s residence, or in the county of the authorized representative’s residence, or in the county
of financial responsibility. The local agency that receives a request for medical assistance
from an individual either by telephone or in person shall inform the individual of the eligibil-
ity factors and requirements and the procedure for making a written application. The local
agency shall inform the individual that he or she has a right to apply for medical assistance,
regardless of the agency’s informal assessment as to the likely eligibility of the individual.
The application must be completed by the applicant or the applicant’s authorized representa-
tive, on the application form prescribed by the department. A local agency shall not require
an individual to appear at the local agency for an interview or to submit verification of eligi-
bility factors before the date when the individual submits the completed application form.
The local agency shall accept the application and provide the applicant with information
about the eligibility factors. The date of the application shall be as defined in part 9505.0015,
subpart 5. An applicant may apply for eligibility consideration of up to three calendar months
prior to the month of application.

Subp. 2. Application by authorized representative. A person who is incapable of
completing the application or providing the information and verifications required for the
determination of eligibility for the medical assistance program may authorize a representa-
tive. If the person is incapable of authorizing a representative, another individual may as-
sume authorized representative status if the individual has access to needed information, is
able to verify eligibility factors, and agrees in writing to assume the responsibilities of the
applicant and recipient as set forth in parts 9505.0070 to 9505.0130 and Minnesota Statutes,
section 256B.08. The local agency has the right to remove an authorized representative who
does not perform the required duties. If no qualified individual is available to act as autho-
rized representative, the local agency shall appoint a social service professional to serve in
that role.

Statutory Authority: MS s 256B.04 subd 2
History: /1 SR 1069

9505.0090 LOCAL AGENCY ACTION ON APPLICATION.
Subpart 1. [Repealed, 26 SR 977]

Subp. 2. Time limit for agency action. The local agency shall act on an application for
medical assistance no later than 45 days from the date of a medical assistance application on
behalf of a person who is neither blind nor disabled. In the case of application on behalf of a
blind or disabled person, the local agency shall complete the eligibility determination no lat-
er than 60 days from the date of the application. The local agency shall not construe the 45— or
60—day period for determination as a waiting period. The local agency must not deny an ap-
plication earlier than the end of the 45— or 60—day period because of the applicant’s refusal to
provide the required information.

Subp. 3. Required notice in case of delay. If the information and documentation re-
quired by parts 9505.0010 to 9505.0140 are not obtained within the time limit, the local
agency shall notify the applicant, in writing, about the deficiencies of the application, the
reason for the delay in determining the applicant’s eligibility, and the applicant’s right to ap-
peal the agency’s delay of a decision under part 9505.0130.

If the reason for the delay is the applicant’s refusal to provide required information or
documentation, the agency’s written notice to the applicant must also state that eligibility
will be denied unless the applicant provides the information within ten days of the date of the
notice to the applicant. .
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If the reason for the delay is the applicant’s inability to obtain or provide the informa-
tion, the agency shall assist the applicant to obtain the information.

When a delay results because necessary information cannot be obtained within the time
limit, the local agency shall notify the applicant of the reason for the delay in writing, and of
the applicant’s right to appeal the delay.

Subp. 4. Withdrawal of application. An applicant may withdraw his or her applica-
tion at any time by giving written or oral notice to the local agency. The local agency shall
issue a written notice confirming the withdrawal. The notice must inform the applicant of the
local 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 in-
forms a local agency in writing that he or she does not want to withdraw the application, the
local agency shall reinstate, and finish processing the application.

Statutory Authority: MS s 256B.04; L 2000 ¢ 340 s 17
History: 1/ SR 1069; 26 SR 977

9505.0095 VERIFICATION OF ELIGIBILITY INFORMATION.

The local agency shall verify the eligibility factors, in determining the medical assis-
tance eligibility of the applicant. The local agency must not require an applicant or recipient
to verify more than once an eligibility factor not subject to change and available in existing
medical assistance files of the local agency.

The applicant shall provide all necessary information and documents and give the local
agency written authorization to contact sources who are able to verify the required informa-
tion to the local agency. An applicant who refuses to authorize verification of an eligibility
factor including a social security number shall be denied medical assistance eligibility.

Statutory Authority: MS s 256B.04 subd 2
History: /1 SR 1069

9505.0100 NOTICE OF AGENCY DECISION ON ELIGIBILITY.

The local agency must notify a person, in writing, in the format determined by the de-
partment, of the agency’s decision on the person’s medical assistance eligibility. The notice
must be sent within the time limits set in part 9505.0090 and comply with the requirements of
part 9505.0140. If the determination is to deny eligibility, the local agency shall give the per-
son the reasons for the denial and state the person’s right to appeal the denial as provided in
part 9505.0130.

Statutory Authority: MS s 256B.04 subd 2
History: /1 SR 1069

9505.0105 APPLICATION FOR STATE HOSPITAL RESIDENTS.

A state hospital resident may apply for medical assistance at the state hospital reim-
bursement office. The reimbursement office shall assist the hospital resident in completing
the application form and shall forward the application to the local agency of the county of
financial responsibility for the local agency’s determination of eligibility. The date of the ap-
plication is the date on which the state hospital reimbursement office receives a signed ap-
plication. The local agency shall notify the reimbursement office of actions taken on the ap-
plication, a delay in determining eligibility, and any change in eligibility status.

Statutory Authority: MS s 256B.04 subd 2
History: /1 SR 1069

9505.0110 PERIODS OF ELIGIBILITY.

Subpart 1. Retroactive eligibility. Retroactive eligibility is available for the three cal-
endar months before the month of application. Retroactive eligibility must be determined as
if the applicant had applied in the retroactive month except for the reduction of excess assets.
Retroactive eligibility is available on the date after the day on which excess assets are re-
duced. Retroactive eligibility does not depend on a finding of eligibility for the month of ap-
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plication or for all of the months in the retroactive period and is not limited to consecutive
months in the retroactive period.

Subp. 2. [Repealed, 26 SR 977]

Subp. 3. Eligibility for entire month. A person who satisfies all eligibility require-
ments at any time within a month is eligible for the entire month beginning with the first of
the month unless:

A. eligibility ends because the person dies;

B. the starting date is delayed by an income spend down requirement;

C. the starting date of retroactive eligibility begins as specified under subpart 1; or
D. federal law limits the beginning date of eligibility to another date.

Statutory Authority: MS s 256B.04; L 2000 ¢ 340 s 17
History: 1/ SR 1069; 26 SR 977

9505.0115 REDETERMINATION OF ELIGIBILITY.

Subpart 1. Report of change. An applicant or recipient must report a change in an eligi-
bility factor to the local agency within ten days of learning about the change.

Subp. 2. Redetermination after change in eligibility factor. The local agency shall
redetermine eligibility if a change in an eligibility factor is reported.

Subp. 3. [Repealed, 26 SR 977]

Subp. 4. Redetermination for state hospital resident. The local agency of the county
of financial responsibility may request the state hospital reimbursement officer to obtain the
information necessary for the local agency to redetermine the state hospital resident’s medi-
cal assistance eligibility.

Subp. 5. [Repealed, 26 SR 977]

Statutory Authority: MS s 256B.04; L 2000 ¢ 340 s 17
History: 1/ SR 1069; 14 SR 2632; 26 SR 977

9505.0120 [Repealed, 26 SR 977]

9505.0125 NOTICE OF DENIAL OR TERMINATION.

Subpart 1. Notice to applicant or recipient. The local agency or department shall send
the person a written notice, in the format prescribed by the department, when the agency or
department denies prior authorization, restricts free choice of provider, or reduces services,
or reduces, denies, or terminates the person’s medical assistance eligibility. The notice must
clearly state the proposed action, the reason for the action, the person’s right to appeal the
proposed action, and the person’s right to reapply for eligibility or additional eligibility. The
notice must comply with parts 9505.0100 and 9505.0140. Except as in subpart 2, the notice
must be sent as specified in items A to C:

A. In the case of restriction of free choice of provider or reduction of services, the
notice must be sent by the department to the person no later than ten days before the effective
date of the restriction or reduction.

B. In the case of denial of prior authorization, the department shall notify the recip-
ient and the provider no later than 30 working days after receipt of all information required
for prior authorization.

C. In the case of a denial, reduction, or termination of eligibility, the local agency
shall notify the person no later than ten calendar days before the effective date of the action.
Except in the case of the recipient’s death, the effective date of the termination is the first day
of the month after the month in which the recipient no longer met the eligibility factors. In the
case of a recipient’s death, the effective date of termination is the day after the date of the
recipient’s death.

Subp. 2. Exceptions to period of notice. The circumstances in items A and B permit
exceptions to the period of notice required in subpart 1:
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A. The period of notice may be five days before the date of the proposed action if
the local agency has facts indicating probable fraud by the applicant or recipient and if the
facts have been verified through a secondary source.

B. The agency may mail a notice not later than the date of action if:

(1) The local agency has facts confirming the death of an applicant or recipi-
ent. The effective date of the notice is the day after the date of death.

(2) The local agency receives a written statement from the applicant or recipi-
ent that he or she no longer wants to receive medical assistance.

(3) The recipient has been admitted to a penal facility, or an institution for the
treatment of mental diseases where he or she is ineligible for further health services.

(4) The local agency verifies that another state has determined that the appli-
cant or recipient is eligible for medical assistance.

Statutory Authority: MS s 256B.04 subd 2
History: 1/ SR 1069

9505.0130 RIGHT TO APPEAL; APPEAL PROCESS.

Subpart 1. Rights of applicant or recipient. An applicant or recipient of medical assis-
tance has the right to a hearing:

A. if the local agency fails to act on the application within required time limits;
B. if eligibility is denied or terminated;

C. if the recipient’s spend down is increased;

D. if the recipient’s choice of provider is restricted;

E. if payment for a health insurance premium is denied because the department
determines the insurance policy is not cost effective for the medical assistance program; and

F. if the department denies a recipient’s request for health service.

A local agency shall not reduce, suspend, or terminate eligibility when a recipient ap-
peals under subpart 2 before the later of the effective date of the action or within ten days of
the agency’s mailing of the notice unless the recipient requests in writing not to receive con-
tinued medical assistance while the appeal is pending.

Subp. 2. Appeal process. An applicant or recipient may appeal the proposed action
within 30 days after the notice was sent to the applicant or recipient by the local agency. The
appeal must be filed within 30 days of the local agency’s action. However, a delay to 90 days
is allowed if an appeals referee finds that the applicant has good cause for failing to request a
hearing within 30 days. The applicant’s or recipient’s written appeal and request for hearing
must be submitted to the department by the local agency. A state appeals referce shall con-
duct a hearing and recommend to the commissioner a course of action in the case. The com-
missioner shall issue an order affirming, reversing, or modifying the action or decision of the
local agency or the department. This order is binding upon the local agency and the aggrieved
party unless an appeal is filed with the district court within 30 days of the commissioner’s
order, under Minnesota Statutes, section 256.045, subdivision 7.

Subp. 3. [Repealed, 26 SR 977]

Subp. 4. Right to review records. A local agency shall allow a person, the person’s
authorized representative, or the person’s guardian to review the records that the local
agency maintains concerning the person’s medical assistance application and eligibility, ex-
cept for records to which access is denied under Minnesota Statutes, chapter 13. A local
agency shall make the records available to the person, the person’s authorized representative,
or the person’s guardian as soon as possible but no later than the fifth business day after the
date of the request. When a person, the person’s authorized representative, or the person’s
guardian asks for photocopies of material from the person’s records, the local agency shall
provide one copy of each page at no cost to the individual making the request.

Statutory Authority: MS s 256B.04; L 2000 ¢ 340 s 17
History: /1 SR 1069; 26 SR 977
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9505.0131 WRONGFULLY OBTAINED ASSISTANCE.

Subpart 1. Applicability to other laws. This part outlines procedures that apply to
medical assistance eligibility and are available for use in combination with established civil
and criminal procedures and law.

Subp. 2. Responsibility of local agency to act. A local agency that receives an allega-
tion of a person wrongfully obtaining assistance shall take any or all of the actions in items A
to C.

A. The local agency shall refer a case involving a person suspected of wrongfully
obtaining assistance to the person or unit designated by the board of commissioners in the
county of the local agency for investigation of the suspected fraud.

B. The local agency shall issue notice according to part 9505.0125 to reduce or
terminate the person’s medical assistance eligibility when the local agency receives facts
and, if possible, verifies the facts that show a person is not eligible for medical assistance or
for the amount currently being received.

C. If the preliminary investigation gives the local agency reason to believe that
fraud has occurred, the local agency shall refer cases involving persons suspected of wrong-
fully obtaining assistance to the county attorney.

Subp. 3. Continued medical assistance eligibility. A local agency shall continue med-
ical assistance eligibility if current program eligibility exists even when wrongfully obtained
medical assistance was proven for an earlier period or is under current investigation as in
subpart 2.

Subp. 4. Recovery of wrongfully obtained medical assistance. A local agency shall
recover or attempt to recover wrongfully obtained medical assistance. The amount recov-
ered must not be more than the amount wrongfully obtained unless the amount is based on a
court judgment. A local agency shall seek voluntary repayment or initiate civil court pro-
ceedings to recover the balance of the wrongfully obtained assistance that has not been re-
paid.

Subp. 5. Reporting requirement. A local agency shall gather and report statistical data
required by the commissioner on local agency activities to prevent persons from wrongfully
obtaining medical assistance.

Statutory Authority: MS s 256B.04 subd 2
History: 1/ SR 1069

9505.0135 ADMINISTRATIVE FUNCTIONS OF LOCAL AGENCY.

Subpart 1. Local agency responsibility. The local agency is responsible for the medi-
cal assistance program and shall determine eligibility for the program under the supervision
of the department as provided in Minnesota Statutes, section 256B.05.

Subp. 2. Submittal of information. The local agency shall submit to the department
information about applicants and recipients in the form prescribed by the department.

Subp. 3. Maintenance of records. The local agency shall develop and maintain accu-
rate records regarding implementation of parts 9505.0010 to 9505.0140. The local agency
shall keep the records in a way that complies with the Minnesota Government Data Practices
Act, Minnesota Statutes, chapter 13. The records must contain a central register of the names
of all persons who apply for medical assistance.

