MEDICAL ASSISTANCE FOR :NEEDY PERSONS

MINNESOTA STATUTES 2002

902

CHAPTER 256B

MEDICAL ASSISTANCE FOR NEEDY PERSONS

256B.01
256B.011
256B.02
256B.03
256B.031
256B.035
256B.037
256B.038

256B.039

256B.04
256B.041

256B.042
.256B.05

256B.055
256B.056
. 256B.057

256B.0575
256B.058
256B.059
256B.0595
256B.06
256B.061
256B.0621
256B.0623
256B.0624

256B.0625
256B.0626

256B.0627
256B.0628

256B.0629

256B.063
256B.0635

256B.0637

256B.064

256B.0641
256B.0642
256B.0643

256B.0644
256B.0645

256B.065
256B.071
256B.08
256B.09
256B.0911
256B.0913
256B.0914

256B.0915

256B.0916

Policy.

Policy for childbirth and abortion funding.
Definitions.

Payments to vendors.

Prepaid health plans.

Managed care.

Prospective payment of dental services.
Provider rate increases after June 30,

1999.

Reporting of supplemental nursing
services agency use.

Duties of state agency.

Centralized disbursement of medical
assistance payments.

Third party liability.

Administration by county agencies.
Eligibility categories.

Eligibility; residency; resources; income.
Eligibility; income and asset limitations for
special categories.

Availability of.income for institutionalized
persons.

Treatment of income of institutionalized
spouse.

Treatment of assets when a spouse is
institutionalized.

Prohibitions on transfer; exceptions.
Eligibility; migrant workers; citizenship.

- Eligibility; retroactive effect; restrictions.

Covered services: targeted case
management services.

Covered service: adult rehabilitative
mental health services.

Covered service: adult mental health crisis
response services..

Covered services.

Estimation of 50th percentile of prevailing
charges.

Covered service; home care services.
Prior authorization and review of home
care services..

Advisory committee on organ and tissue
transplants.

Cost sharing.

Continued eligibility in special
circumstances.

Presumptive eligibility for certain persons
needing treatment for breast or cervical
cancer.

Sanctions; mdnetary recovery.

Recovery of overpayments.

Federal financial participation.

Vendor request for contested case
proceeding.

Participation required for reimbursement
under other state health care programs.
Provider payments; retroactive changes in
eligibility.

Social security amendments.

Medicare maximization program.
Application.

Investigations.

Long-term care consultation services.
Alternative care program.

Conlflicts of interest related to Medicaid
expenditures.

Medicaid waiver for home and
community-based services for the elderly.
Expansion of home and community-based
services; management and allocation |
responsibilities.

256B.0917. . Seniors” Agenda for Independent Living
‘(SAIL) projects for a new long-term care ’
: strategy.
256B.0919  Adult foster care and family adult day
. care.
256B.092  Case management of persons with mental
retardation or related conditions.
256B.0924 Targeted case management services for
vulnerable adults and persons with
developmental disabilities.
256B.0926 Admission review team for admissions to
: intermediate care facilities for persons
with mental retardation or related"
conditions.
256B.0928 Statewide caregiver support and respite
care project.
256B.093  Services for persons with traumatic brain
injuries.
256B.094  Child welfare targeted case management
“services.
256B.0945 Residential services for children with
severe emotional disturbance.

. QUALITY ASSURANCE

256B.095  Quality assurance project established.

256B.0951 Quality assurance commission.

256B.0952 County duties; quality assurance teams.

256B.0953 Quality assurance process.

256B.0954 Certain persons defined as mandated
reporters.

256B.0955 Duties of the commissioner of human
services.

256B.12 Legal representation.

256B.121  Treble damages.

256B.13 Subpoenas.

256B.14  Relative’s responsibility.

256B.15  Claims against estates.

256B.17 Transfers of property.

256B.18  Methods of administration.

256B.19 Division of cost.

256B.195  Additional intergovernmental transfers;
hospital payments.

256B.20 County appropriations.

256B.21 Change of residence.

256B.22 Compliance with Social Security Act.

256B.23 Use of federal funds.

256B.24 Prohibitions.

256B.25 Payments to certified facilities.

256B.26 Agreements with other state departments.

256B.27 Medical assistance; cost reports.

256B.30  Health care facility report.

256B.31 Continued hospital care for long-term
polio patient.

256B.32 Facility fee for outpatient hospital
emergency room and clinic visits.

256B.35 Personal allowance, persons in skilled
nursing homes or intermediate care
facilities.

256B.36  Personal allowance for certain recipients’
of medical assistance.

256B.37  Private insurance policies, causes of

) action, )

256B.39  Avoidance of duplicate payments.

256B.40 Subsidy for abortions prohibited.

NURSING FACILITY RATES

256B.41 Intent.
256B.411  Compliance with state statutes.
256B.421  Definitions.

256B.431  Rate determination.

256B.432  Long-term care facilities; central,
affiliated, or corporate office costs.
256B.433  Ancillary services.

Copyright © 2002 Revisor of Statutes, State of Minnesota. All Rights Reserved.



MINNESOTA STATUTES 2002

903 ' : MEDICAL ASSISTANCE FOR NEEDY PERSONS  256B.02
256B.434  Contractual alternative payment - . DENTAL ACCESS GRANTS
demonstration project for nursing homes. ’ 256B.53 Dental access. .
. : 5 grants.
256B‘.4.35‘- Nursing facility reimbursement system o 256B.55 Dental access advisory committee.

R effective July 1, 2001.
256B.436  Voluntary closures; planning. B
256B.437  Nursing facility voluntary closures;
- planning and development of community- . . :
based alternatives. .
256B.438  Implementation of a case mix system for
" nursing facilities based on the minimium

256B.64 ‘Attendants to Venulator-dependent

: recipients.
256B.69 . Prepayment demonstration project.
256B.691 _ Risk-based transportation payments.
256B.692  County-based purchasing.’ .
256B.693  State-operated services; managed care. .
256B.70 Demonstration project waiver,

. - data set. .
256B.439  Long-term care qUallty Proflles . ZEBT1 3:;:2;?3_ z:ilttl}clnrlnamlenance organization

256B.47  Nonallowable costs; notice of increases to T ”
' ‘private paying resxdems allocation of ’ “.56B'7" Right of appeal.

, . . costs. DEMONSTRATION PROJECT FOR UNINSURED
256B.48 - Conditions for parncnpanon " LOW-INCOME PERSONS
256B.49  Chronically ill children and-disabled - 256B.73  Demonstration project for uninsured low-

persons; home and community-based . : . income persons.
waiver study and a l\camm ,

256B.491  Waivered sernces i - o SPECIAL PAYMENTS
256B.495  Nursing facility receivership feés. - .-.- . . | 256B.74  Special payments.
256B.50  Appeals. g 256B.75 Hospital outpatient reimbursement.,
256B.501  Rates for commumtv based services for 256B.76.  Physician and dental reimbursement.

*+ persons with mental retardation or.related - 256B.761  Reimbursement for.mental health services.

) conditions. 256B.765  Provider rate increases. .
256B.5011 ICF/MR reimbursement system effective - . . 256B.77 Coordinated service dellvery system for
N October 1. 2000. ’ people with disabilities.

256B.5012 ICF/MR payment system implementation. : . 256B.78  Medical assistance demonstration project
256B.5013 Payment rate adjustments. _ .  for family planning services.
256B.5014 * Financial reporting. ’ 256B.81 Mental health provider appeal process.
256B.5015 Pass-through of training and hablhtatlon . 256B.82 Prepaid plans and mental health

. services costs, . . . rehabilitative services.
256B.502  Rules. ' I ' 256B.83  Maintenance of effort for certam mental
256B.503  Rulés. B o o health services. '
256B.51 . Nursing homes; cost of home care. O 1. 256B.84 American Indian contracting provisions.

256B.01 POLICY.

Medical assistance for needy persons whose resources are not adequate to meet
the cost of such care is hereby declared to be a matter of state concern. To provide
such care, a statewide program of medical a551stance w1th free choice of vendor is
hereby established. : -

History: Fx1967 ¢ 16 s 1

256B.011 POLICY FOR CHILDBIRTH AND ABORTION FUNDING.

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

History: 1978 ¢ 508 s 1

2565.02 DEFINITIONS.

Subdivision 1. [Repealed, 1987 ¢ 363 s 14]

Subd. 2. [Repealed, 1987 c 363 s 14]

Subd. 3. [Repealed, 1987 ¢ 363 s 14]

Subd. 4. “Medical institution” means any licensed medical facility that receives a
license from the Minnesota: health departinent or department of human services or
appropriate licensing authorlty of this state, any other state, or a Canadian province.

Subd. 5. “State agency” means the commissioner of human services.

Subd. 6. “County agency” means a local social service agency operatlng under and
pursuant to the provisions of chapter 393.

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

(b) “Vendor of medical care” also includes any person who is credentialed -as a
health professional under standards set by the governing body of a federally recognized
Indian tribé authorized under an agreement w1th the federal government dccording to
United States Code, title 25, section 450f, to provide health services to its members,
and who through a tribal fac111ty provides covered services to American Indian people
within ‘a contract. health service delivery area of a Minriesota reservation, as defined
under Code of Federal Regulations, title 42, section 36.22.

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

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

Subd. 8a. [Renumbered 256B.0625, subdivision 1]

Subd. 8b. [Renumbered 256B.0625, subd 2] -

- Subd. 8c. [Renumbered 256B.0625, subd 3]-

Subd. 8d. [Renumbered 256B.0625, subd 4]

Subd. 8e. [Renumbered 256B.0625, subd 5]

Subd. 8f. [Renumbered 256B.0625, subd 6]

Subd. 8g. [Renumbered 256B.0625, subd 7]

Subd. 8h. [Renumbered 256B.0625, subd 8]

Subd. 8i. [Renumbered 256B.0625, subd 9]

Subd. 8j. [Renumbered 256B.0625, subd 10]

Subd. 8k. [Renumbered 256B.0625, subd 11]

Subd. 81. [Renumbered 256B.0625, subd 12] _

- Subd. 8m. [Renumbered 256B.0625, subd 13]- - . .-
Subd: 8ri. [Renumbered 256B.0625, subd 14] '
Subd. 8o. [Renumbered 256B.0625, subd 15]

" Subd. 8p. [Reriumbered 256B.0625, subd 16]

Subd. 8q. [Renumbered 256B.0625, subd 17]

Subd. 8r. [Renumbered 256B.0625, subd 18]

_ Subd. 8s. [Renumbered 256B.0625, subd 19]

_ Subd. 8t. [Renumbered 256B.0625, subd 20]

Subd. 8u. [Renumbered 256B.0625, subd 21]}
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Subd. 8v. [Renumbered 256B.0625, subd 22]

- Subd. 8w. [Renumbered 256B.0625, subd 23] -
“ Subd. 8x. [Rentmbered 256B.0625, subd 24]
Subd. 8y. [Renumbered 256B.0625, subd 25]

Subd. 9. “Private health care coverage” means any plan regulated by chapter 62A,
62C or. 64B. Private. health care coverage also includes any" self—msurance plan
prov1d1ng health care benefits. :

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

Subd. 11. “Related “condition” means that condmon deflned in section 252.27,
subd1v151on la.

Subd. 12. “Third party payer means .a person entity, or agency or government’
program that has a probable obligation to pay all or part of the costs of a medical
assistance recipient’s health services.

Subd. 13. Prepaid health plan. “Prepaid health plan” means a vendor who receives
a capltatlon payment and assumes financial risk for the provision of medlcal assistance
services under a contract with the commissioner.

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

Subd. 15. Cost-effective. “Cost-effective” means that the amount pa1d by the state
for premiums, coinsurance, deductibles, other cost-sharing obligations under -a health
insurance plan, and other administrative costs is likely to be.less than the amount paid
for an equivalent set of services paid by medical assistance.

History: Ex1967 ¢ 16 5 2; 1969 ¢ 395 s 1; 1973 ¢ 717 s 17,1975 ¢ 247 5 9; 1975 ¢ ?84
s1;1975c 437 art 25 3; 1976 c 173556, 1976 ¢ 236 s 1; 1976 ¢ 3125 1; 1978 ¢ 508 s 2;
1978 ¢ 560 s 10; 1981 ¢ 360 art 2 s 26,54; 1Sp1981 ¢ 2 s 12; 1Sp1981 ¢ 4 art 45 22; ~ ?
3Sp1981 c-2 art I's 31; 1982 ¢ 562 5 2; 1983 ¢ 151 s 1,2; 1983 ¢ 312-art 15 27; art'5 5-10;
art 9 s 4; 1984 ¢ 654 art 55 38; 1985 ¢ 21 s 52-54; 1985 ¢ 49-s 41; 1985 ¢ 252 s 19,20;
1Sp1985 ¢ 35 19; 1986 ¢ 394 5 17; 1986 ¢ 444, 1987 ¢ 370 art 1 s 3; art 25'4; 1987 ¢ 374 s

1; 1987 ¢ 309 5 24; 1987 c 403 art 2 s 73,74 art 55 16; 1988 ¢ 689 art 2 s 141,268; 1992 ¢ -

464 art*1 s 55 1992 ¢ 513 art 7 s 3]32 1994 ¢ 6315 31 2002 c 275 s 2

256B.03 PAYMENTS TO VEN DORS

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

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

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

(c) For purposes of this subdivision, “Indian tribe” means a tribe band, or nation,
or other organized group or community of Indians that is recogmzed as eligible for the
special programs and services provided bythe United States to Indians because of their
status as Indians and for which a reservation exists as is con51stent with Public Law
Number 100-485, as amended.

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

History: Ex]967 ¢ 16 s 3; 1981 ¢ 360 art 2 s 27,54; 15p1981 ¢ 2 5 13; ]Sp1981 c4art
4522 35p1982 c 1art 25 4, 1983 ¢ 312°art 1 527; 1987 ¢ 384 an‘ 2 s 63 1987 c 403 art 2
5°75; 1996 ¢ 451 art 55 14; 1998 ¢ 407 art 45 11

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

256B.031 PREPAID HEALTH PLANS

Subdivision 1. Contracts." The commissioner ‘may contract with health insurers
licensed and operating under chapters 60A ‘and 62A, nonprofit health service'plans
licensed and operating under chapter 62C, héalth maintenance organizations licensed
and operating under chapter 62D, and vendors of medical care and organizations
participating in prepaid programs under section 256D.03; subdivision 4, clal_lse (b), to
provide medicdl services to medical assistarnice recipients. Notwithstanding any other
law, health irisurers may enter into contracts with the commissioner under this section.
As a condition of the contract, health insurers and health service plan corporations
must agree to comply with the requirements of 'section62D.04, subdivision 1, clauses
(a), (b), (c), (d), and (f), and provide a complaint procedure that satisfies the
requirements of section 62D.11. Nothing in this section permits health insurers not
licensed as health maintenance organizations under chapter 62D to offer a prepaid
health plan as defined in section 256B.02, -subdivision 12, to persons other than those
receiving medical assistance or general assistance medical .care under.this section.
Contracts between the commissioner and a prepaid health plan are exempt from the
set-aside and preference provisions of section 16C.16, subdivisions 6, paragraph (a),
and 7. Contracts must specify the services that are included in the per capita rate.
Contracts must specify those services that are to be eligible for risk sharing between the
prepaid health plan and the state. Contracts must also state that payment must be
made within 60 days after the month of coverage. .

Subd. 2. Services. State contracts for these services must assure recipients of at
least the comprehensive health services defined in sections 256B.02, subdivision 8, and
256B.0625, except services defined in section 256B.0625, subdivisions 2, 5, 18, and 19a,
and except services ‘defined as chemical dependency services and mental health
services.

. Contracts under -this section- must include provision for assessing pregnant women
to determine their risk of poor pregnancy outcome. Contracts. must also include
provision for treatment of women found to be at risk of poor pregnancy outcome.

Subd. 3. Information required. Prepaid health plans.under contract must provide
information to the commissioner according to the contract.specifications. The informa-
tion must include, at a minimum, the number of people receiving services, the number
of encounters, the types of services received, evidence of an operating quality assurance
program, and information about the use of and actual recoveries of available third-
party resources. A plan under contract to provide services in a county must provide the
county agency with the most current listing of the health care providers whose services
are covered by the plan.
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Subd. 4. Prepaid health plan rates. For payments made during calendar year 1988,
the monthly maximum allowable rate established by the commissioner -of human
" services for payment to prepaid-health plans must not exceed 90 percent of the
projected average monthly per capita fee-for-service medical.assistance costs for state
fiscal year 1988 for recipients of the aid to families with dependent children program
formerly codified in sections 256.72 to 256.87. The base year for projecting the average
monthly per capita fee-for-service medical assistance costs is state fiscal year 1986. A
maximum allowable per capita rate must be established coHectlvely for Anoka, Carver,
Dakota, Hennepin, Ramsey, St. Louls Scott, and Washington counties. A separate
maximum _allowable per capita raté must be ‘established collectively for all other
courities. The maximum allowable per capita rate may be ad]usted to reflect utilization
differences among eligible classes of .recipients. For payments made during calendar
year 1989, the maximum ‘allowableé rate must be calculated. in the same way as 1988
rates, except the base year is state fiscal year 1987. For payments made during calendar
year 1990 and later years, the commissioner shall consult with an independent actuary
in establishing prepayment rates, but shall retain final control over the rate methodolo-
gy. Rates established for prepald health plans must be based on the services that the
prepaid health plan provides under contract with the:commissioner.

Subd. 5.'Free choice limited. (a) The commissioner may require re01p1ents of the
Minnesota family investment program to enroll in a prepaid health plan and receive
setvices from or through the prepaid ‘health plan; with the ‘following exceptions:

(1) recipients who are refugees and whose health services are reimbursed 100
percent by the federal government; and

(2) recipients who are placed in a foster home or facility. If placement occurs
before the seventh day prior to the end of any month, the recipient will be disenrolled
from the- recipient’s prepaid health plan effective the first day of the following -month.
If placement occurs after the seventh day before the end of any month, that recipient
will be disenrolled froni the prepaid health plan on the first day of the second month
following' placement. The prepaid health plan'must provide all services set forth in
subdivision 2 during the interim period.

" Enrollment in a ‘prepaid health plan is mandatory only when rec1plents have a
choice of at least two prepaid health plans.

- {(b)- Recipients who become: eligible on or after December - 1, 1987, must choose a
health plan within 30 days of the date eligibility is determined. At the time of
application, the local agency shall ask the récipient whether the récipient has a primary -
health care provider. If the recipient has not chosen a health plan within 30 days but
has provided the local agency with the name of a primary health care provider, the
local agency shall determine’ whether the provider participates in a prepaid health plan
- available to the recipient and, if so, the local agency shall select that plan on' the
recipient’s behalf: If the recipient has not provided the name of a primary health care
provider who participates in an available prepaid health plan, commissioner sha_ll
randomly assign the recipient to a health plan. :

(c) If possible; the -local agency shall ask whether the recipient has a primary-
health care provider and the procedures under paragraph (b) shall apply. If a recipient -
does:not:choose ‘a-prepaid health plan by this date, the commissioner shall randomly
assign the recipient to a health plan.

. (d)- The commissioner shall request' a waiver - from’: the federal Centers for
Medicare and Medicaid Services to: limit a 16c1plent s ability' to change health plans to
once- every six or 12 months. If such a .waiver-is obtained; -each recipient: must -be
enrolled in the health plan for'a minimum of six or 12 months. A recipient. may change
health plans once within the first 60 days after initial enrollment.

(e) ‘Women. who are ‘receiving -medical  assistance' due to pregnancy and .later
become eligible . for the Minnesota family investment program are not required to
choose a.prepaid health plan until 60 days postpartum. An infant.born as a result of
that pregnancy must be enrolled in-a prepa1d health plan at the same tlme as the
mother. - - : oo B : :
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*(f) If third-party coverage is available to a recipient through -enrollment in a
prepaid health plan through employment, through coverage by the former spouse, orif
a duty of support has been imposed by law, order, decree, or judgment of a court under
section 518.551, the obligee or recipient -shall participate in the prepaid health plan in
which the obligee has enrolled provrded that the commissioner has contracted W1th the
plan. : :

Subd. 6. Ombudsman. The commissioner shall desighate an ombudsman to
advocate for persons required to enroll in prepaid health plans under this section. The
ombudsman shall advocate for recrpients enrolled in prepaid health plans through
complaint and appeal procedures and ensure that necessary medical services are
provided either by the prepaid health plan directly or by referral to appropriate social
services. At the time of enrollment in a prepaid health plan the ‘local agency shall
inform recipients about the ombudsman program and theif right t6 a resolution of a
complaint by the prepaid health plan if they experience a problem w1th the plan or its
providers.

Subd. 7. Services pendmg appeal. If the re01p1ent appeals in writing to the state
agency on or before the tenth day after the decision of thé prepaid health plan to
reduce, suspend, or terminate services which the recipient had been receiving, and the
treating physician or another plan physician orders the services to be continued at the
previous level, the prepaid health plan must continue to provide services at a level
equal to the level ordered by. the plan’s physician until the state agency renders its
decision. '

Subd. 8. Case management.. The commissioner sh_all prepare a report to the
legislature by January 1988, that describes the issues involved in successfully imple-
menting a case management system in counties where the commissioner has fewer than
two - prepaid health plans - under contract to provrde health care services to eligible
classes of recipients. In the report the commissioner shall .address which health care
providers could be case managers, -the responsrbihties of the case manager, the
assumption of risk by the case manager, the services to be piov1ded either directly or by
referral, reimbursement concerns, federal waivers that may be required, and other
issues that may affect the quality and cost of care under such d system.

Subd. 9. Prepayment coordinator. The local agency shall designate a prepayment
coordinator to assist the state agency in implementing this section, section 256B.69, and
section 256D.03, -subdivision 4. Assistance must include ‘educating - recrpients about
available health care options, enrolhng recipients under subdivision 5, providing
necessary eligibility and enroliment information to health plans and the state agency,
and coordinating. complaints and appeals with the ombudsman established in subdivi-
sion 6. :

Subd 10. Impact on public or teachmg hospltals and commumty clinics. (a)
Before implementing prepaid programs in counties with a county operated or affiliated
public teaching hospital or a hospital or clinic operated by the University of Minnesota, -
the -commissioner shall consider the risks the prepaid program creates for the hospital
and allow the -county or hospital the opportunity to participate in the program,
provided the terms of participation in the. program are competltive with the terms of
other participants. : :

(b) Prepaid health plans serving counties. with a nonprofit commumty clinic or
community -health services  agéncy must. contract with the clinic or agency to provide
sérvices to clients who choose to receive services from the clinic or agency, if the clinic
Or agency agrees.to payment rates that are competitive wrth rates paid to other health
plan providers for the same or similar services. '

Subd. 11. Limitation on reimbursement to providers not affiliated with a prepaid
health plan. A prepaid health plan may limit any reimbursement it-may be required to
pay to providers not employed by or under contract with the prepaid health plan to the
medical ‘assistance rates. for medical assistance enrollees, and the general assistance
medical care rates for general assistance medical care enrollees, paid by the commis-
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sioner of-human services to prov1ders for services to. recrplents not enrolled in a
prepald health plan.- = - .. . .o -

Hlstory' 1987 ¢ 403 art 2 5 76; 1988 ¢ 689 art 2 5 142,268; 1989 c 282 art 3 5 40;
1991 ¢ 292 art 45 31,32; ]998 c386art2s 77,1999 ¢ 1595 51 52; 2000 c 260 s 30 2007
c 277s 32

256B.035 MANAGED CARE

. The commissioner of human services may contract w1th publlc or pr1vate ent1t1es
or operate a preferred provider program to deliver health care services to’ medical
assistarice, general assistance medical care, and MinnesotaCare. program reelplents
The commissioner may enter into risk- based and non-risk-based contracts. Contracts
may be for the full range of health seivices, or a portion thereof, for medlcal assistance
and general assistance medical care populations to determinethe’ effectiveness of
various provider reimbursement and care delivery mechanisms. The commissioner may
seek necessary féederal waivers and implement projécts when approval of the waivers is
obtained from the Centers for Medicare and Medlcald Services of the Umted States _
Department of Health.and Human Services. :

History: 1990 c 568 art 3 s 20 ]992 c 513 art 7s 33 ]995 c 234 art 8 5 56; 2002 c
277 s 37

)

256B 037 PROSPECTIVE PAYMENT OF DENTAL SERVICES

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

The commissioner may exclude from part1c1pat10n in. the demonstratlon prOJect
any or all groups currently excluded from participation in the prepaid. medical
assistarice program under section 256B.69. Except for.persons excluded from.partic-
ipation in the demonstration project,-all persons who-have been determined eligible for
medical assistance, general .assistance medical care and, if applicable,” MinnesotaCare
and reside in the designated geographlc areas are requlred to enroll in a;dental plan to
receive their dental care services. Except for emergency services or out-of-plan services
authorized by the dental plan, recipients must receive their dental services from dental
care providers who are part of the dental plan provider network.

The commjssioner shall select either multiple dental plans or a single dental. plan
in a designated area. A dental plan under contract with the department must serve
both medical assistance recipients and general assistance- medical care rec1p1ents in a
designated geographlc area and may serve MinnesotaCare recipients. The commission-
er may limit the number of déntal plans with which the " department contracts w1th1n a
designated geographic'area, taking into corisideration the number of recipients within
the designated geographic aréa; the number of poteiitial dental plan contractors; the
size of the provider network offered by dental plans; the dental care services offered by
a ‘dental plan; qualifications of dental plan persorinel; accessibility of services to
recipients; dental plan assurances of recipient confidentiality; dental plan' marketing
and enrollment. activities; dental plan-compliance with this section; dental plan perfor-
mance under other contracts with the department to serve medical assistance, general
assistance medical care, or MinnesotaCare recipients; or any other factors necessary to
provide the most economical care consistent with high standards of dental- care.
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. For purposes of- this section, “dental plan” means an organization licensed under
chapter 62C, 62D, or 62N that contracts with the department to provide covered dental
care services to- recipients on a prepaid capitation basis. “Emergency servrces” ‘has the
meaning given in section 256B.0625, subdivision 4. “Multrple dental plan area” means a
designated area in which more than one dental plan is offered. “Participating provider”
means a dentist or dental clinic who is employed by or under contract with a dental
plan to provide dental care services to recipients “Single dental plan area” means a
desrgnated area in which only one dental plan is available.

. Subd! 1a; Multlple deital plan areas. After the department has executed contracts
w1th dental plans to provide’ covered dental care serv1ces ina multlple dental plan area,
the department shall: = - :

) inform apphcants and recrplents in writing, of avallable dental plans when
written notice, of dental plan selectron must be submitted to the department and when
dental plan participation begms
: (2) assign to a.dental plan reclplents who farl to notrfy the department in wrltmg of
their dental plan choice; and

(3) notify recipients, in writing, of the1r ass1gned dental plan before the effectlve
date of the recipient’s dental plan participation..

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

(a) The department shall assure that applicants and recipients are 1nf0rmed in
wr1t1ng, of participating prov1ders in the dental plan and when dental plan part1c1pat10n
begins: :

~ (b) The dental plan may requrre the recrp1ent to- select a specrﬁc dentlst or, dental
clinic and may assign to a specific.dentist or- dental clinic recrplents who fail to. notify
the dental plan of their selection. . e : i :

i(c) The dental plan.shall notify recrplents in wrrtmg of the1r assrgned provrders
before the effective date of dental plan participation: o :

Subd. 1c. Dental choice. (2)'In multiple dental plan areas, récipients may change
dental plans onee within the first year the'recipient participates in a-dental plan. After
the first year of dental plan participation, recipients may chanae dental plans durmg the
annual 30-day open enrollment period. o :

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

" (c) If a dertal plan’s contract with the departmeént is terminated for any reason,
recipieiits in that dental plan shall select a new dental plan and may change dental
plans or a specific dentlst or chnlc within’ the first 60 days of partrcrpatlon in the second
‘dental plan.

v (d) Recipients may- change dental plans or a specific dentlst or' chmc at any time as
follows:™"

(1) in multiple dental plan areas, if the travel time from the recipient’s residence
to a general practice dentlst is over 30 minutes, the rec1p1ent may change dental plans;

-(2).in single dental plan areas if the travel time from the recipient’s residence to
the recipient’s specific dentist’ or clinic is over 30 minutes, the _recipient may change
provrders or :

3) if the recrprent s, dental plan .or specrflc dentist, or CllIllC was 1ncorrectly
desrgnated due to department or dental plan €rror.

-(e) ‘Requests for change under this subdivision. must be submltted to the depart-
ment or dental plan in writing.-The department or dental plan shall notify recipients
whether. the request 1s approved or denled within 30. days after recelpt of the written
request. . : : . .o
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Subd. 2. Establishment of prepayment rates. The commissioner shall consult with
an independent actuary to establish prepayment rates, but shall retain final authority
over the methodology used to establish the rates. The prepayment rates shall not result

in payments that exceed the per capita expendltures that would have been made for -

dental services by the programs under a fee-for-service reimbursement system. The
package of dental benefits provided to individuals under this subdivision shall not be
less than the package of benefits provided under the medical assistance fee-for- -Service
reimbursement system for dental services. .

Subd. 3. Appeals. All recipients of services under this sectlon have the rlght to
appeal to the commissioner under section 256:045. A recipient participating in a dental
plan may utilize the dental plan’s internal complaint procedure but is not required to
exhaust the internal complaint procedure before appealing to the commissioner. The
appeal rights and procedures in Minnesota Rules, part 9500.1463, apply to recipients
who enroll in dental plans.

Subd. 4. Information required by commissioner. A contractor shall subnnt encoun-
ter-specific information as required by the commissioner, including, but not limited to,
information required for assessing client satisfaction, quality of care, and cost and
utilization of services. Dental plans and participating providers must provide the
commissioner access to recipient dental records to monltor comphance with™ the
requ1rernents of this section. :

Subd. 5. Other contracts permitted. Nothmg in this section prohlbrts the commis-
sioner from contractmg with an organization for comprehensive health services,
including dental services, under section 256B. 031 -256B.035, 256B.69, or 256D 03,
subd1v1sron 4, paragraph (c).,

Subd. 6. Recipient costs. A dental plan and 1ts partlclpatmg providers or nonpartlc—
ipating providers who prov1de emergency services or services authorized by the dental
plan shall not charge recipients for any costs for covered services.

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

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

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

Subd. 10. Financial capacity. A dental plan shall demonstrate that its financial risk
capacity is acceptable to its participating. providers; except, an organization licensed as
a health maintenance organization under chapter 62D, a nonprofit health service plan
under chapter 62C, or a community integrated-sefvice network under 'chapter 62N, is
not required to demonstrate financial risk capacity beyond the requ1rements in_ those
chapters for licensure or a certificate of authority. :

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

History: 1Sp1993-¢c 1 art 55 27; 1995 ¢ 234 art 6522 33; ]997c 203 art 95 9; 1997 ¢
225 art 25 62
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256B.038 PROVIDER RATE INCREASES AFTER JUNE 30, 1999.

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

(b) Within the limits of approprlatlons speCIflcally for this purpose, the commis-
sioner shall apply the rate increases in paragraph(a) to home and community-based
waiver services for persons with mental retardation or'related conditions-under section
256B.501; -homeé--and ‘community-based ‘waiver- services for the elderly under section
256B.0915; waivered services under community alternatives for disabled individuals
under section 256B.49; community alternative care waivered services under section
256B.49;- traumatic brain . injury waivered services under section 256B.49; nursing
services and home health services under section 256B.0625,. subdivision 6a; personal
care services and nursing supervision of personal care services under section 256B.0625,
subdivision 19a; private duty nursing services under section 256B.0625, subdivision 7;
day training and habilitation services for adults with mental retardation or related
conditions under sections 252.40 to 252.46; physical therapy services under sections
256B.0625, subdivision 8, aiid 256D.03, subdivisiori 4; otcupational therapy services
under sections 256B.0625, subdivision 8a, and 256D.03, subdivision 4; speech- language
therapy services under section 256D.03, subdivision 4 and’ anesota Rules, part
9505.0390; respiratory therapy services under section 256D.03, subdivision 4, and
Minnesota Rules, part 9505.0295; physician setvices under Section 256B.0625, subdivi-
sion 3; déntal services under SCCUOHS 256B.0625, subdivision 9, and 256D.03, subdivi-
sion 4; alternative care' services under section 256B:0913; adult residential program
grants under Minnesota Rules, parts.9535.2000 to 9535.3000; adult and family commu-
nity support grants under Minnesota Rules; parts 9535.1700 to 9535.1760; and semi-
1ndependent living services under section 252.275, including SILS fundmg under county
social services grants formerly funded under chapter 2561.-

(c) The commissioner shall increase prepald medical assistance proorarn Capltatlon
rates as appropriate to.reflect the rate increases in this section.

(d) ' In implementing this- section, the commissioner shall consider proposmg a
schedule to equalize rates: pald by dlfferent proorams for the same service.

History: 1998 ¢ 407 art -l s12

256B.039 REPORTING OF SUPPLEMENTAL NURSING SERVICES AGENCY .USE.

Beginning March 1, 2002, the commissioner shall report to the-leglslature annually
on the use of supplemental nursing services, including the number of hours worked by
supplemental nursing services agency personnel and payments to supplemental nursing
services agencies. .

Hlstory 15p2001 ¢ 9 art 7s 7; 2002 ¢ 379 art ] s 113

256B.04 DUTIES OF STATE AGENCY. _ .

* Subdivision -1.. General. The state. agency shall Supervise the admmlstratlon of
medical assistance for eligible recipients by:the county agencies hereunder.

- Subd. la. Comprehensive health services system. The commissioner shall carry out
the: duties in this section with the participation of the boards of county commissioners,
and with full consideration for. the interests of counties, to plan and 1mp1ement a
unified, accountable, comprehensive health services systern that: -

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

(2) assures’ provision of adequate health. care within limited state and - county
[ESOUICES;
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(3) avoids shifting funding burdens to ¢ounty tax resources; .
e provrdes statewide eligibility, benefit, and service expectations;

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

(6) supports effective - 1mplementat10n of pubhcly funded _health and human
services for all areas of the state. .

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

Subd. 2. Rulemakmg authorlty Make uniform rules not 1ncons1stent w1th law, for
carrying out and enforcing the provisions hereof in an’ efficient, economical, and
impartial manner, and to the end that the medical assistance system may be adminis-
tered uniformly throughout the state, having regard for varying costs of medical care in
different parts of the state and the conditions in each case, and in all things to carry out

. the spirit and purpose of this program, which rules shall be furnished immediately to all

county agencies, and shall be binding on such county agencres

. -Subd. 3. Required forms. Prescribe the form of, print, and supply to the county
agenc1es blanks for applications, reports, affidavits, and such other forms as it may
deem necessary or advrsable

Subd. 4. Cooperatlon with federal agency. Cooperate wrth the federal Centers for
Medicare and Medicaid Servrces in any reasonable manner as may be necessary to
qualify for federal aid in connection with the medical assistance program, including the
making of such reports in such form and containing such information as the. depart-
ment of health, education, and welfare may, from time to time, require, and comply
with ‘'such provisions as, ‘such department may, from time to time, find necessary to
assure the correctness and verifications of such reports.

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

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

Subd. 7. Program safeguards. Establish arid enforce safeguards to prevent unau-
thorized disclosure or-improper use of the’ information contained in applications,
teports of investigations and medical examinations, and correspondence in-the individu-
al case records of recipients of medical assistance.

Subd. 8. Information. Furnish information to acquaint needy persons and the
public generally with the-plan for medical a551stance of this-state.

Subd. 9. Reciprocal agreements. Cooperate with agencies in other states in
establishing reciprocal agreements to provide for payment of medical assistance-to

recipients who have moved to another state, consistent with the provisions hereof and
of Title XIX of the,Social ‘Security. Act of the United States of America.
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Subd. 10. Investigation of certain claims. Establish by rule general criteria and
procedures for the identification and, prompt investigation of suspected medical
‘assistance fraud, theft, abuse, presentment of false or duplicate clalms, presentment of
claims for services not medically necessary, or false statement or representation of
material facts by a vendor of medical care, and for the imposition of sanctions against a
vendor of medical care. If it appears to the state agency that a vendor of medical care
may have acted in a manner warranting civil or criminal proceedlngs it shall so inform
the attorney general in writing. .

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

Subd. 12. Limitation on services. Place limits on the types of services covered by
medical assistance, the frequency- with which the same or similar services may be
covered by medical assistance for an individual recipient, and the amount pald for éach
covered service. The state agency-shall promulgate rules establishing max1mum rerrn-
bursement rates for emergency and nonemergency transportatron " :

The rules shall provide:’

(2) An opportunity for all recogmzed transportatlon prov1ders to be reimbursed
for nonemergency transportatlon consistent with the max1rnurn rates estabhshed by the
. agency;

(b) Reimbursement of public and private nonproﬁt provrders serv1n0 the handl—
capped populatlon generally at reasonable ‘maximum rates that reflect “the cost of
providing the service regardless of the fare that might be charged by the provider for
similar services to individuals other than those rece1v1no medlcal ass1stance or medical
care under this chapter; and

(c) Re1mbursement for each additional passenger carried on a srngle trrp at a
substantially lower rate than the first passenger carried on that trip. .

The commissioner, shall encourage provrders reimbursed .under this chapter to
coordinate their operation with similar services ‘that are opérating in the “same
community. To the extent practrcable the commissioner shall encouiage eligible
individuals to utilize less expensive providers capable of serving their needs.

For the purpose of this subdivision and section 256B. 02, subd1v1sron 8, and
effective on January 1, 1981, * recogmzed provider of transportanon services” means an
operator of special transportation service as defined in section 174.29 that has been
issued a current certificate of compliance with operating standatds of the commissioner
of transportation or, if those standards do not apply to the operator, that the agency
finds is able to provrde the required transportation in'a safe and reliable manner. Until
January 1, 1981, “recognized transportation provider” includes an operator of special
transportation service that the agency finds is able to provrde the requrred transporta-
tion in a safe and reliable manner.

Subd. 13. Medical necessity review. Each person’ appornted by the commissioner to
participate in decisions whether medical care to be provided to eligible recipients is
medically necessary shall” abstain from participation in those cases in which the
appointee(a) has issued treatment orders in the care of the patient or participated in
the formulation -or execution of the patient’s treatment plan or (b) has, or a member of
the appointee’s family has, an ownership interest of five percent.or more in the
institution that provided or proposed to provide the services being reviewed.

. Subd. 14. Competitive bidding. When determined to be effective; economical, and

feasible, the commissioner may utilize volume purchase through competitive bidding
and negotiation under the provisions of chapter.16C, to.provide items under the
medical assistance program including but not limited. to the fqllqwing: , :

(1) eyeglasses; :

(2) oxygen. The commissioner shall prov1de for oxygen needed in an _emergency
situation on a short-term basis, until the vendor can obtaln the necessary supply from
the contract dealer; .

(3) hearing aids and supphes and .
(4) durable medical equipment, including but not hmlted to:
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(a) hospital beds;
(b) commodes;
(c) glide-about chairs;
(d) patient lift apparatus;
(e) wheelchairs and accessories;
" (f) oxygen administration equipmeht;
(g) respiratory therapy equipment; :
(h) electronic diagnostic, therapeutic and life support systems
(5) special transportation services; and
(6) drugs. : : : - :

" Subd. 15. Utilization review. (1) Establish'on a statewrde basis a new- program to
safeguard against unnecessary or inappropriate use of medical assistance services,
against excess payments, against unnecessary or inappropriate. hospital admissions or
lengths of stay, and against underutilization of services. in prepaid health plans, long-
term care facilities or any health care delivery system. subject to fixed rate reimburse-
ment. In 1mplement1ng the program, the state agency shall utilize both prepayment and
postpayment review systems to determine if utilization is reasonable and necessary. The
determination of whether services are reasonable and necessary shall be made by the
commissioner in consultation with a professional services advrsory group or health care
consultant appointed by the commissioner.

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

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

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

Subd. 16. Personal care services. (a) Notw1thstand1n0 any contrary language in this
paragraph, the commissioner of human services and’ the commissioner of health shall
jointly promulgate rules to be applied to -the licensure of persomal care services
provided ‘under the medical assistance program. The rules shall consider standards -for
personal care services that are based on the World Institute on Disability’s recomimen-
dations regarding personal care services. These rules shall at a minimum consider the
standards' and requirements adopted by. the commissioner of health under section
144A.45, which the commissioner of human services determines are applicable to the
provision of personal care services, in addition.to other standards or modifications
which the commissioner of human services determines are appropriate.

The commissioner of human. services shall establish an advisory group 1nclud1ng
personal care consumers and providers to-provide advice regarding which standards or
modifications should be adopted. The advisory:group membership must include not less-
than 15 members, of which-at least 60 percent must be consumers of personal care
services and répresentatives of recipients with various disabilities and diagnoses and
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ages. At least 51 percent of the members of the advisory group must be recipients of
personal care.

The commissioner of human services may contract with the commissioner of
health to enforce the jointly promulgated licensure rules for personal care service
providers. . ' '

Prior to final promulgation of the joint rule the commlSSloner of human services
shall report prehmrnary findings along with any comments of the advisory group and a
plan for monitoring and enforcement by the department of health to the legislature by
February 15, 1992. : .

Limits on the extent of personal care’ services - that may’ be -provided to an
individual must be based on the cost-effectiveness of the services in relation to the costs
of inpatient hospital care, nursmg home-care, and other available types of care. The
rules must provide, at a minimum: - . :

(1)-that agencies be selected to'contract with or employ and train staff to provrde
and supervise the provision of personal care services;

"(2) that agencies employ ‘or contract with a quahﬁed apphcant that a quahfred
recrplent proposes to the agency-as the recipient’s choice of assistant;

(3) that agencies bill the medical assistance program for a personal care service by
a personal care assistant and supervision by a ‘qualified professional supervising the
personal care assistant unless the recipient selects the flscal agent option under section
256B.0627, subdivision 10;

4) that agencies establish a grievance mechanism; and
(5) that agencies have a quality assurance program.

(b) The commissioner may waive. the requirement for the provision of personal
care services through an agency in a particular county, when there are less than two
agencies providing services in that county and shall waive the requirement for personal
care -assistants required to join an agency-for the first time during 1993 when personal
care services are provided under a.relative hardship waiver under section 256B.0627,
subdivision 4, paragraph (b), clause (7), and- at least two agencies providing personal
care services have refused to. employ or. contract with the 1ndependent personal care
assistant., :
Subd.-17. Prenatal care outreach {a) The commissioner of human services shall
award a grant to an eligible organization to conduct .a statewide media campaign
promoting early prenatal care. The goals-of the campaign are to increase public
awareness of the importance of-early and continuous prenatal care and to inform the
public about public and private funds available for prenatal care. . - :

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

(1) have experience conducting prenatal care outreach;

2) have an established statewide constrtuency or service area; and

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

(c) Money received under this subdivision. may be used for purchase of materials
and supplies, staff fees and salaries, consulting fees, and other goods and services
necessary to accomplish the goals of the campaign. Money may not be used for capital
expenditures. :

:Subd. 18. Appllcatlons for. medlcal assistance. The state agency may take applica-
tions for medical assistance and conduct. ehgrbrhty determmatlons for anesotaCare
enrollees. . . U - . S

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

History: Ex1967 cl6s 4 1976, ¢ 27351-3:1977 ¢ 1855 1; 1977 ¢ 347s 39 4() 1978
¢ 560 s 11;.Ex1979 ¢ 1 s 46; 1980 ¢ 349 s 3,4; 1982 ¢ 640 s 3; 1983 ¢ 312 art 5.5 11,12;
1984 ¢ 640 s 32; 1985 ¢ 248 s 70 ISp1985 c9art2s 37 1986 c 444; 1987 ¢ 378 5.15;
1987 ¢ 403 art 2 5 77,78; 1988 ¢ 532 5.13; 1989 c 282 art 3 s 41,42; 1990 ¢.568 art 3 s
21,22, 1991 ¢ 292 art 7 s 8; 15p1993 ¢ 1 art 5'5.28; 1995 ¢ 233 art 2 s 56; 1995 c234art 6
5 34; 1997 ¢ 7 art 1 5 101; 1997 ¢ 203 aﬂ 45 18; 1998 ¢ 386.art 2 5 78,79; 1998 ¢ 407 art 5
s 2, 1999 ¢.245 art 4 s 26,27; ZSp200] c9art2s 14 2002 c. 277s 32; 7002 c379ant ls
113 ' . .

256B.041 CENTRALIZED DISBURSEMENT OF MEDICAL ASSISTANCE PAY-
MENTS. :

. Subdivision 1. Statewrde disbursement system The state agency shall estabhsh on
a statewide basis a systein for the centrahzed dlsbursement of medical assistance
payments to vendors. ',

Subd. 2. Account. An account is establrshed in the. state treasury from whrch-
medical assrstance payments to vendors shall be made. Into this-account there shall be
deposited federal funds, state funds, county funds, "and "other moneys Wthh are
available and which may be pard to the state agency for. medrcal assistance payments
and reimbursements from counties or others for their share of such payments.

Subd. 3. Vendor forms. The state agency shail prescrrbe and furnish vendors
suitable forms for submitting claims under the medical assistance program

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

Subd. 5. Payment by county to state treasurer. If requlred by federal la\v or rules
promulgated thereunder, or by authorized rule of the state .agency, each county- shall
pay to the state treasurer the portion of medlcal assistance pard by the state for which
it is responsible.

The county shall advance medrcal assistance costs not. met by federal funds based
upon estimates submitted by the state, agency to the. county agency, stating-the
estimated expenditures for the succeeding month. Upon the direction -of the county
agency, payment shall be made monthly. by the county to the state for the. estrmated
expenditures for each month. Adjustment.of .any overestimate. or underestimate: based
on actual expenditures shall be made by the state agency by. adjustmg the estimate for
any succeeding month..

Payment to counties under this subdrvrsron is subject to the provrsrons of section
256.017.

Subd. 6. Contracted services. The commrssroners of human servrces and admlnrs—
tration may contract with any agency. of government or any. corporation for. providing
all or a portion of the. services for carrying out the provisions- of this section. Local
welfare agencies- may pay vendors of. transportation-for nonemergency medical care
when so authorized by rule of the.commissioner of human services... :

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

History: 1973 ¢ 717 s 2; 1975 ¢ 437 art 2:s 4; 1978 ¢ 560 s.12; 1983 ¢ 312.art 5 s
13,14; 1984 ¢ 654 art 5 5 58; 1985:c 248 s 70; 1988 ¢ 719 art 8 511 12, ]989 ¢ 277 art 2's
7; 18p1989 ¢ 1 art 16 s 6; 2002 ¢ 277 s 9
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256B.042 THIRD'PARTY LIABILITY.

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

- Subd. 2. Lien enforcement. (a) The state agency may perfect and enforee its lien by
following the procedures set forth in sections 514.69, 514.70 and 514.71, and its verified
lien statement shall be filed with the appropriate court administrator in the county of
financial responsibility. The verified lien statement shall contain the following: the
name and address of the person to whom medical care was furnished, the date of
injury, the name and address of the vendor or vendors furnishing medical care, the
dates of the service, the amount claimed to be due for the care, and, to the best of the
state agency’s knowledgé, the names and addresses of all persons, firms, or corpora-
tions claimed to be liable for'damages arising from the- 1n]urles This section shall not
affect the priority of any attorney’s lien.

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

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

- which have either paid or received the payments:

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

Afy prepaid health plan providing services under sections 256B.69, 256D.03,
subdivision 4, paragraph (d), and 2561..12; children’s menta] health collaboratives under
section 245.493; demonstration projects for persons with disabilities under section
256B.77; nursing homes under the alternative payment demonstration project under
section - 256B.434; " or "the' county-based purchasing entity providing services under
section 256B.692 may retain legal representation to enforce their lien created under
this section or, if no action has been brought, may initiate and prosecute an indepen-
dent action on their behalf against a person, firm, or corporation that may be hable to
the person to whom the care or payment was furnished. SRS

Subd. 4. Netice. The state agency must be given notice of'mo’netary claims against
a person, firm, or corporation-that may be liable to pay part or all of the cost of
medical care when 'the state agency has paid or become liable for the cost of that care.
Notice must be glven as follows:
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(a) Applicants for medical assistance shall notify the state or local agency of any
possible claims when they submit the application. Recipients of medical assistance shall
notify the state or local agency of any possible . claims ,when those claims arise.

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

(©)A party-toa claim upon which the state agency may be entitled to a hen under
thJS section ‘shall notify the state agency of-its potential lien claim at each of the
follow1ng stages of a claim: -

(1) when a claim is filed; _
(2) when an action is commenced and

(3) when a clalm is concluded by. payment, award ]udgment settlement or
otherwise. iy . .

Every party involved in any stage ‘'of a claim under this subdivision is required to
pr0v1de notice to thé state agency at that stage of the claim. However, when one of the
parties to thie claim’ provides notice at that stage, every other party to the claim is
deemed to have provided the required notice at that stage of the claim. If the required
notice under this paragraph is not provided to the state agency, all parties to the claim
are deemed to have failed to provxde the required notice. A party to a claim includes
the injured pérson or the person’s legal representative, the plaintiff; the defendants, or
persons alleged to be respon51ble for compensating the injured person or plaintiff, and
any other party to the cause of action or claim, regardless of whether the party knows
the state agency has a potentlal or actual lien claim.

Notice given to the local agency is not sufficient to meet the requ1rements of
paragraphs (b) and (c).- :

Subd. 5..Costs deducted Upon any ]udgment award, or settlement of a cause of
action, or any part of it, upon which the state agency has filed its lien, including
compensation -for liquidated, unliquidated,or other damages, reasonable costs of
collection, including attorney fees, must be deducted first. The full. amount of medical
assistance paid to or on behalf of the person as_a result of the injury-must be deducted
next, -and -paid to the state agency. -The rest-must be paid to the medical assistance
recipient or other plaintiff.: The plaintiff, however, must receive at least one-third of the
net recovery after attorney fees and other:collection costs. .

" History: 71975 ¢ 247 5 6; 1976 ¢ 236 5 2; 1986 ¢ 444; 15p1986 ¢ 3 art 1 s 82; 1987 ¢
370 art 2 5 5-8; 1988 ¢ 689 art 2 s 143; 15p1993 ¢ 1 art 5 s 29; 1995 ¢ 207 art 6 s 26; 1997
cc217art 25 5-7; 1999c 745art4s28 ?0

lZSGB.OS ADMINISTRATION BY COUNTY AGENCIES.

Subdivision 1. Administration of medical assistance. The. county agencies shall
administer medical assistance in their respective counties under the supervision of the
state agency and the commissioner of human services as specified in section 256.01, and
shall make such reports, prepare such stat1stics and keep suich records and accounts in
relation to ‘medical assistance as the state agency may require under section 256.01,
subdivision 2, paragraph (17). '

Subd. 2. Fee or charges. In administering the medical assistance program, no local
social services agency shall pay a fee or charge for medical, dental, surglcal hospital,
nursing, licensed nursing home care, medicine, or medical supplies in excess of the
schedules of maximum fees and. charges as established by the state agency.

- Subd. 3. Maximum allowances. Notwithstanding the provisions of subdivision 2;
the commissioner of human services shall establish a schedule of maximum allowances
to be pald by the ‘state on behalf of recipients of medical assistance’toward fees charged
for services rendered such medical assistance recipients.
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Subd. 4. [Repealed, 1987 ¢ 403 art 2s 164] .-

History: ExI967 ¢ 16 s 5; 1971 ¢ 961 s 28; 1982 ¢ 640 5 4; ]984c58033 1984c654 '
art 55 58; 1988 ¢ 719 art 8 5 13; 1989 ¢ 89 5 10; 1994 ¢ 631 5 31

256B.055 ELIGIBILITY CATEGORIES.

Subdivision 1. Children eligible for subsidized adeption assistance.. Medlcal _
assistance may be paid for a child eligible for or receiving adoption assistance payments
under title IV-E of the Social Security Act, United States Code, title 42, sections 670 to
676, and to any child who is not title IV-E eligible but who was determined eligible for
adoption assistance under Minnesota Statutes, section 259.67, subdivision 4, cla_uses (a)
to (c), and has a special need for medical or rehabilitative care.

Subd. 2. Subsidized foster children. Medical assistance may be paid for a child
eligible for or receiving foster care maintenance payments under Title IV-E of the
Social Security Act, United States Code, title 42, sections 670 to 676.

Subd. 3. AFDC families. Until March 31, 1998, medical assistance may be paid for
a person who is eligible for or receiving, or who would be eligible for, except for excess
income or assets, public assistance under the aid to families with dependent children
program in effect as of July 16, 1996, as required by the Personal Responsibility and
Work Opportunity Reconciliation Act of 1996 (PRWORA) Publlc Law Number
104-193.

Subd. 3a; Families with children. Beginning July 1, 2002, ‘medical assistance may
be paid for a person who is a child under the age of 18, or age 18 if a full-time student
in a secondary school, or in the equivalent level of vocational or technical training, and

‘reasonably expected to complete the program before reaching age 19; the parent of a
dependent child, mcludmg a pregnant woman; or a caretaker relative of a dependent
child. -

Subd. 4. Recipients of Minnesota supplemental aid. Med1ca1 assistance may be
paid for a person who Is receiving public assistance under. the Minnesota supplemental
aid program. .

-Subd. 5. Pregnant women; dependent unborn child. Medical assistance may be
paid for a pregnant woman who has written verification of a-positive pregnancy test
from a physician or licensed registered nurse, who meets the other eligibility criteria of
this section and who would be categorically eligible for assistance under "the state’s
AFDC plan in effect as of July 16, 1996, as required by the Personal Responsibility and
Work Opportunity Reconciliation Act of 1996 (PRWORA), Public Law Number
104-193, if the child had been born and was living with the woman. For purposes of this
subdivision, a woman is considered pregnant for 60 days postpartum.

Subd. 6. Pregnant women; needy unborn child. Medical assistance may be paid for
a pregnant woman who has written verification of a positive pregnancy test from a
physician or licensed registered nurse, who meets the other eligibility criteria of this
section and whose unborn child would be eligible as a needy child under subdivision 10
if born and living with the woman. For purposes of this subdivision, a woman is
considered pregnant for 60 days postpartum. - '

Subd. 7. Aged, blind, or disabled persons Medical assistance may be paid for a
person who meets. the categoncal eligibility requirements of the supplemental security
income program or, who would meet those requirements except for excess income or
assets, and who meets the other eligibility requirements of this section.

Subd. 7a. Special category for disabled children. Medical assistance may be paid
for a person who is under age 18 and who meets income and asset eligibility
requirements of the Supplemental Security Income program if-the person was receiving
Supplemental Security Income payments on the date of enactment of section 211(a) of
Public Law Number-104-193, the Personal Responsibility and Work Opportunity Act of
1996, and the person would have continued to.receive the payments except for the
change in the -childhood. disability criteria in section 211(a) of Public Law Number
104-193. :
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Subd. 8. [Repealed, 1990 ¢ 568 art 3 s 104]

Subd. 9. Children. Medical assistance may be paid for a person who is under 21
years of age and in need of medical care that neither the person nor the person’s
relatives responsible under sections 256B.01 to 256B.26 are-financially able to provide.

. Subd. 10. Infants. Medical assistance may be paid for an infant less than one year
of age, whose mother was eligible for and receiving medical assistance at the time of
birth and who remains in the mother’s household or who is in a family with countable
income that is equal to"or less than the income standard established under SCCHOH
256B.057, subdivision 1. '

Subd. 10a. Chlldren This’ subd1v1s1on supersedes subd1v1510n 10 as long as the
Minnesota health care reform waiver remains in effect. When the waiver expires, this
subdivision expires and the commissioner.of human services shall publish a notice in
the State Register and notify the revisor of statutes. Medical assistarice may be paid for
a child less than two years of age, whose mother was eligible for and réceiving medical
assistance at the time of birth and who remains in the mother’s household or who is in
a family with countable income that is equal to “or less than the' income Sstandard
established under section 256B.057, subdivision 1.

Subd. 11. Elderly hospltal mpatlents Medical a551stance may be paid for a person
who is residing in a hospital for treatment of mental disease or tuberculosis and is.65
years of age or older and without 1 means sutflclent to pay the per capita hospltal charge.

Subd. 12. Disabled children. _(a) A person is. eligible for medical assistance if the
person is under age 19 and qualifies as a disabled individual under United States Code,

“title 42, section 1382c(a), and 'would be eligible for medical assistance under the state
plan if residing in a medical institution, and the child requires a level of care provided
in a hospital, nursing facility, or intermediate care facility for persons with mental
retardation or related conditions, for whom home care is appropriate, provided that the
cost to medical assistance under this section.is not more than the amount that medical
assistance would pay for if the child resides in an institution. After the child is
determined to be eligible under this section, the, commissioner shall review the child’s
disability under United States Code, title 42, section 1382¢(a) and level of care defined
under this section no more often than annually and may elect, based on the recommen-
dation of health care professionals under contract with the state medical review team,
to extend the review of disability and level of care up to a maximum of four years. The
commissioner’s decision on the frequency of continuing review of disability and level of
care is not subject to administrative appeal.under section 256.045. Nothing in this
subdivision shall be construed as affecting other redetermmatlons of medical assistance

eligibility under this ‘chapter and, annuai- cost-effective reviews under this section.

(b) For purposes of this_subdivision, “hospital” means an institution as defined in
section 144.696, subdivision 3, 144.55, subdivision 3, or Minnesota Rules, part
4640.3600, and licensed pursuant to sections 144.50. to 144.58. For purposes of this
subdivision, a child requires a level of care provided in a hospital if the child is
determined by the commissioner to need an extensive array of health services, including
mental health services, for an undetermined period of time, whose health condition
requires frequent monitoring and treatment by-a health caré professiorial or by a
person supervised by a Hhealth care professional, who would reside in a hospital or
require frequent hospitalization if these services were not provided; and the daily care
needs are more complex than a nursing facility level of care. -

Achild with serious emotional disturbance requires a level of care prov1ded ina
hospital if the commissioner determines that the individual requires 24-hour supervi-
sion because the person exhibits recurrent or frequent suicidal or homicidal ideation or
behavior, recurrent or frequent psychosomatic disorders or somatopsychic disorders
that may become life threatening, recurrent or' frequent severe socially unacceptable
behavior associated with psychiatric disorder, ongoing and chronic. psychosis or severe,
ongoing and chronic developmental problems:requiring continuous skilled observation,
or severe -disabling symptoms for which. office-centered outpatient: treatment is not
adequate, and which overall severely impact  the' individual’s ability to function.
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(c) For purposes of this subdivision, “nursing facility” means a facility which
provides nursing care as defined in section 144A.01, subdivision 5, licensed pursuant to
sections, 144A.02 to 144A.10, which is appropriate if a person is in active restorative
treatment; is in need of special treatments provided or supervised by a licensed nurse;
- or has unpredictable episodes of active disease processes requiring immediate judgment
by a licensed nurse. For purposes of this subdivision, a child requires the level of care
provided in a nursing facility if the child is determined by the commissioner to meet the
requirements of the preadmission screening assessment document under section
256B.0911 and the home care independent rating document under section 256B.0627,
subdivision 5, paragraph (f), item (iii), adjusted to address age-appropriate standards
for children age 18 and under, pursua_nt to section 256B. 0627, subdmsron 5, paragraph
(d), clause (2).

(d) For purposes of this subd1v1sron “intermediate care facility for persons‘ with
mental retardation or related conditions” or “ICF/MR” means a program licensed to
provide services to persons. with mental retardation under section 252.28, and chapter
245A, and a physical plant licensed as a supervised living facility under chapter 144,
which together are certified by the Minnesota department of health as meeting the .
standards in Code of Federal Regulations, title 42, part 483, for an intermediate care
facility which provides services for persons with mental retardation or persons with
related conditions who require 24-hour supervision and active treatment for medical,
behavioral, or habilitation needs. For purposes of this subdivision, a child requires a
level of care provided in an ICF/MR if the commissioner finds that the child has
mental retardation or a related condition in accordance with section 256B.092, is in
need of a 24-hour plan of care and active treatment similar to persons with mental
retardation, and there is a reasonable 1ndlcat10n that the child will need ICF/MR
services.

(e) For purposes of this subdivision, a person requires the level of care provided in
a nursing facility if the person requires 24-hour monitoring or supervision and a plan of
mental health treatment because of specific symptoms or functional impairments
associated with a serious mental illness or disorder diagnosis, which meet severity
criteria for mental health established by the commissioner and published in March 1997
as the Minnesota Mental Health Level of Care for Children and Adolescents with
Severe Emotional Disorders.

@) The determination of the level of care needed by the child shall be made by the
commissioner based on information supplied to the commissioner by the parent or
guardian, the child’s physician or physicians, and other professionals as requested by
the commissioner. The commissioner shall establish a screening team to conduct the
level of care determinations according to this subdivision.

(g) If a child meets the conditions in paragraph (b), (c), (d), or (e), the
commissioner must assess the case to determine whether:

(1) the child qualifies as a disabled individual under United States Code, title 42,
section 1382c(a), and would be ehgrble for medical assistance if residing in a medical
institution; and :

(2) the cost of medical ass1stance services for the child, if eligible under this
subdivision, would not be more than the cost to medical assistance if the child resides
in a medical institution to be determined as follows:

(i) for a child who requires a level of care provided in an ICF/MR, the cost of care
for the child in an institution shall be determined using the average payment rate
established for the regional treatment centers that-are certified as ICFs/MR; _

(ii) for a child who requires a Jevel of care provided in an inpatient hospital setting

according to paragraph (b), cost-effectiveness shall be determined according to Minne-
sota Rules, part 9505.3520, items F and G; and:

(i) for a-child who requires a level of care provrded in a nursing facility according
to paragraph (c) or (e), cost-effectiveness shall be determined according to Minnesota
Rules, part 9505.3040, except that the nursing facility average rate shall be adjusted to
reflect rates which would be paid for children under age 16. The commissioner may
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authorize an amount-up to the amount-medical assistance would pay for. a child
referred to the -commissioner. by the preadmlssron screenrng team under. sectron
256B.0911. , S .

:(h) - Children eligible for medlcal assistance services’ under section 256B 055
subdivision 12, as of June 30, 1995, must be- screenied according tothe criteria in this
subdivision prior to January 1,71996. ‘Children’ found to be mehg1ble may not be
removed from the program until January 1; 1996.

History: Ex1967 ¢ 16 s 6; 1969 ¢ 841 5 1; 1973 ¢ 717 s 18; 1974 ¢-525's 1,2; 1975 c
247 5 10; 1976 ¢ 236 5 3; 1977 ¢ 448 5 6; 1978 ¢ 760 s 1; 1979 ¢ 309 s 4;:1980 ¢.509 s 106;
1980.¢ 527 5 1; 1981 ¢ 360 art 2 5-28; 1Sp1981 ¢ 2 5 14; 35p1981 ¢ 2 art 1 s 32; 3Sp1981 ¢
35171982 ¢ 5535 6; 1982 c 640 s 5; 1983 ¢ 312 art 55 15; 1984 ¢ 4225 1; 1984 ¢ 534 s
22; 1984 ¢ 654 art 55 58; 1985 ¢ 248 5 70; 1985 ¢ 252 s 21; 1986 c.444; 1Sp1986 ¢ 1 art 8
5.5, 1987 ¢ 403 art 2 s 79,80; 1988 ¢ 689 art 2 s 144,145,268; 1989 ¢ 282 art 3 s 43,44
1990 ¢ 568 art.3 5 23-27; 1991 ¢ 292 art 4 s 33,34; 1Sp1993 ¢ 1 art 5 s 30; 1994 ¢ 631 s 31;
1995 ¢ 207 art 6 s 27; 1995 ¢ 234 art 65351996 ¢ 451 art 25 7; 1997 ¢ 85 art 3 s 10-12; .
1997 ¢ 203 ait 4 s 19; 1998.0 407 art 4 s 13 14 1999 ¢ 245 art 45 31; ]Sp2001 c art2s
15; 20070379 art1s 113 '

256B.056 ELIGIBILITY RESII)ENCY RESOURCES INCOME

Subdlvrsron 1. Resndency To be - eligiblé for medical assistance, a person’ must
reside in' Minnesota, 'or, if absent -fiom the state; be deemed to be a re51dent of
Mlnnesota in accordance with the rules of the state agéncy. o

Subd; 1a. Income and assets generally Unless spemflcally requlred by state law or
rule or federal law or regulatlon the methodologles used in counting income and assets
to: determlne eligibility’ for medical assistance for’ persons whose eligibility category is
based .on blindness, disability, or age of 65 or more years, the methodologies for the
supplemental securlty incomeé program shall.be used. Increases in benefits under title 11
of .the Social Security Act. shall. not be counted | as’ income for purposes.of  this
subd1v1s1on until July 1 of each year. Effective upon federal approval for children
ehglble under section 256B.055, subdivision 12, or for home and community-based
waiver services whose ehgrbrhty for medical assrstance is détermined without regard to
parental income, child support payments including any payments madé by an’obligor in
satisfaction of or in addition toa temporary or permanent order for child support, and
social security payments are not courted as income. For families and children,” which
includes -all other eligibility categories, the-methodologies under the state’s AFDC plan
in effect as of July 16, 1996, as requlred by the Personal Responsibility and Work
Opportunity . Reconciliation Act of 1996 (PRWORA), Public Law Number 104-193,
shall be used, except.that-effective July. 1, 2002, the $90 and $30 and one-third earned
income disregards shall not apply and the’ drsregard specrfred in subd1v151on 1c shall
apply.. For these purposes, a “methodology” does mnot include an asset. or income
standard, or accounting method, or method of determlnmg effective dates. .

Subd. 1b. Aged, blind, and disabled income ‘methodology. ‘The §20 general 1ncome
drsregard allowed’ under. the supplemental securrty income program is. included in the
standard and shall not be allowed as a deduction from income for a person ehglble
under section 256B. 055, subdivisions 7, 7a, and 12.

Subd lc Families with children income. methodology (a) For chtldren aces one, to
five whose ehmb1hty is determined under section 256B.057, subdivision:2, 21 percent of
countable earned income shall be dlsregarded for up to four rnonths L

(b) For families with children whose eligibility is determlned usmg the. standard
SpClelLd in section 256B.056, subd1v151on 4, paragraph (c) 17 percent of countable
earned income shall be dlsregarded for up to four months. .

(c) If the disregard has:been applied to the. wage earner’ 'S income for four months
the, disregard shall. not be apph.edagaln u_ntll,the wage: earner’s income has not been
considered in determining .medical - assistance - eligibility .for 12 consecutive. months.

‘Subd. 2. Homestéad; excélusion for institutionalized persons. The homestead shall
be: excluded for the first six calendar -months of a-person’s. stay in a long-term care
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facility and shall continue to be excluded for-as long as the recipient-can be reasonably
expected to: return to the homestead. For purposes of.this subdivision, “reasonably
expected to return to the homestead” means the recipient’s attending physician has
certified that the expectation is reasonable, and .the recipient can show that the cost of
care upon returning home will be met through medical assistance or other sources. ;The
homestead shall: continue to be excluded for persons residing in a long-term care
facility if it is used as a primary residence by one of the. followmg individuals:-

(a) the spouse; .
(b) a child under age _1

" (c) a child of any age who is blind or perrnanently and totally drsabled as deflhed
in the supplemental securrty income program; -

(d) a sibling who has equity interest in' the home and who resided in the home for
at least one year 1rnmed1ately before the date of the person’s adm1ssron to the facﬂlty, :
or

(e) a child of any age, of, sub]ect to federal approval a grandch1ld of any age who
resided in the home for at least two years immediately before the date of the person’s
admission to the facility, and who provided care to the person that permrtted the
person to reside at home rather than in an-institution. .

. Subd. 3. Asset limitations for elderly and disabled mlelduals To.be ehgrble for

edrcal assistance, a person must not. individually own more than $3,000 in assets, or if
a member of a household with two family. members, husband and wife, or parent and
child, the household must not own more than $6,000.in assets, plus $200.for each
additional legal’ dependent In add1t10n to these maximum arhounts,  an ellglble
individual or family may accrue interést on these amounts, but- they must be reduced’ to
the maximum at the time of an eligibility” redetermlnatlon The ‘accumulation of the
clothing and personal needs allowance accordmg to section 256B 35 must also be
reduced to the maximum at the time of the e11g1b1l1ty redeterm1nat1on The value of
assets that are not considered in determining el1g1b1l1ty for medical assistance is the
valie of those assets excluded under the supplemental security income program for
aged, blind, arid disabled persons, with the followmg exceptions:

(a) Household goods and personal effects are not considered. .o

(b) Capital  and operating.:assets of a trade or business that the local avency
determines are necessary:to the person’s ability to earn -an income are not considered.

(c) Motor vehicles are excluded to the same extent excluded by the supplemental
secur1ty income program. : :

(d) Assets des1gnated as burlal expenses are excluded to the same exterit excluded
by the supplemental security ‘income program. Burial expenses funded by annuity
contracts‘or life insurance policies must irrevocably designate the individual’s estate as
contingent beneficiary ‘to the extent proceeds ‘are not used for payment of selected
bur1al expenses:

(e) Effectlve upon federal approval for-a person who no longer qualifies as an

' employed person with a disability due to loss of earnings, assets allowed while eligible

for medical assistarice under section 256B.057, subd1v1510n 9, are not considered for 12

months, beginning with the first month of ineligibility as an employed person with a

disability, to the extent that the person’s total assets reémain w1th1n the allowed linits of
section 256B.057, subdivision 9,  paragraph (b).- -

Subd. 3a. [Repealed, 1992 ¢ 513art 7 s 135]

~Subd. 3b. Treatmerit of trusts. (a)'A “medical assistance quahfymg frust” is a
revocable or irrevocable trust, or similar legal device, established on or before August
10, 1993, by a person or the person’s spouseé under the terms of which the person
receives or could receéive payiments from the’ trust principal or income and the trustee
has discretion in making payments tothe' person from the trust principal or inceme:.
Notwithstanding that definition; a medical assistance qualifying trust does not include:
(1) a trust set up by will; (2) a‘trust set- up before. April 7, 1986, solely to benefit a
person with mental retardation living in-an intermediate care. facility for persons with
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mental retardation; or (3) a trust set-up by a:person with payments made by the Social
Security Administration pursuant to thé United States Supreme Court decision in
Sullivan v. Zebley, 110 S. Ct. 885 (1990). The maximum amount of payments that a
trustee of a medical assistance.qualifying trust may make to a person under the terms
of the trust is considered to be ayailable assets to the person, without regard to whether
the trustee actually makes the'maximiim payments to the person and without regard to
the purpose for which the rnedlcal assistance qualifying trust was established.

(b) Trusts established after August 10,. 1993, are treated according to section
13611(b) .of the Ommbus Budget Reconcrhatlon Act of 1993 (OBRA) Public Law
Number 103-66.

. Subd 3c. Asset llmltatlons for famlhes and chlldren A household of two or more
persons must not own. .more than $30 000.in total net assets, and a household of one
person must not own, more than $15,000 in total net assets. In addition to these
maximum amounts, an ehglble 1nd1v1dual or famlly may accrue interest on these
amounts, but they. must be reduced to the maximum at the time of an eligibility.
redetermmatlon The value of assets that are not considered.in determining eligibility
for medical assistance- for famlhes and children is the vahie of those assets excluded
under the AFDC state plan as of July 16, 1996, as required by the Personal
Responsibility and Work Opportunlty Reconmhatlon Act of 1996 (PRWORA) Pubhc
Law Number 104-193, with the followmg enceptlons

(1) household goods and personal effects are not considered;

(2) capital and operatmg assets of a trade or busmess up to $200 000 are not
considered;

(3) one motor veh1c1e is excluded for each person of legal dr1v1ng age who is
employed or seekmg employment B

_ (4) one burial plot and all other burial expenses equal to the supplemental secur1ty
income program asset limit are not considered for each individual;

(5) court-ordered settlements up to $10,000.are not considered;

(6) individual retirement accounts and funds are not con51dered and

(7) assets owned by children are.not considered. .

Subd. 4. Income. (a) To be eligible for medical ass1stance a person eligible under
section 256B.055, subdivisions 7, 7a, and 12,.may have incomé up.to:100 percent of the
federal poverty guldehnes Effective January 1, 2000, and each successive January,
recipients of supplemental security income may have an income up to the supplemental
sécurity income standard in effect on that date.

.(b). To be ehglble for medical a551stance families and chlldren may have an income
up to 133-1/3 percent of the AFDC income standard in effect under the July 16, 1996,
AFDC state plan. Effective July 1, 2000, the base AFDC standard i in effect on July 16,
1996 shall be increased by three percent

. (©) Effective July. 1, 2002, to be ehglble for medical assrstance famlhes and
chlldren may have an income.. up to 100 percent of the federal poverty guidelines for
the family size. . . :

(d).In computing income to determlne ehg1b1hty of persons under paragraphs (a)
to (cy who are not residents of :long-term care facilities, the commissioner shall
disregard increases in-income as required by Public Law Numbers- 94-566, section 503;
99-272; and 99-509. Veterans aid and. attendance:benefits and Veterans Administration
unusual medical expense payments are:-considered income. to the recipient.-

" Subd. 4a. Asset verification. For purposes of verification, the:value of a life estate
shall be considered not salable-unless the owner of the remainder interést intends. to
purchase the life estate, or the owner of - the hfe estate and the owner ot the remamder
sell the entire property. - : SN

Subd. 4b. Income verification. The local agency shall not requrre a monthly income
verification form for a recipient-who is a resident of a long-term care facility and who
has monthly earned income of $80 or less. The.commissioner or county.agency shall
use electronic verification as the primary method of income verification. If there is a
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discrepancy between reported income and electronically verified income, an individual
may be required to submit additional verification. Soom

Subd. 5. Excess income. A person who has excess income’ is el1g1ble for medical
assistance if the person has expenses for medical care that are more than the amount of
the person s excess income, computed by deducting, incurred medical expenses from the
excess income to reduce the excess to the income standard spec1fled in subdivision 5c.
The person shall elect to have the medical expenses deducted at the beginning of a
one-month budget period or at the beginning of a six-month budget period. The
commissioner shall allow persons eligible for assistance on a one-month spenddown
basis under this subdivision to elect to pay the rnonthly spenddown amount in advance
of the month of eligibility to the state agéncy in order to maintain eligibility on a
continuous basis. If the recipient does not pay the spenddown amount on or before the
20th of the month, the recipient is ineligible for this option for the following month.
The local agency shall code the Medicaid Management Information System (MMIS) to
indicate that the recipient has elected this option. The state agency shall convey
recipient eligibility information relative to the collection of the spenddown to providers
through the Electronic” Verification System (EVS). A recipient electing advance’
payment must pay the state agency the monthly spenddown amount on or before the
20th of thé month in order to be eligible for this option. in the following month.

Subd. 5a. Individuals on fixed or excluded income. Recxplents of medical assis-
tance who receive only fixed unearned or excluded income, when that income is
excluded from consideration as income or unvarying in amount and timing of receipt
throughout the year, shall report and verify their income annually.

Subd. 5b. Individuals with low income. Recipients of medical assistance not
residing in a long-term care facility who have slightly fluctuating income which is below
the medical assistance income limit shall report and verify their income on a semiannu-
al basis.

Subd. 5c. Excess income standard. (a) The excess income standard for families
with children is the standard specified in subdivision 4. '

(b) The excess income standard for a person whose eligibility is based on
blindness, disability, or age of 65 or more years is 70 percent of the federal poverty
guidelines for the family size. Effective July 1, 2002, the excess income standard for-this
paragraph shall equal 75 percent of the federal poverty guidelines.

Subd. 6. Assignment of benefits. To be ehglble for medical assistance a person
must have applied or must agree to apply all proceeds received oOr receivable by the
person or the person’s spouse from any third person liable for the costs of medical care
for the person, the spouse, and children. The state agency shall require from any
applicant or recipient of medical assistance the assignment of any. rights to medical
support and third party payments. Persons must cooperate with the state in establishing
paternity and obtaining third party payments. By signing an application for medical
assistance, a person assigns to the department-of human services-all rights the person
may have to medical support or payments for medical expenses from any other person
or entity on .their own or their dependent’s behalf and agrees to cooperate with the
state in -establishing paternity and obtaining third party payments. Any rights or
amounts so assigned shall be applied against the cost of medical care paid for under
this chapter. Any assignment takes effect upon the determination that the applicant is
eligible for medical assistance and up to three months prior to the date of application if
the applicant-is determined eligible for and receives medical assistance benefits. The
application must contain a statement explaining this assignment. Any assignment shall
not be effective as to benefits paid or provided under automobile accident coverage
and private health care coverage prior to notification of the assignment by the person
or organization providing the benefits.

Subd. 7. Period of ellglblllty Eligibility is avallable for the month of appllcatlon
and for three months prior to application -if the person was eligible in those prior
months. A redetermination of eligibility must occur every-12 months.
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Subd. 8. Cooperation. To be eligible for .medical assistance, applicants and
recipients must cooperate ‘with the state and local agency-to identify potentially liable
third-party payers and assist the state-in obtaining third party payments, unless good
cause for noncooperation is determined ‘according to. Code of Federal Regulations, title
42, part '433.147. “Cooperation” includes identifying any:third party who may be liable
for: care .and services: provided -undér this chapter to the applicant, recipient, or any
other family member for whom application is made and providing felevant information
to assist the state-in.pursuing a potentially liable third party. Cooperation also includes
providing ‘information about a group health plan for which.the person may be eligible
and-if the ‘plan is determined cost-effective by the state ageney and premiums are paid
by the local agency or there is.no cost-to- thé recipient, they must enroll or remain
enrolled with the group. For purposes of this subdivision, coverage provided by the
Minnesota.comprehensive health association under chapter 62E shall not be considered
group. health plan coverage or. cost-effective by the state and local agency. Cost-
effective insurance premiums approved for payment by the state agency and paid by the
local agency are eligible for reimbursement.according to section 256B.19.

. History: Ex1967 ¢ 16 5 6;. 1969 ¢ 841 s 1; 1973 ¢ 717 5 18; 1974 ¢ 525 s 1,2; 1975 ¢
247 5 10; 1976 ¢ 236 5 3; 1977 ¢ 448 5 6; 1978 ¢ 760 s 1; 1979.c 309 s 4; 1980 ¢ 509 s 106;
1980 ¢ 527 5 1; 1981 ¢ 360 art 25 28; 1Sp1981 ¢ 2 s 14; 3Sp1981 ¢ 2 art 15 32;-385p1981 ¢
3.5:17; 1982 ¢ 553 5 6, 1982.c 640 5 5; 1983 c 312 art 55 15; 1984 ¢ 4225 1; 1984 ¢ 5345 -
22; 1984 ¢ 654.-art 5.5 58; 1985 ¢-248 5 70;:-1985 ¢ 252 5 21; 1986 ¢ 444; 18p1986 ¢ 1 art 8
5 5; 1987 ¢ 403 art 2.5 79,80; 1988 ¢.689 art 2 s 144,145,268; 1989 ¢ 282 art 3 s 45-47;
1989 ¢ 332 5 1; 1990 ¢-568 art 3 s 28-32; 1992.¢ 513,art 7 s 34-38; 1993.¢c 339 s 13
18p1993 ¢ 1 art 55 31; art 6.5 25; 1995 ¢ 207 art 65 28,29; 1995 ¢ 248 art 17 s 1-4; 1996 ¢
451 art 25 8,9; 1997 ¢ 85 art 3 s 13-15; 1997 ¢ 203 art 4 s 20,21; 1997 ¢ 225art 65 4
1998 ¢ 407 art 4 5 15,16; 1999 ¢ 245 art 4 5 32; art 10 s 10; 2001 ¢ 203 s 5,6; ISp2001 c9
art 2 s 16-24; 2002 ¢ 220 art 15 s 6; 2002 ¢ 379 art 15113

256B.057 ELIGIBILITY INCOME AND ASSET LIMITATIONS FOR SPECIAL CAT-
EGORIES.

- Subdivision 1. Pregnant women and 1nfants (a) An mfant less than one year of
age or a pregnant woman who has written verification of a positive pregnancy test from
a phys101an or licensed registered nurse, is eligible for medical assistance if countable
family income- is equal to or less than 275 percent of the federal’ poverty guldelme for
the same family- size.: For* purposes of this subdivision, “countable family income”
means the amount 6f income considered available using the methodology of the AFDC
program under-the state’s AFDC plan as of July 16, 1996 as required by the Personal
Responsibility and Work Opportunity. Reconciliation Act of 1996 (PRWORA), Public
Law Number 104-193, except for the earned income disregard and employment
deductions. An amount equal to the amount of earned income-exceeding 275 percent
of ‘the- federal : poverty -guideline, up  to a maximum of the amount by which the
combined total of 185 percent of the federal poverty guideline plus the earned income
disregards and deductions of the AFDC-program under the state’s: AFDC plan as of
July 16, 1996, as' required.by.the -Personal Responsibility and Work .Opportunity
Reconciliation Act of 1996 (PRWORA), -Public- Law Number 104-193, exceeds 275
percent of the federal poverty guideline will- be deducted for pregnant women and

.infants less than one year of age. :

(b) An infant born on or. after January 1, 1991 to a woman who was ehglble for '
and receiving medical assistance on the date of the child’s birth shall. continue to be
eligible for medical assistance without redetermination until the child’s:first b1rthday, as
long as the child remains in the. woman’s household. . _

Subd. 14. [Repealed, 1998 ¢-407 art 5 s 48] : Ll o

Subd. 1b. Pregnant women -and infants; expansion. (a) ThlS subdivision supersedes
subdivision 1 as long as the ‘Minnesota ‘health care reform waiver remains in’ effect.
When the waiver expires, the commissioner-of-human services shall publish. a notice in
the State Register and notify. the revisor of statutes.. An infant less than two years of
age or a pregnant woman who has written verification of a positive pregnancy test from
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a physician or licensed registered. nurse, is eligible for medical ‘assistance if countable
family income-is equal to or less. than 275 percent of the federal poverty guideline for
the same family size. For purposes of this subdivision, “countable family income”
means the amount of incoime considered-available using the methodology of the AFDC
program under the state’s AFDC plan as of July 16, 1996, as required by the Personal
Responsibility and Work Opportunity Reconciliation Act of 1996- (PRWORA), Public
Law Number 104-193, except for the earned income disregdard and employment
deductions. An amount equal to the amount of earned income exceeding 275 percent
of the federal poverty guideline, up to a maximum of the amount by which the
combined total of 185 percent of the federal poverty guideline plus.the earned income
disregards and deductions of the AFDC. program under the state’s AFDC plan as of
July 16,7 1996, as required by the:Personal Responsibility and Work Opportunity
- Reconciliation - Act of 1996 (PRWORA), Public'Law Number 104-193, exceeds 275
percent -of the federal poverty guideline will be deducted for pregnant women and
infants less than two years of age. :

(b) An infant born on or after January 1, 1991, to 4 woman who was eligible for
and receiving medical assistance on the date of the child’s birth shall continue to be
eligible for medical assistanceé without redetermination until the child’s second blrthday,
as long as the child remains in the woman’s household.

Subd. ‘1c. No asset test for pregnant women. Beginning September 30, 1998
eligibility for medical assistance for a pregnant woman must be determmed without
regard to asset standards established in section 256B.056, subdivision 3.

Subd. 2. Children. Fxcept as specified in subd1vlslon 1b, effective July 1, 2002, a
child one through 18 years of age in a family whose countable income is no greater
than 170 percent of the federal poverty guidelines for the same famlly size, is eligible
for medical assistance.

Subd. 2a. [Repealed, 1997 ¢ 203 art 4 s 73]
Subd. 2b. [Repealed, 1997 ¢ 203 art 4 s 73]

Subd. 3. Qualified Medicare beneficiaries. A person who is entltled to' Part ‘A
Medicare benefits, whose income is equal to or less than 100 percent of the federal
poverty gui_delines,. and whose assets-are no more than $10,000 for a single individual
and $18,000 for a married couple or family of two or more, is eligible for medical
assistance reimbursement of Part A and Part B premiums, Part A and Part. B
coinsurance and deductibles, and cost-effective premiums for enrollment with a health
maintenance organization or a competitive medical plan under section 1876 of the
Social Security Act. Reimbursement of the Medicare coinsurance and deductibles,
when added to the amount paid by Medicare, must not exceed the total rate the
provider would have. received for the same service or services if the person were a
medical assistance recipient with Medicare coverage. Increases in benefits under Title
II of the Social Security. Act shall not be counted as income for purposes of this
subdivision until July 1 of each year.

Subd. 3a.. Eligibility for payment of Medlcare Part B premlums A person who
would otherwise be eligible as a qualified Medicare beneficiary under subdivision 3,
except the person’s income is in excess of the limit, is eligible for medical assistance
reimbursement of Medicare Part B premiums if the person’s income is less than 120
percent of the official federal poverty guidelines for- the applicable family: size.

Subd. 3b. Qualifying.individuals. Beginning July.1, 1998, to the extent of the
federal allocation to Minnesota, a person who would otherwise be eligible as a qualified
Medicare beneficiary under subdivision 3, except that the person’s income is in excess
of the limit, is eligible as a qualifying individual according to the following criteria:

(1) if the person’s income is greater than 120.percent, but less than 135 percent of
the official federal poverty guidelines for the-applicable family size, the person is
eligible for medical assistance reimbursement of- Medicare Part B premiums; or

(2) if the person’s income is equal to or greater than 135 percent but less than 175
percent of the official federal poverty guidelines for the applicable family size, the
person is eligible for medical assistance reimbursement of that portion of the Medicare
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Part B premium attributable to an increase in Part B expenditures which resulted from
the shift of home care services from Medicare Part A to.Medicare Part B under Publrc
Law Number 105-33, section'4732, the Balanced Budget Act of 1997.

The commissioner shall -limit enrollment of .qualifying. mdrvrduals under this
subdivision according to the requirements of. Publlc Law Number 105-33, section 4732.