Subp. 4. Estate claims. The local agency of the county of financial responsibility shall
file claims against the estates of medical assistance recipients as provided in Minnesota Stat-
utes, section 256B.15. The county of financial responsibility shall receive 50 percent of the
nonfederal share of estate claim recoveries.

Subp. 5. [Repealed, 26 SR 977]
Subp. 6. [Repealed, 26 SR 977]

Statutory Authority: MS s 256B.04; L 2000 ¢ 340 s 17
History: 1/ SR 1069; 26 SR 977
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9505.0140 PAYMENT FOR ACCESS TO MEDICALLY NECESSARY SERVICES.

Subpart 1. Access to medically necessary services. The local agency shall ensure that
a service listed in items A to C is available to a medical assistance recipient to enable the
recipient to obtain a medically necessary health service. The local agency shall pay directly
for these services and may charge them to the medical assistance program administrative ac-
count for reimbursement. The services are:

A. Sign language interpreter, if a hearing—impaired person must have an interpret-
er in order to receive health services from a provider with fewer than 15 employees.

B. Transportation by volunteer driver, common carrier, or contract for service, or
direct mileage reimbursement to the recipient or the recipient’s driver. The mileage reim-
bursement must be at the rate specified in part 9505.0065, subpart 5, item D. Parking fees
must be reimbursed at actual cost.

C. Meals and lodging necessary to obtain health services. Direct payment or reim-
bursement to a vendor or to the recipient for the cost of the recipient’s meals and lodging nec-
essary to obtain health services eligible for medical assistance reimbursement must be the
lesser of the actual cost of the lodging and meals or the standard for lodging and meals estab-
lished under Minnesota Statutes, section 43A.18, subdivision 2.

D. Meals, lodging, and transportation costs of a responsible relative or other per-
son to accompany or be present with the recipient at the site of health services. When a re-
sponsible relative or another individual is needed to accompany the recipient or to be present
with the recipient at the site of a health service medically necessary for the recipient, the ac-
companying individual must be reimbursed for the cost of his or her meals, transportation,
and lodging based on the standard for the recipient.

Subp. 2. Local agency procedure to ensure access. By March 22, 1987, and every two
years after, the local agency shall submit to the department a transportation plan that specifies
the means the local agency will use to meet the requirements of subpart 1. The department
shall review the plan and advise the local agency whether it meets the requirements of sub-
part 1. The local agency shall inform a recipient of the county’s transportation plan. A local
agency may require prior approval of the payments of costs in subpart 1 if exceptions are
made for emergencies and retroactive eligibility.

Subp. 3. Local agency procedure to ensure access to hearings. A local agency shall
reimburse applicants and recipients for reasonable and necessary expenses of their atten-
dance at hearings held pursuant to part 9505.0130, subpart 1, such as child care and trans-
portation costs.

Statutory Authority: MS s 256B.04 subd 2
History: /1 SR 1069

9505.0145 [Repealed, 26 SR 977]
9505.0150 [Repealed, 26 SR 977]

MEDICAL ASSISTANCE PAYMENTS

9505.0170 APPLICABILITY.

Parts 9505.0170 to 9505.0475 govern the administration of the medical assistance pro-
gram, establish the services and providers that are eligible to receive medical assistance pay-
ments, and establish the conditions a provider must meet to receive payment.

Parts 9505.0170 to 9505.0475 must be read in conjunction with title XIX of the Social
Security Act as amended through October 17, 1986; Code of Federal Regulations, title 42;
and Minnesota Statutes, including chapters 256 and 256B; and parts 9505.5000 to
9505.5105. Unless otherwise specified, citations of Code of Federal Regulations, title 42,
refer to the code amended as of October 1, 1985.

Statutory Authority: MS s 256B.04 subds 4,12

History: /2 SR 624

9505.017S DEFINITIONS.

Subpart 1. Scope. The terms used in parts 9505.0170 to 9505.0475 have the meanings
given them in this part.
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Subp. 2. Attending physician. “Attending physician” means the physician who is re-
sponsible for the recipient’s plan of care.

Subp. 3. Business agent. “Business agent” means a person or entity who submits a
claim for or receives a medical assistance payment on behalf of a provider.

Subp. 4. Clinic. “Clinic” means an entity enrolled in the medical assistance program to
provide rural health clinic services, public health clinic services, community health clinic
services, or the health services of two or more physicians or dentists.

Subp. 5. Commissioner. “Commissioner” means the commissioner of the Minnesota
Department of Human Services or the commissioner’s designee.

Subp. 6. Covered service. “Covered service” means a health service eligible for medi-
cal assistance payment under parts 9505.0170 to 9505.0475.

Subp. 7. Dentist. “Dentist” means a person who is licensed to provide health services
under Minnesota Statutes, section 150A.06, subdivision 1.

Subp. 8. Department. “Department” means the Minnesota Department of Human Ser-
vices.

Subp. 9. Drug formulary. “Drug formulary” means a list of drugs for which payment is
made under medical assistance. The formulary is established under Minnesota Statutes, sec-
tions 256B.02, subdivision 8 and 256B.0625.

Subp. 10. Durable medical equipment. ‘“‘Durable medical equipment” means a device
or equipment that can withstand repeated use, is provided to correct or accommodate a physi-
ological disorder or physical condition, and is suitable for use in the recipient’s residence.

Subp. 11. Emergency. “Emergency” means a condition including labor and delivery
that if not immediately diagnosed and treated could cause a person serious physical or mental
disability, continuation of severe pain, or death.

Subp. 12. Employee. “Employee” means a person:

A. employed by a provider who pays compensation to the employee and withholds
or is required to withhold the federal and state taxes from the employee; or

B. who is a self-employed vendor and who has a contract with a provider to pro-
vide health services.

Subp. 13. Health care prepayment plan or prepaid health plan. “Health care pre-
payment plan” or “prepaid health plan” means a health insurer licensed and operating under
Minnesota Statutes, chapters 60A, 62A, and 62C and a health maintenance organization li-
censed and operating under Minnesota Statutes, chapter 62D to provide health services to
recipients.

Subp. 14. Health services. “Health services” means the goods and services eligible for
medical assistance payment under Minnesota Statutes, sections 256B.02, subdivision 8 and
256B.0625.

Subp. 15. Home health agency. “Home health agency” means an organization certi-
fied by Medicare to provide home health services.

Subp. 16. Hospital. “Hospital” means an acute care institution defined in Minnesota
Statutes, section 144.696, subdivision 3, licensed under Minnesota Statutes, sections 144.50
to 144.58, and maintained primarily to treat and care for persons with disorders other than
tuberculosis or mental diseases.

Subp. 17. Inpatient. “Inpatient” means a person who has been admitted to an inpatient
hospital and has not yet been formally discharged. Inpatient applies to a person absent from a
hospital on a pass ordered by a physician. For purposes of this definition, a person absent
from the hospital against medical advice is not an inpatient during the absence.

Subp. 18. Licensed consulting psychologist. “Licensed consulting psychologist”
means a person licensed to provide health services under Minnesota Statutes, section 148.91,
subdivision 4.

Subp. 19. Licensed practical nurse. “Licensed practical nurse” means a person li-
censed to provide health services under Minnesota Statutes, sections 148.29 to 148.299.
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Subp. 20. Licensed psychologist. “Licensed psychologist” means a person licensed to
provide health services under Minnesota Statutes, section 148.91, subdivision 5.

Subp. 21. Local agency. “Local agency” means a county or multicounty agency that is
authorized under Minnesota Statutes, sections 393.01, subdivision 7 and 393.07, subdivision
2, as the agency responsible for determining eligibility for the medical assistance program.

Subp. 22. Local trade area. “Local trade area” means the geographic area surrounding
the person’s residence, including portions of states other than Minnesota, which is common-
ly used by other persons in the same area to obtain similar necessary goods and services.

Subp. 23. Long—term care facility. “Long-term care facility” means a residential fa-
cility certified by the Minnesota Department of Health as a skilled nursing facility, an inter-
mediate care facility, or an intermediate care facility for the developmentally disabled.

Subp. 24. Medical assistance. “Medical assistance” means the program established
under title XIX of the Social Security Act and Minnesota Statutes, chapter 256B.

Subp. 25. Medically necessary or medical necessity. “Medically necessary” or “med-
ical necessity” means a health service that is consistent with the recipient’s diagnosis or con-
dition and:

A. is recognized as the prevailing standard or current practice by the provider’s
peer group; and

B. is rendered in response to a life threatening condition or pain; or to treat an inju-
ry, illness, or infection; or to treat a condition that could result in physical or mental disabili-
ty; or to care for the mother and child through the maternity period; or to achieve a level of
physical or mental function consistent with prevailing community standards for diagnosis or
condition; or

C. is a preventive health service under part 9505.0355.

Subp. 26. Medicare. “Medicare” means the health insurance program for the aged and

disabled under title XVIII of the Social Security Act.

Subp. 27. Mental health practitioner. “Mental health practitioner” means a person
who is qualified as specified in Minnesota Statutes, section 245.4871, subdivision 26, to
serve a person under age 21, or who is qualified as specified in Minnesota Statutes, section
245.462, subdivision 17, to serve a person at least age 21.

Subp. 28. Mental health professional. “Mental health professional” means a person
who provides clinical services in the treatment of mental illness of an adult and who is quali-
fied in at least one of the ways specified in Minnesota Statutes, section 245.462, subdivision
18, clauses (1) to (4), or a person who provides clinical services in the treatment of the emo-
tional disturbance of a child and is qualified in at least one of the ways specified in Minnesota
Statutes, section 245.4871, subdivision 27. clauses (1) to (4), or in the manner specified in the
state Medicaid plan and who receives clinical supervision as specified in part 9505.0323,
subpart 31.

Subp. 29. Nondurable medical equipment. “Nondurable medical equipment” means
a supply or piece of equipment that is used to treat a health condition and that cannot be re-
used.

Subp. 30. Nurse practitioner. “Nurse practitioner” means a registered nurse who is
currently certified as a primary care nurse or clinical nurse specialist by the American Nurses
Association or by the National Board of Pediatric Nurse Practitioners and Associates.

Subp. 31. On the premises. “On the premises,” when used to refer to a person supervis-
ing the provision of the health service, means that the person is physically located within the
clinic, long—term care facility, or the department within the hospital where services are being
provided at the time the health service is provided.

Subp. 32. Performance agreement. “Performance agreement” means a written agree-
ment between the department and a provider that states the provider’s contractual obligations
for the sale and repair of medical equipment and medical supplies eligible for medical assis-
tance payment. An example of a performance agreement is an agreement between the depart-
ment and a provider of nondurable medical supplies or durable medical equipment as speci-
fied in part 9505.0310, subpart 3, items A and B.
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Subp. 33. Physician. “Physician” means a person who is licensed to provide health ser-
vices within the scope of his or her profession under Minnesota Statutes, chapter 147.

Subp. 34. Physician assistant. “Physician assistant” means a person who meets the
requirements of part 5600.2600, subpart 11.

Subp. 35. Plan of care. *“Plan of care” means a written plan that:

A. states with specificity the recipient’s condition, functional level, treatment ob-
jectives, the physician’s orders, plans for continuing care, modifications to the plan, and the
plans for discharge from treatment; and

B. except in an emergency, is reviewed and approved, before implementation, by
the recipient’s attending physician in a hospital or long—term care facility or by the provider
of a covered service as required in parts 9505.0170 to 9505.0475.

Subp. 36. Podiatrist. “Podiatrist” means a person who is licensed to provide health ser-
vices under Minnesota Statutes, chapter 153.

Subp. 37. Prior authorization. “Prior authorization” means the procedures required in
parts 9505.5010 to 9505.5030.

Subp. 38. Provider. “Provider” means a vendor as specified in Minnesota Statutes, sec-
tion 256B.02, subdivision 7 that has signed an agreement approved by the department for the
provision of health services to a recipient.

Subp. 39. Provider agreement. “Provider agreement” means a written contract be-
tween a provider and the department in which the provider agrees to comply with the provi-
sions of the contract as a condition of participation in the medical assistance program.

Subp. 40. Psychiatrist. “Psychiatrist” means a physician who can give written docu-
mentation of having successfully completed a postgraduate psychiatry program of at least
three years’ duration that is accredited by the American Board of Psychiatry and Neurology.

Subp. 41. Recipient. “Recipient” means a person who has been determined by the local
agency to be eligible for the medical assistance program.

Subp. 42. Registered nurse. “Registered nurse” means a nurse licensed under and
within the scope of practice of Minnesota Statutes, sections 148.171 to 148.285.

Subp. 43. Residence. “Residence” means the place a person uses as his or her primary
dwelling place, and intends to continue to use indefinitely for that purpose.

Subp. 44. Screening team. “Screening team” has the meaning given in Minnesota Stat-
utes, section 256B.091.

Subp. 45. Second surgical opinion. “Second surgical opinion” means the requirement
established in parts 9505.5035 to 9505.5105.

Subp. 46. Supervision. “Supervision,” except as specified in itern E, means the process
of control and direction by which the provider accepts full professional responsibility for the
supervisee, instructs the supervisee in his or her work, and oversees or directs the work of the
supervisee. The process must meet the following conditions.

A. The provider must be present and available on the premises more than 50 per-
cent of the time when the supervisee is providing health services.

B. The diagnosis must be made by or reviewed, approved, and signed by the pro-
vider.

C. The plan of care for a condition other than an emergency may be developed by
the supervisee, but must be reviewed, approved, and signed by the provider before the care is
begun.

D. The supervisee may carry out the treatment but the provider must review and
countersign the record of a treatment within five working days after the treatment.

E. Items A to D do not apply to supervision of physician assistants. Physician su-
pervision of physician assistants must meet the standards set by Minnesota Statutes, chapter
147A, except that in rural health clinics and federally qualified health centers, physician su-
pervision of physician assistants is governed by Code of Federal Regulations, title 42, chap-
ter IV, subchapter E, part 491, subpart A, section 491.8.
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Subp. 47. Surgical assistant. “Surgical assistant” means a person who assists a physi-
cian, dentist, or podiatrist in surgery but is not licensed as a physician, dentist, or podiatrist.

Subp. 48. Third party. “Third party” refers to a person, entity, agency, or government
program as defined in part 9505.0015, subpart 46.

Subp. 49. Usual and customary. “Usual and customary,” when used to refer to a fee
billed by a provider, means the charge of the provider to the type of payer, other than recipi-
ents or persons eligible for payment on a sliding fee schedule, that constitutes the largest
share of the provider’s business. For purposes of this subpart, “payer” means a third party or
persons who pay for health service by cash, check, or charge account.

Subp. 50. Vendor. “Vendor” means a vendor of medical care as defined in Minnesota
Statutes, section 256B.02, subdivision 7. A vendor may or may not be a provider.

Statutory Authority: MS s 245.461 to 245.486; 256B.04; 256B.0625

History: 12 SR 624; L 1988 ¢ 689 art 2 s 268; 13 SR 1439; 14 SR 8; 17 SR 1454;
17 SR 2042; 21 SR 525; L2005 ¢ 56 5 2

9505.0180 SURVEILLANCE AND UTILIZATION CONTROL PROGRAM.
Subpart 1. [Repealed, 15 SR 2563]

Subp. 2. Duty to implement. The department shall carry out a program of a surveil-
lance and utilization review under parts 9505.2160 to 9505.2245 and Code of Federal Regu-
lations, title 42, part 455, and a program of utilization control under Code of Federal Regula-
tions, title 42, part 456. These programs together constitute the surveillance and utilization
control program.

Subp. 3. Surveillance and utilization review. The surveillance and utilization review
program must have a post payment review process to ensure compliance with the medical
assistance program and to monitor both the use of health services by recipients and the deliv-
ery of health services by providers. The process must comply with parts 9505.2160 to
9505.2245.

Subp. 4. Utilization control. The department shall administer and monitor a program
of utilization control to review the need for, and the quality and timeliness of, health services
provided in a hospital, long—term care facility, or institution for the treatment of mental dis-
eases. A facility certified for participation in the medical assistance program must comply
with the requirements of Code of Federal Regulations, title 42, part 456 for utilization con-
trol.

Statutory Authority: MS s 256B.04
History: /2 SR 624; 15 SR 2563

9505.0185 [Repealed, 30 SR 1318]

9505.0190 RECIPIENT CHOICE OF PROVIDER.

Subject to the limitations in Minnesota Statutes, section 256B.69, and in parts
9505.2160 to 9505.2245, a recipient who requires a medically necessary health service may
choose to use any provider located within Minnesota or within the recipient’s local trade
area. No provider other than a prepaid health plan shall require a recipient to use a health
service that restricts a recipient’s free choice of provider. A recipient who enrolls in a prepaid
health plan that is a provider must use the prepaid health plan for the health services provided
under the contract between the prepaid health plan and the department.

A recipient who requires a medically necessary health service that is not available with-
in Minnesota or the recipient’s local trade area shall obtain prior authorization of the health
service.

Statutory Authority: MS s 256B.04 subds 4,12
History: 12 SR 624

9505.0195 PROVIDER PARTICIPATION.

Subpart 1. Department administration of provider participation. The department
shall administer the participation of providers in the medical assistance program. The depart-
ment shall:
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A. determine the vendor’s eligibility to enroll in the medical assistance program
according to parts 9505.0170 to 9505.0475;

B. enroll an eligible vendor located in Minnesota retroactive to the first day of the
month of application, or retroactive for up to 90 days to the effective date of Medicare certifi-
cation of the provider, or retroactive to the date of the recipient’s established retroactive eligi-
bility;

C. enroll an out—of-state vendor as provided in subpart 9; and

D. monitor and enforce the vendor’s compliance with parts 9505.2160 to
9505.2245 and with the terms of the provider agreement.

Subp. 2. Application to participate. A vendor that wants to participate in the medical
assistance program shall apply to the department on forms provided by the department. The
forms must contain an application and a statement of the terms for participation. The vendor
shall complete, sign, and return the forms to the department. Upon approval of the applica-
tion by the department under subpart 3, the signed statement of the terms for participation
and the application constitute the provider agreement.

Subp. 3. Department review of application. The department shall review a vendor’s
application to determine whether the vendor is qualified to participate according to the crite-
ria in parts 9505.0170 to 9505.0475.

Subp. 4. Netice to vendor. The department shall notify an applicant, in writing, of its
determination within 30 days of receipt of the complete application to participate.

A. If the department approves the application, the notice must state that the ap-
plication is approved and that the applicant has a provider agreement with the department.

B. If the department denies the application, the notice to the applicant must state
the reasons for the denial and the applicant’s right to submit additional information in support
of the application.

C. If the department is unable to reach a decision within 30 days, the notice to the
applicant must state the reasons for the delay and request any additional information neces-
sary to make a decision.

Subp. 5. Duration of provider agreement. A provider agreement remains in effect
until an event in items A to C occurs:

A. the ending date of the agreement specified in the agreement; or

B. the provider’s failure to comply with the terms of participation; or

C. the provider’s sale or transfer of ownership, assets, or control of an entity that
has been enrolled to provide medical assistance services; or

D. 30 days following the date of the department’s request to the provider to sign a
new provider agreement that is required of all providers of a particular type of health service;
or

E. the provider’s request to end the agreement.

Subp. 6. Consequences of failure to comply. A provider who fails to comply with the
terms of participation in the provider agreement or parts 9505.0170 to 9505.0475 or
9505.2160 to 9505.2245 is subject to monetary recovery, sanctions, or civil or criminal ac-
tion as provided in parts 9505.1750 to 9505.2150. Unless otherwise provided by law, no pro-
vider of health services shall be declared ineligible without prior notice and an opportunity
for a hearing under Minnesota Statutes, chapter 14, on the commissioner’s proposed action.

Subp. 7. Vendor who is not a provider. A vendor of health services who does not have
a provider agreement in effect, but who provides health services to recipients and who other-
wise receives payments from the medical assistance program, is subject to parts 9505.0170
t0 9505.0475 and 9505.2160 to 9505.2245.

Subp. 8. Sale or transfer of entity providing health services. A provider who sells an
entity which has been enrolled to provide medical assistance services or who transfers own-
ership or control of an entity that has been enrolled to provide medical assistance services
shall notify the department of the sale or transfer no later than 30 days before the effective
date of the sale or transfer. The purchaser or transferee shall notify the department of transfer
or sale no later than the effective date of the sale or transfer. Nothing in this subpart shall be
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construed to limit the right of the department to pursue monetary recovery or civil or criminal
action against the seller or transferor as provided in parts 9505.2160 to 9505.2245.

Subp. 9. Out—of-state vendor. An out—of-state vendor may apply for retroactive en-
rollment as a provider effective on the date of service to a recipient. To be eligible for pay-
ment under the Minnesota medical assistance program, an out-of-state vendor must:

A. comply with the licensing and certification requirements of the state where the
vendor is located;
B. complete and sign the forms required in subpart 2;
C. obtain department approval as in subpart 3; and
D. comply with the requirements of parts 9505.0170 to 9505.0475.
For purposes of this subpart, “out—of—state vendor” refers to a vendor who provides a
health service to a Minnesota recipient at a site located in a state other than Minnesota.
Subp. 10. Condition of participation. A provider shall comply with title V1 of the Civ-
il Rights Act of 1964 and all regulations under the act, and with Minnesota Statutes, chapter
363. A provider shall not place restrictions or criteria on the services it will make available,
the type of health conditions it will accept, or the persons it will accept for care or treatment,
unless the provider applies those restrictions or criteria to all individuals seeking the provid-
er’s services. A provider shall render to recipients services of the same scope and quality as
would be provided to the general public. Furthermore, a provider who has such restrictions or
criteria shall disclose the restrictions or criteria to the department so the department can de-
termine whether the provider complies with the requirements of this subpart.

Statutory Authority: MS s 256B.04 subds 4,12
History: /2 SR 624 .

9505.0200 COMPETITIVE BIDDING.

Under certain conditions, the commissioner shall seek competitive bids for items desig-
nated in Minnesota Statutes, section 256B.04, subdivision 14, and for durable medical
equipment. Competitive bids are required if the item of durable medical equipment is avail-
able from more than one manufacturer and at least one of the following conditions exists:

A. the projected fiscal year savings of medical assistance funds, resulting from
purchase of the item through the bidding procedure, exceeds the cost of administering the
competitive bidding procedure. The projected savings in a fiscal year must be computed by
determining the difference between actual expenditures for the item in the previous fiscal
year and an estimated expenditure based on the actual number of units purchased times the
predicted competitive bid prices; or

B. the item is a new itemn that was not available during the previous fiscal year but is
estimated to be cost effective if purchased by competitive bidding. Competitive bidding for a
new item is considered cost effective if the projected annual cost at predicted competitive bid
prices is less than the projected annual payments at a reimbursement level which would be set
by medical assistance in lieu of competitive bid.

Statutory Authority: MS s 256B.04 subds 4,12
History: /2 SR 624

9505.0205 PROVIDER RECORDS.

A provider shall maintain medical, health care, and financial records, including ap-
pointment books and billing transmittal forms, for five years in the manner required under
parts 9505.1800 to 9505.1880.

Statutory Authority: MS s 256B.04 subds 4,12
History: /2 SR 624

9505.0210 COVERED SERVICES; GENERAL REQUIREMENTS.

The medical assistance program shall pay for a covered service provided to a recipient
or to a person who is later found to be eligible at the time the person received the service. To
be eligible for payment, a health service must:
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A. be determined by prevailing community standards or customary practice and
usage to:
(1) be medically necessary;
(2) be appropriate and effective for the medical needs of the recipient;
(3) meet quality and timeliness standards;
(4) be the most cost effective health service available for the medical needs of
the recipient;
B. represent an effective and appropriate use of medical assistance funds;
C. be within the service limits specified in parts 9505.0170 to 9505.0475;
D. be personally furnished by a provider except as specifically authorized in parts
9505.0170 to 9505.0475; and
E. if provided for a recipient residing in a long—term care facility, be part of the
recipient’s written plan of care, unless the service is for an emergency, included in the facili-
ty’s per diem rate, or ordered in writing by the recipient’s attending physician.
Statutory Authority: MS s 256B.04 subds 4,12

History: /2 SR 624; 17 SR 1279

9505.0215 COVERED SERVICES; OUT-OF-STATE PROVIDERS.

A health service provided to a recipient by an out—ofstate provider is eligible for medi-
cal assistance payment if the service meets the requirements of items A, B, and C. For pur-
poses of this part, “out—of-state provider” means a provider who is located outside of Minne-
sota and outside of the recipient’s local trade area.

A. The service must be a covered service as defined in part 9505.0175, subpart 6.

B. The provider must obtain prior authorization if prior authorization is required
under Minnesota Statutes, section 256B.0625, subdivision 25, parts 9505.0170 to
9505.0475, or parts 9505.5000 to 9505.5030.

C. The service must meet one of the following conditions:

(1) the department determines, on the basis of medical advice from a consul-
tant as defined in part 9505.5005, subpart 3, that the service is not available in Minnesota or
the recipient’s local trade area;

(2) the service is in response to an emergency; or

(3) the service is needed because the recipient’s health would be endangered
if the recipient was required to return to Minnesota.

Statutory Authority: MS s 256B.04

History: 12 SR 624; 17 SR 3047

9505.0220 HEALTH SERVICES NOT COVERED BY MEDICAL ASSISTANCE.
The health services in items A to X are not eligible for payment under medical assis-
tance:

A. health service paid for directly by a recipient or other source unless the recipi-
ent’s eligibility is retroactive and the provider bills the medical assistance program for the
purpose of repaying the recipient according to part 9505.0450, subpart 3;

B. drugs which are not in the drug formulary or which have not received prior au-
thorization;

C. a health service for which the required prior authorization was not obtained, or,
except in the case of an emergency, a health service provided before the date of approval of
the prior authorization request;

D. autopsies;

E. missed or canceled appointments;

F. telephone calls or other communications that were not face-to—face between the
provider and the recipient unless authorized by parts 9505.0170 to 9505.0475;

G. reports required solely for insurance or legal purposes unless requested by the
local agency or department;
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H. an aversive procedure, including cash penalties from recipients, unless other-
wise provided by state rules;

I. a health service that does not comply with parts 9505.0170 to 9505.0475;

J. separate charges for the preparation of bills;

K. separate charges for mileage for purposes other than medical transportation of a
recipient;

L. a heaith service that is not provided directly to the recipient, unless the service is
a covered service;

M. concurrent care by more than one provider of the same type of provider or
health service specialty, for the same diagnosis, without an appropriate medical referral de-
tailing the medical necessity of the concurrent care, if the provider has reason to know con-
current care is being provided. In this event, the department shall pay the first submitted
claim;

N. a health service, other than an emergency health service, provided to a recipient
without the knowledge and consent of the recipient or the recipient’s legal guardian, or a
health service provided without a physician’s order when the order is required by parts
9505.0170 to 9505.0475, or a health service that is not in the recipient’s plan of care;

O. a health service that is not documented in the recipient’s health care record or
medical record as required in part 9505.1800, subpart 1;

P. a health service other than an emergency health service provided to a recipient in
a long—term care facility and which is not in the recipient’s plan of care or which has not been
ordered, in writing, by a physician when an order is required;

Q. an abortion that does not comply with Code of Federal Regulations, title 42,
sections 441.200 to 441.208 or Minnesota Statutes, sections 256B.02, subdivision 8 and
256B.0625;

R. a health service that is of a lower standard of quality than the prevailing commu-
nity standard of the provider’s professional peers. In this event, the provider of service of a
lower standard of quality is responsible for bearing the cost of the service;

S. a health service that is only for a vocational purpose or an educational purpose
that is not related to a health service;

T. except for an emergency, more than one consultation by a provider per recipient
per day; for purposes of this item, “consultation” means a meeting of two or more physicians
to evaluate the nature and progress of disease in a recipient and to establish the diagnosis,
prognosis, and therapy;

U. except for an emergency, or as allowed in item V, more than one office, hospital,
long—term care facility, or home visit by the same provider per recipient per day;

V. more than one home visit for a particular type of home health service by a home
health agency per recipient per day except as specified in the recipient’s plan of care;

W. record keeping, charting, or documenting a health service related to providing a
covered service; and

X. services for detoxification which are not medically necessary to treat an emer-
gency.

Statutory Authority: MS s 256B.04 subds 4,12
History: /2 SR 624; L 1988 ¢ 689 art 2 5 268

9505.0221 PAYMENT LIMITATION; PARTIES AFFILIATED WITH A PROVID-
ER.
Except as allowed in part 9505.0287, equipment, supplies, or services prescribed or or-
dered by a physician are not eligible for medical assistance payment if they are provided:
A. by a person or entity that provides direct or indirect payment to the physician for
the order or prescription for the equipment, supplies, or services; or

B. upon or as a result of direct referral by the physician to an affiliate of the physi-
cian unless the affiliate is the only provider of the equipment, supplies, or services in the local
trade area.
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For purposes of this part, “affiliate” means a person that directly, or indirectly through
one or more intermediaries, controls, or is controlled by, or is under common control with the
referring physician.