* Subd. 4. Qualified working disabled adults. A person who.is entitled to Medicare
Part A benefits under section 1818A of-the Social Security Act; whose income does not
exceed 200 percent of the federal poverty guidelines for the_ applicable . family size;
whose nonexempt assets do.not.exceed twice the maximum amount allowable under the
supplemental security income program, according to-family size; and who is not
otherwise -eligible for medical assistance; i$ el1g1ble for- medrcal assistance relmburse— .
ment of the Medicare Part-A premium. :

Subd. 5. Disabled adult children. A person who is"at least 18 years old Who was
eligible for supplemental security income benefits on the basis of blindness or-disability,
who became disabled or-blind ‘before reaching the age of 22, and who lost. eligibility as
a result of becoming entitled to a child’s insurance benefits on or after July 1, 1987,
under section 70°(d) of the Social Security Act, or because of an. increase in those
benefits effective on or after July 1, 1987, is elrgrble for med1cal assistance as long as
the person would be entitled to supplemental security income in the absence of child’s
insurance beneflts or increases in those benefits.

Subd. 6. Disabled widows and widowers. A person who is at least 50 years old who
is entitled to disabled widow’s. or widower’s benefits under United States Code, title 42,
section 402(e) or (t) who' s not ‘entitled to Medjcare Part A, and who recéived
supplemental security mcorne or Minnesota supplemental aid in the month before the
month’ the widow’s or w1dowers benefits began, is eligible for medical assistance as
long as the person ‘would be énititled. to supplemental security income or Mrnnesota
supplemental aid i in the absence of the widow’s or widower’s benefits. ’

. Subd. 7, Walver of mamtenance of effort requirement. Unless a federal waiver - of
the maintenance of effort requirement of section 2105(d) ‘of title XXI of the Balanced
Budget Act of 1997, Public Law Number 105-33, Statutes at Large, volume 111, page
251, is ‘granted by the federal Department of Health and Human Sérvices by September
30, 1998, eligibility for children under age 21 must be determined without regard to

. asset standards established in section 256B 056, subdivision 3c. The commissioner of
human services shall publrsh a notice 'in the State Remster upon ‘teceipt of a federal
waiver:

"Subd. 8."Children under age two. Medical assistance may be paid for a chrld under
two years of age whose countable family income is above 275 percent of the federal
poverty guidelines for the same size family but less than or equal to 280 percent of the
federal poverty.guidelines for the same size family.

Subd. 9. Employed persons with dlsablhtles (a) Med1cal assrstance rnay be paid
for a person who is employed. and:who: -

(1) meets the defrmtron of drsabled under the supplemental securlty income
program;. . o ;

(2) is at least 16 but less than 65 years of age;’
(3) meets the asset limits in paragraph (b); and-
(4) pays'a premium; if required, under paragraph (c).

. Any spousal income or assets shall be dlsregarded for purposes of elrcrbrlrty and
premium deterrnrnatrons

After the month of enrollrnent a person enrolled in- medrcal assistance- under thls
subdivision who is-temporarily unable to work and. without receipt of earned income
due to a medical condition, as verified by a physrcran may retain el1g1brlrty f.or up to
four calendar months. - . '

- (b) For purposes of determrnrng elrgrbrlrty under thrs subdrvrsron a person s assets
must not exceéd $20,000, excluding: : S
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-.(1) all assets excluded under section 256B.056;

-(2) retiremenit accounts, including individual accounts 401(k) plans 403(b) plans,
Keogh plans, and pension plans: and

(3) medical expense accounts set up through the person’s employer.

(c) A person whose -earned and unearned income is equal to or greater than 100
percent of federal poverty guidelines for the: apphcable family size must pay a premium
to be eligible for medical assistance under this subdivision. The premium shall be based
on the person’s gross earned and unearned income and the applicable family size using
a sliding fee scale established by the commissioner, which-begins at one percent of
income at 100 percent of the federal poverty guidelines and increases to 7.5 percent of
income for those with incomes at or above 300 percent of the federal poverty
guidelines. Annual adjustments in the. premium’ schedule based upon changes in the
federal poverty guidelines shall be effective for premiums .due in.July of each year.

(d) A person’s eligibility and premium shall be determined by the local county
agency. Premiums must be pald to the comm1351oner All premlums are dedicated -to
the commissioner. - : ;

(e) Any required premium shall be determmed at apphcatlon and redetermined
annually at recertification or when a change in income or family size occurs.

(f) Premium payment is due upon notification from the commissioner of the
premium amount requlred Premlums may be pa1d in mstallments at the discréetion of
the commissioner.

(2) Nonpayment of the premium shall result in denial or termination of medical
assistance unless the pérson demonstrates good cause for nonpayment. Good cause
exists if the requirements specified in Minnesota Rules, pait 9506.0040, subpart 7,
items B to D, are met. Nonpayment shall include payment ‘with a returned; refused, ot
dishonored instrument. The commissioner may require a guaranteed form of payment
as the only means to replace a returned, refused, or dishonored instrument.

Subd. 10. Certain persons needing treatment for breast or cervncal cancer (a)
Medical assistance may be paid for a person who:

(1). has been screened for breast or cervical cancer by the anesota breast and
cervical ‘cancer control program and program funds have been used to pay for the
person’s screening;

(2) according to the person ] treatmg health professional, needs treatment 1nclud— '
ing diagnostic services necessary to determine the extent and proper course .of
treatment, for breast or cervical cancer, including precancerous conditions and early
Stage cancer;

(3) meets the income eligibility guldelmes for the Mlnnesota breast and cerv1ca1
cancer control program; : .

(4) is under.age 65;

(5) is not otherwise ehg1ble for medical ass1stance under United. States Code, title
42, section 1396(a)(10)(A)(i); and

(6) is not otherwise covered under credltable coverage, as deﬁned under United
States Code, title 42, section 300gg(c).

(b) Medical assistance provided-for an eligible person under this subdivision shall
be limited to services provided during the period that the person receives treatment for
breast or cervical cancer.

(c) A person meeting the criteria in paragraph (a) is eligible for medlcal assistance
* without meeting the eligibility criteria relating to income and assets in section
256B.056, subdivisions 1a to 5b. :

History: 1986 c 444; 1989 ¢ 282 art 3 s 48; 1990 ¢ 568 art 3 s 33-36; 1991 ¢ 292 art 4
5 35-39;1992 ¢ 513 art 7 5 39; 1992 ¢ 549 art 4 s 12; 1993 ¢ 345 art 9 s 11-13; 18p1993 ¢
65 9; 1995 ¢ 234 art 6 s 36,37; 1997 ¢ 85 art 3 5 16-18; 1997 ¢ 203 art 4 s 22-24; 1998 ¢
407 art 5 5.3-5; 1998 ¢ 407 art 4 5 17,18; 1999 ¢ 245 art 4's 33,34; 2000 ¢ 260 s 97; 2000 ¢
340 s 3; 2000 ¢ 488 art 9 s 15; 1Sp2001 ¢ 9 art 2 s 25-29; 2002 ¢. 379 art I s 113
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256B.0575 AVAILABILITY: OF INCOME FOR INSTITUTIONALIZED PERSONS.

When an 1nst1tutronahzed person is determrned ehglble for medical assistance, the
income that exceeds the deductrons in paragraphs (a) and (b) must be appl1ed to the
cost of institutional care.

(a) The following amounts must be deducted from the 1nst1tutronahzed person s
income in the following order:

(1) the personal needs allowance under section 256B.35 or, for a veteran who does
not have a spouse or child, or a surviving spouse of a veteran-having no child, the
amount of an improved pensron recerved from the veterans adm1nrstrat10n not
exceeding $90 per month; S - S - S

(2) the personal allowance for disabled 1nd1vrduals under section 256B 36

(3) if the institutionalized person has a legally appo1nted guardran or conservator,
five percent of the recipient’s gross monthly income up to $100. as reimbursement. for
guardranshrp or conservatorship services; : :

" (4) a monthly income allowance determined under sectron 256B. 058 subdrvrsron 2
but only to the extent income of the mstrtutronahzed spouse is made avarlable to- the
community spouse; . =

(5) 'a monthly allowance for children under age 18 which; together with the net
income of ‘the childfen, would provide income equal to'the medical assistance standard
for families and childrén according to section:256B.056, subdivision 4, for a family size
that includes only the miinor children. This deduction apphes only if the children do not
live with the community spouse ‘and only to' the extent.that the ‘deduction is not.
included in the personal needs allowance under section 256B 35 subd1v1s10n 1, as chrld
support garnrshed under a court order; SR

(6)a monthly family allowance for other family members, equal to one-third of the
differenice’ between 122" percent’ of ‘the’ federal poverty gurdehnes and the monthly
income for that famrly member;

(7) reparatlons payments made by .the Federal Repubhc of Germany and repara—
tions: _payments made by the Netherlands for victims of Nazi persecutron between 1940
and 1945; C SR : : : :

(8) all other exclusrons from income for rnstrtutronahzed persons as mandated by
federal law; and

“(9) amounts for reasonable expenses incurred for necessary medical or remedial
care for the' institutionalizéd person that are not medical assrstance covered expenses
and that are not subject to payment by a third party.

For purposes of clause (6), other famrly member” means .a person who resides
with the community spouse. and who is a minor or dependent child, dependent parent,
or dependent- sibling of . either spouse “Dependent” means a person who could be
claimed as a dependent for federal income. fax, purposes under the Internal Revenue
Code. : .

(b) Income shall be allocated to an 1nstrtutlonahzed person for a perrod of up to
three calendar months, in an amount equal to the medical assistance standard for a
family size of one if: S : : :

(1) a physician certifies that the’ person is- expected to resrde in the long term care
facility for three calendar months or less; : : -

. (2) if the person has expenses of maintaining a residence in the communrty, and
3 1f one of the following’ crrcumstances apply '

@) the person was not- hv1ng together with a spouse or a famrly member as defrned
in paragraph (a) when the person entered a long-term care facility; or .

(i) the person-and the person’s-spouse become institutionalized on: the ‘same date
in which case the allocation shall be applied to the income of one of the spouses:
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For purposes of this paragraph, a person is determined. to be residing in a licensed
nursing home, regional treatment center, or medical institution if the person is
expected to rémain for a period of one full calendar month or more.

History: 1986 ¢ 444; 1989 ¢ 282 art 3 5 49; 1990 ¢ 568 art 3 s 37; 1991 ¢ 292 art 4.5
40; 15p1993 ¢ 1 art 5 s 32; 1995 ¢ 207 art 6s 30 125; 1996 ¢ 451 art 7s 10; 1999 c 245 art
45352002 c 277 5’10

256B.058 TREATMENT OF INCOME OF INSTITUTIONALIZED SPOUSE.

Subdivision 1: Income not avallable ‘The -income descrlbed in subdivisions 2 and 3
shall be. deducted from an 1nst1tut1on_allzed spouse’s monthly  income and is not
considered available for payment of the monthly costs of an institutionalized person in
the institution after the person has been determined eligible for medical assistance.

Subd. 2. Monthly i income allowance for community spouse. (a) For an institution-
alized spouse with a spouse res1d1ng in the communrty, monthly income may be
allocated to'the community spouse as'a monthly income allowance for the commumty
spouse. Beginning with the first full calendar month the institutionalized 'spouse is in
the - institution, the monthly income allowance is not-.considered available to the

- institutionalized spouse for monthly payment-of costs of care in the. institution as long
as the income is made available to the community spouse.

(b) The monthly income-allowance is the amount by which the commumty spouse’s
monthly maintenance needs allowance under paragraphs (c) and (d) exceeds the
amount of monthly income otherwise available to the community spouse.

. (c) The community spouse’s monthly maintenance needs allowance is the lesser of
$1,500 or 122 percent of the monthly federal poverty guideline for a family of two plus
an excess shelter allowance. The excess-shelter allowance is for the amount of shelter
expenses that exceed 30 percent of 122 percent of the federal poverty guideline line for
a family of two. Shelter expenses .are the community spouse’s expenses for rent,
mortgage payments including principal and interest, taxes, insurance, required mainte-
nance charges for a cooperative or condominium that is the community spouse’s
principal residence, and the standard utility allowance under section 5(e) of the federal
Food Stamp Act of 1977. If the community spouse has a required maintenance charge
for a cooperative or condominium, the standard utility allowance must be reduced by
the amount of utility expenses included in the required maintenance charge. :

If the community or institutionalized spouse establishes that.the community spouse
needs income greater than the monthly maintenance needs allowance determined in
this paragraph due to exceptional circumstances resulting in significant financial duress,
the monthly maintenance needs allowance may be 1ncreased to an amount that
provides needed additional income.

(d) The percentage of the federal poverty guldelme used to determrne the monthly
maintenance needs allowance in paragraph (c) is ircreased to 133 percent on July 1,
1991, and to 150 percent on July 1, 1992. Adjustments in the income limits due to
annual changes in the federal poverty guidelines shall be Jmplemented the first day of
July following publication of the annual changes. The $1,500 maximum must be
adjusted January 1, 1990, and every January 1 after that by the same percentage
increase in the ‘consumer price index for all urban consumers (all items; United States
city average) between the two previous Septembers.

(e) If a court has entered an order against an institutionalized spouse for monthly
income for support of the community spouse, the community spouse’s monthly income
allowance under this subdivision shall not be less. than the amount of the monthly
income ordered.

Subd. 3. Famlly allowance (a) A famlly allowance determined under paragraph (b)
is not considered available to the 1nst1tut10nallzed spouse for monthly payment of costs
of care in the institution.

(b) The family allowance is equal to one-third of the amount by which 122 percent
of. the monthly federal poverty guideline for a family of .two exceeds the monthly
income for that family member. :
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(c) For purposes of this subdivision, the term family member only -includes a minor
or dependent child, dependent parent, or dependent sibling of the institutionalized or
community spouse if the sibling resides with the community spouse:

(d) The percentage of the federal poverty guideline used to determine the family
allowance in paragraph (b) is increased to 133 percent on July 1,.1991, and to 150
percent on July 1, 1992. Adjustments'in the income limits due to annual changes in the
federal poverty guidelines shall be 1mplemented the first day of July following
publication of the annual changes.

Subd. 4. Treatment of income. (a) No income of the commumty spouse will be
considered available to an. eligible institutionalized spouse, beginning . the first full
calendar month of institutionalization, except as provided in this subdivision.

- (b) In determining the income of an institutionalized spouse or community spouse,
after the institutionalized spouse has been determined eligible for medical assistance,
the following rules apply..

(1) For income that is not.from a trust, ava11ab1hty is determined according to
. items (i) to (v), unless the instrument providing the income otherw1se spec1f1cally
provides: - : :

(i) if payment is made solely m the name of one spouse, the 1ncome is con51dered
avallable only to that spouse; :

" (iD) if- payment is made in ‘the names of both Spouses, one half of the mcome is
considered availablé to each;

(iii) if payrnent is made in the names of one or both spouses together with one or
more other | persons, the income is considered available to each spouse according to the
spouse’s interest, or one-half of the joint interest is cons1dered available to each spouse
if each spouse’s interest is not’ spec1f1ed

(iv) if there is no instrument. that establishes ownershlp, one -half of the 1ncome is
considered available to each spouse; and

(v) either spouse may rebut the determination of availability of income by showmg
by a preponderance -of the evidence that ownership interests are dlfferent than
provided above.

(2) For income from' a trust, income is considered available to each spouse as
provided in the trust. If the trust does not specify an amount available to either or both
spouses, availability will be determined according to items (i) to (ii): '

(i) if payment of income is made only to one spouse,. the income is COl’lSldered
available only to that spouse;

(ii) if payment of income is made to both spouses, one—halI is constdered avallable
to each; and - . :

(iii) if payment is made. to either or both spouses and one or more other persons,
the income is considered available to each. spouse in proportion to each spouse’s
interest, or if no such interest is specified, one-half of the joint interest is cons1dered
available to each spouse. - - :

‘History: ]989 c282 art 35 50

256B.059 TREATMENT OF ASSETS WHEN A SPOUSE IS INSTITUTIONALIZED
Subdivision 1. Definitions. (a) For purposes. of this section and section 256B 0595,
the terms defined in this subdivision have the meanings given them. '
(b) “Community spouse” means the spouse of an institutionalized spouse

(c) “Spousal share” means one-half of the total value of all assets, to the extent
that either the 1nst1tut10nahzed spouse or the community spouse had an ownership
interest at the time of 1nst1tut10nahzat10n .

(d) “Assets otherwise available to the. commumty spouse means assets 1nd1v1dua11y
or jointly owned by. the communlty spouse, other than assets excluded by subdivision 5,
paragraph (c). :
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(e) “Community ‘spouse asset -allowance” is the value of assets- that. can be
transferred under subdivision.3. : o : : C

(f) “Institutionalized spouse” means a 'person who'is:

(1) in a hospital, nursmg facility, or intermediate care facility- for persons with
miental retardation, or receiving - ‘home and community-based services under section
256B.0915 or 256B.49, and is expected to remain in the facility or institution or recelve
the home and community-based services for at least 30'consecutive days; and

(2) married to a person who is not in a hospital, nursing facility, or intermediate
care facility for.persons with mental retardation, and is not receiving home and
community-based services under-section 256B.0915 or 256B.49.

(g) “For the-sole benefit of” means no other individiial or entity can benefit in any
way from the assets or income at the time of-a transfer or-at any time in the future.

Subd. 1a. Imstitutionalized spouse. The provisions of this section apply only when a
spouse is mstltutlonahzed for a continuous perlod begmnmg on or after October 1,
1989:

“Subd. Assessment of spousal share. At the begmnmg of the flrst continuous
period of 1nst1tut10nal1zat10n of a person beginning on or after October 1, 1989, at the
request -of either the institutionalized spouse or the.community spouse, or upon
application for medical assistance, the total value of assets in which either the
institutionalized spouse or the community spouse had an interest at the time of the first
period of institutionalization of 30 days or more shall be assessed and documented and
the spousal share shall be assessed and documented.

Subd. Commumty spouse asset allowance. An mstltutlonahzed spouse ‘may
transfer assets to, the community spouse for the sole benefit of .the comrnumty spouse.
Except for increased amounts allowable under subd1v1510n 4, the maximum amount:of
assets allowed to be transferred is the amount which, when added to the ~assets
otherwise available to the community spouse, i§ as follows

(1) prior to July 1, 1994 the greater of:

(i) $14,148;

(ii) the lesser of the spousal share or $7O 740; or .
(iii) .the .amount required by.court order to be paid to the commumty spouse; and
(2) for persons whose date of initial determination of eligibility for medical

assistance following their first continuous period of . mstltuuonahzanon .occurs on or
after July.1, 1994, the greater of:,

(i) $20,000;
(ii) the lesser of the spousal share or $70,740; or: :
(iii) the amount required by court order to be paid to the commumty spouse.

If the assets:available to the community spouse are already at the limit permissible
under this section, or the higher limit attributable to increases under subdivision 4, no
assets may be transferred from the institutionalized spouse to the community spouse.
The transfer must be made as soon as practicable after the date the institutionalized
spouse is determined eligible for medical assistance, or within the amount of time
needed for any court order required for the transfer. On January 1, 1994, and every
January 1 thereafter, the limits in this subdivision shall be adjusted by the same
percentage change in the consumer price index for all urban consumers (all items;
United States city average) between the two previous Septembers. These adjustments
shall also be applied to the limits in subdivision 5.

Subd. 4. Incréased commumty spouse asset allowance; when allowed. (a) If either
the institutionalized spouse or’' community spouse establishes that the comimunity
spouse asset allowance tnder subdivision 3 (in relation to the amount of income
generated by such an allowance) is not sufficient to raise the community spouse’s
income to the minimum monthly maintenance needs allowance in section 256B.058,
subdivision 2, paragraph (c);:there shall be substituted for-the amount allowed to be
transferred an amount sufficient, when combined with the monthly income otherwise
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available to the spouse, to provide the minimum monthly -maintenance needs -dllow-
ance. A substitution under this paragraph may be made only if the assets of the couple
have .been arranged so that the maximum amount of income-producing assets, at the
maximum rate of return, are available to the community spouse under the community
spouse asset allowance. The maximum rate of return is the average rate of return
available from the financial institution holding the asset, or a rate determined by the
commissioner to be reasonable 'according-to community standards; if the asset is not
held by a financial institution.

(b) The community spouse asset allowance under subdivision 3.can be increased by
court order or hearing that complies with the requirements of United States Code, title
42, section 1396r-5.

Subd. 5. Asset availability. (a) At the time of initial determination of ehglbrhty for
medical assistance benefits following the first continuous period of institutionalization
on or after October 1, 1989, assets considered available to the institutionalized spouse
shall be the total value of all assets in which either spouse has an ownershlp interest,
reduced by the following amount for the community spouse:

(1) prior to July 1, 1994, the greater of:

(i) $14,148;

(ii) the lesser of the spousal share or $70,740; or

(iif) the amount required by court order to be paid to the community spouse;

(2) for persons whose date of initial determination of eligibility for medical
assistance following their first continuous period of institutionalization .occurs on or
after July 1, 1994, the greater of:

(i) $20,000;
(if) the lesser of the spousal share or $70 740; or .
(iii) the amount required by court order to be paid to the community spouse.

The value of assets transferred for the sole benefit' of the community spouse under
section 256B.0595, subdivision 4, in combmatlon with other assets available to the
community- $pouse under this section, cannot ‘exceed the limit for the community
spousé asset allowance determined under subdivision 3 or 4. Assets that exceed this
allowance shall be considered available to the institutionalized spouse whether or not
converted to income. If the community spouse asset allowance has been increased
under subdivision 4, then the assets considered available to the institutionalized spouse
under 'this subd1v151on shall be further reduced by the value -of addmonal amounts
allowed under subdivision 4.

(b) An institutionalized spouse may be found ellglble for medical assistance even
though assets in excess of the allowable amount are found to be available under
paraoraph (a) if the assets are owned Jomtly or individually by the community spouse,
and the institutionalized spouse cannot use those assets. to pay for the cost, of care
without the consent of the community spouse, and if: (i) the institutionalized spouse
assigns to the commissioner the right to support from the community spouse under
section 256B.14, subdivision 3; (ii) the institutionalized spouse lacks the ability to
execute an assignment due to a physical or mental impairment; or (iii) the denial of
eligibility would cause an imminent threat to the institutionalized spouse’s health and
well-being.

(c) After the month in which the institutionalized spouse is determined eligible for
medical assistance, during the continuous period of institutionalization, no assets of the
community spouse are consrdered available to the institutionalized spouse, unless the
institutionalized spouse has been found eligible under paragraph (b).

(d) Assets determined to be available to the institutionalized spouse under this
section must be used for the health care or personal needs of the institutionalized
spouse.-
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(e) For purposes of this section, assets do not include assets excluded- under the
supplemental security income program.

History: 1989 ¢ 282 art 3 s 51; 1990 ¢ 568 art 3's 38,39; 1991 ¢ 199 art I s 61 1992 ¢
513 art 7 s 40,41; ZSp]993 clart5s 3334 ]995 ¢ 207 art 6 s 31-33; 1997 ¢ 107 s 3-6;
2002c220 art 155 -7-9

256B. 0595 PROHIBITION S ON TRANSFER E\CEPTIONS

Subdivision 1. Prohibited transfers. (a) For transfers of assets made on or before
August 10, 1993, if a person or the person’s spouse has given away, sold, or disposed of,
for less than fair market value, any asset or interest therein, except assets other than
the homestead that are excluded under the supplemental security program, within 30
months before or any time after the date of institutionalization if the person has been
determined eligible for medical assistance, or within 30 months before or any time after
the date of . the first. approved application for medical assistance if the person has not
yet been determmed eligible for medical assistance, the person is ineligible for long-
term care services for the period of time determined under subdivision 2.

(b) Effective for transfers made after August 10, 1993, a person, a person’s spouse,
or any person, court, or administrative body with legal authority to act in place of, on
behalf of, at the direction of, or upon the request of the person or person’s spouse, may
not give away, sell, or dispose of, for less than fair market value, any asset or interest
therein, except assets other than the homestead that are excluded under the supple-
mental security income program, for the purpose of establishing or maintaining medical
assistance eligibility. For purposes of determining eligibility for long-term care services,
any transfer of such assets within 36 months before or any time after an institutional-
ized person applies for medical assistance, or 36 months before or any time after a
medical assistance recipient becomes institutionalized, for less than fair market value
may be considered. Any such transfer is presumed to have been made for the purpose
of establishing or maintaining medical assistance eligibility and the person is ineligible
for long-term care services for the period of time determined under subdivision 2,
unless the person furnishes convincing evidence to establish that the transaction was
exclusively for another purpose, or unless the transfer is permitted under subdivision 3
or 4. Notwithstanding the provisions. of this paragraph, in the case of payments from a
trust or portions of a trust that are considered transfers of assets under federal law, any
transfers made within 60 months before or any time after an institutionalized person
applies for medical assistance and within 60 months before or any time after a medical
assistance recipient becomes institutionalized, may be considered.

{c) This section applies to transfers, for less than fair market value, of income or
assets, including assets that .are considered income in the month received, such as
inheritances, court settlements, and retroactive benefit payments or income to which
the person or the person § spouse is entitied but does not receive due to action by the
person, the persons spouse, or ‘any person, court, or administrative body with legal
authority to act in place of, on behalf of, at the dlrectlon of, or upon the request of the
person or the person’s spouse.

(d) This section applies to payments for care or personal services prov1ded by a
relative, unless the compensation was stipulated in a notarized, written agreement
which was in existence when the service was performed, the care or services directly
benefited the person, and the payments made represented reasonable compensation for
the care or services provided. A notarized written agreement is not required if payment
for the services was made within 60 days after the service was provided.

(e) ThIS section applies to the portion of any asset or interest that a person, a
person s spouse, or dny person, court, or administrative body with legal authority to act
iri place of, on behalf of, at the direction of, or upon theé request of the person or the
person’s spouse, trarsfers-to-any annuity that exceeds the value of the benefit likely to

_be returned to the person or spouse while. alive, based on estimated life expectancy
using the life expectancy tables employed by the-supplemental security income program
to determine the value of an agreement for services for life. The commissioner may
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adopt rules reducing life expectancies -based on the need for long-term care. This
section applies to an annuity described in this paraoraph purchased on or after March
-1, 2002, that: :

(1) is not purchased from an insurance company or financial institution that is
subject to licensing or regulation by the Minnesota department of commercé or-a
similar regulatory agency of another state;

2) does not pay out principal and interest in equal monthly installments; or ™
(3) does not begin payment at the earliest possible date after annumzatlon

(f) For purposes of this section, long-term care services include services in a
nursing facility, services that are eligible for payment according to section 256B.0625,
subd1v151on 2, because they are prov1ded in a swing bed, intermediate care facility for
persons with mental retardation, and home and Communi_ty—based services provided
pursuant to sections 256B.0915, 256B.092, and 256B.49. For purposes of this subdivi-
sion and subdivisions 2. 3, and 4, “institutionalized person” includes a person who is an
inpatient in a nursing facility or in a swing bed, or intermediate care facility for persons
with mental retardation or who is receiving home and community-based serv1ces under
sections 256B.0915, 256B.092, and 256B.49. -

Subd. 1a. [Repealed, 2001 ¢ 203 s 19]

Subd. 2. Period of ineligibility. (a) For any uncompensated transfer occurring on
or before August 10, 1993, the number of months of ineligibility for long-term care
services shall be the lesser of 30 months,- or the uncompensated transfer amount
divided by the average medical assistance rate for nursing facility services in the state in
effect on the date of application. The amount used to calculate the average medical
assistance payment rate shall be adjusted each July 1 to reflect payment rates for the
previous calendar year. The period of ineligibility begins with the month in which the
assets were transferred. If the transfer was not reported to the local agency at the time
of application, and the applicant received long-term care sérvices during what would
have been the period of ineligibility if the transfer had been reported a cause of action
exists against the transferee for the cost of long-term care services provided during the
_period of ineligibility, or for the uncompersated amount of the transfer, whichever is
less. The action may be brought by the state or the local agency respon51ble for
providing medical assistance under chapter 256G. The uncompensated transfer amount
Is the fair market value 'of the asset at the time it was alven away, sold or disposed of,
less the amount of compensation received:

(b) For uncompensated transfers made after August 10, 1993, the number of
months of ineligibility for long-term care services shall be ‘the total uncompensated
value’ of the resources transferred divided by the average medical assistance rate for
nursing facility services in the state in effect on the date of application. The amount
used to calculate the average medical assiStance payment rate shall be adjusted each
July 1 to reflect payment rates for the previous calendar-year. The period of ineligibility
begins with the month in which the asset$s were transferred except that if one or more
uncompensated transfers are made during. a period of ineligibility, the total “assets
transferred during the ineligibility period shall be combined and a penalty period
calculated to begm in the month the first uncompensated transfer was made. If the
transfer was not reported to the local - agency at’ the time of application, and the
applicant received medical assistance services during what would have been’the period
of ineligibility if the transfer had been reported, a cause of action exists against the
transferee for the cost of medical assistance services provided during the period of
ineligibility, or for the uncompensated amount of the transfer, whichever is less. The
action may,be brought by the state. or the local agency responsible for providing
medical assistance under chapter 256G. The uncompensated transfer amount is the fair
market value of the asset at the time it was given away, sold, or disposed of, less the
amount of compensation received. Effective for transfers made on or after March, 1,
1996, involving persons who apply for medical assistance on or after Aprll 13, 1996 no
cause of action exists for a transfer unless: :

Copyright © 2002 Revisor of Statutes, State of Minnesota. All Rights Reserved.



MINNESOTA STATUTES 2002

256B.0595 MEDICAL ASSISTANCE FOR NEEDY PERSONS 938

~ (1) the transferee knew or should have known that the transfer was being made by
a person who was a resident of a long-term care facility or was receiving that level of
care in the community at the time of the transfer; :
"(2) the transferee knew or should have known that the transfer was being made to
assist the person to qualify for or retain medical assistance eligibility; or

(3) the transferee actively solicited the transfer with intent to assist the person to
qualify for or retain eligibility for medical assistance.

(c) If a calculation of a penalty period results in a partial month, payments for
long-term care services shall be reduced in an amount equal to the fraction, except that
in.calculating the value of uncompensated transfers, if the total value of all uncompen-
sated transfers made in a month not included in an existing penalty perlod does not
exceed $200, then such transfers shall be disregarded for each month prior to the
month of application for or during receipt of medical assistance.

Subd. 2a. [Repealed, 2001 ¢ 203 s 19]

Subd. 3. Homestead exceptlon to transfer. prohibition. (a) An institutionalized
person is not ineligible for long-term care. services due to a transfer of assets for less
than fair market value if the asset transferred was a homestead and: -

(1) title to the homestead was transferred to the individual’s

- (i) spouse;

(11) child who is under age 21;

: (iii) blind or permanently and totally dlsabled child as deflned in the supplernental
securlty income program,

(iv) sibling who has equity interest in the home and who was residing in the home
for a period of at least one year 1rnrned1ately before the date of the individual’s
admission to the fac111ty, or :

(v) son or daughter who was residing in the mdlvrdual’s home for a period of at
least two years immediately before the date of the individual’s admission to the facility,
and who provided care to the individual that, as certified by the individual’s attending
physician, permitted the individual to reside at home rather than in an institution or
facility;

(2) a satisfactory showing is made that the individual intended to dispose of the
homestead at fair market value.or for other valuable consideration; or

(3) the local agency grants a waiver of a penalty resulting from a transfer for less
than fair market value because denial of eligibility would cause undue hardship for the
individual, based on imminent threat to the individual’s health and well-being. Whenev-
er an applicant or recipient is denied eligibility because of a transfer for less than fair
market value, the local agency shall notify the applicant or recipient that the applicant
or recipient may request a waiver of ‘the penalty if the denial of eligibility will cause
undue hardship. In evaluating a waiver, the local agency shall take into account
whether the individual was the victim. of financial exploitation, whether the individual
has made reasonable efforts to recover the transferred property or resource, and other
factors relevant to a determination of hardshlp If the local agency does not approve a
hardship waiver, the local agency shall issue a written notice to the individual stating
the reasons for the denial and the process for appealing the local agency’s decision.

(b) When a waiver is granted under paragraph (a), clause (3), a cause of action
exists against the person to whom the homestead was transferred for that portion of
long-term care services granted within:

(1) 30 months of a transfer made on or before Auoust 10, 1993;

(2) 60 months if the homestead was transferred after August 10, 1993, to a trust or
portion of a trust that is considered a transfer of assets under federal law; or

(3) 36 months if transferred in any other manner after August 10, 1993,

or the amount of the uncompensated transfer, whichever is less, together with the costs
incurred due to the action. The action shall -be brought by the state unless the state
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delegates this responsibility to. the local agency responslble for providing med1ca1
assistance under chapter 256G: : o . .

Subd. 3a: [Repealed, 2001 ¢ 203 s 19]
" Subd. 4. Other exceptions to transfer prohibition. An 1nst1tutlonallzed person who
- has made, or whose spouse has made a transfer prohibited by subdivision 1, is not

ineligible for long-term care services if one of the" following conditions applles

(1) the .assets were transferred to the 1nd1v1dua1 s spouse or to another for.the sole :
benefit of the spouse; or

(2) the institutionalized spouse prlor to be1ng 1nst1tut1onallzed transferred assets
to a spouse, provided that the spouse to whom the assets were transferred does not
then transfer those assets to another person for less than fair market value. (At the -
time when one spouse is institutionalized, assets must be allocated between the spouses
as provided under section 256B.059); or

(3) the assets were transferred to the 1nd1v1dua1 s ch11d Who is bhnd or permanently
and totally disabled as determined in the supplemental security income program; or.

(4) a satisfactory showing is made that the individual intended to dlspose of the
assets either at fair market value or for other valuable consideration; or .

(5) the local agency determines that denial of ehgrbrhty for long-term care services
would work an undue hardship and grants 'a waiver.of a penalty resulting ‘from a
transfer for less than fair market value based on an imminent threat to the individual’s
health and well-being. Whenever an applicant or recipient is denied eligibility because
of a transfer for less than fair market value, the local agency shall notify the applicant
or recipient that the applicant or recipient may request a waiver of the penalty if the
denial of eligibility will cause undue hardship. In evaluating a waiver, the local agency
shall take into account whether the individual was the victim of financial exploitation,
whether the individual has made reasonable efforts to recover the transferred property
or resource, and other factors relevant to a determination’ of hardshlp If the local
agency does not approve a hardship waiver, the local agency shall issue a written notice
to the individual stating the reasons for the denial and the process for appealing the
local agency’s decision. When a waiver is granted, a cause of.action exists against the
person to whom the assets were transferred for that portlon of long-term care services
granted within:

_ (i) 30 months of a transfer made on or before August 10, 1993;

(i) 60 months of a transfer if the assets were transferred after August 30 1993, to
a trust or portion of a trust that is considered a transfer of assets under federal law; or

(111) 36 months of a transfer 1f transferred in any other manner after August 10,
1993 ' :

or the amount of the uncompensated transfer, whichever is less, together with the costs
incurred due to the action. The action shall be brought by the state unless the state
delegates this responsibility to the local agency respon51ble for prov1d1ng medical
assistance under this chapter or -

(6) for transfers occurrlng after August lO 1993 ‘the assets were transferred by the
person: or person’ s spouse: (i) into a trust established for the sole benefit of a son or
daughter of any'age who is blind or disabled as defined by the Supplemental Security
Income program; or (ii) into a trust established for the sole benéfit of an individual
who is under 65 years ‘of age who is-disabled ‘as defined by the Supplemental Security
Income program.

“For the sole-benefit of” has the mieaning found in section 256B.059, subdivision 1.
Subd. 4a [Repealed, 2001 ¢ 203 s 19]

Subd. 5: Notice of receipt of federal- walver In- every ‘instarice in' which a federal
waiver that 'allows the implementation of a-provision in this section is granted, the
commissioner shall publish notice -of receipt of the waiver in the State. Register.

- Subd. 6. No bad effect on realty conveyance; encumbrance. This section'does not
invalidate or impair the effectiveness of a conveyance or encumbrance of real estate.
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Subd. 7. Notice of rights. If a period of ineligibility is imposed under subdivision 2
or 2a, the local agency shall inform the applicant or recipient subject to the penalty of
the person’s rights under section 325F.71, subdivision 2.

_ History: 1986 ¢ 444; 1989 ¢ 282 art 3 s 52; 1990 ¢ 568 art 3 s, 40- 42 1992 c 5]3 art 7
5 42; 18p1993 ¢ 1 art 55 35; 1994 ¢ 388 art 1 s 2; 1995 ¢ 207 art 6 s 34- 37: 1996 ¢ 451 art
25 11-19,62; 2001 ¢ 203 s 7,8,19; 2002 ¢ 220 arf 15 s 10-12 ;

‘i NOTE: The amendments to subdivisions 1. 2, 3, and 4, by Laws 1995, chapter 207, dl’t]cle 6, sections 34 to 37, are
effective retroactive to August 11, 1993, except that pomon amending subdivision 2, paragraph.(c), is effective retroactive to
transfers of income or assets made on or after September 1, 1994. Laws 1993, chapter 207. amcle 6, section 125, subdivision 2,
and Laws 1995 chapter 263, section 6.

256B.06 ELIGIBILITY; MIGRANT WORKERS; CITIZENSHIP. . .

Subdivision 1. [Renumbered 256B.055, subdivision 1]
Subd. 1a. [Renumbered 256B.055, subd 2]
Subd. 1b. [Renumbeled 256B 055, subd 3]
Subd. 1c. [Renumbered 256B.055, subd 4] .
Subd. 1d. [Renumbered 256B.055, subd 5]
.~ Subd. le. [Renumbered 256B.055, subd 6] .

" Subd. 1f. [Renumbered 256B.055, subd 7] .

" Subd. 1g. [Renumbered 256B.055, subd 8]
Subd. 1h. [Renumbered 256B.055, subd 9]
. Subd, 1i. [Renumbered 256B.055, subd 10} . - - . . .
Subd._l] [Renumbered 256B.055, subd 11] B S - K
Subd. 1k. [Renumbered 256B.056, subdrv1s10n 1] R o

~'Subd. 11. [Renumbered 256B.056, subd 2] .

" 'Subd. Im. [Renumbered 256B.056, subd 3_] L

" Subd. 1n. [Renumbered 256B.056, subd 4] *:

~ Subd. 1o. [Renumbered 256B.056, subd 5]
Subd. 1p. [Renumbered 256B.056, subd 6] o
Subd. 1q. [Renumbered 256B.055, subd 12]
Subd. 1r. [Renumbered 256B.056, subd 7]
Subd. 2. [Repealed, 1974.c 525s 3]

Subd. 3. Migrant worker; Notwithstanding any law .to the contrary, a mlgrant
worker who meets all of the elIgIbIlIty requirements of this section except for having a
permanent place of abode in another state, shall be eligible for medical assistance and
shall have medical needs met by the county in Wthh the worker resrdes at the time of
making application.

Subd. 4. Citizenship requIrements (2) Eligibility for medlcal assistance is limited
to citizens of the United States, qualified noncitizens as defmed in th1s subd1v1s10n and
other persons residing lawfully in the United States.

(b) “Qualified noncitizen” means a person who meets one of the followmg
immigration criteria:

(1) admitted for lawful permanent res1dence .according to United States Code title

(2) admitted to the United States as a refugee according to UnIted States Code,
title 8, section 1157

(3) granted asylum according to United States Code, title 8, sectlon 1158‘

(4) granted WIthholdmg of deportatron accordmg to United States Code' tItle 8,
section 1253(h); -

. (5) paroled for a period of at least one year accordmg to UnIted States Code tItle
8, section 1182(d)(5); . :
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(6) granted conditional entrant status accordrng to United States Code, title 8,
section 1153(a)(7);
’ (7) determined to be a battered noncitizen by the United States Attorney General
according to the Illegal Immigration Reform-and Immigrant Responsibility Act of 1996,
title V of the Omnibus Consolidated Appropriations Bill, Public Law Number 104-200;

(8) is a child of a noncitizen determined to be a battered noncitizen by the United
States Attorney General according to the Illegal Immigration Reform and Immigrant
Responsibility Act of 1996, title: V, of the Omnibus Consolidated Approprratlons Bill,
Public Law Number 104-200; or :

(9) determined to be a Cuban or Haitian entrant as defined in section 501(e) of
Public Law Number 96-422; the Refugee Education Assistance Act of 1980.

(c) All qualified noncitizens who were residing in the United States before August
"22, 1996, who otherwise meet the eligibility requirements -of chapter 256B, are eligible
for medical assistance with federal financial participation.

(d) All qualified noncitizens who entered the United States on or after August 22,
1996, and who otherwise meet the eligibility requirements of chapter 256B, are ehgrble
for medical assistance with federal financial participation through November 30, 1996.

Beginning December 1, 1996, qualified noncitizens who entered the United States
‘on or after August 22, 1996, and who otherwise meet the eligibility requirements of
chapter 256B are ehglble for medical assrstance with federal part1c1pat10n for five years
if they meet one of the following criteria: :

(i) refugees admltted to the Unrted States according to United States Code title 8,
sectlon 1157, -

(ii) persons granted asylum accordmg to United States Code, tifle 8, section 1158;

(iii) persons granted withholding of deportat1on accordrng to United States Code,
title 8, section 1253(h);

- (iv) veterans of the Umted States Armed Forces w1th an honorable d1scharge fora
reason other than noncitizen status, their spouses and unmarried minor dependent
children; or-

(v) persons on active duty in the United States Armed Forces other than for
training, their spouses and unmarried minor dependent children.

Begmnmg December <1, 1996, qualified noncitizens who do not meet one of the
criteria in items (i) to (v) are eligible for medical assistance without federal financial
participation as described in paragraph -

(e) Noncitizens who are not qualified noncitizens as defined in paragraph (b), who
are lawfully residing in the United States and who otherwise meet the eligibility
requirements of chapter 256B, are eligible for medical assistance under clatises (1) to
(3). These individuals must cooperate with the Immigration and Naturalization ‘Service
to pursue any applicable immigration status, including citizenship, that would qualify
them for medical assistance with federal fman01a1 participation.

"(1) Persons who were medical assistance recipients on August 22, 1996, are eligible
for medical assistance with. federal financial participation through December 31, 1996.

(2) Beginning January 1, 1997, persons described in clause (1) are eligible for
medical assistance without federal financial participation as described in paragraph (j).

(3) Beginning December 1, 1996, persons residing in the United States prior to
August 22, 1996, who were not receiving medical assistance and persons-who arrived on
or after August 22, 1996, are eligible for medical assistance wrthout federal fmancral

 participation as described in paragraph (j). . .

(f) Nonimmigrants who otherwise meet the eligibility requirements of chapter -
256B are eligible for the benefits as provided in paragraphs (g) to (i). For purposes of
this subdivision, a “nonimmigrant” is a person in one of the classes listed in United
States Code, title 8, section 1101(a)(15).

(g) Payment shall also be made for care and services that are furnrshed to
noncitizens, regardless of immigration status, who otherwise meet: the eligibility: re-
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quirements of chapter 256B, if such care and services are necessary for the treatment of
an emergency medical condition, except for organ transplants and related care .and
services and routine prenatal care. .

- (h) For purposes of this subdivision, the term. emergency.medlcal condition”
means d medical condition that meets.the requirements-of United States ‘Code, title 42,
section 1396b(v). . .

(i) Pregnant noncmzens who are undocumented ‘or nommmxgrants who 0therw1se
meet the eligibility requirements of chapter 256B, -are eligible for medical-assistance
payment without federal financial participation for care and services through the period
of pregnancy, and 60 days postpartum, except for labor and delivery.