Statutory Authority: MS s 256B.04
History: /12 SR 624, 17 SR 2042

9505.0225 REQUEST TO RECIPIENT TO PAY.

Subpart 1. Limitation on participation. Participation in the medical assistance pro-
gram is limited to providers who accept payment for health services to a recipient as provided
in subparts 2 and 3.

Subp. 2. Payment for covered service. If the health service to a recipient is a covered
service, a provider must not request or receive payment or attempt to collect payment from
the recipient for the covered service unless copayment by the recipient is authorized by Min-
nesota Statutes enacted according to Code of Federal Regulations, title 42, or unless the re-
cipient has incurred a spend down obligation under part 9505.0065, subpart 11. This prohibi-
tion applies regardless of the amount of the medical assistance payment to the provider. The
provider shall state on any statement sent to a recipient concerning a covered service that
medical assistance payment is being requested.

Subp. 3. Payment for noncovered service. A provider who furnishes a recipient a non-
covered service may request the recipient to pay for the noncovered service if the provider
informs the recipient about the recipient’s potential liability before providing the service.

Statutory Authority: MS s 256B.04 subds 4,12
History: /2 SR 624

9505.0235 ABORTION SERVICES.

Subpart 1. Definition. For purposes of this part, “abortion related services” means ser-
vices provided in connection with an elective abortion except those services which would
otherwise be provided in the course of a pregnancy. Examples of abortion related services
include hospitalization when the abortion is performed in an inpatient setting, the use of a
facility when the abortion is performed in an outpatient setting, counseling about the abor-
tion, general and local anesthesia provided in connection with the abortion, and antibiotics
provided directly after the abortion.

Medically necessary services that are not considered to be abortion related include fam-
ily planning services as defined in part 9505.0280, subpart 1, history and physical examina-
tion, tests for pregnancy and venereal disease, blood tests, rubella titer, ultrasound tests, rho-
GAM(TM), pap smear, and laboratory examinations for the purpose of detecting fetal abnor-
malities.

Treatment for infection or other complications of the abortion are covered services.

Subp. 2. Payment limitation. Unless otherwise provided by law, an abortion related
service provided to a recipient is eligible for medical assistance payment if the abortion
meets the conditions in item A, B, or C.

A. The abortion must be necessary to prevent the death of a pregnant woman who
has given her written consent to the abortion. If the pregnant woman is physically or legally
incapable of giving her written consent to the procedure, authorization for the abortion must
be obtained as specified in Minnesota Statutes, section 144.343. The necessity of the abor-
tion to prevent the death of the pregnant woman must be certified in writing by two physi-
cians before the abortion is performed.

B. The pregnancy is the result of criminal sexual conduct as defined in Minnesota
Statutes, section 609.342, paragraphs (c) to (f). The conduct must be reported to a law en-
forcement agency within 48 hours after its occurrence. If the victim is physically unable to
report the criminal sexual conduct within 48 hours after its occurrence, the report must be
made within 48 hours after the victim becomes physically able to report the criminal sexual
conduct.
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C. The pregnancy is the result of incest. Before the abortion, the incest and the
name of the relative allegedly committing the incest must be reported to a law enforcement
agency.

Statutory Authority: MS s 256B.04 subds 4,12
History: /2 SR 624

9505.0240 AMBULATORY SURGICAL CENTERS.

Subpart 1. Definition; ambulatory surgical center. “Ambulatory surgical center”
means a facility licensed as an outpatient surgical center under parts 4675.0100 to 4675.2800
and certified under Code of Federal Regulations, title 42, part 416, to provide surgical proce-
dures which do not require overnight inpatient hospital care.

Subp. 2. Payment limitation; surgical procedures. Medical assistance payment for
surgical procedures performed in an ambulatory surgical center shall not exceed the payment
for the same surgical procedure performed in another setting,.

Subp. 3. Payment limitation; items and services. The items and services listed in
items A to G are included in medical assistance payment when they are provided to a recipi-
ent by an ambulatory surgical center in connection with a surgical procedure that is a covered
service.

A. Nursing services and other related services of employees who are involved in
the recipient’s health care.

B. Use by the recipient of the facilities of the ambulatory surgical center, including
operating and recovery rooms, patient preparation areas, waiting rooms, and other areas used
by the patient or offered for use by those persons accompanying the recipient in connection
with surgical procedures.

C. Drugs, medical supplies, and equipment commonly furnished by the ambulato-
ry surgical center in connection with surgical procedures. Drugs are limited to those which
cannot be self administered.

D. Diagnostic or therapeutic items and services that are directly related to the pro-
vision of a surgical procedure.

E. Administrative, record keeping, and housekeeping items and services neces-
sary to run the ambulatory surgical center.

F. Blood, blood plasma, and platelets.

G. Anesthetics and any materials, whether disposable or reusable, necessary for
the administration of the anesthetics.

Statutory Authority: MS s 256B.04 subds 4,12
History: /2 SR 624

9505.0245 CHIROPRACTIC SERVICES.

Subpart 1. Definitions. The following terms used in this part have the meanings given
them.

A. “Chiropractic service” means a medically necessary health service provided by
a chiropractor.
B. “Chiropractor” means a person licensed under Minnesota Statutes, sections
148.01 to 148.101.
Subp. 2. Payment limitations. Medical assistance payment for chiropractic service is
limited to medically necessary manual manipulation of the spine for treatment of incomplete
or partial dislocations and the x—rays that are needed to support a diagnosis of subluxation.

A. Payment for manual manipulations of the spine of a recipient is limited to six
manipulations per month and 24 manipulations per year unless prior authorization of a great-
er number of manipulations is obtained.

B. Payment for x—rays is limited to radiological examinations of the full spine; the
cervical, thoracic, lumbar, and lumbosacral areas of the spine; the pelvis; and the sacroiliac
joints.
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Subp. 3. Excluded services. The following chiropractic services are not eligible for
payment under the medical assistance program:
A. laboratory service;
B. diathermy;
C. vitamins;
D. ultrasound treatment;

E. treatment for a neurogenic or congenital condition that is not related to a diagno-
sis of subluxation;

F. medical supplies or equipment supplied or prescribed by a chiropractor; and
G. x-rays not listed in subpart 2.

Statutory Authority: MS s 256B.04 subds 4,12
History: /2 SR 624

9505.0250 CLINIC SERVICES.

Subpart 1. Definition. “Clinic service” means a preventive, diagnostic, therapeutic, re-
habilitative, or palliative service provided by a facility that is not part of a hospital but pro-
vides medical or dental care to outpatients.

Subp. 2. Eligible provider. To be eligible for medical assistance payment for a clinic
service, a clinic must comply with items A to C.

A. The clinic must have a federal employer’s identification number and must re-
port the number to the department.

B. A clinic that provides physician services as defined in part 9505.0345, subpart 1
must have at least two physicians on the staff. The physician service must be provided by or
under the supervision of a physician who is a provider and is on the premises.

C. A clinic that provides dental services as defined in part 9505.0270, subpart 1
must have at least two dentists on the staff. The dental service must be provided by or under
the supervision of a dentist who is a provider and is on the premises.

Subp. 3. Exemption from requirements. The requirements of subpart 2 do not apply
to a rural health clinic as in part 9505.0395, a community health clinic as in part 9505.0255,
and a public health clinic as in part 9505.0380.

Statutory Authority: MS s 256B.04 subds 4,12
History: /2 SR 624

9505.0255 COMMUNITY HEALTH CLINIC SERVICES.

Subpart 1. Definition. “Community health clinic service” means a health service pro-
vided by or under the supervision of a physician in a clinic that meets the criteria listed in
items A to D. The clinic:

A. has nonprofit status as specified in Minnesota Statutes, chapter 317A; and

B. has tax exempt status as provided in Internal Revenue Code, section 501(c)(3)
as amended through October 4, 1976, or is established as a hospital authority under Minneso-
ta Statutes, section 144.581, or is operated under the control of the commissioner under Min-
nesota Statutes, section 246.01; and

C. is established to provide health services to low income population groups; and
D. has written clinic policies as provided in subpart 4.
Subp. 2. Eligible health services. The services listed in items A to F are eligible for
payment as a community health clinic service:
A. physician services under part 9505.0345;
B. preventive health services under part 9505.0355;
C. family planning services under part 9505.0280;

D. early periodic screening, diagnosis, and treatment services under part
9505.0275;
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E. dental services under part 9505.0270; and
F. prenatal care services under part 9505.0353.

Subp. 3. Eligible vendors of community health clinic services. Under the supervision
of a physician, a health service provided by a physician assistant or nurse practitioner who
contracts with, is a volunteer, or an employee of a community health clinic, is a covered ser-
vice.

Subp. 4. Written patient care policies. To be eligible to participate as a community
health clinic, as in subpart 1, a provider must establish, in writing:
A. a description of health services provided by the community health clinic;

B. policies concerning the medical management of health problems including
health conditions which require referral to physicians and provision of emergency health ser-
vices; and

C. policies concerning the maintenance and review of health records by the physi-
cian.
Statutory Authority: MS s 256B.04

History: /2 SR 624; 15 SR 910; L 1989 ¢ 304 s 137

9505.0260 COMMUNITY MENTAL HEALTH CENTER SERVICES.

Subpart 1. Definitions. For purposes of this part, the following terms have the mean-
ings given them.

A. “Community mental health center service” means services by a community
mental health center that provides mental health services specified in part 9505.0323, sub-
part 2, and physician services under part 9505.03435, including the determination of a need
for prescribed drugs and the evaluation of prescribed drugs.

B. Notwithstanding the definition of “supervision” in part 9505.0175, subpart 46,
“supervision” means “clinical supervision” as defined in part 9505.0323, subpart 1, item D.

C. For purposes of this part, “mental health professional” means a “mental health
professional” as defined in part 9505.0175, subpart 28 and a person licensed in marriage and
family therapy under Minnesota Statutes, sections 148B.29 to 148B.39 and employed by a
provider of community mental health center services.

Subp. 2. Eligible providers of community mental health center services. To be eligi-
ble to enroll in the medical assistance program as a provider of community mental health
center services, a provider must;

A. be established as specified in Minnesota Statutes, section 245.62;

B. obtain the commissioner’s approval according to Minnesota Statutes, section
245.69, subdivision 2;

C. be a private, nonprofit corporation or a public agency;
D. have a board of directors established under Minnesota Statutes, section 245.66;

E. be operated by or under contract with a local agency to provide community
mental health services;

F. comply with parts 9520.0750 to 9520.0870 and other parts of chapter 9520 ap-
plicable to community mental health centers;

G. provide mental health services as specified in Minnesota Statutes, section
245.62, subdivision 4,

H. provide mental health services specified in Minnesota Statutes, sections
245.461 to 245.4887;

I. have a sliding fee schedule; and
J. if providing services to persons with alcohol and other drug problems, be li-
censed to provide outpatient treatment under parts 9530.5000 to 9530.6500.
Subp. 3. Payment limitation; community mental health center services. Medical
assistance payment limitations applicable to community mental health center services in-
clude the payment limitations in part 9505.0323.
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Subp. 4. [Repealed, 17 SR 1454]

Subp. 5. Excluded services. The services listed in part 9505.0323, subpart 27, are not
eligible for medical assistance payment as community mental health services.

Statutory Authority: MS s 245.484, 256B.04; 256B.0625
History: 14 SR 8; 17 SR 1454, L 2003 1Spi4 art 11 5 11

9505.0270 DENTAL SERVICES.

Subpart 1. Definitions. For the purposes of this part, the following terms have the
meanings given them.

A. “Crown” means a restoration covering or replacing the major part or the whole
portion of the tooth not covered by supporting tissues.

B. “Dental service” means a diagnostic, preventive, or corrective procedure fur-
nished by or under the supervision of a dentist.

C. “Fixed partial denture” or “fixed cast metal restoration” or “fixed bridge”
means a prosthetic replacement of one or more missing teeth that is cemented or attached to
the abutment adjacent to the space filled by the prosthetic replacement and that cannot be
removed by the patient.

D. “Implant” means material inserted or grafted into tissue or bone; or a device
specially designed to be placed surgically within or on the mandibular or maxillary bone as a
means of providing for dental replacement.

E. “Oral hygiene instruction” means an organized education program carried out
by or under the supervision of a dentist to instruct a patient about the care of the patient’s
teeth.

F. “Rebase” means the process of refitting a denture by replacing the base material.

G. “Reline” means the process of resurfacing the tissue side of the denture with a
new base material.

H. “Removable prosthesis™ or “removable dental prosthesis™ includes dentures
and removable partial dentures and means any dental device or appliance replacing one or
more missing teeth, including associated structures, if required, that is designed to be re-
moved and reinserted by the patient.

Subp. 2. Covered dental services. A covered dental service is any dental service that
meets the general requirements for MA—covered services in part 9505.0210, subject to the
limits in this part and the requirements in parts 9505.5010 and 9505.5030 that apply when
prior authorization is a condition of payment. Services that require authorization are pub-
lished in the State Register as required by Minnesota Statutes, section 256B.0625, subdivi-
sion 25. The list of services requiring authorization is continuously updated in the Minnesota
Health Care Program (MHCP) providers’ manual issued by the Minnesota Department of
Human Services and is incorporated by reference. The manual is available on line at
www.dhs.state.mn.us under the bulletins, publications, and manuals selection. The Web site
may be accessed through a computer at a public library. The services in items A to S indicate
the scope of covered services but are not an exclusive or exhaustive list of covered services.
When individual medical need requires a service that is not listed in this subpart, a provider
has the option of seeking prior authorization for the service under parts 9505.5010 and
9505.5030 unless the service is an excluded dental service under subpart 10.

A. oral hygiene instruction;
B. fluoride treatment;

C. panoramic film;

D. dental x-rays;

E. dental prophylaxis;

F. sealants,

G. oral evaluation,;

H. full mouth debridement;

I. behavior management, which in dental terminology, is a documented service
that is necessary to ensure that a covered dental procedure is performed correctly and safely;
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J. space maintainer;

K. oral surgery and extractions;

L. fillings;

M. endodontic therapy and periodontic therapy;

N. removable partial dentures;

O. removable dentures;

P. crowns that meet the specifications in subpart 2a, item G;

Q. orthodontic treatment that meets the specifications in subpart 2a, item F;

R. reline or rebase of a removable denture; and

S. dental implants that meet the criteria in subpart 2a, item H.

Subp. 2a. Payment limits on covered dental services. Payment for some of the cov-

ered dental services listed in subpart 2 is limited as specified in items A to H.

A. Initial placement or replacement of a removable prosthesis is limited to once
every three years per patient unless a condition in subitem (1) or (2) applies:

(1) Replacement of a removable prosthesis in excess of the limit in item A is
eligible for payment if the replacement is necessary because the removable prosthesis was
misplaced, stolen, or damaged due to circumstances beyond the patient’s control. When ap-
plicable, the patient’s degree of physical and mental impairment must be considered in deter-
mining whether the circumstances were beyond a patient’s control.

(2) Replacement of a partial prosthesis is eligible for payment if the existing
prosthesis cannot be modified or altered to meet the patient’s dental needs.

B. Service for a removable prosthesis must include instruction in the use and care
of the prosthesis and any adjustment necessary to achieve a proper fit during the six months
immediately following the provision of the prosthesis. The dentist shall document the in-
struction and the necessary adjustments, if any, in the patient’s dental record.

C. All criteria under subitems (1) to (3) must be met in order for a provider to re-
ceive payment for a cast metal removable prosthesis:

(1) the crown to root ratio must be better than 1:1;

(2) the surrounding abutment teeth and the remaining teeth must not have ex-
tensive tooth decay; and

(3) the abutment teeth must not have large restorations or stainless steel
crowns.

D. The criteria in subitems (1) to (4) must be met in order to receive payment for

periodontal scaling and root planing:

(1) evidence of bone loss must be present on the current radiographs — pan-
oramic, full mouth series or bitewing — to support the diagnosis of periodontitis;

(2) there must be current periodontal charting with six point and mobility
noted, including the presence of pathology and periodontal prognosis;

(3) the pocket depths must be greater than four millimeters; and

(4) classification of the periodontology case type must be in accordance with
documentation established by the American Academy of Periodontology.

E. Hospitalization coverage for dental surgeries and services is subject to parts
9505.0501 to 9505.0545, which establish a system for reviewing the use of inpatient hospital
services.

F. At least one of the following criteria must be met in order to receive payment for
orthodontic treatment:
(1) there is a disfigurement of the patient’s facial appearance including pro-
trusion of upper or lower jaws or teeth;
(2) there is spacing between adjacent teeth which interferes with the biting
function;

(3) there is an overbite to the extent that the lower anterior teeth impinge on
the roof of the mouth when the person bites;

(4) positioning of jaws or teeth impairs chewing or biting function; or
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(5) based on a comparable assessment of subitems (1) to (4), there is an over-
all orthodontic problem that interferes with the biting function.

G. Except as medically necessary in conjunction with a fixed bridge covered by
this part or an implant covered by this part, an individual crown must be made of prefabri-
cated stainless steel, prefabricated resin, or laboratory resin in order to be covered.

H. The criteria in subitems (1) to (3) must be met in order to receive payment for
dental implants and related services:

(1) there must be bone and tooth loss that compromises chewing or breathing;
(2) the implants must be medically necessary and cost—effective; and

(3) a complete treatment plan, including prosthesis and all related services,
must be approved prior to the start of treatment.

Subp. 3. [Repealed, 26 SR 1630]
Subp. 4. [Repealed, 26 SR 1630]
Subp. 5. [Repealed, 26 SR 1630]
Subp. 6. [Repealed, 26 SR 1630]
Subp. 7. [Repealed, 26 SR 1630]
Subp. 8. [Repealed, 26 SR 1630]
Subp. 9. [Repealed, 26 SR 1630}

Subp. 10. Excluded dental services. The dental services in items A to L are not eligible

for payment under the medical assistance program:

A. pulp caps;

B. a local anesthetic that is used in conjunction with an operative or surgical proce-
dure and billed as a separate procedure;

C. hygiene aids, including toothbrushes;

D. medication dispensed by a dentist that a patient is able to obtain from a pharma-
cy;

E. acid etch for a restoration that is billed as a separate procedure;

F. prosthesis cleaning;

G. removable unilateral partial denture that is a one—piece cast metal including
clasps and teeth;

H. dental services for cosmetic or aesthetic purposes;

I. fixed partial denture or fixed bridge, unless it has been determined to be medical-
ly necessary and cost—effective for a patient who cannot use a removable prosthesis due to a
mental or physical medical condition;

J. replacement of a denture when a reline or rebase would correct the problem;

K. gold restoration or inlay, including cast nonprecious and semiprecious metals;
and

L. implants and related services when the conditions and criteria in subpart 2a,
item H, are not met.
Statutory Authority: MS s 256B.04

History: /2 SR 624; 26 SR 1630

9505.0275 EARLY AND PERIODIC SCREENING, DIAGNOSIS, AND TREAT-
MENT.

Subpart 1. Definition. “Early and periodic screening, diagnosis, and treatment service”
means a service provided to a recipient under age 21 to identify a potentially disabling condi-
tion and to provide diagnosis and treatment for a condition identified according to the re-
quirements of the Code of Federal Regulations, title 42, section 441.55 and parts 9505.1693
to 9505.1748.
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Subp. 2. Duties of provider. The provider shall sign a provider agreement stating that
the provider will provide screening services according to standards in parts 9505.1693 to
9505.1748 and Code of Federal Regulations, title 42, sections 441.50 to 441.62.

Statutory Authority: MS s 256B.04 subds 2,4,12; 256B.0625 subd 14
History: /2 SR 624, 13 SR 1150, L 2005 ¢ 56 5 2

9505.0277 EYEGLASS SERVICES.

Subpart 1. Definitions. The following terms used in this part have the meanings given
them.

A. “Comprehensive vision examination” means a complete evaluation of the visu-
al system.

B. “Dispensing services” means the technical services necessary for the design,
fitting, and maintenance of eyeglasses as prescribed by an optometrist or ophthalmologist.

C. “Eyeglass services” means comprehensive and intermediate vision examina-
tions provided by and within the scope of practice of a provider who is an optometrist or oph-
thalmologist and the eyeglasses provided by an optician, optometrist, or ophthalmologist.

D. “Eyeglasses” means a pair of lenses mounted in a frame and other aids to vision
prescribed by an optometrist or ophthalmologist.

E. “Intermediate vision examination” means an evaluation of a specific visual
problem.

F. “Medically necessary eyeglasses” means that:

(1) for initial eyeglasses, there is a correction of .50 diopters or greater in ei-
ther sphere or cylinder power in either eye; or

(2) for a change in eyeglasses, there is a change in correction of .50 diopters or
greater in either sphere or cylinder power in either eye, or a shift in axis of greater than ten
degrees in either eye. For purposes of this item, “diopter” means the unit of refracting power
of the lens.

G. “Ophthalmologist” means a physician who has academic training in oph-
thalmology beyond the requirements for licensure under Minnesota Statutes, chapter 147,
and experience in the treatment and diagnosis of diseases of the eye.

H. “Optician” means a supplier of eyeglasses to a recipient as prescribed by the
recipient’s optometrist or ophthalmologist.

I. “Optometrist” means a person licensed under Minnesota Statutes, sections
148.52 to 148.62.

Subp. 2. Covered eyeglass services. The eyeglass services in items A to E are eligible
for medical assistance payment.

A. Comprehensive vision examinations.

B. Intermediate vision examinations.

C. An initial pair of medically necessary eyeglasses.

D. A pair of eyeglasses that are an identical replacement of a pair of eyeglasses that
was misplaced, stolen, or irreparably damaged.

E. A new pair of eyeglasses due to a change in the recipient’s head size, a change in
vision after a comprehensive or intermediate vision examination shows that a change in eye-
glasses is medically necessary, or an allergic reaction to the eyeglass frame material. For pur-
poses of this part, “change in eyeglasses” means a change in prescription.

Subp. 3. Excluded services. The following eyeglass services are not eligible for pay-
ment under the medical assistance program.

A. Services provided for cosmetic reasons. Examples are:

(1) contact lenses prescribed for reasons other than aphakia, keratoconus,
aniseikonia, marked acuity improvement over correction with eyeglasses, or therapeutic ap-
plication; and

(2) replacement of lenses or frames due to the recipient’s personal preference
for a change of style or color.
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B. Dispensing services related to noncovered services.

C. Fashion tints and polarized lenses, unless medically necessary.

D. Protective coating for plastic lenses.

E. Edge and antireflective coating of lenses.

F. Industrial or sport eyeglasses unless they are the recipient’s only pair and are
necessary for vision correction.

G. Eyeglasses, lenses, or frames that are not medically necessary.

H. Invisible bifocals or progressive bifocals.

1. An eyeglass service for which a required prior authorization was not obtained.

J. Replacement of lenses or frames due to the provider’s error in prescribing, frame
selection, or measurement. The provider making the error is responsible for bearing the cost
of correcting the error.

K. Services or materials that are determined to be experimental or nonclinically
proven by prevailing community standards or customary practice.

L. Repair of eyeglasses during the warranty period if the repair is covered by war-
ranty.

M. Purchase of eyeglasses or lenses not covered by a contract obtained through the
competitive bidding process under part 9505.0200.

N. Backup eyeglasses.

O. Photochromatic lenses except for a person who has a diagnosis of albinism,
achromatopsia, aniridia, blue cone monochromatism, cystinosis, or retinitis pigmentosa, or
any other condition for which such lenses are medically necessary.

P. Transition lenses.
Statutory Authority: MS s 256B.04; 256B.0625
History: 19 SR 2004

9505.0280 FAMILY PLANNING SERVICES.

Subpart 1. Definitions. For purposes of this part, the terms in items A and B have the
meanings given them.

A. “Family planning service” means a family planning supply or health service,
including screening, testing, and counseling for sexually transmitted diseases, such as HIV,
when provided in conjunction with the voluntary planning of the conception and bearing of
children and related to a recipient’s condition of fertility.

B. “Family planning supply” means a prescribed drug or contraceptive device or-
dered by a physician or other eligible provider with prescribing authority for treatment of a
condition related to a family planning service.

Subp. 2. Conditions for payment. A family planning service is eligible for medical
assistance payment if:

A. the recipient requested the service;

B. the service is provided with the recipient’s full knowledge and consent; and

C. the provider complies with Code of Federal Regulations, title 42, sections
441.250 to 441.259 concerning informed consent for voluntary sterilization procedures.

Subp. 3. Eligible provider. The following providers are eligible for medical assistance
payment for a family planning service or family planning supply: physicians, nurse practi-
tioners, certified nurse midwives, physician—directed clinics, community health clinics, ru-
ral health clinics, outpatient hospital departments, pharmacies, public health clinics, and
family planning agencies.

For purposes of this subpart, “family planning agency” means an entity with a medical
director that provides family planning services under the direction of a physician who is a
provider as defined in part 9505.0345, subpart 3, item C.

Statutory Authority: MS s 256B.04

History: 12 SR 624, 22 SR 1592
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9505.0285 HEALTH CARE PREPAYMENT PLANS OR PREPAID HEALTH
PLANS.

Subpart 1. Eligible provider. To be eligible for medical assistance payments, a prepaid
health plan must:

A. have a contract with the department; and

B. provide a recipient, either directly or through arrangements with other provid-
ers, the health services specified in the contract between the prepaid health plan and the de-
partment.

Subp. 2. Limitations on services and prior authorization requirements. Health ser-
vices provided by a prepaid health plan according to the contract in subpart 1, item A, must be
comparable in scope, quantity, and duration to the requirements of parts 9505.0170 to
9505.0475. However, prior authorization, admission certification, and second surgical opin-
ion requirements do not apply except that a prepaid health plan may impose similar require-
ments.

Statutory Authority: MS s 256B.04 subds 4,12
History: /2 SR 624

9505.0287 HEARING AID SERVICES.
Subpart |. Definitions. The terms used in this part have the meanings given them.

A. “Audiologic evaluation” means an assessment of communication problems
caused by hearing loss that is performed by an audiologist or an otolaryngologist.

B. “Audiologist” has the meaning given in part 9505.0390, subpart 1, item A.

C. “Hearing aid” means a monaural hearing aid, a set of binaural hearing aids, or
other device worn by the recipient to improve the recipient’s access to and use of auditory
information.

D. “Hearing aid accessory” means chest harnesses, tone and ear hooks, carrying
cases, and other accessories that are not included in the cost of the hearing aid but that are
necessary to the recipient’s use of the hearing aid.

E. “Hearing aid services provider” means a person who has a permit from the com-
missioner of health as a seller of hearing instruments and, when applicable, meets the specif-
ic state licensure and registration requirements of the commissioner of health for the hearing
aid services the person provides. A hearing aid services provider who is not an audiologist or
an otolaryngologist must not perform an audiologic evaluation.

F. “Hearing aid services” means the services provided by a hearing aid services
provider that are necessary to dispense hearing aids and provide hearing aid accessories and
repairs.

G. “Otolaryngologist” means a physician specializing in diseases of the ear and
larynx who is board eligible or board certified by the American Board of Otolaryngology.