(j) Qualified noncitizens as described in paragraph (d), and all other noncitizens
lawtully residing in the United States as described in paragraph (e), who are ineligible
for medical assistance.with federal. finarncial participation and who otherwise meet the
eligibility requirements of chapter 256B and of this paragraph, are eligible for medical
assistance without federal financial participation. Qualified noncitizens as described in
paragraph (d). are .only eligible for medical assistance without federal financial partic-
ipation for five.years from their date of entry into the United States. '

(k) The,commissioner shall submit to the legislature by December 31, 1998, a
report on. the number of recipients and cost of coverage. of care and services made -
according to paragraphs (i) and (j).

Subd. 5. Deeming of sponsor income and resources. When deterrmnmg eligibility
for any federal or state funded medical assistance under this section, the income and
resources of all noncitizens shall be deemed to include their sponsors’ income and
resources as required under the Personal Respon51b111ty and Work Opportunity Recon-
ciliationi Act of 1996, title IV, Public Law Number 104-193, sections 421 and 422 and
subsequently set out in‘federal rules. This section is effective May 1, 1997.

History: Ex1967 ¢ 16 5 6; 1969 ¢ 841 s 1; 1973 ¢ 717 5 18 1974 ¢ 525 s 1.2; 1975 ¢
247 5 10; 1976 ¢ 236 s 3; 1977 ¢ 448 5 6; 1978 ¢ 760 s 1; 1979 ¢ 309 s 4; 1980 ¢ 509 s 106;
1980 ¢ 527 s 1,'1981 ¢ 360 art 2 s 28; 15p1981 ¢'2 s 14; 35p1981°'c 2 art 1 s 32; 3Sp1981 ¢
3517, 1982 ¢ 553s 6, 1982 ¢ 640 5 5; 1983 ¢ 312 art 5 s 15; 1984 ¢ 422 s 1; 1984 ¢ 534 s
22; 1984 ¢ 654 art-5.s 58; 1985 ¢ 248 s 70; 1985 ¢ 2525 21; 1986 ¢ 444; 1Sp1986 ¢ 1 art 8
55,1987 ¢ 403 art 2 s 79,80; 1988 ¢ 689 art 2 5 144,145,268; 1991 ¢ 199 art 25 1; 1995 ¢
207 art 6 s 38; 1997 ¢ 85 art- 3 s 19,20; 1997 ¢ 203 art 12 s 2; 1998 ¢ 407 art 4 s 19

256B.061 ELIGIBILITY; RETROACTIVE EFFECT RESTRICTIONS

(a) If any individual has been determined to be eligible for medical assistance, it
will be made available for care and services included under the plan and furnished in or
after the third month before the month in which the individual made application for
such assistance, if such individual was, or upon apphcatlon would have been, eligible
for medical assistance at the.time the care and services were furnished. The commis-
sioner may limit, restrict, or suspend the eligibility of an. individual for up to one year
upon that individual’s conviction of a criminal offense related to apphcatlon for or
receipt of medical assistance benefits.

(b) On the basis of information provided on the completed apphcatlon an
applicant who meéts the following criteria shall be determined eligible beginning in the
month of application:

(1) whose gross income is less than 90 percent of the applicable income standard

(2) whose total liquid assets are less than 90 percent of the asset limit; '

3) does not reside in a Ion0 term care facility; and

(4) meets all other eligibility requirements.

The applicant must provide all required verifications within 30 'days’ notice of the
eligibility determination or eligibility shall be terminatéd.
History: 1973 c717s 3 1983 ¢ 312 art 55 16; 1986 ¢ 444 1999 c 245 art 4536

2563 062 [Repealed, 1998 ¢ 407 art 6 s 12,118]
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256B.0621 COVERED SERVICES: TARGETED CASE MANAGEMENT SERVICES.

Subdivision 1. [Repealed; 2002 ¢ 375 art 2 s 56]

Subd. 2. Targeted case management; definitions. For purposes of subd1v1510ns 3to
10, the following terms have the meanings given them:

(1) “home care service recipients” means those individuals receiving the following
services under section 256B.0627: skilled nursing visits, home health aide visits, private
duty nursing, personal care a551stants or therapies provided through a home health
agency; .

(2) “home care targeted case management” means the provision of targeted case
management services for the purpose of assisting home care service recipients to gain
access to needed services and supports so that they may remain in the community;

(3) “institutions” means hospitals, consistent with Code of Federal Regulations,
title 42, section 440.10; regional treatment cénter inpatient services, consistent with
section 245.474; nursing facilities; and intermediate care facﬂmes for persons with
mental retardahon

(4) “relocation targeted case management” means the provision of targeted case
management services for the purpose of assisting recipients to gain access to needed
services and supports if they choose to move from an institution to the community.
Relocation targeted case management may be provided during the last 180 consecutive
days of an eligible recipient’s institutional stay; and .

(5) “targeted case management” means case management services provided to
help recipients gain access to needed medical, social, educational, and other services
and supports.

Subd. 3. Eligibility. The following persons are eligible for relocatlon targeted case
management or home care-targeted case management:

(1) medical assistance eligible persons residing in institutions who choose to move
into the community are eligible for relocation targeted case management services; and

(2) medical assistance eligible persons receiving home care services, who are not
eligible for any other medical assistance reimbursable case management service, are
eligible for home care-targeted case management services beginning January 1, 2003.

Subd. 4. Relocation targeted case management provider qualifications. The follow-
ing qualifications and certification standards must be met by providers of relocation
targeted case management:

(a) The commissioner must certify each provider of relocation targeted case
management before enrollment. The certification process shall examine the provider’s
ability to meet the requirements in this subdivision and other federal and state
requirements of this service. A certified relocation targeted case management provider
may subcontract with another provider to deliver relocation targeted case management
services. Subcontracted prov1ders must demonstrate the ability to provxde the services
outlined in subdivision 6.

(b) A relocation targeted case management provider is an enrolled medical
assistance provider who is determined by the commissioner to have all of the following
characteristics: '

(1) the legal authority to provide public welfare under sections 393.01, subdivision
7; and 393.07; or a federally recognized Indian tribe; _

(2) the demonstrated capacity and experience to provide the components of case
management to coordinate and link community resources needed by the eligible
population;

(3) the administrative capacity and experience to serve the target population for
whom it will provide services and ensure quality of services under state and federal
requirements;

(4) the legal authority to provide complete investigative and protective services
under section 626.556, subdivision 10; and child welfare and foster care services under
section 393.07, subdivisions 1 and 2; or a federally recognized Indian tribe;
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(5) a financial ‘'management system:' that provides accurate .documentation of
services and costs under state and federal requirements; and

(6) the capacity to document and maintain individual case records under state and
federal requirements.

A provider of targeted case management under subdivision 20 may be deemed a
certified provider of relocation targeted case management.

Subd. 5. Home care targeted case management provider qualifications. The
following qualifications and certification standards must be met by providers of home
care taroeted case management.

(a) The commissioner must certify each prov1der of home care targeted case
management before enrollment. The certification process shall examine the provider’s
ability to meet the reqmrements in this subdivision and other state and federal
requirements of this service.

(b) A home care targeted case management provider is an enrolled medical
assistance provider who has a minimum of a bachelor’s degree or a license in a health
or human services field, and is determined by the commissioner to have all of the
following characteristics:

{1) the demonstrated capacity and experience to provrde the components of case
management to coordinate and link community resources needed by the eligible
population; ) .

) the . admmistrative capacity and experience to serve the target population for
whom it will provide services and ensure quality of services under state and federal
requirements; :

(3) a financial management system that prov1des accurate documentation of
services and costs under state and federal requirements;

(4) the capacity to document and maintain individual case records under state and
federal requirements; and

(5) the capacity to coordinate with county admmistrative functions

Subd. 6. Eligible services. Services eligible for medical assistance reimbursement as
targeted case management include: :

(1) assessment of the recipient’s need for targeted case management services;

(2) development, completion, and regular review of a written individual service
plan, which is based upon the assessment of the recipient’s needs and choices, and
which will ensure access to medical, social, educational, and other related services and
SUpports;

3) routine contact or communication with the recipient, re01pient s family. primary
caregiver, legal representative, substitute care provider, service providers, or other
relevant persons identified as necessary to the development or implementation of the
goals of the individual service plan;

(4) coordinating referrals for, and the provision of case management services for
the recipient with appropriate service providers, consistent with section 1902(a)(23) of
the Social Security Act;

(5) coordinating and monitoring the overall service delivery to ensure quality of
services, appropriateness, and continued need;

(6) completing and maintaining necessary documentation that supports and verifies
the activities in this subdivision;

(7) traveling to conduct a visit with the recipient or other relevant person
necessary to develop or implement the goals of the individual service plan; and

(8) coordinating with the institution discharge planner in the 180-day period
before the recipient’s discharge.

Subd. 7. Time lines. The following time lines must be met for assigning a case
manager:
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(1) for relocation targeted case management, an eligible recipient must be assigned
a case manager who visits the person within 20 working days of requesting a case
manager from-their county of financial responsibility as determined under chapter
256G. 1If a county agency does not provide case management services as required, the
recipient may, after written notice to the county agency, obtain targeted relocation case
management services from a home care targeted case management provider, as defined '
in subdivision 5; and-

(2) for home care targeted case management, an eligible recipient must be
assigned a'case manager within 20 working days of requesting a case manager from a
home care targeted case management provider, as defined in subdivision 5.

Subd. 8. Evaluation. The commissioner shall evaluate the delivery of targeted case
mahagement, including, but not limited to, acCess to case management services,
consumer satisfaction with case management services, and quality of case management
services.

Subd. 9. Contact documentation. The case manager must document each face-to-
face and telephone contact with the recrplent and others involved in the recipient’s
individual service plan. :

Subd. 10. Payment rates. The commissioner shall set payment rates for targeted
case management under this subdivision. Case managers may bill according to the
following criteria:

(1) for relocation targeted case management, case managers may bill for direct
case management activities, including face-to-face and telephone contacts, in the 180
days preceding an eligible recipient’s discharge from an institution;

(2) for home care targeted case management, case managers -may bill for direct
case management activities, including face-to-face and telephone contacts; and

(3) billings for targeted case management setvices under this subdivision shall not
duplicate payments made under other program authorities for the same purpose. -

History: 1Sp2001 ¢ 9 art 2 s 39; art 3-s 20-28

256B.0623 COVERED SERVICE: ADULT REHABILITATIVE MENTAL HEALTH
SERVICES.

Subdivision 1. Scope. Medical assistanc_e.covers adult rehabilitative mental health
services as defined in subdivision 2, subject to federal approval, if provided to recipients
as defined in subdivision 3 and provided by a qualified provider entity meeting the
standards in this section and by a qualified individual provider working within the
provider’s scope of practice and identified in the recipient’s individual treatment plan’
as defined in section 245.462, subdivision 14, and if determined to be medically
necessary accordmo to section 62Q.53.

Subd. 2. Definitions. For purposes of this section, the followmg terms have the
meanings grven them. oo _

(a) “Adult rehabilitative mental health services” means mental health services
which are rehabilitative and enable the recipient to develop and enhance psychiatric
stability, social competencies, personal and emotional adjustment, and independent
living and community skills, when these abilities are impaired by the symptoms of
mental illness. Adult rehabilitative mental health services are also appropriate when
provided to enable a recipient to retain stability and functioning, if the recipient would
be at risk of 51gn1f1cant functional decompensatlon or more restrictive serv1ce settmgs
without these services. ' .

(1) Adult rehabilitative mental health services instruct, assist, and support the
recipient in areas such as: interpersonal communication skills, community resource
utilization and integration skills, crisis assistance, relapse prevention skills, health care
directives, budgeting and shopping skills, healthy lifestyle skills and practices, cookirg
and nutrition skills, transportation skills, medication education and monitoring, mental
illness symptom management skills, household management skills, employment -related
skills, and transition to community livmg services.
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(2) These services shall be provided to the recipient on a one-to-one basis in the
recipient’s home or another community setting or in groups. :

(b) “Medication education services” means services provided individually or in
groups which focus on educating the recipient about mental illness and symptoms; the
role and effects of medications in treating symptoms-of mental illness; and the side
effects of medications. Medication education is coordinated with medication manage-
ment services and does not duplicate it. Medication education services are prov1ded by
physicians, pharmacists, or registered nurses. _ :

(¢) “Transition -to community living services” means services which . maintain
continuity of contact between the rehabilitation services provider.and the recipient and
which facilitate discharge from a hospital, residential treatment program under Minne-
sota Rules, chapter 9505, board and lodging facility, or nursing home. Transition to
community living services are not intended to provide other areas of adult rehabilitative
mental health services.

Subd. 3. Eligibility. An eligible recipient is an individual who:

(1) is age 18 or older;

(2) is diagnosed with a medical condition, such as mental illness or traumatlc brain
injury, for which adult rehabilitative mental health services are needed;

(3) has substantial .disability and functional impairment in three or more of the
areas listed in section 245.462, subdivision 1la, so that self-sufficiency is. markedly
reduced; and :

(4) has had a recent diagnostic assessment by a quahfxed professwnal that
documents adult rehabilitative mental health services are medically necessary to
address identified disability and functional impairments and individual recipient goals.

Subd. 4. Provider entity standards. (a) The provider entity must be:

(1) a county operated entity certified by the state; or

(2) a noncounty entity certified by the entity’s host county.

(b) The certification process is a determination as to whether the entity meets the
standards in this subdivision. The certification must specify which adult rehabilitative
mental health services the entity is qualified to provide.

(c) If an entity seeks to provide services outside its host county, it must obtain
additional certification from each county in which it will provide services. The
additional certification must be based on the adequacy of the entity’s knowledge of that
county’s local health and human service system, and the ability of the entity to
coordinate its services with the other services available in that county.

(d) Recertification must occur at least every two years.

(e) The commissioner may intervene at any time and decertify providers with
cause. The decertification is subject to appeal to the state. A county board may
recommend that the state decertify a provider for cause.

(f) The adult rehabilitative mental health services provider entity must meet the
following standards:

(1) have capacity to recruit, hire, manage, and train mental health professionals,
mental health practitioners, and mental health rehabilitation workers;

(2) have adequate administrative ability to ensure availability of sérvices;

" (3) ensure adequate preservice and inservice training for staff;

(4) ensure that mental health. professionals, mental: health practitioners, and
mental health rehabilitation workers are skilled in the delivery of the specific adult
rehabilitative mental health services provided to the individual eligible recipient;

(5) ensure that staff is capable of implementing culturally specific services that are
culturally competent and appropriate as determined by the recipient’s culture, beliefs,
values, and language as identified in the individual treatment plan;

(6) ensure enough flexibility in service delivery to respond to the changing and
intermittent care needs of a recipient as ldentlfled by the recipient and the md1v1dual
treatment plan; :
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(7) ensure that-the mental health professional or mental health practitioner, who is
under the clinical supervision of a mental health professional, involved in a recipient’s
services participates in the development of the.individual treatment plan;

(8) assist the recipient in arranglng needed cnsls assessment 1ntervent10n and
stabilization services; S

(9) ensure that services are coordmated w1th other recipient mental health services
providers and the county mental health authority and the federally recognized Ameri-
can Indian authority and necessary. others after obtaining the consent of ‘the recipient.
Services must also be coordinated with the recipient’s case manager or care coordinator
if the recipient is receiving case management or care coordination services;

(10) develop and mamtam reCIplent flles 1nd1v1dual treatment plans and contact
chartmg, : : :

- (11) develop and maintain staff tra1n1ng and persOnnel files;

(12) submit information as requrred by the state; - )

(13) establish and maintain a qualtty assurance plan to’ evaluate the outcome of
services provided;

(14) keep all necessary records required by law;
.(15) deliver services as requlred by section 245. 461
(16) comply with all.applicable laws; :
~(17) be an enrolled Medicaid provider; .

(18) maintain a quality assurance plan to determme specrflc service outcomes and
the recipient’s satisfaction with services; and :

(19) develop and maintain written policies and ' procedures regardlng service
prov1sron and admlmstratlon of the provider entity.

'(g) The commissioner shall develop statewide procedures for provrder certification,
including t1melmes for counties to certify quallfled providers.

Subd. 5. Quallﬁcatlons of provider staff. Adult rehabtlltatlve mental health
services must be provided by qualified individual provider staff of a certified provider
entity. Individual provider staff must be qualified under one of the following criteria:

(1) a mental health professronal as defmed 1n sectlon 245.462, subd1v1s1on 18,
clauses (1) to (5);
2) a mental health practitioner as defined in sect1on 245. 462, subd1v1sron 17. The
mental health practitioner must work under the chnlcal SupeerSIOIl ofa mental health
professional; or

..(3) a mental vhealth rehabtlltatlon worker. A mental health rehabilitation worker
means a staff person working under, the direction of a mental health practitioner or
mental health professional and under the clinical supervision ‘of a méntal health
professional in the 1mplementat10n of rehabilitative mental health services as identified
in the recipient’s individual treatmént plan who: =~ )

(i) is at least 21 years of age;

(ii) has a high school diploma or equivalent;

(iif) has successfully completed 30 hours of training during the past two years in all
of the following areas: recipient rights, recipient-centered. individual treatment plan-
ning, behavioral terminology, mental illness, co-occurring mental illness. and substance
abuse, psychotropic medications and side effects, functional assessment, local communi-
ty resources, adult vulnerablllty, recrprent confidentiality; and .

(iv) meets the qualifications in subitem (A) or (B):

(A) has an-associate of arts degree in one of the behavroral sciences or human
services, or is a registered .nurse without a bachelors degree -or. who within the
previous ten years has: :

(1) three years of ‘personal life experience with serious and persistent mental
illness;

Il
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(2) three years of life experience as a primary caregiver to an adult-with a serious
mental illness or traumatic brain injury; or- . ..

(3) 4,000 hours of supervised paid work experience in the dehvery ‘of mental health
services to adults with a serious mental-illness or traumatic brain injury; or

(B)(1) is fluent in the non-English language or competent in the culture of the
ethnic group to which at least 50 percent of the mental health rehabilitation worker’s
clients belong; -

2) receives during the flrst 2,000 hours of work, monthly documented md1v1dual
clinical supervision by a mental health professional;

(3) has 18 hours of documented field ‘supervision by ‘a mental health professmnal
or practitioner during the first 160 hours of contact work with recipients, and at least
six hours of field supervision quarterly during the following year;

(4) has review and cosignature of charting of recipient contacts during - field
supervision by a mental health professional or practitioner; and

(5) has 40 hours of additional continuing education on mental health topics during
the first year of employment

Subd. 6. Required training and supervision. (a) Mental health rehab1htatlon
workers must receive ongoing continuing education training of at least 30 hours every
two years in areas of mental illness and mental health services and other areas specific
to the population being served. Mental health rehabilitation workers must also be
subject to the ongoing direction and clinical supervision -standards in paragraphs (c)
and (d).

(b) Mental health practitioners must receive ongomg contmumg education training
as required by their profess1onal license; or if the practmoner is not licensed, the
practitioner must receive ongoing continuing ‘education training of at least 30 hours
every two years in areas of mental illness and mental health services. Mental health
practitioners must meet the ongoing clinical supervision standards in paragraph (c).

(c) A mental health professional providing ¢linical supérvision of staff delivering
adult rehabilitative mental health services must provide the following guidance:

(1) review the information in the recipient’s file;

(2) review and approve initial and updates of individual treatment plans;

(3) meet with mental health rehabilitation workers and practitioners, individually
or in small groups, at least monthly to discuss treatment topics of interest to the
workers and practitioners;

(4) meet with mental health rehabilitation workers and practitioners, individually
or in small groups, at least monthly to discuss treatment plans of recipients, and
approve by signature and document in the recipient’s file any resulting plan updates;

_ (5) meet at least twice a month with the directing mental health practitioner, if
there is one, to review needs of the adult rehabilitative mental health services program,
. review staff on-sité observations and evaluate mental health rehabilitation workers,
plan staff training, review program evaluation and development, and consult with the
directing practitioner;

(6) be available for urgent consultat1on as the individual recipient needs or the
situation necessitates; and

~ (7) provide clinical supervision by full- or part-time niental health professionals
employed by or under contract with the provider enttty

(d) An “adult rehabilitative mental health’ services provider entity must have a
treatment director who is a mental health practmoner or mental health professional.
The treatment director must ensure the following:

‘(1) while delivering’ direct services to recipients, a newly hired mental health
rehabilitation worker. must be directly observed delivering services to recipients by the
mental health practitioner or mental health professional for at least six hours per 40
hours worked- during the first 160 hours that the mental health rehabilitation worker
works; :
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(2) the mental health rehabilitation: worker must receive ongoing on-site direct
service observation by-a mental health professional or mental health practitloner for at
least six hours for every six months-of employment;

(3) progress notes are reviewed from on-site service observatlon prepared by the
mental health rehabilitation worker and mental health -practitioner for accuracy and
consistency with actual recipient contact and the individual treatment plan-and goals; .

- (4) immediate availability by phone or in-person for consultation by a mental
iealth professional. or a mental health practmoner to the mental health rehabilitation
services worker during service provision; '

(5) oversee the identification of changes in individual recipient treatment strate-
gies, revise the plan, and communicate treatment ‘instructions and methodologies as
appropriate to ensure that treatment is implemented correctly;

(6) model service practices which: respect ‘the recipient, include the recipient. in
planning and implementation of the individual treatment plan, recognize the recipient’s
strengths, collaborate and coordinate with other involved parties-and providers;

(7) ensure that- mental health practitioners and mental health rehabilitation
workers are able to effectively commumcate w1th the re01p1ents significant others and
prov1ders and : :

(8) oversee the récord of the results of on-site observation and chartmg evaluation
and-corrective ‘actions taken to modify the work of the mental health practitioners and
mental health rehabilitation workers.

(e) A mental health practitioner who is providing treatment diréction for a
provider entity must receive supervision at least monthly. from a mental health
professional to: : :

(1) identify and plan for general needs of the recipient. population seived

~ (2) identify and plan to address provider entity program needs and effectiveness;

* (3).identify and plan provider entity staff training and personnel needs and issues;
and . , . . : . o
(4)-plan, implement, and evaluate provider entity quality improvement programs, -
Subd. 7. Personnel file. The adult rehabilitative mental health.services: prov1der
entity must maintain a personnel file on each staff. Each file must contain:

(1) an annual performance review; . . :

(2) a summary of on-site service observations and charting review;

(3) a criminal background check of all direct service staff; :

(4) evidence of academic degree and quahfications

(5) a copy of professional license; -

(6) any job performance recognition and disciplinary actions;’

-(7) any individual staff written input into own personnel file;

(8) all clinical supervision provided; and '

(9) documentation of compllance with continuing education requ1rements

Subd. 8. Diagriostic assessment. Providers of adult rehabilitative’ merital health
services must complete a diagnostic assessment as defined in section 245.462, subdivi-
sion 9, within five days after the recipient’s second visit or within 30 days after intake,
whichever occurs first. In cases where a diagnostic assessment is available that reflects
the recipient’s current status, and has been completed -within 180 days preceding
admission, an update must be completed. An-update shall include a written summary
by a mental health: professional of: the recipient’s current mental health.status and
- service needs. If the recipient’s;mental health status has changed significantly since the
adult’s most recent diagnostic assessment, a new diagnostic- assessment. is required.

Subd. 9. Functional assessment. Providers of adult rehabilitatlve mental health
services must complete a written functional assessment as defined in section 245.462,
subdivision 1la, for each recipient.' The functional asséssment must be cqrnpleted
within 30 days of intake, and reviewed and updated at least every six months after it is
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developed, unless there is a significant .change in the functioning of the recipient. If
there is a significant change in functioning, the assessment must be updated. A single
. functional assessment can meet case management and adult rehabilitative mental
health services requirements if agreed to by the recipient. Unless the recipient refuses,
the recipient must have 51gn1frcant partICIpatron in the development of the functlonal
. assessment. : c

Subd. 10. Inleldual treatment plan All providers of adult rehablhtatlve mental
health services must develop and implement.an individual treatment plan. for each
recipient. The provisions in clauses (1) and (2) apply: . :

(1) Individual treatment plan means a plan of intervention, treatment, and services
for an individual recipient written by a mental health professional or by a mental health
practitioner under the clinical supervision of a mental health.professional. The individ-
ual treatment plan must be based -on diagnostic and functional assessments. To the
extent possible, the development and -implementation of a treatment plan must be a
collaborative. process involving the recipient, and with- the permission of the recipient,
the recipient’s family and others. in the recipient’s. support system. Providers of adult
rehabilitative mental health services must develop .the individual treatment plan within
30 calendar days of intake. The treatment plan must be updated at least every six
months thereafter, or more often when there is significant change in the recipient’s
situation or functioning, or in serv1ces or service methods to be used, or at the request
of the recipient or the recipient’s legal guardian. o

(2) The individual treatment plan must include:
(i) a list.of problems identified in the assessment;
(ii) the recipient’s strengths and resources;

(111) comncrete, rneasurable goals to be achievéd, 1nclud1ng time frames for achleve—
ment;

(iv) specific'objectives’-directed toward the achievement of each one of the goals;

(v) documentation of participants in the treatment planning. The recipient, if
possible; must be a participant. The recipient or the recipient’s legal guardian must sign
the treatment plan, 'or documentation must be provided why this was not possible. A
copy of the plan must be given to the recipient or legal guardian. Referral to formal
services must be arranged, including specific providers where applicable;

(vi) cultural considerations, resources, and needs of the recipient must be included;
(vii) planned frequency and type of services must be initiated; and
(viii) clear progress notes on outcorne of goals. '

(3) The individual community support plan defined in section 245.462, subdivision
12, may serve as the individual treatment plan if there is involvement of a mental
health case manager, and with .the approval of the recipient. The individual community
support plan must include the criteria in clause (2).

Subd. 11. Recipient file. Providers of adult rehabllttatlve mental health services
must maintain a file for each recipient that contains the followmg information:

(1) diagnostic assessment or verification of its location that i$ current and that was
reviewed by a mental health professional who is employed by or under contract with
the provider entity; :

. (2) functional assessments; .

(3) individual tredtment plans’ signed by the’ recipient and the mental health
professional, or if the recipient refused to sign the plan, the date and reason stated by
the recipient as to:why the re01p1ent would not sign- the plan;

(4) recipient history;

(5) signed release forms;

(6) recipient health 1nformat10n and current medications;
" (7) emergency contacts for the recipient;
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" (8) case reécords which document the date of service, the place .of service delivery,
signature of the person providing the service, nature, extent and units of service, and
place of service delivery;.

(9) contacts,’ direct or by telephone, wrth recipient’s, famlly or others other
prov1ders or other resources for service coordination; . . :

.- (10) summary of recipient case reviews by staff; and

(11) written 1nformat10n by the recipient that the recrplent requests be mcluded in
the file.

Subd. 12. Additional requirements. (a) Providers of adult rehabilitative mental
health services must comply with the requirements relating to 1eferrals for case
management in section 245.467, subdivision 4.

(b) Adult rehabilitative mental health services are provided for most recipients in
the recipient’s home and community. Services may also be provided at the home of a
relative or significant other, job- site, psychosocial clubhouse, drop-in center, social
setting, classroom, or.other places in the community. Except for “transition to
community services,” the place of service does not include a regional treatment center,
nursing home, residential - treatment facility. licensed under Minnesota Rules, parts
9520.0500 to 9520 0670 (Rule 36), or an acute care hospital. '

(c) Adult rehabilitative mental health services may be provided in group settings if
appropriate to each participating. recipient’s needs and treatment plan. A group is -
defined as two to ten clients, at least one of whom is a recrplent who is concurrently
receiving a service which is identified.in this section.. The service and group must be
specified. in the recipient’s treatment plan. No more than two qualified staff may bill *
Medicaid for services provided to the same group of recipients. If two adult rehabilita-

* tive mental health workers bill for recipients in the same group sessron they must each
bill for different recipients.

Subd. 13. Excluded services. The followmg services are excluded from reimburse- .
ment as adult rehabilitative mental health services:

(1) recipient transportation services;

(2) a service provided and billed by a urov1der who is not enrolled to provrde adult
rehabilitative mental health service; :

(3) adult rehabilitative mental health services performed by volunteers :

(4) provider performance of household tasks, chores, or related activities, such as
laundering - clothes, moving the .recipient’s household housekeeplng, and grocery
shopplng for the recipient; : : :

- (5) direct billing of time spent “on call” when not-delivering services to recipients;

(6) activities which are primarily social or recreational in nature, rather than
rehabilitative, for the 1nd1v1dual recrprent as determined by the 1nd1v1dual s needs and

" treatment plan;

(7) job-specific skills services, such as on-the-job training; .
(8) provider service time included in case management reimbursement;
(9) outreach services to potential recipients; ‘ :

(10) a mental health service that is not medically necessary; and-

(11) any services provrded by a hospital, board and lodging, or residential facility
to an individual who is a patient in or resident of that facility.

Subd. ‘14. Blllmg when services are provided by qualified state staff. When
rehabilitative services are provided by qualified state staff who are assigned to pilot
projects under section 245.4661, the county or other local entity to which.the qualified
state staff are assigned may consrder these staff part of the local provider entity for
which certification is sought under this section and may bill the medical assistance
program for qualifying services provided by the qualified state-staff. Payments for
services provided by state statf who are assigned to adult mental health initiatives shall
only be made from federal funds.

History: 1Sp2001 ¢ 9 art 9 s 39; 2002 ¢ 777s 11; 2007 c 379 art 1 s113
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256B.0624 COVERED SERVICE: ADULT MENTAL HEALTH CRISIS RESPONSE
SERVICES. . , o }

Subdivision 1. Scope. Medical assistance covers adult mental health-crisis response
services as defined in subdivision 2, paragraphs (c) to (e), subject to federal approval, if
provided to a recipient as defined in subdivision 3 and provided by a qualified provider
entity as defined in this section and by a qualified individual provider working within
the provider’s scope of practice and as defined in this subdivision and identified in the
recipient’s individual crisis treatment plan as defined in subdivision 11 and if deter-
mined to be medically necessary.

Subd. 2. Definitions. For purposes of this section, the followmg terms have the
meanings given them.

(a) “Mental health crisis” is an adult behav1ora1 emotional, or psychiatric situation
whlch, but for the provision of crisis response services, would likely result in significant-
ly reduced levels of functioning in primary activities of daily living, or in an emergency
situation, or in the placement of the recipient in a more restrictive setting, including,
but not limited to, 1npatlent hosp1tahzat1on :

. (b)**Mental health emergency” is an adult behavioral, emotlonal or psychiatric
situation which causes an immediate need for mental health services and is consistent
with section 62Q.55.

A mental health crisis or emergency is determined’ for medical assistance service
reimbursement by a physician, a mental health professional, or crisis mental health
practitioner with input from the recipient whenever possible.

(c) “Mental health crisis assessment” means an immediate face-to-face assessment
by a physician, a mental health professional, or mental health practitioner under the
clinical supervision of a mental health professional, following a screening ‘that suggests
that the adult may be experiencing a mental health crisis or mental health emergency

- situation.’

(d) “Mental health mobile crisis intervention services” means face—to—face, short-
term intensive mental health services initiated during a mental health crisis or mental
health emergency to help the recipient cope with immediate stressors, identify and
utilize available resources and strengths, and begin to return to the rec1p1ent S baselme
level of functioning.

-(1) This service is provided on-site by a mobile crisis intervention team outside of
an inpatient hospital setting. Mental health mobile crisis intervention services must be
available 24 hours a day, seven days a week. :

(2) The initial screening must consider other available services to determme Wthh
service intervention would best address the recipient’s needs and circumstances.

(3) The mobile crisis intervention team must be available to. meet promptly face-
to-face with a person in mental health crisis or emergency in a community setting.

(4) The intervention must consist of a mental health crisis assessment and a crisis
treatment plan.

(5) The treatment plan must include recommendations for any needed crisis
stabilization services for the recipient. -

(e) “Mental health crisis stabilization services” means individualized mental health
services provided to a recipient following crisis intervention services which are de51gned
to restore the reaplent to the re01p1ents prior functional level. Mental health crisis
stabilization services may be prov1ded in the recipient’s home, the home of a family
member or friend of the recipient, another community setting, or a short-term
supervised, licensed residential program. Mental health crisis stabilization does not
include partial hospitalization or day treatment.

Subd. 3. Eligibility. An eligible recipient is an individual who:

(1) is age 18 or older;

(2) is screened as possibly experiencing a mental health crisis or emergency where
a mental health crisis assessment is needed; and
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(3) is assessed as'. e\periencing a mental health crisis or:emergency,-and mental
health crisis intervention or crisis-intervention and stablhzatlon services are deterrmned
to be medically necessary. o o .

Subd. 4. Provider entity standards: (a) A prov1der enttty is an entlty that meets the
standards listed in paragraph (b) and:

(i 1s ‘a county board operated entlty, or

(2) is.a provider entlty that is under contract ‘with the county board in the county

"where the potential crisis or emergency is occurring. To prov1de services under this
section, the provider entity must directly provide the services; or if services are
subcoritracted, the' provider entity must maintain responsibility. for services anid billing.

(b) The adult mental health crisis response services provider enttty must meet the
following standards: - :

- (1) has the capac1ty to recrult h1re and manage and tram mental health

_ professionals, practitioners, and rehabilitation ‘workers;

(2) has adequate administrative ability to ensure availability of services;

(3) is able to ensure adequate preservice and in-service training;

© (4) is able to ensure that staff providing these sérvices are skilled in the delivery of
mental health crisis response services to re01p1ents

(5) is able.to ensure that staff are capable of 1mplement1ng culturally specific
treatment identified in the individual treatment plan that is meaningful and appropriate
as determined by the recipient’s culture, beliefs, values, and language;

(6) is able to ensure encugh flexibility to respond to the changing intervention and
care needs of a recipient as identified by the recipierit during the service partnership
between the recipient and providers;

_ (7) is able to ensure that mental health profess1onals and mental health practition-
ers have the communication tools and -procedures to communicate and consult
promptly about crisis assessment and interventions as services occur;

(8).is able to coordinate these services with county emergency services and mental
health crisis services:. :

(9) is able to ensure that mental health crisis assessment and moblle crisis
intervention services are available 24 hours a day, seven days a week;

(10) ‘is able to ‘ensure that services -are coordinated with other mental health
service providers, county mental health authorities, or federally recognized American
Indian authorities and others as necessary, with the consent of the adult. Services must
also be coordinated with the rec1p1ents case manager 1f the adult is’ recelvmg case
management services; : : S S LA E

(11) is able to ensure that crisis intervention serv1ces are prowded 1n a manner
consistent with sections 245.461 to 245.486; : .

(12) is able to submit information as required by the state

(13) maintains staff training and personnel files;

(14) is able to establish and maintain a quality assurance and evaluanon plan to
evaluate the outcomes of services and recipient satisfaction;

* (15) is able to keep records as required by applicable laws;

(16) is able to comply with all apphcable laws and statutes

(17)is an enrolled medical assistance prov1der and

(18) develops-and maintains “written policies -and ptocedures regardlng service
provision and- administration of the provider entity, mcludmg safety of staff and
recipients in high-risk situations.

Subd. 5. Mobile crisis intervention staff quallficatlons For prov151on of adult
mental health mobile crisis intervention services, a mobile crisis intervention. team is
comprised of at least two -mental health professionals as. defined in section 245.462,
subdivision 18, clauses (1) to .(5),.or a combination of at least ene mental health
professional and one .mental health practitioner as.defined in section 245.462, subdivi-
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sion 17, with the required mental health crisis training and under the clinical supervi-
sion of a mental health professional on the team. The team must have at least two
people. with at least one member providing on-site crisis intervention services when
needed. Team members must be experienced in- mental-health assessment, crisis
intervention techniques, and clinical decision-making under emergency conditions and
have knowledge of local services and resources. The team must recommend and
coordinate the team’s services with appropriate local resources such as the county
social services ‘agency, mental health services, and local law enforcement when neces- .
sary. -

Subd. 6. Initial screening, crisis assessment, and mobile intervention treatment
planning. (a) Prior to initiating mobile crisis intervention services, a ‘screening of the
potential crisis situation must be conducted. The screening may use the resources of
crisis assistance and emergency services as defined in sections 245.462; subdivision 6,
and 245.469, subdivisions 1 and 2. The screening must gather information, determine
whether a crisis situation exists, identify parties involved, and determine an appropriate . -
response. .

(b) If a crisis exists, a crisis assessment must be completed. A crisis assessment
evaluates any lmrnedlate needs for which emergency services are needed and, as time
permits, the recipient’s current life situation, sources of stress, mental health problems
and symptoms, strengths, cultural con51derat1ons support network vulnerabilities, and
current functioning. -

(c) If the crisis assessment deterrnmes mobile crisis intervention services are
needed, the intervention services must be provided promptly. As opportunity presents
during the intervention, at least two members of the mobile crisis intervention team
must confer directly or by telephone about the assessment, treatment plan, and actions
taken and needed. At least one of the team members must be on site providing crisis
intervention services. If providing on-site crisis intefvention services, a mental health
practitioner must seek clinical supervision .as required in subdivision 9.

(d) The mobile crisis intervention team must develop an initial, brief crisis
treatment ‘plan as soon as appropriate but no later than 24 hours after the initial face-
to-face intervention. The plan must address the needs and problems noted in the crisis
assessment and include measurable short-term goals, cultural considerations, and
frequency and type of services to be provided to achieve the goals and reduce -or
eliminate the crisis. The treatment plan must be updated as needed to reflect current
goals and services.

(e) The team must document which short-term goals have been met and when no
further crisis intervention services are required.

(f) I the recipient’s crisis is stabilized, but the recipient needs a referral to other
services, the team must provide referrals to these services. If the recipient has a case
manager, planning for other services must be coordinated with the case manager.

Subd. 7. Crisis stabilization services. (a) Crisis stabilization services must be
provided by qualified staff of a crisis stabilization services provider entity and must
meet the following standards:

(1) a crisis stabilization treatment plan must be developed which meets the criteria
in subdivision 11;

(2) staff must be qualified as defined in subdivision 8; and

(3) services must be delivered according to the treatment plan and include face-to-
face contact with the recipient by qualified staff for further assessment, help with
referrals, updating of the crisis stabilization treatment plan, supportive counseling, skills
training, and collaboration with other service providers in the community.

(b) If crisis stabilization services are provided in a supervised, licensed residential
setting, the recipient must be contacted face-to-face daily by a qualified mental health
practitioner -or mental health professional. The program must have 24-hour-a-day
residential staffing which may include staff who do not meet the qualifications in
subdivision 8. The residential staff must have 24-hour-a-day immediate direct or
telephone access to a qualified mental health professional or practitioner.
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(c) If crisis stabilization services are provided in a supervised, licensed residential
setting that serves no more than four adult residents, and no more than two are
recipients of .crisis stabilization services, the residential staff must include, for at least
eight hours per day, at least one individual who meets the quahflcatlons in subd1v151on

(d) If crisis stabilization services’ are¢ prov1ded ina superv1sed licensed residential
setting that serves more than four adult residents, and oné or more are tecipients of
crisis stabilization services, the residential staff must include, for 24 hours a day, at least
one individual who meets the qualifications in subdivision-'S. During the first 48 hours
that a recipient is in the residential program, the residential program must have at least
two staff working 24 hours a day. Staffing levels may be adjusted thereafter according
to the needs of the rec1p1ent as specified in the crisis stabilization treatment plan.

Subd. 8. Adult crisis stabilization staff qualifications. (a) Adult mental health
crisis stabilization services must be provided by qualified individual staff of a qualified
provider entity. Individual provider staff must have the following qualifications:

(1) be a mental health professional as defined in section.245.462, subdivision 18,
clauses (1) to (5);

(2) be a mental health practitioner as : defined in section 245.462, subd1v1s1on 17.
The mental health practitioner must work under the clinical supervision of a mental
health professional; or

(3) be a mental health rehabilitation worker who meets the criteria in section
256B.0623;: subdivision 5, clausé (3); works under the- direction of a mental health
practitioner -ds” defined in section 245.462, subdivision '17 or under direction” of a
mental health professmnal and works under the chmcal supervmon of a mental health
professional.. - : :

(b) Mental health practitioners and mental health rehabilitation workers must have
completed at least 30 hours of training in Cr]SlS 1ntervent10n and stab1hzatlon during the
past two years. C S

Subd. 9. Supervnsnon Mental health practitioners -may prov1de crisis assessment
and mobile crisis intervention services f the following clinical supervision requirements
are met:

) the mental health provider enttty must accept full respon51b1hty for the services
provided; :

(2) the mental health professmnal of the prov1der ent1ty who is an employee or
under contract with the provider -entity, must be immediately available by phone or in
person for clinical supervision,

(3) the mental health professional is consulted in person or by phone during the
first three hours when a mental health practitioner provides on- 51te service;

(4) the mental health professional must:

(i) review, and approve.of the tentatlve Crisis asseqsment and crisis treatment plan;

. (ii) document the consultation; and ' :

(iiii) sign the crisis assessment and treatment plan within the next busmess day;

(5) if the mobile crisis intervention services continue into a'second calendar.day, a
mental health professional must contact the recipient face-to-face on the second day to
provide services and update the crisis treatment plan; and

(6) the on-site observation must be documented in the . remplents record and
signed by the mental health professional.

Subd. 10. Recnplent file. Providers of mobilé crisis 1ntervent10n or crisis stabiliza-
tion services must, mamtaln a file for each rec1p1ent contalnlng the followmg mforma—
tion:

(1) individual crisis treatment plans signed by the remplent -mental health profes-
sional, and mental health practitioner who developed the crisis treatment’ plan, or if the
recipient refused to sign the plan, the date and reason stated by the rec1p1ent as to why
the recipient would not sign the plan; - S .
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(2) signed release forms;
(3) recipient health information and current medications;
(4) emergency contacts for the recipient;

(5) case records which document the date of service, place of service delrvery,
signature of the person providing the service, and the nature, extent, and units of
service. Direct or.telephone ‘contact with the recipient’s family or others should be
documented; ’

(6) required clinical super_vision by mental health professionals;
(7) summary of the recipient’s case reviews by staff; and
(8) any written information by the recipient that the recipient wants in the file.

Documentation in the file must comply with all requirements of the commissioner.
Subd. 11. Treatment plan. The individual crisis stabilization treatment plan must
include, at a minimum:
(1) a list of problems identified in the assessment
(2) a list of the recipient’s strengths and resources;

_ (3) concrete, measurable short-term goals and tasks to be achreved 1nclud1ng time
frames for achievement;

(4) specific objectives directed toward the achievement of each one of the goals

(5) documentation of the partrcrpants involved in the service- planning.. The
recipient, if possible, must be a participant. The recipient or the recipient’s legal
guardian must sign the service plan or documentation must be provided why this was
not possible. A copy of the plan must be given to the recipient and the recipient’s legal
guardian. The plan should include services arranged including specific provrders where
applicable;

(6) planned frequency and type of services initiated;
(7) a crisis respense action plan if a crisis should occur;
(8) clear progress notes on outcome of goals;

(9) a written plan must be completed within 24 hours of beginning services with
the recipient; and

(10) a treatment plan must be developed by a mental health professronal or mental
health practitioner under the clinical supervision of a mental health professronal The
mental health professional must approve and sign all treatment plans.