Subp. 2. Covered hearing aid services. To be eligible for medical assistance payment,
the hearing aid services must meet the requirements of items A to E and the other require-
ments of this part.

A. A physician’s examination must determine that the recipient does not have
medical or surgical conditions that contraindicate fitting the recipient with a hearing aid.

B. The physician who examines the recipient must refer the recipient for an audio-
logic evaluation to determine if the recipient has a communication disorder caused by a hear-
ing loss and if a hearing aid is medically necessary for the recipient.

C. The audiologist or otolaryngologist who conducts the audiologic evaluation re-
quired under item B must order a specific hearing aid based on the findings of the audiologic
evaluation.

D. The hearing aid services provider must provide the hearing aid that is recom-
mended by the audiologist or otolaryngologist.

E. The audiologist or otolaryngologist must inform the recipient of the need to
schedule a follow—up visit and must request that the recipient schedule a follow—up visit to
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determine the effectiveness of the hearing aid within 30 days of providing the aid or within
the time period specified in the contract obtained through the competitive bidding process
under part 9505.0200, whichever is longer.

Subp. 3. Eligibility for replacement hearing aid. A recipient is not eligible to receive
a replacement hearing aid through medical assistance within five years after a hearing aid
was provided to the recipient under subpart 2 unless prior authorization is obtained from the
commissioner. The criteria for prior authorization of a replacement hearing aid are listed in
items A and B:

A. the recipient’s present hearing aid is no longer effective because the recipient
has had an increase in hearing loss; or

B. the recipient’s hearing aid has been misplaced, stolen, or damaged due to cir-
cumstances beyond the recipient’s control so that it cannot be repaired. The recipient’s de-
gree of physical and mental impairment must be considered in determining whether the cir-
cumstances were beyond the recipient’s control. If the recipient’s hearing aid was misplaced,
stolen, or irreparably damaged more than two times in a five—year period, a recipient must
not receive a replacement hearing aid.

Subp. 4. Condition for payment; availability of hearing aid through contract pur-
chase. If the department seeks competitive bids under part 9505.0200 for the provision of
hearing aids and if at least one of the hearing aids available to a recipient is consistent with the
results of the audiologic evaluation, then medical assistance payment for the recipient’s hear-
ing aid is limited to a hearing aid available under part 9505.0200.

Subp. 5. Hearing aid services provider payment. A hearing aid services provider
must receive one payment for fitting a new hearing aid for a recipient plus providing at least
three batteries of the type necessary to operate the hearing aid. A hearing aid services provid-
er must not request payment until after the hearing aid is dispensed. The payment also covers
the following hearing aid services during the hearing aid warranty period:

A. instructing and counseling the recipient on the use and care of the hearing aid;

B. providing the recipient a copy of the manufacturer’s warranty applicable to the
recipient’s hearing aid; and

C. returning the hearing aid to the manufacturer for repair.

Subp. 6. Replacement batteries. Medical assistance payment is available to pay for
replacement batteries only in the quantity necessary to operate the hearing aid for a period of
not more than 90 days, beginning with the date the hearing aid is provided to the recipient.

Subp. 7. Hearing aid services to resident of long—term care facility. For a resident of
a long-term care facility to be eligible for medical assistance payment, the resident’s hearing
aid services must result from:
A. arequest by the recipient;

B. a referral by a registered nurse, licensed practical nurse, or consulting nurse
who is employed by the long—term care facility; or

C. a referral by the recipient’s family, guardian, or attending physician.

For purposes of this subpart, “long~term care facility” means a residential facility certi-
fied by the Department of Health as a nursing facility or an intermediate care facility for the
developmentally disabled.

Subp. 8. Other covered hearing aid services. Medical assistance payment is also
available to pay for the hearing aid services in items A and B:

A. ear molds if the ear molds are not provided by the manufacturer as part of the
hearing aid under the contract with the state, or if the earmolds are not customarily provided
with the hearing aid; and

B. hearing aid accessories.

Subp. 9. Trial period for audiologist’s or otolaryngologist’s evaluation of hearing
aid.

A. A hearing aid services provider must allow a recipient at least a 30—day trial or
the period required by the contract between the state and the hearing aid manufacturer,
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whichever is longer, to allow an audiologist or otolaryngologist to determine whether the
hearing aid meets the recipient’s needs. The trial period consists of consecutive days begin-
ning with the date the hearing aid is provided to the recipient. The hearing aid services pro-
vider must tell the recipient of the beginning and ending dates of the trial period.

B. If the audiologist or otolaryngologist determines that the hearing aid does not
meet the recipient’s needs, the audiologist or otolaryngologist must tell the recipient of the
availability of further audiologic services as set forth in part 9505.0390, subpart 4, and order
any necessary changes during the trial period.

Subp. 10. Hearing aid services not covered. Medical assistance payment is not avail-
able to pay for the following hearing aid services:

A. a hearing aid that is not medically necessary for the recipient;

B. replacement batteries, other than as specified in subpart 6, provided regardless
of the recipient’s need;

C. charges for picking up and delivering a hearing aid that are billed on a separate
claim for payment;

D. repairs to a hearing aid during the warranty period and other hearing aid ser-
vices that the contract between the state and the hearing aid manufacturer specifies must be
provided within the contract price;

E. purchase without prior authorization of a hearing aid not covered by a contract
obtained through the competitive bidding process under part 9505.0200;

F. hearing aid services billed on a separate claim for payment when the payment
for the service is included in the dispensing fee for the hearing aid,;

G. hearing aid drying kits, battery chargers, swim molds, or adapters for tele-
phones, television, or radio;

H. canal hearing aids;

L. routine cleaning, checking, and other maintenance of hearing aids without re-
quest or referral from the recipient, the recipient’s family, guardian, or attending physician;
and

J. hearing aids prescribed or hearing aid services ordered by a physician if the hear-
ing aids or the hearing aid services are provided by a person or entity that commits a felony
listed in United States Code, title 42, section 1320a—7b, subject to the exceptions listed in
Code of Federal Regulations, title 42, part 1001, section 952.

Statutory Authority: MS s 256B.04
History: /17 SR 2042; L 2005 ¢ 56 s 2

9505.0290 HOME HEALTH AGENCY SERVICES.

Subpart 1. Definition. For the purposes of this part, “home health agency services”
means a medically necessary health service provided by an agency qualified under subpart 2,
prescribed by a physician as part of a written plan of care, and provided under the direction of
a registered nurse to a recipient at his or her residence. For the purposes of this part, “resi-
dence” is a place other than a hospital or long—term care facility.

Subp. 2. Eligible providers. To be eligible for participation in the medical assistance
program as a home health agency, the provider must be certified to participate under title
XVIII of the Social Security Act under Code of Federal Regulations, title 42, sections
405.1201 to 405.1230.

Subp. 3. Eligible home health agency services. The following home health agency
services are eligible for medical assistance payment.

A. Nursing service as defined by Minnesota Statutes, section 148.171, subdivision
15.

B. Home health aide services provided under the direction of a registered nurse on
the order of a physician. For the purposes of this part, “home health aide” means an employee
of a home health agency who is not licensed to provide nursing services, but who has been
approved by the directing nurse to perform medically oriented tasks written in the plan of
care.
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C. Medical supplies and equipment ordered in writing by a physician or doctor of
podiatry.

D. Rehabilitative and therapeutic services under part 9505.0390, and including
respiratory therapy under part 9505.0295, subpart 2, item E.

Subp. 4. Payment limitation. To be eligible for medical assistance payment, a home
health agency service must be documented in the recipient’s health care record. The docu-
mentation shall include the date and nature of the service provided and the names of each
home health aide, if any, and the registered nurse. In addition, continuation of the service
must be reviewed and approved by the physician at least every 60 days.

Subp. 5. Excluded home health agency services. Homemaker services, social ser-
vices such as reading and recreational activities, and educational services are not eligible for
payment under the medical assistance program.

Statutory Authority: MS s 256B.04
History: 12 SR 624, 15 SR 2404; L 1999 ¢ 172 5 18

9505.0295 HOME HEALTH SERVICES.

Subpart 1. Definition. For the purposes of this part, “home health service” means a
medically necessary health service that is:

A. ordered by a physician; and

B. documented in a plan of care that is reviewed and revised as medically neces-
sary by the physician at least once every 60 days; and

C. provided to the recipient at his or her residence that is a place other than a hospi-
tal or long—term care facility except as in part 9505.0360, or unless the home health service in
an intermediate care facility is for an episode of acute illness and is not a required standard for
care, safety, and sanitation in an intermediate care facility under Code of Federal Regula-
tions, title 42, part 442, subpart F or G.

Subp. 2. Covered services. Home health services in items A to H are eligible for medi-

cal assistance payment:

A. nursing services under part 9505.0290;

B. private duty nursing services under part 9505.0360;

C. services of a home health aide under part 9505.0290;

D. personal care services under part 9505.0335;

E. respiratory therapy services ordered by a physician and provided by an em-
ployee of a home health agency who is a registered respiratory therapist or a certified respira-
tory therapist working under the direction of a registered respiratory therapist or a registered
nurse. For purposes of this item, “registered respiratory therapist” means an individual who
is registered as a respiratory therapist with the National Board for Respiratory Care; “certi-
fied respiratory therapist” means an individual who is certified as a respiratory therapist by
the National Board for Respiratory Care; and “respiratory therapy services” means services
defined by the National Board for Respiratory Care as within the scope of services of a respi-
ratory therapist;

F. rehabilitative and therapeutic services that are defined under part 9505.0390,
subpart 1;

G. medical supplies and equipment ordered in writing by a physician or doctor of
podiatry; and

H. oxygen ordered in writing by a physician.

Subp. 3. Payment limitation; general. Medical assistance payments for home health
services shall be limited according to items A to C.

A. Home health services to a recipient that began before and are continued without
increase on or after October 12, 1987, shall be exempt from the payment limitations of this
subpart.

B. Home health services to a recipient that begin or are increased in type, number,
or frequency on or after October 12, 1987, are eligible for medical assistance payment with-
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out a screening team’s determination of the recipient’s eligibility if the total payment for each
of two consecutive months of home health services does not exceed $1,200. The limitation of
$1,200 shall be adjusted annually on July 1 to reflect the annual percentage increase reported
in the most recent Consumer Price Index (Urban) for the Minneapolis—Saint Paul area new
series index (1967=100) as published by the Bureau of Labor Statistics, United States De-
partment of Labor. The Consumer Price Index (Urban) is incorporated by reference and is
available from the Minitex interlibrary loan system. It is subject to frequent change.

C. If the total payment for each of two consecutive months of home health services
exceeds $1200, a screening team shall determine the recipient’s eligibility for home health
services based on the case mix classification established under Minnesota Statutes, section
256B.431, subdivision 1, that is most appropriate to the recipient’s diagnosis, condition, and
plan of care.

(1) Home health services may be provided for a recipient determined by the
screening team to be eligible for placement in a residential program for persons with physical
disabilities operated under parts 9570.2000 to 9570.3600, if the total payment for a month of
home health services is less than the total monthly statewide average rate of the case mix clas-
sification most appropriate to the recipient if the recipient were placed in a residential pro-
gram for persons with physical disabilities.

(2) Home health services may be provided for a recipient determined by the
screening team to be eligible for placement in a long—term care facility other than a residen-
tial program for persons with physical disabilities operated under parts 9570.2000 to
9570.3600, if the total payment for a month of home health services is less than the total
monthly statewide average rate for the case mix classification most appropriate to the recipi-
ent,

(3) Home health services may be provided for a ventilator dependent recipi-
ent if the screening team determines the recipient’s health care needs can be provided in the
recipient’s residence and the cost of home health services is less than the projected monthly
cost of services provided by the least expensive hospital in the recipient’s local trade area that
is staffed and equipped to provide the recipient’s necessary care. The recipient’s physician in
consultation with the staff of the hospital shall determine whether the hospital is staffed and
equipped to provide the recipient’s necessary care. The hospital’s projected monthly cost
must be computed by multiplying the projected monthly charges that the hospital would bill
to medical assistance for services to the recipient by the hospital’s cost to charge ratio as de-
termined by a medical assistance settlement made under title XIX of the Social Security Act.

Subp. 4. Review of screening team determinations of eligibility. The commissioner
shall appoint a grievance committee comprised of persons familiar with the receipt or deliv-
ery of home health services. The committee shall have at least seven members, of whom a
majority must be qualified recipients. At the request of the commissioner or a recipient, the
committee shall review and advise the commissioner regarding the determination of the
screening team under subpart 3.

Subp. 5. Payment limitation; screening team. Medical assistance payment for
screening team services provided in subpart 3 is prohibited for a screening team that has a
common financial interest, with the provider of home health services or for a provider of a
personal care service listed in part 9505.0335, subparts 8 and 9, unless:

A. approval by the department is obtained before screening is done; or

B. the screening team and provider of personal care services are parts of a govern-
mental personnel administration system.

Statutory Authority: MS s 256B.04
History: /2 SR 624, 13 SR 1448; 15 SR 2404; L 2005 ¢ 56 s 2

9505.0297 HOSPICE CARE SERVICES.

Subpart 1. Applicability. Parts 9505.0297 and 9505.0446 must be read in conjunction
with United States Code, title 42, section 1396a, and Code of Federal Regulations, title 42,
part 418.

Subp. 2. Definitions. For purposes of this part and part 9505.0446, the following terms
have the meanings given them.
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A. “Business days” means every day except Saturday, Sunday, and legal holidays
in Minnesota.

B. “Cap amount” means the limit on overall hospice reimbursement provided by
part 9505.0446, subpart 4, and Code of Federal Regulations, title 42, sections 418.308 and
418.309, as amended through October 1, 1987.

C. “Employee” means an employee of the hospice or, if the hospice is a subdivi-
sion of an agency or organization, an employee of the agency or organization who is assigned
to the hospice unit. Employee also includes a volunteer under the supervision of the hospice.

D. “Home” means the recipient’s place of residence.

E. “Hospice” has the meaning given to hospice program in Minnesota Statutes,
section 144A .48, subdivision 1, clause (4).

F. “Hospice care” means the services provided by a hospice to a terminally ill re-
cipient under this part.

G. “Inpatient care” means the services provided by an inpatient facility to a recipi-
ent who has been admitted to a hospital, long—term care facility, or facility of a hospice that
provides care 24 hours a day.