Subd. 12. Exclnded services. The following services are excluded from rermburse—
ment under this section:

(1) room and board services;
(2) services delivered to a recipient while admitted to an inpatient hospital;

(3) recipient transportation costs may be covered under other medical assistance
provisions, but transportatlon services are not an adult mental health crisis response
service; -

(4) services provided and billed by a provider who is not enrolled under medical
assistance to provide adult mental health crisis response services; '

(5) services performed by volunteers;

(6) direct billing of time spent “on call” when not delivering services to a recipient;

(N provider service time included in case management relmbursernent When a
provider is eligible to provide more than one type of medical assistance service, the
recipient must have a choice of provider for each service, unless otherwise provided for
by law;

(8) outreach services to potent1a1 recipients; and

(9) a mental health service that is not medically necessary.

History: 15p2001 ¢ 9 art 9 s 40; 2002 ¢ 379 art 1 s 113
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256B.0625 COVERED SERVICES.

Subdivision 1. Inpatient hospital services. ‘Medical assistance covers’ inpatient
hospital services. A second medical opinion is required prior. to reimbursement for
elective surgeries requiring a second opinion. The commissioner shall pubhsh in the
State Register a list of elective : surgeries that require a second medical opinion prior to
reimbursement, and the criteria and standards for deciding whether an elective surgery
should require a second medical opinion. The list and the criteria and standards are not
subject to the requirements of sections 14.001 to 14.69. The commissioner’s decision
whether a second medical opinion is required, made in accordance with rules governing
that decision, is not subject to administrative appeal.

" Subd. 2. Skilled and mtermedlate nursing care. Medical assistance covers skilled
nursing home services and services of intermediate care facilities, including training and
habilitation services, as defined.in section 252.41, subdivision 3, for persons with mental
retardation or related conditions who are residing in intermediate care facilities for
persons with mental retardation or related conditions. Medical assistance must not be
used to pay the costs of nursing care provided to a patient in a swing bed as defined in -
section 144.562, unless (4) the facility in which the swing bed is located is eligible as a
sole community provider, as defined in Code of Federal Regulations, title 42, section
412.92, or the facility is a public hospital owned by a-governmental entity with 15 or
fewer licensed acute care beds; (b) the Centers for Medicare and Medicaid Services
approves the necessary state plan amendments; (c) the patient was screened as
provided by law; (d) the patient no longer requires acute care services; and (e) no
nursing home beds are available within 25 miles of the facility. Medical assistance also
covers up to ten days of nursing care provided to a patient in a swing bed if: (1) the
patient’s physician certifies that the patient has a terminal illness or condition that is
likely to result in death within 30 days and that moving the patient would not be in the
best interests of the patient and patient’s family; (2) no open nursing home beds are
available within 25 miles of the facility; and (3) no open.beds are available in any
Medicare hospice program within 50 miles of the facrhty The daily medical assistance
payment for nursing care for the patient in the swing bed is the statewide average
medical assistance skilled nursing care per diem as computed annually by the commis-
sioner on July 1 of each year.

Subd. 3. Physicians’ services. Medical assistance covers physicians’ services. Rates
pald for anesthesmlogy services provided by physrclans shall be accordmg to the
formula utilized in the Medlcare program and shall use a conver31on factor “at
percentile of calendar year set by leglslature

Subd. 3a. Gender reassignment surgery. Gender reassrgnment surgery ‘and other
gender reassignment medical procedures including drug therapy for gender reassign-
ment are not covered unless the 1nd1v1dual began receiving gender rea551gnment
services prior to July 1, 1998.

- Subd. 3b. Telemedicine consultatlons Medical a551stance COVers telemed1c1ne
consultations. Telemedicine consultations must be made via two-way, interactive video
or store-and-forward technology Store-and-forward technology includes telemedicine
consultations that do not occur in real time via synchronous transrrussrons and that do
not require a face-to-face encounter with the patient for all or any part of any such
telemedicine consultation. The patient record must include a written. opinion from the
consulting physician providing the telemedicine consultation. A communication be-
tween two physicians that consists solely of a telephone conversation is not a telemedi-
cine consultation. Coverage is limited to three telemedicine consultations per recipient
per calendar week. Telemedicine -consultations'shall be paid at the full allowable rate.

Subd. 4. Outpatient and physician-directed clinic services. Medical assistance
covers outpatient hospital or physician-directed clinic services. The physician-directed
clinic staff shall include -at least two physicians and all services shall bé provided under
the direct supervision of a physician. Hospital outpatient departments are subject to the
same limitations and reimbursements as other enrolled vendors for all services, except
initial triage, emergency services, and services not provided or immediately available in
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clinics, physicians’ offices, or by other enrolled providers. “Emergency services” means
those medical services required for the immediate diagnosis and treatment of medical
conditions that, if not immediately diagnosed and treated, could lead to serious physical
or mental disability or death or are necessary to alleviate severe pain. Neither the
hospital, its employees, nor any physician or dentist, shall be liable in any action arlsmg
out of a determination not to render emergency services or care if reasonable care is
exercised in determmmg the condition of the person, or in determining the appropri-
ateness of the facilities, or' the qualifications ‘and ava1lab111ty of personnel to render
these services consistent with this section. .

Subd. 4a. Second medical opinion for surgery. Certain surgeries require a second
medical opinion to confirm the necessity of the procedure, in order for reimbursement
to be made. The commissioner shall publish in the State Register a list of surgeries that
require a second medical opinion and the criteria and standards for deciding whether a
surgery should require a second medical opinion. The list and the criteria and
standards are not subject to the requirements of sections 14.01. to 14.69. The commis-

sioner’s decision about whether a second medical opinion is required, made according
* to rules governing that decision, is not subject to administrative appeal.

~ Subd. 5. Community mental health center services. Medical assistance covers
community mental health center services provided by a community mental -health
center that meets the requirements in paragraphs (a) to ).

(a) The provider is licensed under Minnesota Rules; parts 9520. 0750 to 9520.0870.

(b) The provider provides mental health' services under the clinical supervision of a
mental health professional who is licensed for independent practice at the doctoral
level or by a board-certified psychlatrlst or-a psych1atr1st who is eligible for board
certification. Clinical supervision has the meamng g1ven in Minnesota Rules, part
9505.0323, subpart 1, item F.

(c) The provider must be a private nonprofit corporation or a governmental
agency and have a community board of diréctors as specified by section 245.66.

(d) The provider must have a sliding fee scale that meets the requirements in
Minnesota Rules, part 9550.0060, and agree to serve w1th1n the limits of its capacity all
individuals residing in its servicé delivery area. :

(e) At a minimum, the provider must provide the followmo outpatient mental
health services: diagnostic assessment; explanatlon of findings; famlly, group, and
individual psychotherapy, including crisis intervention psychotherapy services, multiple
family group psychotherapy, psychological testing, .and medication management. In
addition, the provider must provide or be capable of providing upon request of the
local mental health authority day treatment services and professional home-based
mental health services. The provider must have the capacity to provide such services to
specialized populations such as the elderly, families with children, persons who are
seriously and per51stently mentally ill, and chlldren who are seriously emotionally
disturbed. :

“(f) The provider must be capable of providing the services specified in paragraph
(e) to individuals who are diagnosed with both mental illness or emotional disturbance,
and chemical dependency, and to individuals dually diagnosed with a mental ﬂlness or
emofional disturbance and mental retardation or a related condition.

(g) The prov1der must prov1de 24- hour emergency care services or demonstrate the
capacity to assist rempxents in need of such services to access such services on a 24-hour
basis. -

(h) The provider must have a contract with the local mental health authority to
provide one or more of the services specified in ,paragraph_(e)

(i) The provider must agree, upon request of the local mental health authority, to
enter into a contract with the county to provide mental health services not reimbursa-
ble under the medical assistance program.

(j) The provider may not be enrolled with the medical assistance program as both
a hospital. and a community .mental health center. The community mental health

Copyright © 2002 Revisor of Statutes, State of Minnesota. All Rights Reserved.



MINNESOTA STATUTES 2002

959 MEDICAL ASSISTANCE FOR NEEDY PERSONS  256B.0625

center’s ‘administrative, organizational, and f1nan01al structure must be separate and
distinct from that of the hospital. : ' :

Subd. 5a. Intensive early intervention behavior therapy services for children w1th
autism spectrum disorders. (a) Coverage. Medical assistance covers home-based
intensive-early intervention behavior therapy for children with autism spectrum disor-
ders. Children with autism spectrum disorder, :and their custodial parents:or foster
parents, may access other covered services to treat autism spectrum disorder, and are
not.required to receive intensive early.intervention behavior therapy services under-this
subdivision. Intensive early intervention behavior therapy does not include coverage for
services to treat developmental disorders of.language, .early onset psychosis, Rett’s
disorder,. selective mutism, social anxiety disorder; stereotypic movement disorder,
dementia, obsessive compulsive disorder, schizoid personality disordet, avoidant per-
sonality disorder,. or reactive attachment disorder. If a. child with -autism spectrum
disorder is diagnosed to have one or more of these conditions, intensive early
intervention behavior therapy mcludes coverage only for- services necessary to treat the
autism spectrum disorder. . .

(b) Purpose of intensive early mterventlon behavror therapy services (IEIBTS)
The purpose of IEIBTS is to improve.the child’s behavioral functioning, to prevent
development of challenging behaviors, to eliminate autistic behaviors, to-reduce the risk
of out-of-home placement, and to establish independent typical functioning in language
and social behavior. The procedures used to accomplrsh these goals are based upon
research in applied behavior analysis..

(c) Eligible children. A child is eligible to initiate IEIBTS 1f the ch11d meets the
additional eligibility criteria in paragraph (d) and in a -diagnostic assessment by a
mental health professwnal who is not under the employ of the service provrder the
child: : -

(1) is found to have an autism spectrum dlsorder

.(2) has a current 1Q of either untestable, or at least 30;

'(3) if nonverbal, initiated behavior therapy by 42 months of age;

“(4) if verbal, initiated behavror therapy by 48 months of age; or -

(5) if having an 1Q- ot at least 50, 1n1t1ated behavror therapy by 84 months of age

To continue after six-month 1nd1v1dua11zed treatment plan (ITP) reviews, at least-one of
the child’s custodial parents or foster parents must partlcrpate in an average of at least
five. hours of documented behavior therapy per week.for six months, and consrstently
implement behavior therapy recommendations. 24 hours a day. To continue after six-
month individualized treatment plan (ITP) reviews, the.child must show documented
progress toward mastery of six-month benchmark behavior. objectives. The maximum
number of months during which services may be billed is 54, or up to the month of
August in the first year in which the child completes first grade, whichever comes last.
- If significant progress towards treatment goals has not been achieved after 24 months
of treatment treatment must be- drscontmued '

(d) Additional ellglblllty criteria, A child is elmble to initiate IEIBTS if:

(1) in medical and diagnostic assessments by medical and mental health profes—
sionals; it is determined that the Chlld does not have severe or profound mental
retardatron : : : :

(2) an accurate assessment of the ch11d S hearmg has been performed mcludlng
audiometry if the.brain stem auditory evokes response;

*(3) a blood lead test has been performed prior to initiation of treatment; and -

(4) an EEG or neurologic evaluation is-done, prior to initiation of treatment 1f the
child has a history of staring spells or developmental regression.-

(e) Covered services. The focus of IEIBTS miust be to treat the prrncrpal dlagnostlc
features of the autism spectrum disorder. All IEIBTS must be-delivered by a team of
practitioners under the consistent supervision of a single clinical supervisor. A'mental
health professional. must develop the ITP for IEIBTS. The ITP must include six-month
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benchmark behavior objectives. All behavior therapy must be based upon research in
applied behavior analysis, with an emphasis upon positive reinforcement of carefully
task-analyzed skills for optimum rates of progress. All behavior therapy must be
consistently applied and generalized throughout the 24-hour day and seven-day week by
all of the child’s regular care providers. When placing the child in school activities, a
majority of the peers must have no mental health diagnosis, and the child must have
sufficient social skills to succeed with 80 percent of the school activities. Reactive
consequences, such as: redirection, correction, positive practice, or time-out, must be
used only when necessary to improve the child’s success when proactive procedures
alone have not been effective. IEIBTS must be delivered by a team of behavior therapy
practitioners who are employed under the direction of the same agency. The team may
deliver up to 200 billable hours per year of direct clinical supervisor services, up to 700
billable hours -per year of senior behavior therapist services, and up to 1,800 billable
hours per year of direct behavior therapist services. A one-hour clinical review meeting
for the child, parents, and staff must be scheduled 50 weeks a year, at which behavior
therapy is reviewed and planned. At least one-quarter of the annual clinical supervisor
billable hours shall .consist of on-site clinical meeting time. At least one-half of the
annual senior behavior therapist- billable hours shall consist of direct services to the
child or parents. :All of the behavioral therapist billable hours shall consist of direct on-
site services to the child or parents. None of the senior behavior therapist billable hours
or behavior therapist billable hours shall corsist of clinical meeting time. If there is any
regression of the autistic spectrum disorder after 12 months of therapy, a neurologlc
Consultatlon must-be performed.

"(f) Provider qualifications. The provider agericy must be capable of delivering
co'nsi_stent" applied behavior analysis (ABA) based behavior therapy in the home. The
_site director of the agency must be a mental health professional and a board certified
behavior analyst certified by the behavior -analyst certification” board. Each clinical
supervisor must be a certified associate behavior analyst -certified by the behavior
analyst certification board or have equivalent experience in applied behavior analysis.

(g) Supervision requirements. (1) Each behavior therapist practitioner must be
continuously supervised while in the home until the- practitioner has mastered compe- -
tencies for independent practice. Each behavior therapist must have mastered three
credits of academic content and practice in an applied behavior analysis sequence at an
accredited umverSLty before prov1d1ng more ‘than 12 months of therapy. ‘A college
degree or minimum hours of experience are not required. Each behavior therapist must
continue training through weekly direct observation by the senior behavior theraplst
through demonstrated performance in clinical meetings'with the clinical superv1sor and
annual training 1n applied behavior analysis.

(2) Each senior behavior theraplst practitioner must have mastered the senior
behavior therapy competencies, completed one year of practice as a behavior therapist,
and six months of co- therapy trammg with another senior behavior theraplst or have an
equivalent amount of experience in applied behavior analysis. Each senior behavior
therapist must have mastered 12 credits of academic content and practice in an applied
behavior analysis sequence at an accredited university before providing more than 12
months -of. senior behavior thérapy. Each senior behavior therapist must continue
training through demonstrated performance in clinical meetings with the clinical
supervisor, and annual training in applied behavior analysis.

. (3) Each clinical supervisor practitioner must have mastered the clinical supervisor
and family consultation . competencies, -completed two years of practice as a senior
behavior therapist and one year of co-therapy training with another clinical supervisor,
or equivalent experience in applied behavior analysis, Each clinical supervisor must
continue training through annual training in applied behavior analysis.

- (h) Place of service. IEIBTS. are provided primarily in the child’s home and
communlty Services may be provided in the child’s natural school or preschool
classroom, home of a relative, natural recreational setting, or day care.
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= (1) Prior authorization; requirements. Prior authorization shall be required for
services provided after- 200 hours - of clinical supervisor,.700 hours of semor behavior
therapist, or 1,800 hours of behavior therapist services per-year.

(j) Payment rates. The following payment rates apply:

+ (1) for -an IEIBTS clinical supervisor practmoner under supervision -of a mental
. health profess1onal the lower of the subrhitted charge or $67 per hour unit;

" (2) for an'IEIBTS senior behavior theraplst pract1t1oner undér supervision of a
ental health professional, the lower of the submitted charge or $37 per hour unit; or

(3) for an IEIBTS. behavior theraplst practitioner under supervision of a mental
health profess1onal the lower of the submiited charge or $27 per hour unit. -

An IEIBTS pract1t10ner may receive payment for travel time which exceeds 50 m1nutes
one-way The maximum ‘payment allowed: w1ll be $0. 51 per minute - for up to a
- maximum of 300 hours per year. Ce : S TRRY

For "tny week- during which the above charges are made to ‘thedical assistance,
payments for the followrng services are excluded: supervising mental health profess1on—
al hours and personal ‘care_attendant, home-based mental health, famlly-cornmumty
support, or mental health behavioral aide hours.

(k) Report ‘The commissioner shall collect ev1dence of the effeetlveness of
intensive early mtervent1on ‘behavior therapy services and ‘present”a report to the
legislature by July 1, 2006

Subd. 6. [Repealed 1991 ¢292 art 75 ”6]

Subd. 6a. Home health services.. Home health services are those services specmed
in Minnesota Rules, part 9505.0290. Medical assistance covers home health services at
a recipient’s home residence. Medical assistance does not cover home health services
for residents of a hospital, nursing facility, or intermediate care facility, unless the
commissioner of human services has prior authorized skilled nurse visits for less than
90 days for a resident at.an intermediate care facrhty for persons with mental
retardation, to prevent an admission to a ‘hospital or nursing facility or unless a resident
who is otherwise ellgrble is on leave from the facility and the facility either pays for the
home health services or forgoes the facility per diem for the leave days that home
health services are ‘used. Home health services must be provided by a Medicare
certlfled home health agency. All nursmg and, home health aide services must be
provided according to section 256B.0627.

Subd 7. Private -duty nursing. Medical assistance covers prlvate duty nurqmg
services in a recipient’s home. Recipients who are. authorized to receive private duty
nursing services in their home may use approved, hours- outside of the home during
hours when normal life activities take them outside of their home. To use private duty
nursing services at school, the recipient or responsible party must providée written
authorization in the care plan identifying the chosen provider and the daily amount of
services to be used at school. Medical assistance does not cover private duty nursing
services for residents of a hospital, nursing facility, intermediate care facility, or a
health care facility licensed by the commissioner of health, except as authorized in
section 256B.64 for ventilator-dependent recipients in hospitals or unless a ‘resident
who is otherwise eligible is on léave from the facility and the facility either pays for the
private duty nursing services or forgoes the facility per diem for the leave days that
private duty nursing services are used. Total hours of service and payment allowed for
services outside. the home cannot exceed that which is otherwise allowed in an in-home
setting according to section 256B.0627. All private duty nursing servicés must be
provided according to the limits established under section 256B.0627. Private duty
nursing services may not be reimbursed if the nurse is the foster care prov1der ot a
recipient who is under age 18. - .

- Subd. 8. Physical therapy. Medical assrstance covers physrcal therapy and related
services, including specialized- maintenance therapy. Services provided by a physical
therapy assistant shall be reimbursed at the same rate as services performed by a
physical therapist when the services of the physical therapy assistant aré provided under
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the direction of a physical therapist who is on the premises. Services provided by a
physical. therapy assistant that are provided under the direction of a physical therapist
who is not on the premises shall be reimbursed at 65 percent of the physical therapist
rate.

Subd. 8a. Occupational therapy. Medlcal assistance -covers occupat10na1 therapy
and related services, including. specialized maintenance therapy. Services provrded by
an occupational therapy -assistant shall’ be reimbursed at the.same rate as services
performed by an oc¢cupational theraprst when the services of the occupatronal therapy
assistant are provided under the direction of the occupational therapist who is on the
premises. Services provided by an occupational therapy - assistant that are provided
under the direction of an occupational therapist who is not on the premises shall’ be
reimbursed at 65 percent of the occupational therapist rate.

Subd. 8b. Speech language pathology and audiology services: Medlcal assrstance
covers speech language pathology and related services, including specialized mainte- -
nance therapy. Medical assistance covers audiology services and related services.
Services provided by a person who has been issued a temporary registration under
section 148.5161 shall be reimbursed at the same rate as services performed by a
speech language pathologist or audiologist as long. as the requirements of section
148.5161, subdivision 3, are met.

Subd. 8c. Care management; rehabilitation services. (a). Effective July 1, 1999,
onetime thresholds shall replace annual”thresholds for provision of rehabilitation
services described in subdivisions 8, 8a, and 8b. The onetime ‘thresholds will be the
same in amount and description as the thresholds prescribed by the department of
human services health care programs provider manual for calendar year 1997, except
they will not be renewed annually, and they wrll include sensory skills and cognitive
trammo skills.

‘(b) A care management approach for authorization of services beyond the
threshold shall be instituted in conjunction with the onetime thresholds. The care
management approach shall require the provider and the department rehabilitation
reviewer to work together directly through written communication, or telephone
communication when appropriate, to establish a medically necessary care management
plan. Authorization for rehabilitation services shall include approval for up to 12
months of services at a time without additional documentation from the provider
during the extended period, when the-rehabilitation services are medically necessary
due to an ongoing health condition.

(c) The commissioner shall implement an expedited five-day turnaround time to
review authorization requests for recipients who need emergency rehabilitation services
and who have exhausted their onetime threshold limit for those services.

Subd. 9. Dental services. Medical assistance covers dental services. Dental services
include, with prior authorization, fixed bridges that are cost-effective for persons who
cannot use removable dentures because of their medical condition.

Subd. 10. Laboratory and x-ray services. Medical assistance covers laboratory and
X-ray services.

Subd. 11. Nurse anesthetlst services. Medical assistance covers nurse anesthetist
services. Rates paid for anesthesiology services provided by certified registered nurse
anesthetists shall be according to the formula utilized in the Medicare program and
shall use the conversion factor.that is used by the Medicare program.

Subd. 12. Eyeglasses, dentures, and prosthetic devices. Medical assistance covers
eyeglasses, dentures, and prosthetic devices if prescribed by a licensed practitioner.

Subd. 13. Drugs. (a) Medical assistance covers drugs, except for fertility drugs
when specifically used to enhance fertility, if prescribed by a licensed practitioner and
dispensed by a licensed pharmacist, by a physician enrolled in the medical assistance
program as a dispensing physician, or by a physician or a nurse practitioner employed
by or under contract with a community health board as defined in section 145A.02,
subdivision 5, -for the purposes of communicable disease control. The commissioner,
after receiving recommendations.from professional medical:associations and profes-
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sional. pharmacist associations, shall designate -a formulary committee -to advise the
commissioner on.the names of drugs for which payment is made, recommend a system
for reimbursing providers on a set fee or charge basis rather than the present system,
and develop methods encouraging use of gereric- drugs when they are less expensive
and equally effective as-trademark drugs. The formulary committee shall consist of nine
members, four-of whom shall be physicians who are not employed by the department of
human services, and a majority of whose practice is for persons paying privately or
through health insurance, three.of whom shall be pharmacists who are not employed by
the .department of human services, and a majority:of whose practice is for persons
paying privately or through health insurance, a consumer representative, and a nursing
‘home representative. Committee members shall serve three-year terms and shall serve
without compensation. Members may be reappointed once.

(b) The commissioner shall establish a drug formulary.. Its estabhshment and
publication shall not be ‘subject to the requirements of the Administrative Procedure
Act, but-the formulary committee shall review and comment on the formulary contents

The formulary shall not include: -
@) drugs or products for Wthh there is no federal funding;

(ii) over-the-counter drugs except for. antacids, acetaminophen, famlly plannmg
products, aspirin, insulin, products for the treatment of lice, vitamins for adults with
documented vitamin deficiencies, vitamins for children under the age of seven and
pregnant or nursing women, and any other over-the-counter drug identified by the
comrmissioner, in consultation with the drug formulary committee, as necessary, appro-
priate, and co:steeffectiv'e for the treatment of certain specified chronic diseases,
conditions or disorders, and this determination shall not be subject to the requirements
of chapter 14;

(iii) anorectlcs, except that medically necessary anorectics shall be covered for a
reCJplent previously diagnosed as having pickwickian syndrome and currently diagnosed
as having diabetes and being morbidly obese;

(iv) drugs for which medical value has not been established; and .

(v) drugs from manufacturers who have not signed a rebate agreement with the
Department of Health and Human Services pursuant to section 1977 of title XIX of the
‘Social Security Act.

The commissioner shall publish cond1t10ns for prohibiting payment for specrflc
drugs after considering the formulary committee’s recommendations. An honorarium
of $100 per meeting and reimbursement for mileage -shall be paid to each committee
member in attendance. . . z

* (c) The basis for determmmg the amount of payment shall be the lower of the
actual acquisition costs of the drugs plus a fixed dispensing fee; the maximum allowable
cost set by the federal government or by: the commissioner plus the fixed dispensing
fee; or'the usual and customary price charged to ‘the public. The amount of payment
basis must be reduced to reflect all discount amounts applied to the charge by any
provider/insurer agreement. or contract for- submitted charges to medical assistance
programs. The net submitted charge may not. be greater than the patient liability for -
the service. The pharmacy dispensing fee shall be $3.65, except that the dispensing fee
for intravenous solutions which must be compounded by the pharmacist shall be $8 per
bag, $14 per bag for cancer chemotherapy products, and $30 per bag for total
parenteral nutritional products dispensed in one liter quantities, or $44 per bag for
total parenteral nuttitional products dispensed in quantities greater than one liter.
Actual acquisition cost includes quantity and other special discounts except time and
cash discounts: Theactual acqulsltlon cost-of -a-drug shall be estimated by the
commissioner, at average wholésale price minus nine percent, except that where a drug
has had its wholesale - price reduced as a result of the' actions -of the National
Association of Medicaid Fraud Control Units, the estimated actual acquisition cost
shall be the reduced.average wholesale. price, without the nine percent deduction. The
 maximum allowable cost of a multisource drug may be set by the commissioner and it
shall be comparable to, but no higher than, the maximum amount paid by other third-
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party payors in this state who have maximum allowable cost programs. The commis-
sioner shall set maximum allowable costs for multisource drugs that are not on the
federal upper limit list as described in United States Code, title 42, chapter 7, section
13961-8(e), the Social Security Act, and Code of Federal Regulations, title 42; part 447,
section 447.332. Establishment of the amount of payment for drugs-shall not be subject
to the requirements of the Administrative Procedure Act. An additional dispensing fee
of $.30 may be added to the dispensing fee paid to pharmacists for.legend drug
prescriptions dispensed to residents of long-term care facilities when a unit dose blister
card system, approved by the department, is-used. Under this type of dispensing system,
the pharmacist must dispense a 30-day supply of drug. The National Drug Code (NDC)
from the drug container used to fill the blister card must be identified on the claim to
the department. The unit dose blister card containing the drug must meet the
packaging standards set forth in Minnesota Rules, part 6800.2700, that govern the
return of unused drugs to the pharmacy for reuse. The pharmacy provider will -be
required to-credit the department for the actual acquisition cost of all unused drugs
that are eligible for reuse. Over-the-counter medications must be dispensed in the
manufacturer’s unopened package. The commissioner may permit the drug clozapine to
be dispensed in a quantlty that is less than a 30- day 'supply. Whenever a generically
equivalent product is available, payment shall be on the basis of the actual acquisition
cost of the generic drug, unless the prescriber $pecifically indicates “dispense as
written - brand necessary” on the prescription as required by section 151.21, subdivision

2
L.

(d) For purposes of this subdivision, “multisource drugs” means covered outpatient
drugs, excluding innovator multisource drugs for wh1ch there are two or more drug
products, which:

(1) are related as therapeutlcally equivalent under the Food and Drug Administra-
tion’s most recent publication of “Approved Drug Products with Therapeutic Equlva—
lence Evaluations”;

(2) are pharmaceutically equivalent and bioequivalent as determined by the Food
and Drug Administration; and

'(3) are sold or marketed in Minnesota.

“Innovator multisource drug” means a multisource drug that was originally marketed
under an original new drug application .approved by the Food and Drug Adrmnlstra—
tion. ; :

(e) The formulary committee shall review and recommend drugs-which require
prior authorization. The formulary committee may recommend drugs for prior authori-
zation directly to the commissioner, as long as opportunity for public input is provided.
Prior authorization may be - requested by the commissioner based on medical and

" clinical criteria and on cost before certain drugs are eligible for payment. Before a drug
may be considered for prior authorization at the request of the commissioner:

(1) the drug formulary committee must develop criteria to be used for identifying
drugs; the development of these criteria is not subject to the requirements of chapter
14, but the formulary committee shall pr0v1de opportunity for pubhc 1nput in develop—
ing criteria;

(2) the drug formulary committee must hold a pubhc forum and receive pubhc
comment for an additional 15 days; .

(3) the drug formulary committee must consider data from the state Medicaid
program if such data is avallable and .

(4) the commissioner must provrde 1nformat10n to the forrnulary committee on the
impact that placing the drug on prior authorization will have on the quality. of patient
care and on program costs, and information regarding whether the drug is subject to
clinical abuse or mjsuse. :

Prior authorization may be requlred by the commissioner before certain formulary
drugs are eligible for payment. If prior authorization of a drug is required by the
commissioner, the commissioner must provide a 30-day notice period before imple-
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menting the prior authorization. If a prior authorization request is denied by the
department, the recipient may appeal the denial in accordance with section 256.045. If
an appeal is filed, the drug must be. prov1ded Wlthout pr10r authorization .until a.
decision is made.on the appeal. : :

(f) The basis for:determining the amount of payment for -drugs administered in an

" outpatient setting shall be the lower-of the usual and customary cost submitted by the

provider; the average wholesale price mirus five- percent; or the maximum allowable

cost set by. the federal government under United States Code, title 42, chapter 7,

section 1396r-8(e), and Code of Federal Regulatrons, title 42, section 447. 332 or by the
commissioner under paragraph (c).’

(g) Prior authorization shall not be required or -utilized for any- antrpsychotlc drug

prescrlbed for the treatment of mental illness where there is'no generlcally equivalent . -

drug available unless the commissioner determines that prior authorization is necessary
for patient safety. This paragraph apphes to any supplemental drug rebate program
established or administered by the commissioner. :

(h) Prior authorization shall not be required or utilized for any antihemophilic
factor drug prescribed for the'treatment of hemophilia-and blood disorders where there
is no generically equivalent drug avéilable unless the' commissioner determines that
prior authorization is: necessary for patient safety. This :paragraph'.applies to any
supplemental drug rebate- program -established or admlmstered by the commissioner.
This paragraph expires July 1, 2003. : :

Subd.. 13a. Drug utilization review board. A nine- member drug utlhzatlon review
board is established. The board is comprised of at least three but no more than four
licensed physicians actively engaged in the practice of medicine in Minnesota; at least
three licensed pharmacists actively engaged in the practice of pharmacy in Minnesota;
and one consumer representative; the, remainder -to be made ‘up of health care
professionals who are licensed in their field and have recognized knowledge in the
clinically appropriate prescribing, d1spensrng, and- monitoring of covered outpatient
drugs. The board shall be staffed by an employee of the department who shall serve as
an ex officio nonvotmg member of the board. The members of the board shall be
appointed by the commissioner and shall serve three-year terms. The members shall be
selected from lists submitted by professional associations. The commissioner shall
appoint the initial members of the board for terms expiring as follows ‘three members
for ‘terms expiring June 30, 1996; ‘three members for terms expiring June 30, 1997; and
. three members for terms expiring June 30, 1998. Members may be reappointed once.

The board shall annually elect a chair from among the members.

The commissioner shall, with the advice of the board: ,

(1) implement d medical assistance retrospective and prospectlve drug utilization
review program as required by United States Code, title 42, section 1396r-8(g)(3);

(2)'develop and implement the predetermined criteria and practicb' parametels for
approprlate prescrlblng to be used in retrospectlve and prospectrve drug utilization
review;’ : A
“(3) develop, select, 1mplement ‘and’ assess interventions for physrcrans pharma-
cists, and patients that are educational and not punitive in nature;

'(4) establish a grlevance and appeals process for phy51c1ans and pharmacists under
this section;

(5) publish and disseminate educational information to physicians and pharmaCISts
regarding the board and the review. program;

(6) adopt .and. implement procedures desrgned to ensure the confidentiality of any
information collected; stored, retrieved, assessed, or analyzed by the board, staff to the
board, -or contractors to-:the review program that 1dent1f1es 1nd1V1dual phys1c1ans
pharmacists, or recipients; . : .

(7) establish and 1mp1ernent an ongoing process to (i) receive. public comment
regardlng drug utilization review criteria and standards, and (ii) consider the comments
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along with other scientific and clinical information in order to revise criteria and
standards on a timely basis; and :

(8) adopt any rules necessary to carry out this section.

The board may establish advisory committees. The commissioner may contract
with appropriate organizations to assist the board in carrying out the board’s duties.
The commissioner may enter into contracts for services to develop and 1mplement a
retrospectlve and prospective review program.

The board shall report to the commissioner annually on the ‘date the Drug
_Utilization Review Annual Report is due.to the Centers for Medicare and-Medicaid
Services. This report is to cover the preceding federal fiscal year. The commissioner
shall make the report .available to the public upon request. The report must .include
_information - on the activities of the board. and the program; the effectiveness of
1mplemented interventions; administrative costs; and any fiscal impact resulting from
the program. An honorarium of $100. per meeting and reimbursement for mileage shall
be paid to each board member in attendance.. -

Subd. 13b. [Repealed, 1997 ¢ 203 art 4 s 73]

Subd. 14. Dragnostlc, screening, and preventive services. (a) Medlcal assistance
covers diagnostic, screening, and.preventive services.

(b) “Preventive services” iriclude services related to pregnancy, including:

(1) services for those conditions which may complicate a pregnancy and which may
be available to a pregnant woman determined to be at risk of poor pregnancy outcome;

(2) prenatal HIV risk assessment, education, counseling, and testing; and

(3) alcohol abuse assessment, education, and coumnseling on the effects of alcohol
usage ‘while pregnant. Preventive services available -to a woman at risk of poor
pregnancy outcome may differ in an amount, duration, or scope from those available to
other.individuals eligible for medical assistance. :

(c) “Screening services” include, but are not lirhited to, blood lead tests.

Subd. 15. Health plan premlums and copa)ments (a) Medical assistance covers
health care prepayment plan’ premiums,: insurance premiums, and copayments if
determined to be cost-effective by the commissioner. For purposes of obtaining
Medicare part A and part B, and copayments, expendltures may be made even if
federal funding is not available.

(b) Effective for all premiums due on or after June 30, 1997, medical assistance
does not cover premiums that a recipient is required to pay under a quahfred or
Medicare supplement plan issued by the Minnesota comprehensive health association.
Medical assistance shall continue to cover premiums for recipients who are covered
under a plan issued by the Minnesota comprehensive health "association on June 30,
1997, for a period of six months following. recerpt of the notice of termination or unt11
December 31, 1997, whichever is later. : -

Subd. 16. Abortion services. Medical assistance covers abortlon services, but only if
one of the following conditions is met:

(a) The abortion is a medical necessity. “Medical necessity” means (1) the signed
written statement of two physicians indicating the abortion is medically necessary to
prevent the death of the mother, and (2) the patient has given her consent to the
abortion in writing unless the patlent is physically or legally mcapable of providing
informed consent to the procedure, in which case consent will be given as other\mse
provided by law;

(b) The pregnancy is- the result of criminal sexual conduct as ‘defined ‘in’section
609.342, clauses (c), (d), (e)(i), and (f), and the incident is reported within 48 hours
after the incident occurs to a valid law. enforcement agency for investigation, unless the
victim is physically unable to report the criminal sexual conduct, in which case the
report shall be made within 48 hours after the victim becomes physically able to report
the criminal sexual conduct; or

" (¢) The pregnancy is the result of incest, but only if the mmdent and relatlve are
reported to a valid law enforcement agency for investigation :prior to the abortion.
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Subd. 17. Transportation costs. (a) Medical assistance covers transportation costs
incurred -solely for obtaining emergency medical care or transportation costs incurred
by nonambulatery persons in obtaining emergency or nonemergency medical care when
paid directly to-an ambulance company, common carrier, or other recognized providers
of transportation services. For -the. purpose of this subdivision, a person. who is
incapable of -transport-by taxicab or bus shall be considered to be nonambulatory.

(b) ‘Medical assistance covers special transportation, as defined in Minnesota
Rules, part 9505.0315; subpart 1, item F, if the provider receives and ‘maintains a
current physician’s order by the recipient’s attending physician certifying that the
recipient has a physical or mental impairment that would prohibit the recipient from
safely accessing and using a bus, taxi, other -commercial transportation, or private
automobile. Special transportation includes driver-assisted service to eligible individu-
als. Driver-assisted service includes passenger pickup at and return to the individual’s
residence or place of business, assistance.with admittance of the individual to the
medical facility, and assistance in passenger securement or in securing of wheelchairs or
stretchers in the vehicle. The commissioner shall establish maximum medical assistance
reimbursement rates for special transportation services. for persons who. need a
wheelchair-accessible van or stretcher-accessible vehicle- and for those who do not need
a wheelchair-accessible van or stretcher-accessible vehicle.- The average of these. two
_rates per trip must not exceed $15 for the base rate and $1.40 per mile. Special
transportation provided to nonambulatory persons .who do not need a wheelchair-
accessible van or stretcher-accessible vehicle, may. be reimbursed at a lower rate:than
special transportation provided to persons who need a wheelchair-accessible van or
stretcher-accessible vehicle. :

Subd. 17a. Payment for ambulance services. Effective for services rendered on.or
after July 1, 2001, medical assistance payments for ambulance services shall be paid at
the Medicare reimbursement rate or at the medlcal assistance payment rate in effect on -
July 1, 2000, whichever is greater. '

Subd. 18. Bus or taxicab transportatlon To the extent authorrzed by rule of the
state agency, medical assistance covers costs of the most appropriate.and cost-effective
form of transportation incurred by any ambulatory eligible person for obtaining
nonemergency medical care.

Subd. 18a. Access to medical sérvices. (a) Medlcal assistance reimbursement for
meals for persons traveling to receive medical care may not exceed $5.50 for breakfast
$6.50 for Tunch, or $8 for dinner. .

(b) Medical assistance reimbursement for lodgmg for persons traveling to receive
medical care may not exceed $50 per day unless prior authorized by the local agerncy.

-(c) Medical assistance direct mileage reimbursement to the ehgrble person or the
eligible person’s driver may not exceed 20 cents per mile.

(d) Medical assistance covers oral language interpreter services when provided by
an enrolled health care provider durlng the course of providing a direct, person-to-
person covered health care service to an enrolled recipient with 11m1ted English
proficiency.

Subd. 19. [Repealed, 1991 ¢ 292 art 7 s 26]

Subd. 19a. Personal care assistant services. Medical assistance covers personal
care assistant services in a récipient’s home. To qualify for personal care assistant
services, recipients or responsrble parties must be able to identify the recipient’s needs,
direct and evaluate task accomplishment, and provide for health and safety. Approved
hours may be used outside the home when normal life activities take them outside the
home. To use personal care assistant services at school, the recipient or responsible
party must provide written authorization in the care plan identifying the chosen
provider and the daily amount of services to be used at school. Total hours for services,
whether actually performed inside or outside the recipient’s home, cannot exceed that
which is otherwise allowed for personal care assistant services in an'in-home setting
according to section 256B.0627. Medical assistance- does not cover personal care
assistant services for residents of a hospital, nursing facility, intermediate care facility,
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health care facility licensed by the commissioner of health, or unless a resident who is
otherwise -eligible is on leave from the facility and the facility either pays for the
personal care assistant services or forgoes the facility per diem for the leave days that
personal. care assistant services are used. All:personal care assistant services must be
provided according to section 256B.0627. Personal care assistant services may not be
reimbursed if the personal care assistant is the spouse or legal guardian of the recipient
or the parent of a recipient-under age 18, or the responsible party or the foster. care
provider of a recipient who cannot direct the recipient’s own care unless, in the case of
a foster care provider, a county or state case manager visits the recipient as needed, but
not less than every six months, to monitor the health and safety of the recipient and to
ensure the goals of the care plan are met. Parents of adult recipients, adult children of
the recipient or adult siblings. of the recipient may be reimbursed for personal care
assistant services, if they are granted a waiver under section 256B.0627. Notwithstand-
ing the provisions of section 256B.0627, subdivision 4, paragraph (b), clause (4), the
noncorporate legal guardian or conservator. of an adult, who is not the responsible
party and not the personal care provider organization, may be granted a hardship
waiver under section 256B.0627, to be reimbursed to provide personal care assistant
services to the recipient, and shall not be considered to have a service provider interest
for purposes of participation on the screening team under section 256B.092, subdivision

* Subd. 19b. No automatic adjustment. For fiscal years beginning on or after July 1,
1993, the commissioner of huinan services shall not provide automatic annual inflation
adjustments for home care services. The commissioner of finance shall include as a
budget change request in each biennial detailed expenditure ‘budget submitted to the
Iegislatme under section 16A 11 annuai adjustments in reimbursement rates for home
‘care services. :

Subd. 19c. Personal care. Medical assistance covers personal care assistant services
provided by an individual who is qualified to provide the services according to
subdivision 19a and section 256B.0627, where the services are prescribed by a physician
in accordance with a plan of treatment and are supervised by the recipient or a
qualified professional. “Qualified professional” means-a mental health professional as
defined in section 245.462, subdivision 18, or 245.4871, subdivision 27; or a registered
nurse. as defined in sections 148.171 to 148.285. As part of the assessment, the county
public health nurse will assist the recipient or responsible party to-identify the most
appropriate person to provide supervision of the personal care assistant. The qualified
professional shall perform the duties described in Minnesota Rules, part 9505.0335,
subpart 4. o

Subd. 20. Mental health case management. (a) To the extent authorized by rule of
the state agency, medical assistance covers case management services to persons with
serious and persistent mental illness and children with.severe emotional disturbance.
Services provided under this section must meet the relevant standards in sections
245.461 to 245.4888, the Comprehensive Adult and Children’s Mental Health Acts,
Minnesota Rules, parts 9520.0900 to 9520.0926, and 9505.0322, excluding subpart 10.

(b) Entities meeting program standards set out in rules governing family communi-
ty support services as defined in section 245.4871, subdivision 17, are eligible for
medical assistance reimbursement for case management services for children with
severe emotional disturbance when these services meet the program standards in
anesota Rules, parts 9520. 0900 to 9520.0926 and 9505 0322, excluding subparts 6 and
10. .

() Medical a551stance and MinnesotaCare payment for mental health case man-
agement shall be made on a monthly basis. In order to receive payment for an eligible
child, the provider must document at least a face-to-face contact with the child, the
child’s parents, or the child’s legal representative. To receive payment for an eligible
adult, the provider must document:

(1) at least a face to-face contact with the adult of the adult ] legal representative;
or . _ .
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(2) at least a telephone contact with the adult or the adult’s legal representative
and document a face-to-face contact with the adult or the adult s legal representative
within the preceding two months.

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

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

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

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

(h) The commissioner shall calculate the nonfederal share of actual. medical
assistance and general assistance medical care payments for each county, based on the
higher of calendar year 1995 or 1996, by service date, project that amount forward to
1999, and transfer one-half of the result from medical assistance and general assistance
medical care to, each county’s mental health grants under sections 245.4886 and
256E.12 for calendar year 1999. The annualized minimum amount added to each
county’s mental health grant shall be $3,000 per year for children and $5,000 per year
for adults. The commissioner may reduce the statewide growth factor in order to fund
these minimums. The annualized total amount tramferred shall become part of the
base for future mental health grants for each county.

(i) Any net increase in revenue to the county or trlbe as a result of the change in
this section must be used to provide expanded mental health services as defined in
sections 245.461 to 245.4888, the Comprehensive Adult and Children’s Mental Health
Acts, excluding 1npatlent and residential treatment. For ‘adults, incréased revenue may
also be used for services and consumer supports which are part of adult mental health
projects approved under Laws 1997, chapter 203, article 7, section 25. For children,

_increased revenue may also be used for respite care and nonresidential individualized
rehabilitation services as defined in section 245.492, subdivisions 17 and 23. “Increased
revenue” has- the meaning given in Minnesota- Rules, part 9520.0903, subpart 3.

(j) Notwithstanding section 256B.19, subdivision 1, the nonfederal share of costs
for mental health case management shall be provided by the recipient’s county of
responsibility, as” defined in sections 256G.01-to 256G.12, from sources other than
federal funds or funds used to match other federal funds. If the service is prov1ded by a
tribal agency, the nonfederal share, if any, shall be provided by the recipient’s tribe.

(k) The commissioner may suspend, reduce, or terminate the reimbursement to a
provider that does not meet the reportlng or other requirements of this section. The
county of responsibility, as defined in sections 256G.01 to 256G.12, or, if applicable, the
tribal agency, is responsible for any federal disallowances. The- county or trlbe may
share this respon51b111ty with its contracted vendors.
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(1) The commissioner shall set aside a portion of the.federal funds earned under
this section to repay the special revenue maximization account under sectron 256. 01
subdivision 2, clause (15). The repayment is limited to: :

(1) the costs of developing and implementing this section; and

(2) programming the information systems . : :

(m) Payments to counties and tribal agencies for case ‘management expenditures
under this section shall only be made from federal earnings from services provided
under this section.. Payments to- county-contracted vendors shall 1nclude both the
federal earnings and the county.share.

(n) Notwithstanding section 256B.041, county payments for the cost of mental
health case management services provided by county or state staff shall not be made to
the state treasurer. For the purposes of mental health. case management services
provided by county or state staff under this section, the centralized disbursement of
payments to counties under section 256B.041 consists -only of federal earnings from
services provided under this section. :

(o) Case management services under this subd1v1sron do not 1nclude therapy,
treatment, legal, or outreach services. : :

(p) If the recipiént is a resident of a nursing facility, intermediate care fac1hty, or
hospital, and the recipient’s institutional care is paid by medical assistance, payment for
case management services under this subdivision is limited to the last 180 days of the
recipient’s residency in that facrhty and may not exceed more than six months in a
calendar year. , , -

(g) Payment for case management services under this "subdivision shall not
duplicate payments made under other program authorities for the same purpose.

(r) By July 1, 2000, the commissioner shall evaluate the éffectiveness of the
changes required by this section, mcIudmg changes in number of persons recervmg
mental health case management, changes in hours of service per person, and changes in
caseload size.

(s) For each calendar yeai beginning with ‘the calendar year 2001, the annualized
amount of stafe funds for each county determined under paragraph (L) shall be
adjusted by the county’s percentage change in the average number of clients per month
who received case management under this section during the fiscal year that ended six
months prior to the calendar year in question, in comparison to the prior fiscal year.

(t) For counties receiving the minimum allocation of $3,000 or $5,000 described in
paragraph (h), the adjustment in paragraph (s) shall be determined s0 that the county
receives the higher of the following amounts:

(1) a continuation of the minimum allocation in paragraph (h); or

(2) an amount based on that county’s average number of clients per month who
received case management under this section during the fiscal year that ended six
months prior to the calendar year in questlon times the average statewide grant.per
person per month for counties not receiving the minimum allocation.

(u) The adjustments in paragraphs (s) and: (t) shall be calculated separately for
children and adults.

Subd. 20a. Case management for persons with mental retardation or a related
condition. To the extent defined in the state Medicaid plan, case management service
activities for persons with .mental retardation or a related condition as defined in
section 256B.092, and rules promulgated thereunder, are covered services under
medical assistance.

Subd. 21. [Repealed, 1989 ¢ 287 art3s 98]

) Subd. 22. Hospice care. Medical assistance covers hospice care services under
Public Law Number 99-272, section 9505, to the extent authorized by rule. -

Subd. 23. Day treatment services. Medical assistance covers day treatment services
as specified in sections 245.462, subdivision 8, and 245.4871, subd1v1sron 10, that are
provided under contract with the county board.
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Subd. 24. Other medical or remedial care. Medical assistance covers any other
medical or remedial care licensed and recognized under state law unléss otherwise
prohibited by law, except licensed chemical dependency treatment programs or primary
treatment or extended care treatment units in hospitals that are covered under chapter
254B. The commissioner- shall include chemical dependency services in the state
medical assistance plan for federal reporting: purposes, but payment must be made
under chapter 254B. The commissioner shall publish in the State Register a list' of
elective ‘surgeries that require a second medical opinion before medical assistance
relmbursement .and the criteria and standards for deciding whether an elective surgery
should require a second medical opinion. The list and criteria and standards are not
subject to the requ1rements of sections 14.01 to 14.69.

+ Subd. 25. Prior authorization requnred The commissioner shall pubhsh in the
_State Register a list of health services that require prior authorization,.as well as the
criteria and standards used to select health services on the list. The list and the criteria
and standards used to formulate it.are not subject to the requirements.of sections
14.001 to 14.69. The commissioner’s decision whether prior authorization-is requrred
for-a health service is not subject to administrative appeal. :

Subd. 26. Special educatjon services. (a) Médical assistance covers medlcal services
identified in a recipient’s individualized education plan and covered under the medical
assistance state plan. Covered services include occupational therapy, physical therapy,
speech-language therapy, clinical psychological services, nursing services, school psycho-
logical services, school social work services, personal care assistants serving.as manage-
ment aides, assistive technology -devices, transportation’ services, health assessments,
and other services covered ‘under the medlcal assistance state plan. Mental health
services eligible for medical assistance reimbursement -must be provided or coordinated
through a children’s mental health’collaborative where a collaborative exists if the child
is mcluded in the collaborative operatlonal target population. The provision or
coordination- of sérvices does not requrre that the individual educatlon plan be
developed by the collaborative.

The servrces may be prov1ded by . a anesota school district that is enrolled as'a
medical assistance provider or its subcontractor and only if the services meet all the
requirements otherwise apphcable if the service had been provided by a provider other
than a school district, in the following areas: ‘medical necessity, physician’s orders,
documentation, personnel quahflcatlons and prior authorization requirements. The
nonfederal share of costs for services prov1ded under this subdivision is the responsibili-
ty of the local school district as provided in’seéction 125A.74. Services listed in a child’s
individual education plan are eligible for medical assistance reimbursement only if
those services meet criteria for federal flnancml partlcrpatlon under the Medicaid
program. : -
(b) Approval of health-related services for inclusion in the individual education
plan does not require prior authorization for purposes of reimbursement under this
chapter. The commissioner may require physician review and approval of the plan not
more than once annually or upon any modification of the individual educatron plan
that reflects a change in health-related services. : :

(c) Services of a' speech-language pathologlst provided under this section are
covered notw1thstand1ng anesota Rules, part 9505. 0390 subpart 1, item L, if the
persori: :

(1) holds a masters degree in speech-language pathology;

(2) is licensed by the Minnesota -board of teaching as an educatlonal speech-
language pathologist; and. S . .

(3) either has a certificate of chnlcal competence from the Amerlcan Speech and
Hcarlng Association, has completed the equivalent educational requirements and work
experlence necessary for the certificate or has completed the academic program and is
acquiring supervised work experience to qualify for the certificate. .
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-(d) Medical assistance coverage for medically necessary services provided under
other subdivisions in.this section may not be denied solely on the basis that the same or
similar services-are covered under this-subdivision.

(e) The commissioner shall develop and implement package rates, bundled rates,
or per diem rates for special education services under which separately covered services
are grouped together and billed as a unit in order to reduce administrative complexity.

(f) The commissioner shall develop a cost- based payment structure for payment of
these detvices.

(g) Effective July 1, 2000, medical assistance services provided under an individual
education’ plan or an md1v1dual family service plan by local school districts shall not
count against medical assistance authorization thresholds for that child.

(h) Nursing services as defined in section 148.171, subdivision 15, and provided as
an individual education plan health-related service, are eligible for medical ‘assistance
payment if they are otherwise a covered service under the medical assistance program.
Medical assistance covers the administration of ‘prescription medications by a licensed
nurse who is:employed by or undert contract with a school district when the administra-
tion of medications is identified in the child’s individualized education plan. The simple
administration of medications alone is not covered. under medical assistance when
administered by a provider other than a school district or when it is not identified in
the child’s individualized education plan. :

. Subd.-27. Organ and tissue transplants. Medical assistance coverage for organ-and
tissue transplant procedures is limited to those proce_dures covered by the Medicare
program or approved by the Advisory Committee on Organ and Tissue Transplants. All
organ transplants must be performed at transplant centers meeting united network for
organ sharing criteria or at Medicare-approved organ transplant centers. Stem cell-or
bone marrow transplant centers must meet the standards established by the Foundation
for the Accreditation of Hematopoietic Cell Therapy or be approved by the Advisory
Committee on QOrgan and Tissue Transplants. Transplant procedures must comply with
all  applicable laws, rules, and regulations governing (1) coverage- by the Medicare
program, (2) federal f1nanc1al participation by the Medicaid program, and (3) coverage
by the Minnesota medical assistance program. Transplants performed out of Minnesota
or the local trade area must be prior authorized.

Subd. 28. Certified nurse practltloner services. Medical assistance coveis services
performed by a certified pediatric nurse practitioner, a certified family nurse practition-
er, a certified adult nurse practitioner, a certified obstetrtc/gynecologxcal nurse practi-
tioner, a certified neonatal nurse practmoner or a certified geriatric nurse practltloner
in independent practice, if:

(1) the service prov1ded on an 1npatlent basis is not 1ncluded as part of the cost for
inpatient services included in the operating payment rate;

(2) the service is otherwise covered under this chapter as a physician service; “and

(3) the service is within the scope of practice of the nurse practitioner’s license as a
registered nurse, as defined in section 148.171.

Subd. 28a. Registered physician assistant: services.: Medtcal assistance. covers
services performed by a registered physwlan assistant if the service is otherwise covered
under this chapter as a physician service and if the service is within the scope of
practice of a registered physician assxstant as defined in section 147A.09.

Subd. 29. Public health nursing clinic services. Medical assistance covers the
services of a certified pubhc health nurse or a registered nurse practicing in a public
health nursing clinic that isa department of, or that operates under the direct authority
of, a unit of government, if the service is within the-scope of practice’ of the public
health or registered nurse’s license as a registered nurse, as defined in section-148.171.

Subd. 30. Other clinic services. (a) Medical assistance covers rural health clinic
services, federally qualified health center services, nonprofit community health clinic
services, .public health clinic services, and the services of a clinic meeting the criteria
established in rule by the commissioner. Rural health clinic services and federally
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qualified health center services mean-services defined in United States Code, title 42,
section 1396d(a)(2)(B) and- (C). Payment. for rural health clinic and federally qualified
health center services shall be made according to'applicable federal law and regulation.

"(b) A federally qualified health center that is beginning ‘initial operation shall
submit an estimate of budgeted costs and visits for the initial reporting period in the
form and detail required- by the commissioner.:A federally qualified health center that
is already in operation shall submit an initial report using actual costs arid visits for the
initial reporting period. Within 90 days of the end of its reporting period, a federally
qualified health center shall submit, in the form and detail required by the commission-
er, a report of its operations, including allowable costs actually incurred for the period
and the actual number of visits for services furnished during the -period,-and other
information required. by the commissioner. Federally qualified health centers that file
Medicare - cost reports shall provide the commissioner with a copy of the miost recent
Medicare cost report filed with the Medicare program intermediary for the reportlng
year which support the:costs claimed on their cost report to the state. :

(c) In order to continue cost-based payment under the medical assistance program
according to paragraphs (a) and-(b), a federally qualified'health center or rural health
clinic must apply for designation as an-essential.-community provider within six months
of final adoption of rules by the department of health according to section 62Q.19,
subdivision 7. For those federally qualified health centers and rural health clinics ‘that
have applied for essential community provider status within the six-month time
prescribed, medical- assistance: payments will continue to be made according to para-
graphs (a) and (b) for the first three years after application. For federally qualified
health centers and rural health clinics that either do not apply within the time specified
above or who have had essential community provider status for three years, medical
assistance payments for health services provided by these entities shall be according to
the same rates and conditions applicablé to the same seivice provided by hiealth care
providers that are not federally qualified health centers’ or ‘rural health “clinics.

(d) Effective July 1, 1999, the provisions of paragraph (c), requiring a federally
quahfled health center or a rural health clinic to madke apphcat1on for an essential
compmunity provider demgnatron in order to have cost-based payments made accordmg
to paragraphs (a) and (b) no longer apply. B

- (e) Effective January, 1, 2000, payments made accordlng to paragraphs (a) and (b)
shall be limited to the.cost phase -out schedule: -of the.Balanced Budget Act. of 1997.

. (f) Effective January 1, 2001, each federally quahfled health center .and rural
health clinic may -elect. to ,be pard either under the prospective payment system
established in United States Code, title 42, section 1396a(aa), or under analternative
payment methodology consistent with the requirements of United States Code, title 42,
section 1396a(aa), and approved by .the Centers for Medicare and Medicaid Services.
The alternative payment methodology shall be 100 percent of cost as determmed
according to Medicare cost principles. o :

Subd. 31." Medical supplies and eqmpment Medical assistance covers medical
supplies and equipment. Separate payment outside of the facility’s payment rdte shall
be made for wheelchairs ‘and wheelchair accessories for recipients who are residents of
intermediate care facilities for the mentally retarded. Reimbursement for’ wheelchairs
and wheelchair accessories' for ICF/MR-récipients shall be subject to the same
conditions and limitations as coverage for recipients who do not reside in institutions.
A’ wheelchair purchased outslde of "the fac111ty s payment rate is the property of the
recipient.

Subd. 3la. Augmentative and alternative cqmmunlcatlon systems. (a) Medical
assistance covers augmentative and alternative communication systems comnsisting of
electronic or nonelectronic devices and the related components necessary to enable a
person with severe expressive communication limitations to produce or transmit
messages or symbols in-a manner that compensates for that disability.

(b) Until the volume of systems purchased increases to allow a discount price, the
commissioner shall reimburse augmentative and alternative communication manufac-
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turers and vendors at the manufacturer’s suggested retail . price for augmentative and
alternative communication. systems and related components. The commissioner shall
separately reimburse providers for purchasing and integrating .individual communica-
tion. systems which are unavailable as a package from an augmentative and alternative
comumunication vendor.

(© Reimbursement rates estabhshed by this purchasmg program are not sub]ect to
Minnesota Rules, part 9505.0445, item S or T.

Subd. 32. Nutritional products. Medical assistance covers nutritional products
needed for nutritional supplémentation because solid food -or nutrients thereof cannot
be. properly absorbed by the body or needed for treatment of phenylketonuria,
hyperlysinemia, maple syrup urine disease, a combined allergy to human milk, cow’s
milk,. and soy formula, .or- any other -childhood or adult diseases, conditions, or
disorders.identified by the commissioner as requiring a similarly necessary nutritional
product. Nutritional products needed for the treatment of a combined allergy to human
milk, cow’s milk, and.soy formula require prior authorization. Separate payment shall
not be made for nutritional products for residents of long-term care facilities. Payment
for dietary requirements is a component of, the per diem rate paid to these facilities.

Subd. 33. Child welfare targeted case management. Medical assistance, subject to
federal approval, coverschild welfare targeted-case. management services as defined in
section 256B.094 to-children under age 21 who have been assessed and determmed in
accordance with section 256F.095 to be: :

(1) at rlsk of placement or in placement as defined in section 260C 212 subd1v1-
sion 1;

(2) at r1sk of maltreatment or e\perlencmg maltreatment as defmed in section
626.556, subdivision 10e; or :
(3) in need of protection or services as defined in section 260C.007, subdivision 6.
"Subd. 34. Indian health services facilities. Medical assistance payments and
MinnesotaCare payments to facilities of the Indian health service and facilities operat-
ed by a ttibe or tribal organization under funding authorized by United States Code,
title 25, sections 450f to 450m, or title III of the Indian Self- Deterrmnatlon and
Education Assistance Act, Public Law Number 93-638, for enrollees. who are eligible
for federal financial participation, shall be at the option of the facility in accordance
with the rate published by the United States Assistarit Secretary for Health under the
authority of United States Code, title 42, sections 248(a) and 249(b). General assistance
medical care payments to facilities of the Indian health services and facilities operated
by a tribe or tribal organization for the provision of outpatient medical caré services
billed -after June 30, 1990, must be in accordance with the general-assistance medical
care rates. paid for the same services when provided in a facility other than a facility of
the. Indian health service or a facility operated :by a tribe or tribal organization.
MinnesotaCare payments for enrollees who are not eligible for federal financial
participation at facilities of the Indian health service and facilities. operated by a tribe
or tribal organization for the provision of outpatient medical services must be in
accordance with the medical assistance rates paid for the same services when provided
in a facility other than a facﬂlty of the Indian health service or a facﬂlty operated by a
tribe or tribal orgamzatlon

Subd 35. Family commumty support servnces (a) Medical assistance covers family
commumty support services as defined in section 245.4871, subdivision 17. In addition
to the provisions of section 245.4871, and to the extent authorized by rules promulgated
by the state agency, medical assistance covers the following services as family communi-
ty support services:

(1) services 1dent1f1ed in an 1nd1v1dual treatment plan when provided by a trained
mental health behavioral aide under the, direction of a mental health practitioner or
mental health professional; - .

(2) mental health crisis intervention and crisis stabilization services provided
outside of hospital inpatient settings; and

(3) the therapeutic components of preschool and therapeutic camp programs.
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. (b) Notwithstanding the provisions-of Minnesota Rules, parts 9505.0324, subpart 2
9505.0326, subpart 2, and 9505.0327, subpart 2, a provider of family community support
services, home-based mental health services, or therapeutic support of foster care
services under contract with a courity may continue to provide existing services, and
may provide new services, to a child if that child is placed in foster care, or the child
and family relocate, outside the original county of residence. .

Subd. 36. Therapeutic support of foster care. Medical assistance covers therapeutrc
support of foster care as defined in section 245.4871, subdivision 34.

Subd. 37. Individualized rehabilitation services. Medical assistance covers individ-
ualized rehabilitation services as defined in section 245.492, subdivision 23, that are
provided by a collaborative, county, or-an entity under contract with a county through
an integrated service system, as described.in section 245.4931; that is approved by the
state coordinating council, subject to federal approval.

.Subd: 38. Payments for mental health services. Payments for mental health
services covered under the medical assistance program that are provided by masters-
prepared mental health professionals shall be 80 percent of the rate paid to doctoral-
prepared professionals. Payments for mental health services covered under the medical
assistance program that are provided by masters-prepared mental health professionals
employed by community mental health centers shall be 100 percent of the rate:paid to
doctoral-prepared professionals. For purposes of reimbursement of mental health
professionals under the medical assistance program, all social workers who:

(1) have received a master’s degree in social work from a program. accredited by
the council on social work education;

(2) are licensed at the level of graduate somal worker or independent s001a1
worker and

(3) are practicing clinical social work'under appropriate superv1s1on as defined by
section 148B.18; meet all requirements under anesota Rules part 9505.0323, subpart
24, and shall be paid accordingly.

Subd. 39. Childhood 1mmumzatlons Providers. who administer pediatric vaccines
within the scope of their- licensure, and who are enrolled as a medical assistance
provider, must enroll in the pediatric vaccine administration program established by
section 13631 of the Omnibus Budget Reconciliation Act of 1993. Medical assistance
shall pay an $8.50 fee per dose for administration of the vaccine to children eligible for
medical assistance. Medical assistance does not pay for vaccines that are available at no
cost from the pediatric vaccine administration program.

Subd. 40. Tuberculosis related services. (a) For persons infected with tubercu1051s
medical assistance covers case management services and direct observation of the
intake of drugs prescribed to treat tuberculosis.

(b) “Case management services” means services furnished to assist persons mfect-
ed with tuberculosis in gaining access to needed medical services. Case management
services include at a minimum:

(1) assessing a person’s need for medlcal services to treat tuberculosrs

"(2) developing a care plan that addresses the needs identified in clause (1);

(3) assisting the person in accessing medlcal services identified in the care plan;
and ' ' '

. (4) monitoring the person’s compliance with the care plan to ensure completion of
tuberculosis therapy. Medical assistance covers case management services under this
subdivision only if the services are provided by a certified public health nurse who ‘is
employed by a community health board asdefined in section 145A.02, subdivision 5.

(c) To be covered by medical assistance, direct observation of the intake of drugs
prescribed- to treat tuberculosis must be provided by a community outreach worker,
licensed practical nurse, registered nurse who is trained and supervised by a public
health nurse employed by a community health board as defined in section 145A.02,
subdivision 5, or a .public health nurse employed by a community health board.
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Subd. 41. Residential services for. children with severe emotional disturbance.
Medical assistance covers rehabilitative services in accordance with section 256B.0945
that are provided by a county through a residential facility, for children who have been
diagnosed with severe emotional disturbance and-have been determmed to requ1re the
Ievel of care provided in a residential facility.

Subd. 42. Mental health professional. Notw1thstand1ng Minnesota Rules;- part
9505.0175, subpart-28, the definition of a mental health professional shall include a
person who is qualified as specified in section 245.462, subdivision 18, clause (5); or
245.4871, subdivision 27, clause (5), for the purpose of this section and Minnesota
Rules, parts 9505.0170 to 9505.0475.

Subd. 43. Mental health provider travel- time. Medlcal assistance covers provider
travel time-if recipient’s -individual treatment plan requires the provision of mental
health services outside of the provider’s normal place of business: This does not include
any travel time which is included in other billable services, and is only covered when
the mental health service being provided to a_recipjent is covered under medical
assistance.

Subd. 44 Targeted case management services. Medical a551stance covers -case
management services for vulnerable adults and adults. with developmental dlsablhtles
as provided under section 256B.0924.

History: Ex1967¢ 165 2; 1969 ¢ 3955 1; 1973 ¢ 717 s 17: 1975 ¢ 247 5 9; 1975 ¢ 384
s1;1975¢c 437 art 25 3; 1976 ¢ 173 5 56; 1976 ¢ 236 s 1; 1976 ¢ 312 s 1; 1978 ¢ 508 s 2;
1978 ¢ 560 s 10; 1981 ¢ 360 art 2 5 26,54; 18p1981 ¢ 2 5 12; 1Sp1981 ¢ 4 art 45 22;
3Sp1981 ¢ 2 art 15 31; 1982 ¢ 5625 2; 1983 ¢ 151 5 1,2, 1983 ¢ 312 art 1 5 27; art 5 5 10;
art 95 4; 1984 ¢ 654 art 55 58; 1985 ¢ 21 s 52-54; 1985 ¢ 49 s.41; 1985 ¢ 252 s 19,20;
1Spl1985 ¢ 35 19; 1986 c 394 5 17; 1986 ¢ 444; 1987 ¢ 309 s 24; 1987 ¢ 370 art 1 s 3; art 2
§4;, 1987 ¢ 3745 1; 1987 ¢ 403 art 25 73,74, art 5 s 16; 1988 ¢ 689 art 2 s 141,268; 1989 ¢
282 art 3 s 54-58; 1990 ¢ 422 5 10; 1990 ¢ 568 art 3 s 43-50,104; 1991 ¢ 199 art 2 s I; 1991
c 292 art 4 s 41-49; art 6 s 45; art 75 5,9-11; 1992 ¢ 391 s 1,2; 1992 ¢ 513 art 7 s 43-49;
art 95 25, 1993 ¢ 246 s 1,2; 1993 ¢ 247 .art 4 5 11; 1993 ¢ 345 art 13 s 1; 1Sp1993 ¢ 1 art 3
523; art 55 36-49; art 7's 41-44; art 9 s 71; 1Sp1993 ¢ 6 5'10; 1994 ¢ 465 art 3 5 52; 1994
625 art 8 s 721995 ¢ 178 art 2 5 26; 1995 ¢ 207 art 6 5 38-51; art 8 5 33; 1995 ¢ 234 art
6538 1995 ¢ 263 5 10; 1996 ¢ 451 art' 2 s 20; art 55 1516; 1997 ¢ 203 art 25 25; art 4 s
25,26; 1997 ¢ 225 art 4 5 3; art 6s 58; 1998 c 398 ari 2 s 46; 1998 ¢ 407 art 4 s 20-28;
1999 ¢ 86 art 2 s 4; 1999'c 139 art 4 s 2: 1999 ¢ 245 art 4 s 37-49,121; art 55 20; art 8 s
5,87; art 10 s 10; 2000 ¢ 298 s°3; 2000 ¢ 347 s 1; 2000 ¢ 474 s 6,7; 2000 c 488 art 9 s 16;
2001 ¢ 178 art 1 s 44; 2001 ¢ 203 s'9; 18p2001 ¢ 9art 25 30-38: art 35 16-19: art 9 s
41,42;°2002 ¢ 220 art 15 5 13; 7002 c277 s ]2 14, 32, 2002 ¢ 294 s 6; 2002 c 375 art 2 s
13-16; 2002 ¢ 379 art 1 s 113~ :

NOTE: The amendment to subdivision 26 by Laws '700-" chapter 373. article 2, section 14, is effecnve for services

provided on or after April 1, 2002, upon federal approval, if federal approval is requxred Laws 2002, chapter 375, amcle 2,
section 14, the effective date. .

256B.0626 ESTIMATION OF S0TH PERCENTILE OF PREVAILING CHARGES.
() The 50th percentile of the prevaxlmg charve for the base year identified in
statute must be estimated by the comrissioner in the following situations:

(1) there were less than five blllmgs in the calendar year specified in legislation
governing maximum payment rates;

@) the service was not available in the calendar year specified in legislation
governing maximum payment rates;

(3) the payment amount is the result-of a prov1der appeal

(4) the procedure code description has changed since the calendar year specified
in legislation governing maximum payment rates, and, therefore, the prevailing charge
information reflects the same code but a different procedure description; or

(5) the 50th percentile reflects a payment which is grossly inequitable when
compared with payment rates for procedures or services which are substantially similar.
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.(b) When one of the situations identified in paragraph (a) occurs, the commission-
“er shall use the following methodology to reconstruct a rate comparable to: the 50th
percentile of the prevailing rate:

(1) refer to information which exists for the first four billings in the calendar year
spec1f1ed in legislation governing maximum payment rates; or

(”) refer to surrounding or comparable procedure codes; or
N E)] refer to_the 50th percentﬂe of years subsequent to the calendar year specified
in legislation governing maximum payment rates, and reduce that amount by applying
an appropnate Consumer Price Index formula; or

.(4) refer to relative value indexes; or

~ (5) refer to reimbursement information from other thlrd parties, such as Medicare.

History: ]Sp1993 clart5s50; 1997 c 203 art 4 5.27

256B.0627 COVERED SERVICE; HOME CARE SERVICES.

“Subdivision 1. Definition. (a) “Activities of da11y living” includes eating, toileting,
grooming, dressing, bathing, transferring, mobility, and positioning. .

(b) “Assessment” means a review and evaluation of a recipient’s need for home
care services conducted in person. Assessments for' private .duty nursing shall be
conducted by a registered private duty nurse. Assessments for home health ‘agency
services shall be conducted by a home health agency nurse.’ Assessments for personal
_care’ assistant services shall be conducted by the county public health nurse or a
certified public health nurse under contract with the county. A face-to-face assessment
must include: documentation of health status, determination of need, evaluation of
service effectiveness, identification of appropriate services, service plan development or
modification, -coordination of services, referrals and follow-up to appropriate payers -
and community resources, completion of required reports, recommendation of service
authorization, and consumer education. Once the need for personal care assistant
services is determined under this section, the county public health nurse or certified
public health nurse under contract with the county is responsible for communicating
this recommendation to the commissioner.and the recipient. A face-to-face assessment
for personal care assistant services is conducted on those recipients who have never had
a county public health nurse assessment. A face-to-face assessment must occur at least
annually or when'there is a s1gn1f1cant change in the rec1p1ent s condition or when there
is 'a change in the need for personal care assistant services. A service update may
stubstitute for the annual face-to-face assessmént when there is not a significant change
in recipient condition or a change in the need for personal care assistant service. A
service update or review for tempordry increase ircludes a review of initial baseline
data, evaluation of service effectiveness, redetermination of service need, modification
of service plan and approprlate referrals, update of initial forms, obtaining service
authorization, and on going -consumer education. Assessments for medical assistance
home care services for mental retardation or related conditions and alternative care
services for developmentally disabled home and community-based waivered recipients
may be conducted by the county public health nurse to ensure coordination and avoid
duphcatlon Assessments must' be completed on forms provided by the commissioner
within 30 ~days of a request for home care services by a recipient or responsible party.

(c) “Care plan” means a written description of personal care assistant services
developed by the qualified professional or the recipient’s physician with the recipient or
responsible party to be used by the personal care ass1stant w1th a copy provided to the
recipient or responsible party.

(d) “Complcx and regular private duty nursmg ‘care” means: .

) complex care is private duty nursing provided to recipients who are ventilator
dependent or for whom a physician has certified. that were it not for private duty
nursing the recipient would meet.the criteria for inpatient hospital intensive care unit
(ICU) level of care; and

(") regular care is private duty nursing provided to all other recipients.
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(e) “Health-related functions” means functions that can be delegated or assigned
by a licensed health care professional under state law-to be performed by a personal_
care attendant.

(f) “Home care services” means a health service; determmed by the commissioner
as medically necessary, that is ordered by a physician and: documented in a service plan
that is reviewed by the physician at least once every 60 days for the provision of home
health services, or private duty nursing, or at least once every 365 days for personal
care. Home care services are provided to the recipient at the recipient’s residence that
is a place other than a hospital or long-term care. facility ‘or as specified in section
256B.0625.

(g) “Instrumental activities of daily living” includes meal plannmg and preparann
managing finances, shopping for food, clothing, and other essential items, performing
essential household chores, communication by telephone and other media, and getting
around and participating in the cornmumty

(h) “Medically necessary” has the meaning glven in M1nnesota Rules parts
9505.0170 to 9505.0475. '

(i) “Personal care assistant” means a person who:

(1) is at least 18 .years old, except for persons 16 to 18 years of age who
participated in a related school-based job training program or have completed a
certified home health aide competency evaluation;

(2) is able to effectively communicate with the _recipient and personal care
provider organization; : '

(3) effective July 1, 1996 has completed one of the training . requrrements as
specified in Minnesota Rules part 9505.0335, subpart 3, items A to D; .

(4) has the ability to, and provides covered personal care assistant services
according to the recipient’s care plan, responds appropriately to recipient needs, and
reports changes in the recipient’s condition to the supervrsmg qual1f1ed profess1onal or
physician; : :

(5) is not a consumer of personal care assistant services; and

(6) is subject to crtmmal background checks and procedures specified in section
245A.04.

) “Personal care provider orgamzatron means an orgamzatron enrolled to
provide personal care assistant services under’ the medical | assistance program that
complies with the following: (1) owners who have a five. percent interest or more, and
managerial officials are subject to a background study as provided in section 245A.; 04.
This applies to currently enrolled personal care provider organizations and those
agencies seeking enrollment as a personal care provider organization. An orgamzatron
will be barred from enrollment if an owner or managerial official of the organ12at1on
has been convicted of a crime specrﬁed in section 245A.04, or a comparable crime in
another ]urrsdlctron unless the owner or managerial official meets the reconsideration
criteria specified in section 245A. 04; (2) the organization must maintain a surety bond
and liability insurance throughout the duration of enrollment and provides proof
thereof. The insurer must notrfy the department of human services of the cancellation
or lapse of policy; and (3) the organization must maintain documentation of services as
specified in Minnesota Rules, part 9505.2175, subpart 7, as well as evidénce of
compliance with personal care assistant training requrrements '

(k) “Responsible party” means an individual residing W1th a recipient of personal
care assistant services who is capable of prov1d1ng the supportlve care necessary to
assist the recipient to live in the community, is at least 18 years old, and is not a
personal care assistant. Résponsible parties who are parents of minors or guardians of
minors or incapacitated persons may delegate the responsibility to another-adult during
a temporary absence of at least 24 hours but not more than six months. The person
delegated ‘as a responsible party must be able to meet the definition of responsible
party, except that the delegated responsible party is required to reside with the
recipient only while serving as the responsible party. Foster care license holders may be
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designated the responsible party for residents of the foster care home if case manage-
ment is provided as required in section 256B.0625, subdivision 19a. For persons who, as
of April 1, 1992, are sharing personal care assistant services in order to obtain the
availability of 24-hour coverage, an employee of -the personal care provrder organiza-
tion may be designated as the responsible party if case manavement is provided as
required in section 256B.0625, subdivision 19a.

(1) “Service plan” means a written descr1pt10n of thé services needed based on the
assessment developed by the nurse who conducts the-assessment together with -the
recipient or responsible party.’ The service -plan shall include a description of the
covered home care services, frequency-and duration of services, and expected outcomes
and goals. The recipient and the provider chosen by the recipient or responsible party
must be given a copy of the completed service plan within 30 calendar days of the
request for home care services by the recipient or responsible party.

(m) “Skilled nurse visits” are provided in a recipient’s residence under a plan of
care or service plan that specrfres a level of care whrch the nurse’is qualrfred to provrde
These services are:

(1) nursing services accordmg to the written plan of care or service plan’ and
accepted standards of medrcal and nursing practice in accordance with chapter 148;

(2) services which due to the recipient’s miedical condition may only be safely and
effectrvely prov1ded by a registered nurse or a licensed practical nurse;

(3) assessments performed only by a reglstered nurse; and '

, (4) teaching and training the recipient, the recipient’s family, or other caregrvers
requiring the skills of a registered nurse or licensed practical nurse.

(n). “Telehomecare” means the use of telecommunications technology by a, _home
health care professronal to deliver home health care services, within the professronal’
scope. of practrce fo a patient located at a site other .than the site wheré the
practitioner is located.

Subd. 2. Services covered. Home care: services covered under this section 1nclude

(1) nursing services under section 256B.0625, subdivision 6a;

(2) private duty nursing services under section 256B.0625, subdivision 7;

(3) home health services under section 256B.0625, subdivision 6a; .

(4) personal care assistant: services. under:section 256B.0625, subdrvrsron 19a;

(5) supervision of personal care assistant services provrded by a qualified profes-
sronal under section 256B.0625, subdivision 19a

(6) qualified professional of personal care ' assistant services under the” f1scal
mtermedrary option as specified in subdivision 10; :

(7) face-to-face assessments by county pubhc health nurses for serv1ces under
section 256B.0625, subdivision 19a; and :

(8) service updates and review of temporary increases for personal care assistant
services by the county pubhc health nurse for services under section 256B 0625,
subdivision 19a. :

Subd. 3. [Repealed, 1991 ¢ 792 art 7 s 26]

Subd. 4. Personal care assistant services. (a) The personal care assistant services
that are eligible for payment are services and supports furnished to an individual, as
needed, to assist in accomplishing activities of daily living; instrumental activities of
daily -living; health-related functions through hands-on assistance, supervision, and
cumg, and redrrectron and intervention for behavror including observatron and monitor-
1n0 . .
(b) Payment for services will be made within the limits approved usmg the prior
authorized process established in subdivision 5.

(c) The amount and type of services authorlzed shall be based on an assessment of
the recipient’s needs in these areas: : -

(1) bowel and bladder care;
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-(2) skin care to maintain the health-of the skin;

(3) repetitive: maintenance’ range of motion, muscle strengthening exercises, and
other tasks specific to mamtalnlng a re01p1ent s opnmal level of funcnon

(4) respiratory assistance;’

(5) transfers and ambulation;

(6) bathmg, grooming, and halrwashlng necessary for personal hyglene

(7) turning and positioning;.

(8) assistance with furnishing medlcanon that is self- admlnlstered

(9) application and maintenance of prosthencs and orthotics;

(10) cleaning medical equipment; :

(11) dressing or undressing;

(12) assistance with eating and meal preparanon and necessary grocery shoppmg,

(13) accompanylng a re01p1ent to obtain medical diagnosis or treatment;

(14) assisting, monitoring, or prompting the recipient to complete the services in
* clauses (1) to (13);

(15) redirection, monitoring, and observatlon that are medlcally necessary and an
integral part of completing the personal care assistant services described in clauses (¢h)]
to (14); .

(16) redirection and 1ntervent10n for behavior, 1nclud1ng observatlon and monltor—
ing;

(17) interventions for seizure disorders, including monitoring and observation if
the recipient has had a seizure that requires intervention within the past three months;

(18) tracheostomy suctlonlng using a clean procedure if the procedure is properly
delegated by a registered nurse. Before this procedure can be delegated to a personal
care assistant, a registered nurse must determine that the tracheostomy suctioning can
be accomiplished utilizing a clean rather than a sterile procedure and must ensure that
the personal care-assistant has been taught the proper procedure; and

(19) incidental household services that are an mtegral part of a personal care
service described.in clauses (1) to (18).

For purposes of ‘this subdivision, monitoring ‘and observation means watching for
outward visible signs. that are likely to occur and for which-there is a covered personal
care service or an appropriate personal care intervention. For purposes of this
subdivision, a clean procedure refers to a procedure that reduces the numbers of
microorganisms or prevents or reduces_the transmission of microorganisms from one
person or place to another. A clean procedure may be used beginning 14 days after
msertion.

(d) The personal care assxstant services that are not ehglble for payment are the
following: .

(1) services not ordered by the physwxan

(2) assessments by personal care assistant prov1der organlzatlons or by indepen-
dently enrolled registered nurses; _

.(3) services that are not in the service plan;

(4) services provided by the recipient’s spouse, legal guardian for an adult or child
re01p1ent or parent of a recipient under age 18;

(5) services provided-by a foster care provider of a recipient who cannot direct the
recipient’s own. care, unless monitored by a.county or state case manager under section
256B.0625, subdivision 19a;

(6) services provided by the residential or prograrn license holder in a residence
for more than four persons;

(7) services that are the responsibility of a re51dent1al or program hcense holder
under the terms of a service agreement and administrative rules;

(8) sterile procedures;
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(9) injections of fluids into veins, muscles, or skin;

(10) services provided by parents of adult recipients, adult children or siblings- of
the recipient, unless these: relatives meet one of the following hardship criteria and the
commissioner waives this requirement: -

(i) the relative resigns from a part-time or full-time job to provide personal care
for the recipient; : :

(ii) the relative goes from a full-time to a part- -tlime job with less compensation to
prov1de personal care for the recipient;

(iii) the relative takes a leave of absence wrthout pay to provide personal care for
the recipient;

~(iv) the relative incurs substantial e)ipenses by providing personal care for the
recipient; or

V) becauée of Iabor condmons special language ‘needs, or intermittent hours of
care needed, the relative is needed in order to provide an adequate number of
qualified personal care assistants to meet the medical needs of the recipient;,

(11) homemaker servrces that are not an mtegral part of a personal care assistant
services; - . - , 0 _ ‘ ; o
(12) home maintenance, or chore ‘services;
(13) services not specrfied under paragraph (a); and
. (14) services not authorized by the commissioner or the commissioner® s desrgnee

(e) The recipient or respon51ble party may choose to supervise the personal care
assistant or to have a,qua_hfie_d professional, as defined in section 256B.0625,. subdivi-
sion 19c, provide the siipervision As required under section 256B.0625, subdivision 19c,
the county public health nurse, as a part of the assessment, will assist the recrpient or
responsible party to identify the most appropriate person to provide supervision of the
personal care assistant. Health-related delegated tasks performed by the personal care
assistant will be under the supervision of a qualified professional or the direction of the
recipient’s physician. If the recipient has a qualified professmnal Minnesota Rules, part
9505.0335, subpart 4, applies.

Subd. 5. Limitation on payments. Medical assistance payments for home care
- services shall be limited according to this subdivision. .

(a) Limits on services- without prior authorization. A recipient may receive the
following home care services during a calendar year: :

.(1) up to two face-to-face assessments to determine a.recipient’s need for personal
care assistant services;

(2) one service update done to determine a recrprents need for personal care
assistant services; and : : -

(3) up to nine skilled nurse v1srts

(b) Prior authorlzation, exceptlons All home care SCI’VICCS above the limits in

(1) the home care services were required to treat an. emergency medical conchtion
that if not 1n1med1ate1y treated .could cause a recipient serious physical or mental
disability, continuation of severe pain, or death. The provider must request retroactive
authorization no later than five working days after giving the initial service. The
provrder must be able to substantiate the emergency. by documentation such as reports,
notes, and admission or discharge histories;

(2) the home care services were provided on or after the date on which the
recipient’s ehglbihty began, but before the date on which the recipient was notified that
the case was opened. Authorization will be considered if the request is submitted by the
provider within 20-working days of the date the recipient was notified that the case was
opened; -

(3) a third-party payor for home care services has denied or adjusted a payment.
Authorization requests must be submitted by the provider within 20 working days of
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the notice of denial or adjustment. A copy of the notice must be included with the
request;

(4) the commissioner has determmed that a County or state human services agency
has made an error; or

(5) the professional nurse determines an immediate need for up to 40 skilled
. nursing or home health aide visits per calendar year and submits a request for
authorization within 20 working days of the initial service date, and medical assistance
is determined to be the appropriate payer. :
.(c) Retroactive authorization. A request for retroactive authorization will be
evaluated according to the same criteria applied to prior authorization requests.
(d) Assessment and service plan. Assessments under section 256B.0627, subdivi-
sion 1, paragraph (a), shall be conducted initially, and at least annually thereafter. in
person with the recipient and result in a completed service plan using forms specified
by the commissioner. Within 30 days of recipient or responsible party request for home
care services, the assessment, the service plan, and-other information necessary to
determine medical necessity such as diagnostic or testing information, social or medical
histories, - and hospital or facility discharge summaries shall be -submitted to the
commissioner. Notwithstanding the provisions of section 256B.0627, subdivision 12, the
commissioner shall maximize federal financial participation to pay for.public health
nurse assessments for personal care services. For. personal care assistant services:
(1) The amount and type of service authorlzed based upon the assessment and
service plan will follow the recipient if the recipient chooses to change providers.

(2) If the recipient’s medical need changes, the recipient’s prov1der may assess the
need for a change in service authorization and request the change from the county
public health nurse. Within 30 days of the- request, the public “health nurse will
determine whether to request the change in services based upon the provider assess-
ment, or conduct a home visit to assess the need and determine whether the change is
appropriate. '

(3). To continue to receive personal care a551stant services after the first year, the
recipient or the respons:ble party, in conjunction with the public health nurse, may
complete a service update on forms developed by the commissioner accordmg to
criteria and procedures in subdivision 1.

(e) Prior authorization. The commissioner, or the commissioner’s desrgnee shall
review the assessment, service update, request for temporary services, service plan, and
any additional information that is submitted. The commissioner shall, within' 30 days
after receiving a complete request, -assessment, and service plan, authorize home care
services as follows

(1) Home health services. All home health services provided by a home health aide
must be prior authorized by the commissioner or the commissioner’s designee. Prior
authorization must be based on medical necessity and cost-effectiveness when com-
pared with other care options. When home health services are used in combination
with personal care and private duty nursing, the cost of all home care services shall be
considered for cost-effectiveness. The commissioner shall limit home health aide visits
to no more than one visit each per day. The commissioner, or the commissioner’s
designee, may authorize up to two skilled nurse visits per day.