H. “Inpatient facility” means a hospital, long—term care facility, or facility of a
hospice that provides care 24 hours a day.

I. “Interdisciplinary group” has the meaning given to interdisciplinary team in
Minnesota Statutes, section 144A.48, subdivision 1, clause (5).

J. “Palliative care™ has the meaning given in Minnesota Statutes, section 144A .48,
subdivision 1, clause (6).

K. “Representative” means a person who, because of the terminally ill recipient’s
mental or physical incapacity, may execute or revoke an election of hospice care on behalf of
the recipient under Minnesota law.

L. “Respite care” means short—term inpatient care provided to the recipient only
when necessary to relieve the family members or other persons caring for the recipient.

M. “Social worker” means a person who has at least a bachelor’s degree in social
work from a program accredited or approved by the Council of Social Work Education and
who complies with Minnesota Statutes, sections 148B.21 to 148B.289.

N. “Terminally ill” means that the recipient has a medical prognosis that life ex-
pectancy is six months or less.

Subp. 3. Provider eligibility. A provider of hospice services is eligible for medical as-
sistance payments if the provider is:

A. licensed or registered as a hospice under Minnesota Statutes, section 144A.48

or 144 A 49; and
B. certified as a provider of hospice services under Medicare, in accordance with
title X VIII of the Social Security Act, and Code of Federal Regulations, title 42, part 418.
Subp. 4. Recipient eligibility. To be eligible for medical assistance coverage of hospice
care, a recipient must be certified as being terminally ill in the manner required by subpart 5.

Subp. 5. Certification of terminal illness. Within two calendar days after hospice care
is initiated, the hospice must obtain written statements certifying that the recipient is termi-
nally ill, signed by:

A. the medical director of the hospice or the physician member of the hospice’s
interdisciplinary group; and
B. the recipient’s attending physician, if the recipient has one.

Within two calendar days after the recipient’s first 90 days of hospice care and within
two calendar days after the beginning of each subsequent 90—day period, the hospice must
obtain a written statement certifying that the recipient is terminally ill, signed by the medical
director of the hospice or the physician member of the hospice’s interdisciplinary group.

Subp. 6. Election of hospice care. A recipient who is eligible for hospice care under
subpart 4 and elects to receive hospice care, must submit an election statement to the hospice.
The statement must include:
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A. designation of the hospice that will provide care;

B. the recipient’s acknowledgment that the recipient fully understands that the
hospice provides palliative care rather than curative care with respect to the recipient’s termi-
nal illness;

C. the recipient’s acknowledgment that the services under subpart 9 are waived by
the election;

D. the effective date of the election, which must be no earlier than the date that the
election is signed; and

E. the recipient’s signature.

Subp. 7. Election by representative. A representative of the recipient may make the
election and sign and submit the election statement to the hospice for the recipient according
to subpart 6.

Subp. 8. Notification of the election. The hospice must mail or deliver a copy of the
election statement required by subpart 6 to the local agency of the recipient’s county of ser-
vice, as defined by part 9505.0015, subpart 27, within two business days after the date the
hospice receives the signed election statement.

Subp. 9. Waiver of other benefits. A recipient who elects hospice care under subpart 6
or for whom a representative elects hospice care under subpart 7 waives the right to medical
assistance payments during the recipient’s hospice stay for the following services:

A. Hospice care provided by a hospice other than the hospice designated by the
recipient or the recipient’s representative, unless the care is provided under arrangements
made by the designated hospice.

B. Health services related to treatment of the terminal illness for which hospice
care was elected or a condition related to the terminal illness, or services that are equivalent to
hospice care, except for services:

(1) provided by the designated hospice;

(2) provided by another hospice under arrangements made by the designated
hospice; and

(3) provided by the recipient’s attending physician if that physician is not
employed by the designated hospice or receiving compensation from the hospice for those
services.

C. Personal care services, under part 9505.0335.

Subp. 10. Duration of hospice services. A recipient may receive hospice care until the
recipient revokes the election under subpart 11 or no longer is eligible for hospice care under
subpart 4.

Subp. 11. Revoking the election. A recipient or the recipient’s representative may re-

voke the election of medical assistance coverage of hospice care at any time. To revoke the
election, the recipient or representative must submit a statement to the hospice that includes:

A. a signed statement that the recipient or representative revokes the recipient’s
election of medical assistance coverage of hospice care; and

B. the date that the revocation is to be effective, which must be no earlier than the
date on which the revocation is signed.

Subp. 12. Notification of revocation. The hospice must mail or deliver a copy of the
revocation statement submitted under subpart 11 to the local agency of the recipient’s county
of service, as defined by part 9505.0015, subpart 27, within two business days after the date
that the hospice receives the signed statement revoking the election.

Subp. 13. Effect of revocation. A recipient, upon revoking the election of medical as-
sistance coverage of hospice care under subpart 11:

A. is no longer covered under medical assistance for hospice care;

B. resumes medical assistance coverage of the benefits waived under subpart 9;
and

C. may elect to receive medical assistance coverage of hospice care at a later time,
if eligible under this part at that time.
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Subp. 14. Change of hospice. A recipient or the recipient’s representative may change
the designation of the hospice from which the recipient will receive hospice care. The change
of the designated hospice is not a revocation of the election of medical assistance coverage of
hospice care. To change the designation of the hospice, the recipient or the recipient’s repre-
sentative must submit both to the hospice where care has been received and to the newly des-
ignated hospice a signed statement that includes the following information:

A. the name of the hospice where the recipient has received care and the name of
the hospice from which the recipient plans to receive care; and
B. the date the change is to be effective.
Subp. 15. Requirements for medical assistance payment. To be eligible for medical
assistance coverage, hospice care must be:

A. reasonable and necessary for the palliation or management of the terminal ill-
ness and conditions related to the terminal illness;

B. in compliance with Minnesota Statutes, sections 144A.43 to 144A.49, and with
the rules adopted under Minnesota Statutes, section 144A.48; and

C. consistent with the recipient’s plan of care, established by the hospice.

Subp. 16. Covered services. As required by the recipient’s plan of care, the services
listed in items A to D must be provided directly by hospice employees, except that the hos-
pice may contract for these services under the circumstances provided for in Code of Federal
Regulations, title 42, section 418.80. As required by the recipient’s plan of care, the services
listed in items E to I must be provided directly or be made available by the hospice.

A. Nursing services provided by or under the supervision of a registered nurse.

B. Medical social services provided by a social worker under the direction of a
physician.

C. Services performed by a physician, dentist, optometrist, or chiropractor.

D. Counseling services provided to the terminally ill recipient and the family
members or other persons caring for the recipient at the recipient’s home. Counseling, in-
cluding dietary counseling, may be provided both to train the recipient’s family or other care-
giver to provide care, and to help the recipient and those caring for the recipient adjust to the
recipient’s approaching death.

E. Inpatient care, including procedures necessary for pain control or acute or
chronic symptom management provided in a Medicare or medical assistance certified hospi-
tal, skilled nursing facility, or hospice unit that provides inpatient care. Inpatient care must
conform to the written plan of care. A hospice that provides inpatient care must meet the stan-
dards in Code of Federal Regulations, title 42, sections 418.100(a) and (f), as amended
through October 1, 1987.

F. Inpatient care, as a means of providing respite for the recipient’s family or other
persons caring for the recipient at home, provided in a Medicare or medical assistance certi-
fied hospital, skilled nursing facility, or hospice unit that provides inpatient care, or in a med-
ical assistance certified intermediate care facility, subject to subpart 18.

G. Medical equipment and supplies, including drugs. Only drugs approved by the
commissioner under part 9505.0340, subpart 3, item A, and used primarily to relieve pain
and control symptoms of the recipient’s terminal illness are covered. Medical equipment in-
cludes durable medical equipment as well as other self-help and personal comfort items re-
lated to the palliation or management of the recipient’s terminal illness. Medical equipment
must be provided by the hospice for use in the recipient’s home while the recipient is under
hospice care. Medical supplies include those specified in the written plan of care.

H. Home health aide services and homemaker services. Home health aides may
provide personal care services as described in part 9505.0335, subparts 8 and 9. Home health
aides and homemakers may perform household services to maintain a safe and sanitary envi-
ronment in areas of the home used by the recipient, such as changing the recipient’s bed lin-
ens or light cleaning and laundering essential to the comfort and cleanliness of the recipient.
Home health aide services must be provided under the supervision of a registered nurse.

1. Physical therapy, occupational therapy, and speech—language pathology ser-
vices provided to control symptoms or to enable the recipient to maintain activities of daily
living and basic functional skills.
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Subp. 17. Services provided during a crisis. A hospice may provide nursing services,
including homemaker or home health aide services, to a recipient on a continuous basis for as
much as 24 hours a day during a crisis as necessary to maintain a recipient at home. More than
half of the care during the crisis must be nursing care provided by a registered nurse or li-
censed practical nurse. A crisis is a period in which the recipient requires continuous care for
palliation or management of acute medical symptoms.

Subp. 18. Respite care. A hospice may provide respite care to a recipient only on an
occasional basis and may not be paid for more than five consecutive days of respite care at a
time. A hospice shall not provide respite care to a recipient who resides in a long—term care
facility.

Subp. 19. Bereavement counseling. Bereavement counseling services must be made
available by the hospice to the recipient’s family until one year after the recipient’s death. For
purposes of this subpart, family includes persons related to the recipient or those considered
by the recipient to be family because of their close association.

Subp. 20. Medical assistance payment for hospice care. Medical assistance shall be
paid to a hospice for covered services according to part 9505.0446.

Statutory Authority: MS s 256B.02
History: /3 SR 1861; L 1997 ¢ 193 s 47

9505.0300 INPATIENT HOSPITAL SERVICES.

Subpart 1. Definition. “Inpatient hospital service” means a health service provided to a
recipient who is an inpatient.

Subp. 2. Eligibility for participation in medical assistance program; general. To be
eligible for participation in the medical assistance program, a hospital must meet the condi-
tions of items A to C.

A. Be qualified to participate in Medicare, except as in subpart 4.

B. Have in effect a utilization review plan applicable to all recipients. The plan
must meet the requirements of the Code of Federal Regulations, title 42, section 405.1035
and part 456, unless a waiver has been granted by the secretary of the United States Depart-
ment of Health and Human Services. The hospital’s utilization review plans must ensure a
timely review of the medical necessity of admissions, extended duration stay, and health ser-
vices rendered.

C. Comply with the requirements of the Code of Federal Regulations, title 42, con-
cerning informed consent for a voluntary sterilization procedure under section 441.257 and
for a hysterectomy, under section 441.255, and for the documentation for abortion, under
sections 441.205 and 441.206.

Subp. 3. Payment limitation. Payment for inpatient hospital services to a recipient
shall be made according to parts 9500.1090 to 9500.1155. Inpatient hospital services that are
medically necessary for treatment of the recipient’s condition are not eligible for a separate
payment but are included within the payment rate established under parts 9500.1090 to
9500.1155. An example of a medically necessary service is a private room that the recipient’s
physician certifies as medically necessary.

Subp. 4. Eligibility for participation in medical assistance; emergency. A hospital
service provided to a recipient in an emergency is eligible for medical assistance payment
regardless of whether the hospital providing the service is qualified to participate in Medi-
care. Urgent care services do not qualify for medical assistance payment under this subpart.
For the purposes of this subpart, “urgent care” means acute, episodic care similar to services
provided in a physician directed clinic.

Subp. 5. Excluded services. Inpatient hospital admission and services are not eligible
for payment under the medical assistance program if they are not medically necessary under
parts 9505.0500 to 9505.0540; if they are for alcohol detoxification that is not medically nec-
essary to treat an emergency; if they are denied a required prior authorization; or if they are
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surgical procedures requiring a second surgical opinion that has failed to be approved by a
second or third surgical opinion.

Statutory Authority: MS s 256B.04 subds 4,12
History: 12 SR 624

9505.0305 LLABORATORY AND X-RAY SERVICES.

Subpart 1. Definition. “Laboratory and X-ray service” means a professional or techni-
cal health related laboratory or radiological service directly related to the diagnosis and treat-
ment of a recipient’s health status.

Subp. 2. Covered service. To be eligible for medical assistance payment, an indepen-
dent laboratory or x—ray service must be ordered by a provider and must be provided in an
office or facility other than a clinic, hospital, or hospital outpatient facility as defined in part
9505.0330, subpart 1. Only laboratory services certified by Medicare are eligible for medical
assistance payment.

Subp. 3. Eligible provider. To be eligible for participation as a provider of independent
laboratory service, a vendor must be certified according to Code of Federal Regulations, title
42, sections 405.1310 to 405.1317. To be eligible for participation as a provider of x—ray ser-
vice, a vendor must be in compliance with Code of Federal Regulations, title 42, sections
405.1411 to 405.1416.

Subp. 4. Payment limitation. A claim for medical assistance payment of an indepen-
dent laboratory or x—ray service must be submitted to the department by the provider who
performs the service. The payment must be made to the provider who performed the service.
The payment must not exceed the amount established by Medicare for the service.

Statutory Authority: MS s 256B.04 subds 4,12
History: 12 SR 624

9505.0310 MEDICAL SUPPLIES AND EQUIPMENT.

Subpart 1. Conditions for payment. To be eligible for payment under the medical as-
sistance program, medical supplies and equipment must meet the conditions in items A to C.

A. A purchase of nondurable medical supplies not requiring prior authorization
must not exceed an amount necessary to provide a one month supply.

B. The cost of a repair to durable medical equipment that is rented or purchased by
the medical assistance program under a warranty is not eligible for medical assistance pay-
ment if the repair is covered by the warranty.

C. In the case of rental equipment, the sum of rental payments during the projected
period of the recipient’s use must not exceed the purchase price allowed by medical assis-
tance unless the sum of the projected rental payments in excess of the purchase price receives
prior authorization. All rental payments must apply to purchase of the equipment.

Subp. 2. Payment limitation on durable medical equipment in hospitals and long—
term care facilities. Durable medical equipment is subject to the payment limitations in
items A and C.