(2) Personal care assistant services. (i) All personal care assistant services and
supervision by a qualified professional, if requested by the recipient, must be prior
authorized by the commissioner or the commissioner’s designee except for the assess-
ments established in paragraph (a). The amount of personal care assistant services
authorized must be based on the recipient’s home care rating. A child may not be
found to be dependent in an activity of daily living if because of the child’s age an adult
would either perform the activity for the child or assist the child with the activity and
the amount of assistance needed is similar to the assistance appropriate for a typical
child of the same age. Based on medical necessity, the commissioner may authorize:

(A) up to two times the average number of direct care hours prov1ded in nursmo
facilities for the recipient’s comparable case mix level; or
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(B) up to three times the average number of direct care hours.provided in nursing
facilities for recipients who have complex medical needs-or are dependent in at least
seven activities of daily. living and need physical assistance, w1th eating or have a
neurologlcal d1a0n051s or- .

. (C) up to 60 percent of the average relmbursement rate as of July 1, 1991, for
care provided in a regional treatment center for recipients who have Level I behavior,
plus any infiation ad]ustment as provided by the leglslature for personal care service; or

(D). up to the amount the commissioner would pay, as of July 1, 1991, plus any
inflation adjustment prov1ded for home care services, for care prov1ded in a regional
treatment center for recipients referred to the commissioner by a regional treatment
center preadmission evaluation team. For purposes of this clause, home care services
means all services provided in the home or community that would be included in the
payment to a regional treatment center; or,

- (E) up to the amount medical assistance would: reunburse for facility care for
rec1p1ents referred to the commissioner by a preadmlss10n screemng team established
under section 256B.0911 or 256B.092; and :

(F) a reasonable amount of time for the prov151on of supervision by a qualified
professional of personal care assistant services, if a. quahﬁed professional is. requested
by the tecipient or responsible party. T

~(ii) The number of direct care hours shall be determmed according to the annual
cost report -submitted to the department by nursing facilities. The average number of
direct care hours, as established by May 1, 1992, shall be calculated and incorporated
into the home care limits on July:1, 1992. These 11m1ts shall be calculated to the nearest
quarter hour. :

(iif) The home care. rating- shall be determined by the commissioner or the
commissioner’s designee based on information submitted to the commissioner by the
county public health purse on forms specified by the commissioner. The home care
rating shall be a combination of current assessment tools developed under sections
256B.0911 and 256B. 501 with an addition for seizure activity that will assess .the
frequency and severity of seizure activity and with adjustments additions, and clarifica-
tions that are necessary to reflect the needs and conditions of rec1p1ents who need
homé care including children and adults under 65 years, of age. The commissioner shall
establish these forms and protocols under this section and shall use an advisory group,
including representatwes of recipients, providers, and countles for consultatlon in
establishing and rev1smg the forms and protocols.

(iv) A re01p1ent shall quahfy as havmg complex medical needs if the care required
is difficult to perform and because of recipient’s medical condition requires more time
than community-based standards allow or requires more skill than would ordmarlly be
. requited and the recipient needs or has one or more of the followmg
(AY dally tube feedings;

(B) daily parenteral therapy;
.(C) wound or decubiti care; -

(D) postural drainage, percussmn nebuhzer treatments, suctlonlng, tracheotomy
care, oxygen, -mechanical ventllatlon

(E) catheterlzatlon

(F) ostomy care;

(G) quadriplegia; or

(H) other comparable medical condmons or treatments the commissioner deter-
mines would otherwise require institutional care. _ N

(v)- A recipient shall qualify as having Level I behavior 1f ‘there is reasonable
supporting evidence that the recipient exhibits, or that without supervision, observation,
or redirection would exhibit, one or more of the following behaviors that cause, or have.
the potential to cause: - :

(A) injury to the reeipient’s. own body;
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(B) physical injury to other.people; or
(C) destruction of property.
(vi) Time authorized for personal care relating to Level 1 behavior in subclause

(v), items (A) to (C), shall be based on the predictability, frequency, and amount of
intervention required.

(vii) A rec1plent shall quahfy as having Level II béhavior if the ‘recipient exhibits
on a daily basis one or more of the followmg behaviors that interfere’ with the
completlon of personal care assistant services under subd1v1s1on 4 paragraph (a)

(A) unusual or repetitive hablts

(B) withdrawn behavior; or

(C) offensive behavior.

(viii) A recipient with a home care rating of Level II behavior in subclause (vn)
items (A) to (C), shall be.rated as comparable to a recipient with- complex medical
needs under subclause (iv). If a recipient has both complex medical needs and Level 1I
behavior, the home care rating shall be the next complex category. up to the maximum
rating under subclause (i), item (B).

(3) Private duty nursing services. All prlvate duty nursing services -shall be prior
authorized by the commissioner or the commissioner’s designee. Prior authorization for
private duty nursing services shall be based on medical necessity and cost-effectiveness
when compared with alternative care options The commissioner.- may authorize- medi-
cally necessary private duty nursing services in quartér-hour units when:

(i) the recipient requires more individual and continuous care than can be
provided during a nurse visit; or :

(ii) the cares are outside of the scope of services that can be provided by a home
health aide or personal care assistant. - : . .

The commissioner may authorize:

(A) up to two times the average amount of direct care hours provided in nursing
facilities statewide for case’ mix classification -“K” as established by the annual cost
report submitted to the department by nursing facilities in May 1992;

(B) private duty nursing in combination with other home care services up to the
total cost allowed under clause (2);

(C) up to 16 hours per day if the recrplent requrres more nursing than the
maximum number of direct care hours as established in item (A) and the recipient
meets the hospital admission criteria established under Minnesota Rules, parts
9505.0501 to 9505.0540. '

The commissioner may authorize up to 16 hours per day of medlcally necessary
private duty nursing services or up to 24 hours per day of medically necessary private
duty nursing services until such time as the commissioner is able to make a determina-
tion of eligibility for recipients who are cooperatively applying for home care services
under the community alternative care program developed under section 256B.49, or
until it is determined by the appropriate regulatory agency that a health benefit plan is
or is not required to pay for appropriate medically necessary health care services.
Recipients or their representatives must cooperatively. assist the commissioner in
obtaining this determination. Recipients who are eligible for the community alternative
care program may not receive more hours of nursing under this section than would
otherwise be authorized under section 256B.49.

(4) Ventilator-dependent recipients. If the recipient is vennlator dependent the
monthly medical assistance authorization for home care services shall not exceed what
the commissioner would pay for care at the highest cost hospital designated as a long-
term hospital under the Medicare program. For purposes of this clause, homecare
services means all services provided in the home that would be inchided in the payment
for care at the long-term hospital. “Ventilator-dependént” means an individual who
receives mechanical ventilation for life support at least six hours per day and is
expected to be or has been dependent for at least 30 consecutive days.
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(f) Prior authorization; time limits. The commissioner or the commissioner’s
designee shall determine the time period for which a prior authorization shall be
effective. If the recipient continues to require home care services beyond the duration
of the prior authorization, the home care provider must request a new prior authoriza-
tion. Under no circumstances, other than the exceptrons in paragraph (b), shall a prior
authorization be valid prior to thé date the’ commissioner receives the request or for
more than 12 months. A recipient who appeals a_reduction in previously authorized
home care services may’ continue previously authorized services, other than temporary
services under paragraph (h), perding an appeal under section 256.045. The commis-
sioner must provide a detailed explanation of why the authorized servrces are reduced
in amount from those requested by the home care provider.

(g) Approval of home care services. The commissioner or the commissioner’s
designee shall determine the medical necessity of home care services, the level of
caregiver according to subdivision 2 , and the institutional comparison according to this
subdivision, the cost-effectiveness of services, and the ‘amount, scope, and duration of
home care services reimbursable by: medical assistance, based on the assessment,
primary payer coverage determination information as requ1red the service plan, the
recipient’s- age, the cost of services, the recipient’s medical condition, and diagnosis or
disability. The commissioner may pubhsh additional crlterla for determmmg medical
necessity according to section 256B.04. : ;

(h) Prior autherization requests; temporary services. . The agency nurse, the
independently enrolled private duty nurse, or county public health nurse may request a
temporary authorization for home care services by telephone. The commissioner may
approve.a temporary level of home care services based on the assessment, and service
or care plan information, and primary payer coverage determination information-as
required. Authorization.for a temporary level of home care. services including nurse
supervision is limited to the time specified by the commissioner, but shall not exceed 45
days, unless extended because the county public health nurse has not completed the

_required assessment and service plan, or the commissioner’s determination has not
been made. The level of services authorized under this provision shall have no bearing
on a future prior authorization. ,

(iy Prior authorization required in foster care settmg Home care services
prov1ded in an adult or child foster care setting must receive prior authorization by the
department according to the limits established in paragraph (a) : :

The commlssmner may not authorize:

(1) home care services that are the responsrblhty of the foster care provider under
the terms of the foster care placement agreemert and ‘administrative rules; '

(2) personal care assistant services when the foster care license holder is also the
personal care prov1dex or personal care assistant’ unless the re01p1ent can d1rect the
recipient’s own care, or case management is provrded as required in section 256B 0675
subdivision 19a;

(3) personal care assistant services when the responsrble party is an employee of,
or under contract with, or has any direct or' indirect,financial relatronshrp with the
personal care provider or personal care assistant, unless case- manaoement is p10v1ded
as required in section 256B.0625, subdivision 19a; or )

(4) personal care assistant and private duty nursing services when, the number of
foster care residents is greater than four unless the county responsible for the
recipient’s foster placement made the placement prior to ‘April 1, 1992, requests that
personal care assistant and prlvate duty nursing services be provrded and case
management is provided as fequired in section 256B.0625, subdivision 19a.

Subd. 6. Recovery of excessive payments. The' commissioner shall seek monetary
recovery from providers of -payments:made for-services which- exceed the limits
established in this section. This subdivision does not apply to services provided to a
recipient at-the previously authorlzed level pending an appeal under section 256.045,
subdivision 10. . e
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Subd. 7: Noncovered home care services. The following home care services are not
eligible for payment under medical assistance:

(1) skilled nurse visits for the sole purpose of supervrsron of the home health aide;
(2) a skilled nursing visit:

(i) only for the purpose of monitoring medrcatlon compliance with an established
medrcatlon program for a recipient; or

(ii). to admlmster or assist with medication administration, including injections,
prefilling’ syringes for injections, or oral medication set-up of an adult recipient, when
as determined and documented by the registered nurse, the need can be met by an
avdilable pharmacy or the recipient is physically and mentally able to self-administer or
prefill a medlcauon

(3) home care services to a recipient who is eligible for covered services under the
Medicare program or any other insurance held.by the recipient:

(4) services to other members of the recipient’s household;

(5) a visit made by a skilled nurse solely to train other home health agency
workers;

(6) any home care service mcluded in the daily rate of the community-based
residential facility where the recipient is residing; :

(7) nursing and rehabilitation therapy services that are reasonably accessible to a
recipient outside the recipient’s place. of residence, excluding the assessment, counsel-
ing and education, and personal assistant care;

. (8) any home health agency service, excluding personal ‘care assistant services and
private duty nursing services, which are performed in a place other than the rec1p1ent’
residence; and

(9) Medicare evaluation or administrative nursing visits on dual-eligible recrplents
that do not quahfy for Medicare visit billing.

Subd. 8. Shared personal care assistant services. () Medrcal assistance payments
for shared personal care assistance services shall ‘be limited according to this subdivi- .
sion. '

(b) Recipients of personal care assistant services may share staff and the commis-
sioner shall provide a rate system for shared personal care assistant services. For two
persons sharing services, the rate paid to a provider shall not éxceed 1-1/2 times the
rate paid for serving a single individual, and for three persons sharing services, the rate
paid to a provider shall not exceed twice the rate paid for serving a single individual.
These rates apply only to situations in which all recipients were present and received
shared services on the date for which the service is billed. No more than three persons
may receive shared services from a personal care assistant in a single setting.

(c) Shared service is the provision of personal care assistant setvices by a personal
care assistant to two or three recrprents at the same time and in the same setting. For
the purposes of this subdivision, “setting” means:

(1) the home or foster care home of one of the individual recipients; or

- (2) a child care prograrn in ‘which all recipients served by one personal care
assistant are participating, which is licensed under chapter 245A or operated by a local
school. district or private school; or ‘

. (3) outside the home or foster care home of one of the recipients when normal life
activities take the recipients outside the home. :

The provisions of this subdivision do not apply when a personal care assistant is
caring for multiple recipients in more than one setting.

(d) The recipient or the recipient’s responsible party, in conjuncnon wrth the
county public health nurse, shall determine:

(1) whether shared personal care assistant services is an appropr1ate optron based
on the individual needs and preferences of the recipient; and

(2) the amount of shared services allocated as part of the overall authorrzatron of
personal care assistant services.
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The recipient or the responsible party,-in.conjunction with the supervising quali-
fied professional, if a-qualified-professional is.requested by any one of the recipients or
responsible parties, shall arrange:the setting and. grouping, of shared services based on
the individual needs and preferences of the recipients. Decisions on the selection of
recipients to share services-must be based. on the ages of the rec1p1ents compatlblhty, .
and coord1nat1on of their care-needs. .. -

(e) The following items must be considered by the rec1p1ent or the respon51ble
party and the-supervising qualified professional,.if a qualified professional has been
requested by any.one of the. recipients or:responsible parties, and. documented in_the
recipient’s health service record: .

.(1)-the additional quahﬁcanons needed by the personal care assistant to prov1de
care to several recipients in the same setting; : :

- {2) the additional training and-supervision- needed by the personal care assistant to
ensure that the needs of the recipient are met appropriately and safely. The provider
must provide .on-site supervision by a qualified professional within the first 14-days of
shared services, -and monthly thereafter, if supervision by a qualified provider has been
requested by any one of the recipients or responsible parties; :

(3) the setting in which the shared services will be provided;

(4) the’ ongomg monltormg and evaluation of the effectiveness and appropriate- -
ness of ‘the service and ptocess ‘used to make changes in service or setting; and

() a contmgency plan which accounts for "absence of the recipient in a shared
services ‘setting dué’ to illness or other CIrcumstances and staffing’ cont1ngenc1es

(f) The provider:must offer the. recipient or the respons1ble party the option of
shared or one-on-one personal care assistant services. The recipient or the responsible
party can withdraw from participating in a shared serv1ces arrangement at any time.

. (). In addition to 'documentation. requlrements under Minnesota Rules, part
9505.2175, a personal care provider must meet documentation requirements for shared
personal care-assistant services and must document. the ‘following in, the health service
record for each.individual recipient sharing services: - :

(1) permission -by: the rec1p1ent or the recipient’s. responsrble party if any,. for the
maximum number of shared services hours per week .chosen by the.recipient;

2) permission by the recipient or the recipient’s responsible party, if ‘any, for
personal care assistant services provided outside the recipient’s residence;

3) permission by the recipient or-the recrprents responsible party, - if any, for
others to receive shared services in the recipient’s residence;-

- (4) revocation by the recipient or the recipient’s responsrble party, it any, of the
shared service authorization, or the shared service to be provided to others in the
recipient’s residence, or the shared .service to be provrded outside the recipient’s
residence; | ,

5). supervrslon of the shared personal care - assrstant services by the quahfled
professional, if a quahfled professional is. requested by one .of the. recipients -or
responsible parties, including the date, time of day, number of hours spent supervising
the provision of shared. services, whether the. supervision was face-to-face or another
method .of supervision, changes in the recipient’s condition, shared servrces scheduling
issues and réecommendations;

- .(6) documentation by the quahfled professmnal if a quahfled professronal is
requested by one of the. recipients or responsible parties, of telephone, calls. or other
discussions with the personal care assistant regarding services being prov1ded to the
recipient who has requested the supemswn and

-(7) daily documentation of the shared services provrded by each 1dent1f1ed
personal care assistant including: :

(i) the names of each-recipient.receiving shared services together :

-.(ii) the setting for the shared services, including. the startmg and endmg tlmes that
the recipient received shared services; and o - AR

Copyright © 2002 Revisor of Statutes, State of Minnesota. All Rights Reserved.



MINNESOTA STATUTES 2002

256B.0627 MEDICAL ASSISTANCE FOR NEEDY PERSONS ) 988

(iii). notes by the personal care assistant regarding changes in the recipient’s-
condrtron, problems that may -arise from the sharing of services, scheduling issues, care
issues, and other notes -as required by the qualified-, professional, if a qualified
professional is requested by.one of the recipients or responsible parties. :

(h) Unless otherwise provided in this subdivision, all other statutory and regulatory
provisions relating to personal care assistant services apply to shared services.

(i) In the event that supervision by a qualified professional has been requested by
one or more recipients, but not by all of the recipients; the supervision.duties of the
qualified professional shall be limited to. only those recrprents who have requested the
supervision. :

Nothing in this subdrvrsron shall be construed to reduce the total number of hours
authorized for an individual recipient. :

Subd. 9. Flexible use of personal:care assistant hours. (a) The comm1ss10ner may
allow for the flexible use of personal care assistant. hours. “Flexible use” means the
scheduled use of authorized hours of personal care assistant services, which. vary within
the length of the service.authorization in order to:more effectively meet the needs and
schedule of the recipient. Recipients may use their approved hours-flexibly within the
service authorization period for medically necessary covered services specified in the
assessment required in subdivision 1. The flexible use. of .authorized. hours does not
increase the total amount of authorized hours available to a_recipient as determined
under subdivision 5. The commissioner shall not authorize additional personal care
assistant services to supplement a service authorization that is exhausted before the end
date under a flexible service use plan, unless the county pubhc health nurse determines
a chaiige in condition-and a need for increased services is established.

(b) The recipiént or responsible party, together with the _county public health
nurse, shall determine whether flexible use is an approprrate opt1on based on the needs
and preferences of the recipient or responsible party, -and, if appropriate, must ensure
that the allocation of hours covers the ongoing needs of the recipient over the entire
service authorization period. As part of the assessment and servite planning process,
the recipient or responsible party must work with the county public health rurse to
develop a written month-to-month plan of the projected use of personal care assrstant
services that is part of the service plan and ensures that the:

- (1) health and safety needs of the recipient. will be met; .

(2) total annual authorization will not exceed before the end date, and

(3) how actual use of hours will be monitored. :

(c) If the actual use of personal care dssistant service varies significantly from the
use projected in the plan, the written plan must be promptly updated by the recipient
or responsible party and the county public health nurse.

(d) The recipient or responsible party, together with' the provider, must work to
monitor and document the use of authorized hours and ensure that a recipient is able
to manage services' effectively throughout the authorized period. The provider must
ensure that the month-to-month plan is incorporated into the care plan. Upon request
of the recipient or responsible party, the provider must furnish regular updates to the
recipient or responsible party on the: amount of pefsonal care assistant services used.

(€) The recipient or responsible party may revoke the authorization for flexible use
of hours by notifying the provider and county public health nurse in writing. - ‘

(f) If the requirements in paragraphs (a) to (e) have not Substantially been met,
the commissioner shall deny, revoke, or suspend the authorization to-use-authorized
hours flexibly. The recipient or responsrble party may appeal the'commissioner’s action
according to section 256.045. The denial, revocation, or suspension to use the flexible
hours option shall not affect the recipient’s- authorized level of pérsonal care assistant
services as determined under subdivision 5. : - :

Subd. 10. Fiscal intermediary option available for personal care assistant services.
(a) The commissioner may allow' a recipient of personal care assistant services to use a-
fiscal intermediary to assist the recipient in paying and accounting for medically
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necessary. covered personal. care assistant services authorized in subdivision 4. and
within the payment parameters of subdivision 5. Unless otherwise provided in this
subdivision, all other statutoryand. regulatory - provisions relating to personal care
assistant services apply to a recipient using the fiscal 1ntermed1ary opt1on

(b) The recipient or responsible party shall: :

* (1) recruit, hire, and terminate a qualified' professlonal if a quahfred professronal
is requested by the recipient or responsible party; -

(2) verrfy and document thé credentials of the ‘qualified professronal if a quahfred
professmnal is requested by the recipient or responsible party;

"(3) develop a service planbaséd on phys1c1an orders arid publlc health nurse
assessment with the assistance of a qualified professional, if a qualified professional is
requested by the rec1p1ent or responsrble party, that addresses the health and safety of
the recipient; ; .

(4) recruit, hire, and terminate the personal care ass1stant

(5) orient and train the personal care assrstant with assrstance as needed from the
qualified professronal g

©6) supervrse and evaluaté the personal care assistant with assistance as needed
from the recipient’s physician or the qualified’ professronal '

.(7) monitor and verify in writing-and report to the fiscal mtermedrary the number -
of hours worked by the personal care assistant and:the qualified professional; and

~ (8) enter into a written agreement, as specified in paragraph (f).

~(c) The duties of the fiscal intermediary shall be to: : S

(1) bill the medical assistance program for personal care assistant- and quahfred
professronal services; - .

(2) request and secure background checks on personal care ass1stants and quahtled
professionals according to section 245A.04; STt

(3) pay the personal care assrstant and quahfred profess1ona1 based on actual hours
of services provided;- SR

(4) withhold and-pay all ‘applicable federal and state taxés;

(5) verify and keep 1ecords of hours worked by the persoual care assrstant and
qualified professional;

(6) make the arrangements and pay unemployment insurance, taxes workers
compensation, liability insurance, and other beriefits, if any;

(7) enroll in the medical assistance program as a fiscal intermediary; and

(8) enter into a wrrtten agreement as specified in paragraph 69] before services are
provided. .

" (d) The, f1scal intermediary: 4 :

(1) may not be related to.the recipient, quahfred professronal or the personal care
assrstant

(2) must ensure arm’s-length transactions with the recipient and personal care

assistant; and :

(3) shall be considered a joint employer of the personal care assrstant and

quahfred professronal to the extent specified in this section. ,

- The- fiscal 1ntermed1ary or owners of the entity that provides fiscal: 1ntermed1ary

.services 'under this subdivision must pass a criminal background Check as requlred in
section 256B.0627, subdivision 1, paragraph (e). . S

_ (e) If the recipient or responsible party requests a quahfred professional, ‘the
--qualified ptrofessional providing assistance to the recipient shall meet the qualifications
specified in section 256B.0625, subdivision 19c. The ‘qualified professional shall assist
the recipient in developing and revising a plan to meet the recipient’s needs; as
assessed by the public health nurse. In performing this function; the qualified profes-
sional must visit the recipient in the recipient’s home at. least once annually.. The
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qualified professional rnust report any suspected- abuse,’ neglect or financial e‘(plmta-
tion of the recipient to the appropriate authorities.

*(f) The fiscal intérmediary, rec1p1ent or responsible paity, personal care a551stant
and qualified professional shall enter’into a written agreement before services are
started. The agreement shall include: : :

(1) the duties-of the recipient,- quahﬁed professronal personal care assistant, and
fiscal agent based on paragraphs (a) to (e); : o

- (2) the salary.and benefits for the personal care. a551stant and the quahfled
professional;

(3) the administrative fee of the flscal 1ntermed1ary and services pard for wrth that
fee, including background check fees; -

(4) procedures to respond to billing or payrnent complamts and

(5) procedures for hiring and termmatmg the personal care assistant' and the
qualified professional. .

(g) The rates paid for persona] care assistant services, shared care services,
qualified professional services, and fiscal intermediary services under this subdivision
shall be the same rates paid for personal care assistant services and qualified profes-
sional services under subdivision 2 respectively. Except for the administrative fee of the
fiscal intermediary specified in paragraph (f), the remainder of the rates paid to the
fiscal intermediary must be used to pay for the salary and benefits for the personal care
assistant or the qualified professional.

(h) As part of the -assessment defined in subdivision 1, the following conditions
must be met to use or continue use of a fiscal intermediary: :
~ (1)the recipient must be able to direct the recipient’s own care, or the responsrble
party for the recipient must be readily available to direct the care of the personal care

assistant;

(2) the recipient or responsrble party must be l\nowledgeable of the health care
needs of the recipient and be able to effectively communicate those needs;

(3) a face-to-face assessment must be conducted by the local county public health
nurse at least annually, or when there is a significant change in the recipient’s condition
or change in the need for personal care assistant services;

(4) recipients who choose to use the shared care option as specrfled in subdmsron
8 must utilize the same fiscal intermediary; and

(5) parties must be in compliance with the written agreement specified in
paragraph (f).

(i) The commissioner shall deny, revol\e or suspend the authorlzatlon to use the
fiscal intermediary option if: '

(1) it has been determined by the qualified professmnal or local county public
health nurse that the use of this option jeopardizes the recipient’s health and safety;

(2) the parties have failed to comply with the written agreement specrfled in.
paragraph (f); or

(3) the use of the option has led to abusive or fraudulent billing for personal care
assistant services.

The recipient or responsible party may appeal the commissioner’s actior according
to section 256.045. The denial, revocation, or suspension to use the fiscal‘intermediary
option shall not affect the recipient’s-authorized level of personal care as51stant services
as determined in subdivision 5. S

Subd. 11. Shared private duty nursmg care option. (a) Medical a551stance pay-
ments, for shared private duty nursing semwices by a private duty nurse shall be limited
according to this subdivision. For the purposes of this section, “private duty nursing--
agency”.means an agency licensed under chapter 144A to provide prlvate duty nursing
services. : .

(b) Re01p1ents of private duty nursing services may share nursing staff and the
commissioner shall provide a rate methodology for shared private duty nursing. For
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two persons sharing nursing care, the rate paid to a provider shall not exceed 1.5 times
the regular private duty nursing rates paid for-serving a-single individual by a registered
nurse or licensed practical nurse. These rates apply oiily to situations in which both
recipients are present and receive shared private duty nursing care on the date for
which the service is billed.;No.more than two persons may receive shared private duty
nursing services from a private duty nurse in a single setting.

(c) Shared.- private duty nursing care is the provision ,Qf nursing. services by a
private duty nurse to two recipients at the same time and in the same setting. For the
purposes of this subdivision, “setting” means:

(1) the home or foster care home of one of the 1nd1v1dual rec1p1ents .or

(2).a child care program licensed under chapter 245A or operated by a local
school district or private school; or . :

(3) an adult day care service licensed under chapter 245A; or

(4) outside the home or foster care home of one of the reclpients when normal life
activities take the recipients outside the home.

This subdivision does not apply when a private duty nurse is caring for multlple
recipients in more than one setting.’

(d) The recipient or the recipient’s legal representative, and the recipient’s
physician in conjunction with the home health care agency, shall determine:

(1) whether shared private duty nursing care is an appropriate option based on the
individual needs and preferences of the recipient; and

(2) the amount of shared prrvate duty nursing services authorized as part of the
overall authorization of nursing services. : :

(e) The recipient or the recipient’s Iegal-representative, in conjunction with the
private duty nursing agency, shall-approve the setting, grouping,-and arrangement of
shared private duty nursing care based on the individual needs and preferences of the
recipients. Decisions on the selection of recipients to share services must be based on
the ages.of the recipients, compatibility, and coordination of their care needs.

(f) The following items must be considered by the recipient-or the recipient’s legal
representative and the private duty nursing agency, and documented in the rec1p1ent s
health service record: :

(1) the additional training needed by the private duty nurse to provide care to two
recipients in the same setting' and to ensure that the needs of the recrprents are met
appropriately and safely; :

(2) the setting in which the shared private duty nursing care w111 be prov1ded

(3). the ongomo monitoring and. evaluation of the effectiveness and appropriate—
ness of the service and process used to make changes i in service or setting;

(4) a contingency plan. which accounts for absence of, the recipient in a. shared
private duty nursing setting due to illness or other circumstances;

(5) staffing backup contingencies in the event-of employee illness or absence; and

(6) arrangements for addrtional assistance to respond to urgent or emergency care
needs of the recipients. :

.(g) The provider must offer the recipient or respons1ble party the option of shared
or one-on-one private ‘duty nursing services. The recipient or responsible party ‘can
withdraw from participating in'a shared service arrangement at any time.

(h) The pr1vate duty nursing agency must document the followmg in the health
service record for each 1nd1v1dual recipient sharing private duty nursing care:

_ (1) permission by the rec1p1ent or the recipient’s legal representative for the
maximum number of shared nursing care hours per week chosen by the .recipient;

(2) permrssion by, the recipient or the recipient’s legal representative for shared
private duty nursing services provided outside the recipient’s residence;

(3) permission by the recipient or the recipient’s legal representative for others to
receive shared private duty nursing services in the recipient’s residence;

Copyright © 2002 Revisor of Statutes, State of Minnesota. All Rights Reserved.



MINNESOTA STATUTES 2002

256B.0627 MEDICAL ASSISTANCE FOR NEEDY PERSONS 992

(4) revocation by the recipient or the recipient’s legal representative of the shared
private duty nursing care authorization, or the shared care to be provided to others in
the recipient’s res1dence or-the shared private duty nursing services to be provided
outsrde the recipient’s residence; and

" (5) daily documentation of the shared private duty nursing services provided by
each identified private duty nurse, including:

6)) the names of each recipient recervmg shared prrvate duty nursing services
together; - .

(i) the setting for the shared services, including the starting and ending times that
the recipient received shared private duty nursing care; and

-(iii) notes by the private duty nurse regarding changes in the recipient’s condition,
problems that may arise from the sharing of private duty nursing services, and
scheduling and care issues:

(i) Unless otherwise provided in this subdivision, all other statutory and regulatory
prov1s1ons relating to private duty nursing services apply to shared prlvate duty nursing
services.

Nothing in this subdivision shall be construed to reduce the total number of
private duty nursing hours authorized for an individual recipient under subdivision 5.

Subd. 12. Public health nurse assessment rate. (a) The reimbursement rates for
public health nurse visits that relate to the provision of personal care serwces under
this section and section 256B.0625, subdivision 19a, are:

(i) $210.50 for a face-to-face assessment visit;
(i) $105.25 for each service update; and :
(iii) $105.25 for each request for a temporary service increase.

(b) The rates specified in paragraph (a) must be adjusted to reflect provider rate
increases for:personal care assistant services that.are approved by the legislature for the
fiscal year ending June 30, 2000, and subsequent fiscal years.' Any requlrements applied
by the legrslature to provider rate increases for personal care assistant services also
apply to adjustments under this paragraph.

Subd. 13. Consumer-directed home care demonstratron project. (a) Upon the
receipt of federal waiver authority, the commissioner shall implement a consumer-
directed home care demonstration project. The consumer-directed home care demon-
stration project must demonstrate. and evaluate the outcomes of a consumer-directed
service delivery alternative to improve access, increase consumer control and accounta-
bility over available resources, and enable the use of supports that are more individual-
ized and cost-effective for eligible medical assistance recipients receiving certain
medical assistance home care services. The consumer-directed home care demonstra-
tion project will be administered locally by county agencies, tribal governments' or
administrative entities under contract with the state in regions where counties choose
not to provide this service.

(b) Grant awards for persons who have been receiving medical assistance covered
personal care, home health aide, or private duty nursing services for a period of 12
consecutive months or more prior to enrollment in the consumer-directed home care
demonstration project will be established on a case-by-case basis using historical service
expenditure data. An average monthly expenditure for each continuing enrollee will be
calculated based on historical expenditures made on behalf of the enrollee for personal
care, home health aide, or private duty nursing services during the 12 month period
drrectly prior to enrollment in the project. The grant award will equal 90 percent of the
average monthly expenditure.

" (c) Grant awards for project enrollees who have been recelvmg rnedlcal assrstance
covered personal care, home health aide, or private duty nursing services for a period
of less than 12 consecutive months prior to project enrollment will be calculated on a
case-by-case basis using the service'authorization in place at the time of enrollment.
The total number of .units of personal care, home health aide, or private duty nursing
services the enrollee has been authorized to receive will be converted to the total cost
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of the authorized services in a given month using-the statewide average service payment
rates. To determine an estimated monthly expenditure;-the total authorized monthly
personal care, home health aide or private duty nursing service costs will be reduced by
a percentage rate equivalent to the difference between the statewide average service
authorization and the statewide average utilization rate for.each of the services by
medical assistance eligibles during the most recent fiscal year for which 12 months of
data is available. The grant award will equal 90 percent of the estimated monthly
expenditure.

_(d) The state of Minnesota, county agenmes tribal governments or admrnlstratlve _
entities under contract with the state that partrclpate in the 1mplernentat10n and
administration of the consumer-directed home care demonstration project, shall not be
liable for damages, injuries, or liabilities sustained thréugh the purchase of support by -
the individual, the individual’s family, legal: representative, or the authorized represen-
tative under this section with funds received ‘through the consumer-directed home care
demonstration project. Liabilities include but are not limited to: workers’ compensation
liability, the Federal Insurance Contributions Act (FICA), or the Federal Unemploy-
ment Tax Act (FUTA).

(e) With federal approval, the commrssroner may ad]ust methodologles in para-
graphs (b) and (c) to simplify program "adiministration, improve consistency between
state and federal programs, and maximize federal financial participation. :

Subd. 14. Telehomecare; skilled nurse visits. Medical assistance covers skilled
nurse-visits according to section 256B.0625, subidivision 6a, provided via telehomecare,
for services which do not require hands-on care between the home care nurse and
recipient. The provision of telehomecare must be made via live, two-way interactive
audiovisual technology and may be augmented by utilizing store-and-forward technolo-
gies. Store-and-forward technology includes.telehomecare services that do not occur in
real time via synchronous transmissions, and that do not. require a face-to-face
encounter with the recipient for all or any. part of any such telehomecare visit.
Individually identifiable patient data obtained through real-time or store-and- forward
technology must be maintained as health- records according to section-144.335. If the
video is used for research, training, or other purposes unrelated to. the care of the
patient, the .identity of the patient must be concealed. A communication between the
home care nurse and recipient that consists solely of.a telephone conversation,
facsimile, electronic mail, or a consultation between two health care practitioners, is
not to be considered a telehomecare visit. Multiple darly skilled nurse visits provided
via telehomecare are allowed. Coverage of telehomecare is limited to two visits per day.
All skilled nurse visits provided via telehomecare must be prior authorized by the
commissioner or the commissioner’s designee and will .be covered at ‘the” sarne
allowable rate as skilled nurse visits provided in- person.

“Subd. 15. ‘Therapies throngh home health agencies. (a) Physncal therapy Medical
assistance covers physical therapy and related services, including specialized mainte-
nance therapy. Services provided by a physical therapy assistant shall ‘be reimbursed at
the same rate as services performed by a physical therapist when the services of the
physical therapy assistant are provided under the direction of a physical therapist who
is on the premises. Services provided by-a physical therapy assistant that are-provided
under the direction. of a physical therapist who is not on the premises shall be
reimbursed at 65 percent of.the physical therapist rate. Direction of the physical
therapy assistant must be provided by the physical theraplst as described in Minnesota
Rules, part 9505.0390, subpart 1, item B. The physical therapist and physical therapist
assistant may not both bill for services provrded toa recrplent on the-same day.

(b) Occupatmnal therapy. Medical assistance covers occupational therapy and
related services, including specialized maintenance therapy. Services provided by an
occupational therapy assistant 'shall be reimbursed at the same rate.'as services
performed by an occupational therapist when the services .of the occupatlonal therapy
assistant are provided under the diréction of the.occupational therapist whois on the
premises. Services provided by an occupational therapy assistant under the direction-of
an occupational therapist who is not on the premises shall be réimbursed at 65 percent
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of the occupational therapist rate. Direction of the occupational therapy assistant must
be provided' by the occupational therapist as described in Minnesota Rules, part
9505.0390, subpart 1, item B. The ‘occupational therapist and occupational therapist
assistant :may not -both. bill for- services provided to a recipient on the same day.

Subd. 16. Hardship criteria; private duty nursing. (a) Payment is allowed for
extraordinary services that require specialized nursing skills' and are provided by
parents of minor children, spouses, and legal guardians who are providing prlvate duty
nursing care under the following conditions:

(1) the provision of thése services is not legally required of the parents, spouses, or
legal guardlans

(2) the services are necessary to prevent hospitalization of the recipient; and

(3) the recipient is eligible for state plan home care or a home and commumty
based waiver and one of the following hardship criteria are met:

(i) the parent, spouse, or legal guardian re51gns from a part-time or full-time ]ob to
provide nursing care for the recipient; or

(ii) the parent, spouse, or legal guardlan goes from a full-time to a part—tnne job
with less compensation to provide nursing care for the recipient; or

(iii) the parent, spouse, or legal guardian takes a leave of absence without pay to
prov1de nursing care for the re01p1ent or

- (iv)-because of labor conditions, special Ianouage needs, or intermittent hours of
care needed, the parent, spouse, or legal guardian is needed in order to provide
adequate private duty nursing services to meet the medical needs of the recipient.

(b) Private duty nursing may be provided by a parent, spouse, or legal guardian
who is a nurse licensed in Minnesota. Private duty nursing services provided by a
parent, spouse, or legal guardian cannot be used in lieu of nursing services covered and
available under liable third-party payors, including Medicare. The private duty nursing
provided by a parent, 'spouse, or legal guardian must be included in the service plan.
Authorized ‘skilled nursing services provided by the parent, spouse, or legal guardian
may not exceed 50 percent 'of the total approved nursing hours, or eight hours per day,
whichever is less, up to-a maximum of 40 hours per week. Nothing in this subdivision
precludes the parent’s, spouse’s; or legal guardian’s obligation of assuming the non-
reimbursed family respons1b1ht1es of emergency backup caregiver and primary caregiv-
CI.

(c) A parent or a spouse may not be paid to provide private duty nursing care if
the parent or spouse fails to pass a criminal background check according to section
245A.04, or if it has been determined by the home health agency, the case manager, or
the physician that the private duty nursing care provided by the parent, spouse, or legal
guardian is unsafe.”

Subd. 17. Quallty assurance plan for personal care assistant services. The
commissioner shall establish a quality assurance plan for personal care assistant services
that includes:

(1) performance-based prov1der agreements;

(2) meaningful consumer input, which may include consumer surveys, that measure
the extent to which participants receive the services and supports described in the
individual plan and participant satisfaction with such services and supports;

. (3) ongoing monitoring of the health and well-being of consumers; and

(4) an ongoing public process for development implementation, and review of the
quality assurance plan.

. History: 1986 ¢ 444; 1990 c 568 art 3 §51; 1991 ¢ 292 ant 75 1225; 1992 ¢ 391 s 3- 6
1992 c 464 art 2 s 1; 1992 ¢ 513 art 7 s 50; 1Sp1993 ¢ 1 art 5 s 51-53; 1995 ¢ 207 art 6 s
52-55; 1996 ¢ 451 art 5 s 17-20; 1997 ¢ 203 art 4-s5 28,29; 3Sp1997 ¢ 3 s 9; 1998 ¢ 407 art
45 29-31; 1999 ¢ 245 art 4 5 50-58; 2000 ¢ 474 s 8 11; ISp200] c 9art3s 29-41; 2002 ¢
375 art 2's'17; 2002 ¢ 379 art 1 5113
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256B.0628 PRIOR AUTHORIZATION AND REVIEW OF HOME CARE SERVICES. -

Subdivision 1. State coordination. The commissioner shall supervise the coordina-
tion of the prior authorization and review of home care services that are relmbursed by
medical assrstance

Subd. 2. Duties. (a) The commissioner may contract with or employ -qualified
reg1stered nurses and necessary support staff, o contract with qualified agencies, to
provide home care prior authorization and review services for med1cal assistance
recipients who are receiving home care services. :

(b) Reimbursement for the prior authorization function shall be made through the
medical assistance administrative authorrty The state shall- pay .the nonfederal share
The functions will be to: :

(1) assess the rec1p1ent s 1nd1v1dual need for services requrred to be cared for safely
in the community;

(2) ensure that a service plan that meets the recrp1ent ’s needs is developed by the
appropriate agency or individual,

(3) ensure cost-effectiveness of medical assistance home care services;

(4) recommend the approval or denial of the usé of med1cal assistance funds to
pay for home care services:

(5) reassess the rec1p1ent s need for.and level of home care servrces at a frequency
determined by the commissioner; and

(6) conduct on-site assessments when determined necessary by the commissioner
and recommend Changes to care plans that will provrde more efficient and appropriate
home care.

(c) In addition, the commrsstoner or the commissioner’s designee may:

(1) review service plans and reimbursement data for utilization of services that
exceed community-based standards for home care, inappropriate home care services,
medical necessity, home care services that do not meet quality of care standards, or
unauthorized services and make appropriate referrals within the department or to
other appropriate entities based on the findings; - :

2) assist the récipient in obtaining services necessary to allow the recipient to

remain safely in or return to the community;

(3) coordinate home care services with other medical assistance services under
section 256B.0625; .

"(4) assist the recipient with problems related to the provrsron of home care
services; _

(5) assure the quality of home care services; and

(6) assure that all liable third- party payers including Medicare have been used
prior to medical assistance for home:care services, including but not limited to, home
health agency, elected hosp1ce benefit, waivered servrces, alternatwe care program
services, and personal care services.

(d) For the purposes of this section, “home care services” means medical
assistance services defined under section 256B. 0625, subdivisions 6a, 7, and 19a.

Subd. 3. Assessment and prior authonzatlon process for recnplents of both home
care and home and community-based waivered services for persons with mental
retardation or related conditions. Effective January 1, 1996, for purposes of providing
~ informed choice, coordinating of local planmng dec1s10ns and streamlining administra-
tive requirements, the assessment and prior -authorization process:for:persons receiving
both home care and home and community-based waivered services for persons with
mental retardation or related conditions shall meet the requrrements of this section and
section 256B.0627 with the following exceptions: o s

-(a) Upon request for home. care services and subsequent assessment by the pubhc
health nurse under seéction 256B.0627, the public health nurse shall participate in the
screening process, as appropriate, and; if home care services are determined to be
‘necessary, participate in the development of a service plan coordinating ‘the need for
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home care and home and community -based waivered services with the assigned county
case manager, the recipient of services, and the recipient’s legal representative, if any.

(b) The pubhc health nurse shall give prior authorization for home care services to
the extent that home care services are: :

_.(1) medically necessary; - '

2) chosen by the recipient and their legal representative, 1f any, from the array of
home care and home and community-based waivered services.available; :

(3) coordinated with other services to be received by the rempxent as-described in
the service plan; and . ) -

- (4)-provided w1th1n ‘the: county’s relmbursement limits for home care and home
and community-based waivered services for persons with mental retardatlon or related
conditions. :

(c) If the public health agency is or may be the prov1der of home care services to
the recipient, the public health agency shall provide the commissioner of human
services with a written plan that specifies how the assessment.and prior authorization
- process will be held separate and distinct from the provision of services.

.. History: 1991 ¢ 292 art 7 s 13; 185p1993 c 1 art 55 54; 1995.¢c 207 art 35 18; art 6 s
56; 1996 ¢ 451 art 2 s 21

256B.0629 ADVISORY COMMITTEE ON ORGAN AND TISSUE TRANSPLANTS.