A. A provider who furnishes durable medical equipment for a recipient who is a
resident of a hospital or long—term care facility may submit a separate claim for medical as-
sistance payment if the equipment has been modified for the recipient or the item is necessary
for the continuous care and exclusive use of the recipient to meet the recipient’s unusual med-
ical need according to the written order of a physician.

For purposes of this item, “‘modified” refers to the addition of an item to a piece of dura-
ble medical equipment that cannot be removed without damaging the equipment or refers to
the addition of an item to a piece of durable medical equipment that permanently alters the
equipment. Equipment purchased through medical assistance on a separate claim for pay-
ment becomes the property of the recipient.

Payment for durable medical equipment that is not for the continuous care and exclu-
sive use of the recipient is included within the payment rate made to the hospital under parts
9500.1090 to 9500.1155 and to the long—term care facility under part 9549.0060.
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B. In addition to the types of equipment and supplies specified in part 9549.0040,
subpart 5, item U, the following durable medical equipment, prosthetics, and medical sup-
plies are considered to be included in the payment to a hospital or long~term care facility and
are not eligible for medical assistance payment on a separate claim for payment.

(1) Equipment of the type required under parts 4655.0090 to 4655.9900.

(2) Equipment used by individual recipients that is reusable and expected to
be necessary for the health care needs of persons expected to receive health services in the
hospital or long~term care facility. Examples include heat, light, and cold application de-
vices; straight catheters; walkers, wheelchairs not specified under item A, and other ambula-
tory aids; patient lifts; transfer devices; weighing scales; monitoring equipment, including
glucose monitors; trapezes.

(3) Equipment customarily used for treatment and prevention of skin pres-
sure areas and decubiti. Examples are alternating pressure mattresses, and foam or gel cush-
ions and pads.

(4) Emergency oxygen.

(5) Beds suitable for recipients having medically necessary positioning re-
quirements.

C. Any medical equipment encompassed within the definition of depreciable
equipment as defined in part 9549.0020, subpart 17, is not eligible for medical assistance
payment on a separate claim for payment under parts 9505.0170 to 9505.0475.

Subp. 3. Payment limitation; prior authorization. Prior authorization is a condition
of medical assistance payment for the medical supplies and equipment in items A to C:

A. a nondurable medical supply that costs more than the performance agreement
limit;

B. durable medical equipment, prostheses, and orthoses if the cost of their pur-
chase, projected cumulative rental for the period of the recipient’s expected use, or repairs
exceeds the performance agreement limit; and

C. maintenance of durable medical equipment.

For purposes of this subpart, “maintenance” means a service made at routine intervals
based on hours of use or calendar days to ensure that equipment is in proper working order.
“Repair’” means service to restore equipment to proper working order after the equipment’s
damage, malfunction, or cessation of function.

Subp. 4. Excluded medical supplies and equipment. The medical supplies and equip-
ment in items A to F are not eligible for medical assistance payments:

A. medical supplies and equipment that are not covered under Medicare except for

raised toilet seats; bathtub chairs and seats; bath lifts; prosthetic communication devices; and
any item that meets the criteria in part 9505.0210;

B. routine, periodic maintenance on medical equipment owned by a long—term
care facility or hospital when the cost of maintenance is billed to medical assistance on a sep-
arate claim for payment;

C. durable medical equipment that will serve the same purpose as equipment al-
ready in use by the recipient;

D. medical supplies or equipment requiring prior authorization when the prior au-
thorization is not obtained;

E. dental hygiene supplies and equipment; and

F. stock orthopedic shoes as defined in part 9505.0350, subpart 6, item A.

Statutory Authority: MS s 256B.04 subds 4,12

History: /2 SR 624

9505.0315 MEDICAL TRANSPORTATION.
Subpart |. Definitions. For purposes of this part, the following terms have the mean-
ings given them.
A. “Ancillary services” means health services, incident to ambulance services,

that may be medically necessary on an individual basis, but are not routinely used, and are not
included in the base rate for ambulance service.
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B. “Common carrier transportation” means the transport of a recipient by a bus,
taxicab, or other commercial carrier or by private automobile.

C. “Ambulance service” means the transport of a recipient whose medical condi-
tion or diagnosis requires medically necessary services before and during transport.

D. “Medical transportation” means the transport of a recipient for the purpose of
obtaining a covered service or transporting the recipient after the service is provided. The
types of medical transportation are common carrier, life support, and special transportation.

E. “No load transportation” refers to medical transportation that does not involve
transporting a recipient.

F. “Special transportation” means the transport of a recipient who, because of a
physical or mental impairment, is unable to use a common carrier and does not require ambu-
lance service.

For the purposes of item F, “physical or mental impairment” means a physiological dis-
order, physical condition, or mental disorder that prohibits access to or safe use of common
carrier transportation.

Subp. 2. Payment limitations; general. To be eligible for medical assistance payment,
medical transportation must be to or from the site of a covered service to a recipient. Exam-
ples of covered services are the services specified in parts 9505.0170 to 9505.0475 and ser-
vices provided by a rehabilitation facility or a training and habilitation center.

Subp. 3. Payment limitations; transportation between providers of covered ser-
vices. Medical transportation of a recipient between providers of covered services is eligible
for medical assistance payment as specified in items A to C.

A. Except for an emergency, transportation between two long—term care facilities
must be medically necessary because the health service required by the recipient’s plan of
care is not available at the long—term care facility where the recipient resides.

B. Transportation between two hospitals must be to obtain a medically necessary
service that is not available at the hospital where the recipient was when the medical neces-
sity was diagnosed.

C. Claims for payment for transportation between two long—term care facilities or
between two hospitals must be documented by a statement signed by a member of the nursing
staff at the originating facility that the medically necessary health service is part of the recipi-
ent’s plan of care and is not available at the originating facility.

Subp. 4. Payment limitation; transportation of deceased person. Payment for trans-
portation of a deceased person is limited to the circumstances in items A to C.

A. If a recipient is pronounced dead by a legally authorized person after medical
transportation is called but before it arrives, service to the point of pickup is eligible for pay-
ment.

B. If medical transportation is provided to a recipient who is pronounced dead en
route or dead on arrival by a legally authorized person, the medical transportation is eligible
for payment.

C. If a recipient is pronounced dead by a legally authorized person before medical
transportation is called, medical transportation is not eligible for payment.

Subp. 5. Excluded costs related to transportation; general. The costs of items A to F
are not eligible for payment as medical transportation:

A. transportation of a recipient to a hospital or other site of health services for
detention that is ordered by a court or law enforcement agency except when ambulance ser-
vice is a medical necessity;

B. transportation of a recipient to a facility for alcohol detoxification that is not a
medical necessity;

C. no load transportation except as in subpart 6, item E;

D. additional charges for luggage, stair carry of the recipient, and other airport,
bus, or railroad terminal services;

E. airport surcharge; and

F. federal or state excise or sales taxes on air ambulance service.
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Subp. 6. Payment limitations; ambulance service. To be eligible for the medical as-
ststance payment rate as an ambulance service, the service must comply with the conditions
initems A to E.

A. The provider must be licensed under Minnesota Statutes, sections 144E.10 and
144E.16 as an advanced life support, basic life support, or scheduled ambulance service.

B. The provider must identify the level of medically necessary services provided
to the recipient in the claim for payment.

C. The medical necessity of the ambulance service for a recipient must be docu-
mented by the state report required under Minnesota Statutes, section 144E.17.

D. The recipient’s transportation must be in response to a 911 emergency call, a
police or fire department call, or an emergency call received by the provider. Except as in
item E, an ambulance service that responds to an emergency call but does not transport a re-
cipient as a result of the call is not eligible for medical assistance payment.

E. An ambulance that responds to a medical emergency is eligible for payment for
no load transportation only if the ambulance provided medically necessary treatment to the
recipient at the pickup point of the recipient. The payment is limited to charges for trans-
portation to the point of pickup and for ancillary services.

Subp. 7. Payment limitation; special transportation. To be eligible for medical assis-
tance payment, a provider of special transportation, except as specified in Minnesota Stat-
utes, section 174.30, must be certified by the Department of Transportation under Minnesota
Statutes, sections 174.29 to 174.30. Payment eligibility of special transportation is subject to
the limitations in items A to D.

A. The special transportation is provided to a recipient who has been determined
eligible for special transportation by the local agency on the basis of a certification of need by
the recipient’s attending physician.

B. Special transportation to reach a health service destination outside of the recipi-
ent’s local trade area is ordered by the recipient’s attending physician and the local agency
has approved the service.

C. The cost of special transportation of a recipient who participates in a training
and habilitation program is not eligible for reimbursement on a separate claim for payment if
transportation expenses are included in the per diem payment to the intermediate care facility
for the developmentally disabled or if the transportation rate has been established under parts
9525.1200 to 9525.1330.

D. One way mileage for special transportation within the recipient’s local trade
area must not exceed 20 miles for a trip originating in the seven county metropolitan area or
40 miles for a trip originating outside of the seven county metropolitan area if a similar health
service is available within the mileage limitation. The seven county metropolitan area con-
sists of the counties of Anoka, Carver, Dakota, Hennepin, Ramsey, Scott, and Washington.

Subp. 8. Payment limitation; common carrier transportation. To be eligible for
medical assistance payment, the claim for payment of common carrier transportation must
state the date of service, the origin and destination of the transportation, and the charge.
Claims for payment must be submitted to the local agency.

Subp. 9. Payment limitation; air ambulance. Transportation by air ambulance shall
be eligible for medical assistance payment if the recipient has a life threatening condition that
does not permit the recipient to use another form of transportation.

Statutory Authority: MS s 256B.04 subds 4,12

History: /2 SR 624, L 1987 ¢ 2095 39; L 1988 ¢ 689 art 2 5 268; L 1997 ¢ 199 s
14; L2005 c 56 s 2
9505.0320 NURSE MIDWIFE SERVICES.

Subpart 1. Definitions. For the purposes of this part, the following terms have the
meanings given them.

A. “Maternity period” means the interval comprised of a woman'’s pregnancy, la-
bor, and delivery and up to 60 days after delivery.
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B. “Nurse midwife” means a registered nurse who is certified as a nurse midwife
by the American College of Nurse Midwives.
C. “Nurse midwife service” means a health service provided by a nurse midwife
for the care of the mother and newborn throughout the maternity period.
Subp. 2. Payment limitation. Medical assistance payment for nurse midwife service is
limited to services necessary to provide the care of the mother and newborn throughout the
maternity period and provided within the scope of practice of the nurse midwife.

Statutory Authority: MS s 256B.04 subds 4,12
History: /2 SR 624

9505.0322 MENTAL HEALTH CASE MANAGEMENT SERVICES.

Subpart 1. Definitions. The terms used in this part have the meanings given them in
items A to G and in part 9505.0323, subpart 1.

A. “Clinical supervision” has the meaning given in Minnesota Statutes, section
245.462, subdivision 4a, for case management services to an adult, or section 245.4871, sub-
division 7, for case management services to a child.

B. “Face-to—face” means the recipient is physically present with the case manag-
er.

C. “Mental health case management service” or “case management service”
means a service that assists a person eligible for medical assistance in gaining access to need-
ed medical, social, educational, and other services necessary to meet the person’s mental
health needs and that coordinates and monitors the delivery of these needed services.

D. For purposes of this part, “recipient” means a person who has been determined
by the local agency to be eligible for the medical assistance program, who has a serious and
persistent mental illness or severe emotional disturbance as determined by a diagnostic as-
sessment, and who has been determined eligible for case management services by the local
agency.

E. “Serious and persistent mental illness” means the condition of an adult as speci-
fied in Minnesota Statutes, section 245.462, subdivision 20, paragraph (c).

F. “Severe emotional disturbance” means the condition of a child as specified in
Minnesota Statutes, section 245.4871, subdivision 6.

G. “Updating” or “updated” has the meaning given in Minnesota Statutes, section
245.467, subdivision 2, for an adult, or section 245.4876, subdivision 2, for a child.

Subp. 2. Determination of eligibility to receive case management services. The lo-
cal agency must determine whether a person is eligible for case management services. The
determination must be based on a diagnostic assessment of the person as a person with a seri-
ous and persistent mental illness or a severe emotional disturbance or on a determination ac-
cording to subpart 4.

Subp. 3. Required contents of a diagnostic assessment. To be eligible for medical
assistance payment, the diagnostic assessment required for a determination of a recipient’s
eligibility to receive mental health case management services must comply with the require-
ments of part 9505.0323, subpart 4. Additionally, the diagnostic assessment must identify the
needs that must be addressed in the recipient’s individual treatment plan if the recipient is
determined to have a serious and persistent mental illness or a severe emotional disturbance.

Subp. 4. Eligibility if person does not have a current diagnostic assessment. Medi-
cal assistance payment is available for case management services provided to a medical as-
sistance eligible person who does not have a current diagnostic assessment if all of the fol-
lowing criteria are met:

A. the person requests or is referred for and accepts case management services;
B. the diagnostic assessment is refused at the time of the person’s referral or re-
quest for case management services by:
(1) an adult for reasons related to the adult’s mental illness;

(2) a child for reasons related to the child’s emotional disturbance who meets
a criterion specified in part 9505.0323, subpart 20; or
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(3) the parent of a child;
C. the case manager determines that the person is eligible for case management
services; and

D. the person obtains a new or updated diagnostic assessment within four months
of the day the person first receives case management services.

Subp. 5. Determination of recipient’s continued eligibility for case management
services. A recipient’s continued eligibility for case management services under this part
and parts 9520.0900 to 9520.0926 must be determined every 36 months by the local agency.
The determination of whether the recipient continues to have a diagnosis of serious and per-
sistent mental illness or severe emotional disturbance must be based on updating the recipi-
ent’s diagnostic assessment or on the results of conducting a complete diagnostic assessment
because the recipient’s mental health status or behavior has changed markedly. Unless a re-
cipient’s mental health status or behavior has changed markedly since the recipient’s most
recent diagnostic assessment, only updating is necessary. If the recipient’s mental health sta-
tus or behavior has changed markedly, a new diagnostic assessment must be completed.

Subp. 6. Eligible provider of case management services. A local agency, or an entity
under contract to a local agency to provide case management services, is eligible to enroll as a
provide