Subdivision 1. Creation and membership. By July 1, 1990, the commissioner shall
appoint and convene a 12-member advisory committee to provide advice and recom-
mendations to the commissioner concerning the eligibility of organ and tissue trans-
plant procedures for reimbursement by medical assistance and general -assistance
medical care. The committee must include representatives of the transplant provider
community, hospitals, patient recipient groups:or organizations, the department of
human services, the department of finance, and the department of health, at least one
representative of a health plan regulated under chapter 62A, 62C, or 62D, and persons
with expertise in ethics, law, and economics. The terms and removal of members shall
be governed by section 15.059. Members shall not receive per diems but shall be
compensated for expenses. The advisory committee does not -expire as provided in
section 15.059, subdivision 6.

Subd. 2. Function and objectives. The committee’s act1v1t1es mclude but are not
limited to:

(1) collection of information on the efficacy and experience of various. forms of
transplantation not approved by Medicare;

(2) coliection of information from Minnesota transplant providers on available
services, success rates, and the current status of transplant activity in the state;

, (3) development of guidelines for determining when and under what conditions
organ and tissue transplants not approved by Medicare should be eligible for reim-
‘bursement by medical assistance and general assistance medical care;

(4) providing recommendations to the commissioner. on: (i) organ and tissue
transplant procedures, beyond those approved by Medicare, that should also be eligible
for reimbursement under medical assistance and general assistance medical care; and
(ii) which transplant centers should be eligible for relmbursement from medical
assistance and general assistance medical care. :

‘Subd. 3. [Repealed, 1997 ¢ 7 art 2 s. 671 .
Subd 4. Responsxbllltles of the commissioner. The commissioner shall periodical-

ly: . .
D) Determme cr1ter1a governing the e11g1b111ty of organ and tissue transplant
procedures for reimbursement from medical assistance and general assistance medical
care. Procedures approved by Medicare are -automatically eligible for medical assis-
tance and general assistance medical care reimbursement. Additional procedures.are
eligible for reimbursement only if they are recommended by the task force, approved
by ‘the commissioner, and published in the State Register. :
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(2) Determine criteria for certifying transplant centers within -and outside of
Minnesota where Minnesotans receiving . medical assistanice and general- assistance
medical care may obtain transplants Only centers recommended by the task force and
approved by the commissioner may be certified by thé commissioner.

“History: 1990 ¢ 568 art 3 5'52; 1993 ¢4 s 29; 1993 ¢ 339 s 24 ZSp1993 clant 5 s 55;
18p1993¢c 65 11; 1994c579s91019, 2002¢ 277515 :

256B.063 COST SHARING

Notwithstanding the’ provrslons ‘of section 256B 05 subd1v1s1on 2, the commissioner
is authorized to promulgate tules pursuant t0 the Administrative Procedure Act, and to
require a nominal enrollment fee, premium, or similar charge for recipients of med1cal
assistance, if and-to‘the extent required by apphcable federal regulatron

History: ]973 c717s5

256B 0635 CONTINUED ELIGIBILITY IN SPECIAL CIRCUMSTANCES.

Subd1_v151on 1. Increased employment. (a) Uniil June 30, 2002, medical assistance
may be paid for persons who receivéd MFIP-S or medical assistance for families and
children in. at least three of six months preceding the month in which the person
became ineligible for MFIP-S or-medical assistance, if the ineligibility was due to an
increase in hours of employment .or employment income or due to.the loss of an
earned income disregard. In addition, to receive continued assistance under this
section, persons who received medical assistance for families.and children but did not
receive MFIP-S must have had income less than or.equal to the assiStance standard for
their family size under the state’s AFDC plan in effect as of July 16, 1996, increased by
three percent. effective July 1, 2000, at the time medical assistance el1g1b111ty began. A
person who is eligible for extended medlcal dssistance is entitled to six months of
assistance without reapplication, unless the assistance unit ceases to include a depen-
dent child.” For a person under 21. years of age, medical assistance may not be
d1scont1nued within the ‘six-rhonth period: of extended eligibility. until it has been
determined that the person is not otherwise ehglble for medical assistance. Medical
assistance may be continued for an additional six months if the person meéts all
requirements for the additional six months, according to title XIX of the Social
Security Act, as amended by section 303 of the Famlly Support Act of 1988, Publlc Law
Number 100-485.

(b) Beginning July 1, 2002, medical assistance for families and chlldren may be
paid for persons who were eligible under section 256B.055, subdivision 3a, in at least
three of six months preceding ‘the month in which the person became ineligible under
that section if the ineligibility was due to an increase in hours of employment or
employment income or due to the loss of an earned income disregard. A person who is
eligible for extended medical assistance is entitled -to six months of assistance without
reapplication, unless. the assistance unit ceases to include a dependent child, except
medical assistance may not be discontinued for;that dependent child under 21 years of
age within the six-month period of extended eligibility until it has been determined that
the person is not otherwiseeligible for medical assistance. Medical -assistance may be
continued for an additional six months if the person meets all requirements for the
additional six months, according to title XIX of the Social Security Act,.as amended by
section 303 of the Family Support Act of 1988, Public Law Number 100-485. .

:-Subd. 2..Increased child or:spousal support. (a) Until June 30, 2002, medical
assistance may be paid for persons who. received MFIP-S or medical assistance for
families and -children in at least three of the six months preceding the month in which
the person became ineligible for MFIP-S or medical assistance, if the ineligibility was
the. result of the collection of child or spousal support under part D of title IV of the
Social ‘Security Act. In addition, to receive continued assistance under -this section,
persons who received medical assistance for families and. children but did not receive
MFIP-S must have had income less than or equal to the assistance standard for their
family size under the state’s AFDC plan in effect. as of July. 16, 1996, increased by three
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percent effective July 1, 2000, at the time medical assistance.-eligibility began. A person
who is eligible for extended medical assistance under this subdivision is entitled to four
months of assistance without reapplication, unless the assistance unit ceases to include
a dependent child, -except medical assistance may not ~be discontinued for that
dependent child. under 21 years of.age within the four-month period of. extended
eligibility until it has been determined that the person is not otherwise eligible for
medical assistance.

(b) Beginning July 1, 2002, medical assistance for famlhes and children may be
paid for persons who were eligible under section 256B.055, subdivision 3a; in at least
three of the six months preceding the -month in- which the .person became ineligible
under that section if the ineligibility-was- the result of the collection of child or spousal
support under part.D of title IV of the Social Security Act. A person who is-eligible for
extended medical assistance under this subdivision is entitled to four months of
assistance without reapplication, unless the assistance unit ceases to include a depen-
dent child, except medical assistance may not be discontinued for that dependent child
under 21 years of age within the four-month period of extended eligibility until it has
been determined "that the person is not otherwise: ehglble for medlcal assistance.

Subd. 3. [Repealed, 2002 ¢ 277 s 34]

History: 1997 ¢ 85 art 3 s 22; 1998 ¢ 407 art 6 s ]3 1999 ¢ 245 art 4 s 59 ]Sp200] ¢
9 art 2s 40,41,76; 2002 ¢ 277s 31 33; 2002 ¢ 379 art 15113

256B.0637 PRESUMPTIVE ELIGIBILITY FOR CERTAIN 'PERSONS NEEDING
TREATMENT FOR BREAST OR CERVICAL CANCER. : '

. Medical assistance is available during a presurnptlve ehg1b111ty perlod for persons
who meet the criteria in section 256B.057, subdivision 10. For purposes of this section,
the presumptlve eligibility period begins on thé date on which an entity designated by
the commissioner determines, based on preliminary information, that the pérson meets
the criteria in section 256B.057; subdivision 10. The presumptlve eligibility period ends
on the day on which a determination is made as to the person’s eligibility, except that if
an application is not submitted by the last day of the month followmg the month during
which the determination based on preliminary information is made, the presumptive
eligibility period ends on that last day of the month. '

History: 15p2001 ¢ 9 art 2 s 42; 2002 ¢ 379 art 1 s 113
256B.064 SANCTIONS; MONETARY' ‘RECOVERY.

Subdivision 1. Terminating payments to mehglble vendors. The commissiorier may
terminate payments under this chapter to any person or facility that, under -applicable -
federal law or regulation, has been determined to be Jnehglble for payments under
Title XIX of the Social Security Act. - . . Co

" Subd. la. Grounds for sanctions against vendors “The commissioner may'impose
sanctions against a vendor of medical care for any of the following: (1) fraud, theft, or
abuse in comnnection with the provision of medical -care to recipients of public
assistance; (2) a pattern of presentment of false or duplicate claims or claims for
sérvices not medically necessary; (3) a pattern-of making false statements of material
facts for the purpose:of obtamlng greater compensation-than that to which the vendor
is legally entitled; (4) suspension or termination as a Medicare vendor; (5) refusal to
grant the state agency access during regular business hours to examine all records
necessary to disclose: the extent of services provided to program recipients and
appropriateness of claims for payment; (6) failure to repay an overpayment finally
established under this section; and (7) any reason.for which a vendor could be excluded
from participation in the Medicare program under section 1128, 1128A, or 1866(b)(2)
of the Social Security Act. The determination of services not medically necessary may
be made by the commissioner in consultation with a peer advisory task-force appointed
by the commissioner on the recommendation of appropriate professional organlzatlons
The task force expires as provided. in section 15.059, subdivision 5.
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Subd. 1b. Sanctions available. The commissioner may impose the following
sanctions for the conduct described in subdivision la: suspension or withholding of
payments to a vendor and suspending or terminating participation in the program.
Regardless of imposition of sanctlons, the commissioner may rnake a referral to the
appropriate state licensing board. :

Subd. 1c. Grounds for and methods of monetary recovery (a) The commissioner
may obtain monetary recovery from ‘a vendor who has been improperly paid either as a
result of conduct described in subdivision 1a or as a result of a vendor or department
error, regardless of whether the error was intentional. Patterns need not be proven as a
precondmon to monetary recovery of erroneous or false claims, duplicate claims, claims
for services not medically necessary, or claims based on false statements.

(b) The commissioner may obtain monetary recovery using methods including but
not limited to the following: assessing and recovering money 1mproperly paid and
debiting from future payments any money improperly paid. The commissioner shall
charge interest on money to be recovered if the recovery is to be made by installment
payments or debits, except when the monetary recovery is of an overpayment that
resulted from a department error. The interest charged shall be the rate estabhshed by
the commissioner of revenue under section 270.75.

Subd. 1d. Investigative costs. The commissioner may seek recovery of investigative
costs from any vendor of medical care or services who willfully submits a claim for
reimbursement for services.that the vendor knows, or reasonably should have known, is
a false representation and that results in the payment of public funds for which the
vendor is ineligible: Billing errors that result in umntentlonal overcharges shall not be
grounds for investigative cost recoupment. :

Subd. 2. Imposition of monetary recovery and sanctions. (a) The commissioner
shall. determine any monetary amounts to be.recovered and sanctions to be imposed
upon a vendor of medical care under this section. Except as provided in paragraph (b),
neither- a monetary recovery nor a sanction will be imposed by the commissioner
without prior notice and an opportunity for a hearing, according to chapter 14, on the

_ commissioner’s.-proposed action, provided that the commissioner may suspend or
reduce payment-to a vendor of medical care, except a nursing home or convalescent
care facility, after notice and prior to the hearing if in the commissioner’s opinion that
action is necessary to protect the public welfare and the interests of the program.

(b) Except for a nursing home or convalescent care facility, the commissioner may
withhold or reduce payments to a vendor of medical care without providing advance
notice of such withholding or reduction if either of the following occuirs:

(1) the vendor is convicted of a crime involving- the conduct described in
subdivision 1a; or :

(2) the commissioner receives reliable ev1dence of fraud or willful misrepresenta-
tion by the vendor.

(c) The commissioner must send notice of the w1thhold1ng or reduction of
payments under paragraph (b) within five days of taking such action. The notice must:

(1) state that payments are being withheld according to paragraph (b);

2) except in the, case of a,conv1ct10n for conduct described in subdivision 1a, state
that the withholding is for a temporary period and cite the circumstances under which
withholding will be terminated;

(3) identify the types of claims to whlch the w1thhold1ng applies; and
(4) inform the vendor of the r10ht to submit written evidence for consideration by
the commissioner. :

The withholding or reduction of payments will not continue after the commission-
er determines there is insufficient evidence of fraud or willful misrepresentation by the
vendor, or after legal proceedings relating to-the alleged fraud or willful misrepresenta-
tion are completed, unless the commissioner has sent notice of intention to impose
monetary recovery or sanctions under paragraph (a).
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(d) Upon receipt of a notice under paragraph (a) that a monetary recovery or
sanction is to be imposed, a vendor may request a contested case, as defined in section
14.02, subdivision -3, by-filing with the commissioner a written request of appeal. The
appeal request must be received by the commissioner no later than 30 days after the
date the notification of monetary recovery or sanction was mailed to the vendor. The
appeal request must specify:

(1) each disputed item, the reason for the dispute, and an estimate of the dollar
amount involved for each d1sputed item;

(2) the computation that the vendor believes'is correct,

'(3) the authority in statute or rule upon Wthh thie vendor rehes for each disputed
item;

(4) the name and address of the person or entlty with: whom contacts may be made
regarding the appeal; and -

(5) other information requlred by the comm1ss1oner

History: 1973 ¢ 717 s 6; 1976 ¢ 188 s 1; 1980 ¢ 349 5.5,6; ]982 c 424 s 130; 1983 ¢
312art 5517; 1987.¢.370 art 1 s 4; 1987 ¢ 403 art 2 5 81; 1988 ¢ 629 s 52; 1991 ¢ 292 art
55 29 1992 ¢ 513 art 7 s 51,52; 1997 ¢ 203 art 4 s 30-32; 2000 ¢ 400 s 1

256B.0641 RECOVERY OF OVERPAYMENTS.

. Subdivision 1. Recovery procedures; sources. NotWJthstandm0 section 256B. 77 or
any law or rule to the contrary, when the commissioner or the federal government
determines that an overpayment has been made by the state to any medical assistance
vendor, the commissioner shall recover the overpayment as follows:

. (1) if the federal share of the overpayment amount is due and owing to the federal
government under federal law and regulations, the commissioner shall recover from the
medical assistance vendor the federal share of the determined overpayment amount
paid: to that pr0v1der using the schedule of- payments requ1red by the federal govern-
ment; .

(2) if the overpayment to a medical assistance vendor is due to a retroactive
adjustment made because the medical assistance vendor’s temporary payment rate was
higher than the established desk audit payment rate or because of a department error
in calculating a payment rate, the commissioner shall recover from the medical
assistance vendor the total amount of the overpayment within 120 days after the date
on which written notice of the-adjustment is sent to the medical assistance vendor or
according to a schedule of payments approved by the commissioner; and.

(3) a medical assistance vendor -is liable foi the overpayment amount owed by a
long-term care provider if the vendors or their owners are under common control or
ownership.

Subd. 2. Overpayments to prior owners. The current owner of a nursing home,
boarding care home, or intermediate care facility for persons with mental retardation
or a related condition is liable for the overpayment amount owed by a former owner
for any facility sold, transferred, or reorganized after May 15, 1987. Within 12 months
of a written request by the current owner, the commissioner shall conduct a field audit
of the facility for the auditable rate years during which the former owner owned the
facility and issue a report of the field audit w1thm 15 months: of the wrltten request.
Nothing in this subdivision limits the liability of a former owner. :

Subd. 3. Facility 'in receivership. ‘Subdivision-2 does not apply to the change of
ownership of a facility to a nonrelated organization while the facility to- be sold
transferred or reorganized is in receivership under section 245A.12 or 245A.13, and the
commissioner during the receivership has not determined the need to place residents of
the facility into a newly. constructed or newly: estabhshed facﬂlty Nothing in this
subdivision limits the liability of a former owner.

History: ISpI985c 9 art 25 39; 1987 ¢ 133 5 Z 1991 ¢ 292 art 6 s 46, 1995 c 207 art
7822
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256B 0642 FEDERAL FINANCIAL PARTICIPATION.

The commissioner may, in the aggregate, prospectively reduce payrnent rates for
medical assistance providers receiving federal funds to avoid reduced federal financial
participation .resulting from rate$ that are in excess of the Medlcare hmltatlons

History: 1989 ¢ 282 art 3 559

256B.0643 VENDOR REQUEST FOR CONTESTED CASE PROCEEDING

Unless otherwise prov1ded by law, a vendor of medical care, as defined in section
256B.02, subdivision 7, must use this. procedure to request a contested case, as defined
in section 14.02, subdivision 3. A request for.a contested case must. be filed with the

" commissioner in writing within, 60 days after the date-the notification of an-action or
determination.was mailed. The appeal request must specify:

-(1) each disputed action. or item;
(2) the reason for the dispute;
(3) an estimate of the dollar amount involved, if any, for each’ disputed item;

(4) the computation or other disposition that the appealing party, beheves is
correct;

(5) the authority in statute or rule upen which-the appealmg party rehes for each .
disputed itém;

(6) the name and address of the person or firm with whom contacts may be rnade
regarding the appeal; and :

(7) other information required by the commissioner. Nothing in this sectlon shall
be construed to create a right to an administrative appeal or contested case proceeding.

History: 1990 ¢ 568 airt 3 s 53

256B.0644 PARTICIPATION REQUIRED FOR: REIMBURSEMENT UNDER OTHER
STATE HEALTH CARE PROGRAMS.

"A vendor of medical care, as defined in section 256B.02; subdivision 7, and a
health maintenance orgamzatlon as defined in chapter 62D, must participate as a
provider or contractor in the medical assistance program, general assistance medical
care program, and MinnesotaCare as a condition of participating as a provider in
health insurance plans and programs or -contractor for state employees. established
under section 43A.18, the public employees insurance program under section 43A.316,
for health insurance plans offered to local statutory or home rule charter city, county,
and school district.employees, the workers’ compensation system under section 176.135,
and insurance plans provided through the Minnesota comprehensive health association
under sections 62E.01 to 62E.19. The limitations on insurance plans offered to local
government employees shall not be applicable in geographic areas where provider
participation is limited by managed care contracts with the: department of human
services. For providers other than health maintenance organizations, participation in
the medical assistance program méans that (1) the provxder accepts new medical
assistance, general assistance medical care, and MinnesotaCare patients :or (2) for
providers other than dental service providers, at least 20 percent of the ‘provider’s
patients are covered by medical assistance, general assistance medlcal ‘care, and
MinnesotaCare as their primary source of coverage, or (3) for’ dental ‘service prov1ders
at least ten percent of the provider’s patients are covered by medical assistance, general
assistance medical care, and MinnesotaCare as their primary sourcé of coverage. |
Patients seen on a volunteer basis by the provider at a location other than the
provider’s usual place of practice’ may be considered in meeting this participation
réquirement. The commissioher shall establish ‘participation requirements for health
maintenance organizations. The commissioner shall provide lists of participating medi-
cal assistance providers on a quarterly basis to the commissioner of employe¢ Telations,
the commissioner of labor and industry; and the commissioner of commerce. Each of
the commissioners shall develop and implement procedures to exclude as participating
providers in the program or programs under their jurisdiction those providers who do
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not participate in the medical assistance program.” The commissioner of employee
relations shall. 1mp1emer1t this section through contracts ‘with part1c1pat1ng health and"
dental carriers.

History: 1992 ¢ 549 art 45 13; 1993 c13art2s7; 1993 c 247 art 4 s 9 1993 ¢ 339 s
14; 1993 ¢ 345 art 9 s 14; 1995 ¢ 248 art 10 s 16; 1997 ¢ 203 art 4 s 33,72; 1999 ¢ 177 s
87 ISp2001 c9 artZs 43; 2007 c275s 3 2002c 379 art 15113

256B.0645 PROVIDER PAYMENTS; RETROACTIVE CHANGES IN ELIGIBILITY

Payment to a-provider for a health care service provided:to a general assistance
medical care recipient who is later determined eligible for medical assistance or
MinnesotaCare according to section 256L.03, subdivision 1a, for the period in which '
the health care service was provided, may be. adjusted due to the change in eligibility.
This section does not apply to payments made to health- plans on a prepaid caprtated :
basis.

History: 1995 ¢ 234 art 6 s 39; 1998 ¢ 407 art 4 s'.32_ :
256B.065 SOCIAL SECURITY AMENDMENTS,

The commissioner shall comply with requirements_of the social security amend-
ments of 1972 (Public Law Number 92-603) necessary in-order to avoid loss of federal
funds, and shall implement by rule, pursuant to the Administrative Procedure Act,
those provisions requ1red of state agencies supervising Title XIX of the Social Security
Act

' HlStOl'y 1973 ¢ 717s 7
2563 07 [Repealed 1987 c403 art 2 s 164]

256B 071 MEDICARE MAXIMIZATION PROGRAM

. Subdivision 1. Definition. (a) “Dual entitlees” means recipients eligible for either
the medical assistance program or the alternative care program who are also eligible
for the federal Medicare program.

- (b) ‘For purposes of this section, “home care services” means home health agency
services, private duty nursing- services, personal care assistant services, waivered ser-
vices, alternative care program services, hospice services, rehabilitation therapy services,
and suppliers of medical supplies and equipment.

. Subd. 2. Technical assistance to providers. (a) The commissioner shall establish a
technical assistance program to require providers of services and equipment under this
section to maximize collections from the federal Medicare program. The technical
assistance may include the provision of materials to' help providers determme those
services and equrpment likely to be reimbursed-by Medicare.

(b) Any provider of home care services enrolled in the medical assistance program,
or county pubhc health nursmg agency responsible for personal care assessments; or
county_case’ managers for “alternative care or medical assistance waiver ‘programs, is
requrred to use the method developed and supplied by the department of human
services for determining Medicare coverage for home care equipment arid serv1ces
provided to dual entltlees to enstre appropriate billing of Medicare.

Subd. 3. Referrals to Medicare providers requrred Non-Medicare certified home
care providers and medical suppliers that do not participate or accept Medicare
assignment must refer and document the referral of dual eligible recipients to Medicare
provrders when Medicare is- determined to be the appropriate payer for services and
supplies and, equipment. Providers will be terminated from participation in the medical
assistance program for failure to make such referrals.

- Subd. 4. Medicare certification: requirement. Medicare certlfrcatron is required ot :
all medical assistance enrolled home ‘care service prov1ders as-required under Title XIX
of the Social Security Act.
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Subd. 5. [Repealed,'.ZOOl ¢ 161 s 58;2001 ¢ 203 s 19]
' History: 1996 ¢ 451 art'2_ 5 22,1997 ¢ 195 s 24, 2001 ¢ 20'3'_'s_1 0

. 256B.08 APPLICATION.

Subdivision 1. Application process. An apphcant for medrcal assistance, or a -
person acting in the applicant’s behalf, shall file an' application with a local agency i’
thé manner and form prescribed by thé state agency. When a- married applrcant residés
in a nursing home or applies for medical assistance for nursing hoineé services, the local
agency shall consider an application on behalf of the applicant’s spouse only upon ,
specific request of the applrcant or upon specrfrc request of’ the spouse and separate
filing of an apphcanon

Subd. 2. Expedited review for pregnant women. A prégnant woman who may be
eligible for assistance under-section 256B.055, subdivision' 1, must receive an appoint-
ment for eligibility determination no later than five working days from the .date of her
‘request for assistance from the local agency. The local agency shall expedite processing.
her application for assistance and shall: make a. determination of eligibility:on a
completed apphcatron no later than ten working days following the applicant’s initial
appointment. The local agency shall assist the applicant to provide all necessary -
informafion and documentation in order to process the application within . the time
period required under this subdivision. The state agency shall provide for the, place-
. ment of applications for medical assistance in eligible provrder offlces commumty

health offices, and Women, Infants and Children (WIC) program sites. :

Subd. 3. Outreach locations. The Jocal agency must establish locations, other than
" those used to process apphcatlons for cash assistarice, to receive and perform initial
-processing of applications for pregnant women and children who want medical assis-
tance only. At a minimum, these locations must be in federally qualified health centers
and in hospitals-that receive disproportionate. share adjustments under section 256.969,
subdivision -8, except that hospitals: located outside of this state.that receive the
disproportionate share adjustment are not included. Initial processrng of ‘the applica-
tion need not include a final determination of ehglblllty Local agencies shall designate
a person or persons within the agency who will receive the apphcatlons ‘taken at an
outreach location and the local agency will be responsible for timely determmatlon of
eligibility. '

. History: Ex1967 ¢ 16 5 8 15pI1981 ¢ 2 s 15; 1986 c 444; 1988 ¢ 689 art2s 146 768 :
199] c292 art 45 50 ) ) )

256B.09 INVESTIGATIONS.

When an application for medical assistance hereunder is filed with a county
agency, such county agency shall promptly make or cause to be made such investigation
as it inay deem necessary. The object of such-investigation shall be to ascertain the
facts supporting the application made hereunder and such other information as may be
required by the rules of the state agency. Upon the completion of such investigation the
county agency shall promptly detérmine eligibility. No ‘approval by the county agency .
shall be required prior to payment for medical care provrded to: rec1p1ents deterrmned
to be eligible pursuant to this section.

. History: ExI967 c 16 s 9:1973 ¢ 7]7s 19
256B. 091 [Repealed, 1991 ¢ 292 art 7 s 26]

256B 0911 LONG TERM CARE CONSULTATION SERVICES

Subdivision 1. Purpose and goal. (2) The purpose of 1ong—ter'r'h care consultation
services is to assist persons with long-term or chronic care.needs.in making long-term
care decisions and selecting options that meet their needs and reflect their preferences.
The' availability of, and access to, information and other types of assistance is also -
intended to prevent or delay - certified ‘nursing facility placements  and to provide
transition assistance after admission. Further, the goal of these services is'to contain
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costs associated with unnecessary certified nursing facility admissions. The commission-
“ers of human services. and health shall- seek.to maximize use of available federal and
state funds and establish the broadest program possible within the funding available.

(b) These services must be coordinated with services provided under sections

- 256.975, subdivision. 7, and 256.9772, and with services provided by other public and
private agencies, in the community to. offer a variety of cost-effective alternatives to
persons with disabilities and elderly persons. The county agency providing long-term
care consultation services shall encourage the use of volunteers from families, religious
organrzatrons soc1al .Clubs, and similar civic and. service organizations to provide
community-based services.,

Subd. 1a. Definitions. For purposes of thls sectlon the following defmltrons apply

. .(a) “Long-term care consultation services” means:.

() providing information and education to the general pubhc regardmg avallabrhty.
-ot the services authorized under this section;

- {2) an intake process that provides access to:the services descrrbed in th1s sect1on '

(a) assessment of the health psychologrcal and soc1al needs of referred 1nd1v1du-
al's;

(4) assistance in 1dent1fymg servrces neéded to mamtam an 1nd1v1dual in the least
1estr1ct1ve environment;

(5) prov1dmg recommiendations’ on cost effectrve commumty servrces that are
_available to thé individual; . : '

(6) development of an individual’s communrty support plan;

~(7) providing mformatron -regarding eligibility for Minnesota health care programs

-(8) preadnussron screenmg to, determine the need for a nursmg facility .level of.
care; - - :

C)] prehmmary determmat1on of anesota health .care programs elrglblhty for

individuals who ‘need a nursmg facrhty level of care, w1th approprlate referrals for fmal

determination; .

(10) providing recommendatlons for nursmg facrlrty placement when there are no
cost-effective communlty services available; and =~ -

_(11) assistance to’ transition people back to community settings after facﬂrty
admission.

(b) “Minnesota health care programs” means the medical assistanceé program
under chapter 256B, the alternative care program under section 256B.0913, and the
- prescription drug program under section 256.955.

Subd. 2. [Repealed, 1Sp2001 c 9 art 4 s 34]

Subd. 2a. [Repealed, 1Sp2001 c 9 art 45 34]

Subd. 3. Long-term care consultation team. (a A long term care consultatron
team shall be established by thé county board of commissioners.. Each local consulta-
tion team shall consist of at least ong social worker.and at least one public health nurse
from their respective county agencies. The. board: may designate pubhc health or social
services as the lead agency for long- -term care consultation services. If a county ‘does
not have a public health nurse available, it may request approval from the commission-
er to assign a county registered nurse with at least one year experience in home care to
participate on the team. Two or more counties may collaborate to establish a joint local
consultation team or teams.

(b) The team is responsible for providing long-term care consultation services to
all persons located in the county who request the services, regardless of eligibility for
Minnesota health care programs.

Subd. 3a. Assessment and support planmng (2) Persons requesting assessment
services,planning, or other assistance intended to support community-based living must

-be:visited by a long-term care consultation team.within ten working days after the date
on which-an assessment was requested of recommended. Assessments must be conduct-
ed according to paragraphs (b) to. (g). - :
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(b) The county may utilize-a. team of either the social worker -or. public health
nurse, or both, to conduct the assessment in a face-to-face' interview. The consultation
team members must confer regardmg the most appropnate care for each individual
scr¢ened or assessed. .

(c) The long -term care consultatlon team must assess the health and social needs
of the person, using an assessment form provided by.the commissioner.

(d) The team must conduct the assessment in a face-to-face interview: w1th the
person being assessed and the person’s legal representatlve if applicable. '

- (e) The team must provide the person, or the person’s legal representative, with
written recommendations for facility- or community-based services. The team must
document that the most cost-effective alternatives available were offered to the
individual.. For purposes of this requirement, “cost-effective alternatives™ méans com-
munity services and living arrangements that cost the same as or less than nursing
facility care. : . .

(f) If the person chooses to use: community-based services; the team must provide
the person or the person’s legal representative with a written community support plan,
regardless of whether the individual is eligible for Minnesota health care .programs.. The
person may request assistance in developmg a. Communlty support plan .without
participating in‘a complete assessment.

(g) The team must give the person reeewmg assessment Orf support plannmg, or
the person’s legal representative, materlals supphed by the commissioner containing the
following information: : .

(1) the purpose of preadmlssmn screemng and assessment
- (2) information about Minnesota health care programs;
(3) the person’s freedom to accept or reject the recommendations of the team;

(4) the person’s right to confldentlahty under the anesota Government Data
Practices Act, chapter 13; and

~ (5) the person’s right to appeal the decision regarding the need for nursmg fac111ty
level  of care or the county’s final decisions regarding public programs eligibility
according to section 256.045, subdivision' 3.

* Subd. 3b. Transition assistance. (a) A long-term care consultation team .shall
provide assistance to persons residing in a nursing facility, hospital, regional treatment
center, or intermediate care facility for persons with mental retardation who request or
are referred for assistance. Transition assistance must include assessment, community
support plan’ development, referrals to Minnesota health care programs, and referrals
to programs that provide assistance with housing. .

(b) The county shall develop transition processes w1th institutional 5001al workers

and discharge planners to ensure that:

(1) persons admitted to facilities receive information about transition assistance

that is available; .

(2) the assessment is completed for persons within ten workmg days of the date of

request or recommendation’ for assessment; and

(3) there is a plan for transition and follow- -up for the 1nd1v1dual’s return to the

community. The plan must requlre notification of other local agencies when a person
who may require assistance is screened by one county for adm1ss10n to a facﬂlty located
" in another county.

(c) If a person who is eligible for a Minnesota health care program is admltted toa
_nursing facﬂlty the nursing facility must include a consultatlon team member or the
~. case manager in the discharge planning process.

Subd. 4. [Repealed, 1Sp2001 ¢ 9 art 4 § 34] :

Subd. 4a. Preadmission screening activities related to nursing fa(:lllty admissions.
(a) All applicants to Medicaid certified nursing facilities, including certified boarding
care facilities; must be screened prior to admission regardiess of income, assets, or
funding sources for nursing facility care, except as described in- subdivision 4b. The
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purpose of the screening is to determine the need for nursing facility level of care as
described in paragraph (d) and to complete activities required under federal law
related to mental illness and mental retardation as outlined in paragraph (b).

(b) A person who has a diagnosis or possible diagnosis of mental illness, ‘mental
retardation, or a related condition must receive a.preadmission -screening before
admission regardless of the exemptions outlined in subdivision 4b, paragraph:(b), to
identify the need for further evaluation and specialized services, unless the admission
prior to screening is authorized. by the local mental health authority or the local
developmental disabilities case manager, or unless. authorized by the county agency
according to Public Law Number 100-508.

The foHowma criteria apply to the preadmission screemng

(1) the. county must use forms and.criteria developed by the commissioner to
identify persons who require .referral for further evaluation and determination of the
need for specialized services; and :

(2) the evaluatlon and deterrnlnatlon of the need for spemallzed services must be
- done by: .- -

(i) a qualified 1ndependent mental health professmnal for persons w1th a prlmary
or secondary diagnosis of a serious mental illness; or :

(ii) a qualified mental retardation professional, for persons with a primary or
secondary" diagnosis of meéntal retardation or related conditions. For purposes of this
requirement, a qualified mental retardation professional must meet the standards for a
qualified mental retardation professmnal under Code of Federal Regulatlons tltle ‘42,
section 483.430. -

(c) The local county mental health authority or the state mental retardation
author1ty under Public. Law Numbers 100-203 and 101-508 may prohibit admission to a
nursing facility if the individual does not, meet the nursing facility level of care criteria
or needs specialized services as defined in Pubhc Law Numbers 100-203 and 101-508.
For purposes of this section, “specialized services” for a person with mental retardation
or a related condition' means active treatment as that term is defined under Code of
Federal Regulations, title 42, section 483.440 (a)(1). '

(d). The determination of the need for nursing facility level of care must be made
accordmg to criteria developed by the commissioner. In assessing a person’s needs,
consultation team members shall have a physician available for consultation and. shall
consider the assessment of the individual’s attending physician, if any. The individual’s
physician must be included if the physician chooses to participate. Other personnel may
be included on the team as deemed appropriate by the county.

Subd. 4b, Exemptions and emergency admissions. (a) Exemptlons from the federal
screening requirements outlined in subdivision 4a, paragraphs (b) and (c), are limited
to:

(1) a person who, having entered an acute care facility from a certified nursing
facility, is returning to a certlﬁed nursing facility;

(2) a person transferrmg from one certified nursmg facility in Minnesota to
another certified nursing facility in Minnesota; and

(3) a.person, 21 years of age or older, who satisfies the following criteria, as
specified in Code of Federal Regulations, title 42, section 483.106(b)(2):

(1) the person is admitted to a nursing facility directly from a hospital after -
receiving acute inpatient care at the hospital;

(ii) the person requires nursing facility services for the same condmon for which
care was provided in the hospital; and

(iif) the attending physician has certified before the nursing fac111ty admission that
the person is likely to receive less than 30 days of nursing facility services.

(b) Persons who are exempt from preadmlssmn screenmg for. .purposes of level of
care determination include:

(1) persons described in paragraph (a);
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(2) an individual who has a contractual right to have nursing facility care paid for
indefinitely by the veterans’ administration;

(3) an individual enrolled in a demonstration project under section 256B. 69
~ subdivision 8, at the time of application to'a nursing facility;

(4) an individual currently being served under the alternative care program or
under a home and community-based serv1ces waiver authorized under sectlon 1915(0)
of the federal Social Security Act; and

(5) individuals admitted to a certified nursing facility for a short-term stay, which is
expected to be 14 days or less in duration based upon a physician’s certification, and
who have been assessed and approved for nursing facility admission within the previous
six months. This exemption applies only if the consultation team member determines at
the time of the initial assessment of the six-month period that it is appropriate to use
the nursing facility for short-term stays and that there is an adequate plan of care for
return ‘to the home or community-based seiting. If a stay exceeds 14 days, the
individual must be referred no later than the first county working day following the
14th resident day for a screening; which must be completed within five working days of
the referral. The payment limitations in subdivision 7 apply to an individual found at
screening to not meet- the level of care criteria for admission to a certified nursing

-facility. .

(c) Persons admitted to a Medicaid-certified nursing facility from the commumty
on an emergency basis as described in paragraph (d) or from an acute care facrhty ona
nonworkmg day must be screened the first working day after admission.

(d) Emergency admission to a nursing facility prlor to screenmg is permitted when
all of the following conditions are met: : '

(1) a person is admitted from the community to a certified nursmg or certified
boarding care facility during county nonworking hours; _

(2) a physician has determined that delaying admission until preadmission screen-
ing is completed would adversely affect the person’s health and safety;

(3) there is a recent precipitating event -that precludes the client from living safely
in the commumty such as sustaining an injury, sudden onset .of acute illness, or a
caregiver’s inability to continue to provide care;

(4) the attending physician has. authorized the emergency placement and has
documented the reason that the emergency placement is recommended; and

(5) the county is contacted on the first worlung day followmg the emergency
admission. : : .

- Transfer of a patient from an acute care hospital to a nursing facility is not considered
an emergency except for a person who has received hospltal services in the following
situations: hospital admission for observation, care in an emergency room without
hospital admission or following hospital 24-hour bed care.

(e) A nursing facility. must provide.a written notice to persons who satisfy .the
criteria in paragraph (a), clause (3) regarding the person’s right to request and receive
long-term care consultation services as-defined in subdivision la. The notice must be
provided prior to the person’s discharge from the facility and in a format specified by
the commissioner.

Subd. 4c. Screening reqmrements (a) A person may be screened for nursing
facility admission by telephone or in a face-to-face screening interview. Consultation
team members shall identify each individual’s needs using the following categories:

(1) the person needs no face-to-face screening interview to determine the need for
nursing facility level of care based on information obtained from other health care
professmnals

(2) the person needs an immediate face-to-face screening interview to determine
the need for nursing facility level of:care and complete activities required under
subdivision 4a; or - . . -
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(3) the person may be exempt from .screening requirements as outlined in
subdivision 4b, but will need transitional assistance after admission or in-person follow-
along after a return home.

(b) Persons admitted on a nonemergency basis to a Medicaid-certified nursing
facility must be screened prior to admission. . .

(c) The long-term care consultation team shall recommend a case mix. classifica-
tion for persons admitted to a certified nursing facility when sufficient information is
received to make that classification. The nursing facility is authorized to conduct all
case mix assessments for persons who-have been screened prior to admission for whom
the county did not recommend a case mix classification. The nursing facility is
authorized to conduct all case mix assessments for persons admitted to the facility prior
to a preadmlssmn screening. The county. retains the responsibility of distributing
appropriate case mix forms to the nursing facility. ,

(d) The county screening or intake activity must include processes to identify
persons who may require transition assistance as described in subdivision 3b. '

Subd. 4d. Preadmission screening of individuals under 65 years of age.-(a) It is the
policy of the state of Minnesota to ensure that individuals with disabilities or chronic
illness are served in the most integrated setting appropriate to their needs and have the
necessary information to make informed choices about home and community-based
service options.
~ (b) Individuals under 65 years of age who are admitted to a nursmg facility from a
hospital must be screened prior to admlssmn as outlined in subdivisions 4a through 4c.

(c).Individuals under 65 years of age who are admitted to nursing facilities with
only a telephone screening must receive a face-to-face assessment from the long-term
care consultation team member of the county in which the facility is located or from
the recipient’s county case manager within 20 working days of admission.

(d) Individuals under 65 years of age who are admitted to a nursing facility w1thout
preadmission screening accordmg to the exemption described in subdivision 4b, para-
graph (a), clause (3), and 'who remain in the facility longer than 30 days must receive a
face-to-face assessment within 40 days of admission. .

- (&) At the face-to-face assessment, the long-term care consultation team member
or county case manager must perform the actlvmes required under subdivision 3b.

(f) For individuals under 21 years of age, a screening ‘interview which recommends
nursing facility admission -must be face-to-face ‘and approved by the commissioner
before the individual is admitted to the nursing facility.: .

(g) In the event that an individual under 65 years of age is admitted to a nursing

facility on an emergency basis, the county must be notified of the admission on the next
working day, and a face-to-face assessment as described 'in paragraph (c) must be
conducted within 20 working days of admission.

(h) At the face-to-face assessment, the long -term care. consultatlon team member
or the case manager must present information about home and community-based
options'so the individ'ual can make informed choices. If the individual chooses home
and community-based services, the long-term care consultation team member or case
manager must complete a written relocation plan within 20 working days of the visit.
The plan shall describe the services needed to move cut of the facility and a time line
for the move which is designed to ensure a smooth transition to the individual’s home
and community.

(1) An individual under 65 years of age residing in a nursing facﬂlty shall receive a
face-to-face assessment at least every 12 months to review the person’s service choices
and available alternatives unless the individual indicates, in writing, that annual visits
are not desired. In this case, the individual must receive a face-to-face assessment at
least once every 36 months for the same purposes.

(j) Notwithstanding - the provisions of subdivision 6, the commissioner may pay
county agencies directly for face-to-face assessments for individuals under 65 years of
age who are being considered for placement or residing in a nursing facility.
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Subd. 5. Administrative activity, The commissioner shall minimize- the number of
forms required in"the provision of long-term care consultation services and shall limit-
the screening document to items necessary for community support plan approval,
rennbursement program planning, evaluation, and policy development..

Subd. 6. Payment for long-term care consultation services. (a) The total payment
for each county must be paid monthly by certified nursing facilities in the county. The -
monthly amount to be paid by each nursing facility for each -fiscal year must be
determined by dividing the county’s annual allocation for long-term care consultation
services by 12 to determine the monthly payment and allocating the monthly payment
to each nursing facility based on the number of licensed beds in the nursing facility.
Payments to counties in which there is no certified nursing facility must be .made by
increasing the payment rate of the two facilities located nearest to the county seat.

(b) The commissioner shall include the total annual payment determined under
paragraph (a) for each nursing facility reimbursed-under section 256B.431 or 256B.434
according to section 256B.431, subdivision 2b; paragraph (g), or 256B.435.

(c) In the event of the layaway, delicensure and decertification, or removal from
layaway of 25 percent or more of the beds in a facility, the commissioner may adjust
the per diem payment amount in paragraph (b) and may adjust the monthly payment
amount in paragraph (a). The effective date of an adjustment made under this
paragraph shall be on or after the first day of the month following the effective date of
the layaway, delicensure and decertification, or removal from layaway

(d) Payments for long-term care consultation services are available to the county
or counties to cover staff salaries and expenses to provide the services described in
subdivision 1a. The county shall employ, or contract with other agencies to employ,
within the limits of available funding, sufficient personnel to provide long-term care
consultation services while meeting the state’s long-term care outcomes and objectives
as defined in section 256B.0917, subdivision 1. The county shall be accountable for
meeting local objectives as approved by the commissioner in the CSSA biennial plan.

(e) Nomithctanding section 256B.0641, overpayments attributable to payment of
the' screening costs under the medical assistance program may not be recovered from a
facility.

() The commissioner of human services - shall amend the Minnesota medlcal
assistance plan to include reimbursement for the local consultation teams.

(2) The county may bill, as case management services, assessments, support
planning, and follow-along provided to persons determined to be eligible for case
management under Minnesota health care programs. No individual or family member
shall be charged for an initial assessment or 1n1t1al support plan development provided
under subdivision 3a or 3b.

Subd. 7. Reimbursement for certified nursing facilities. (a) Medical assistance
reimbursement for nursing facilities shall be authorized for a medical assistance
recipient only if a preadmlssmn screening has been conducted prior to admission or the
county has authorized an.exemption. Medical assistance reimbursement for nursing
facilities shall not be provided for any recipient who the local screener has determined
does 'not .meet the level of care criteria for nursing facility placement or, if indicated,
has not had a leve] II OBRA evaluation as required under the.federal Omnibus Budget
Reconciliation Act of 1987 completed unless an admission for a recipient with mental
illness is approved by the local mental health authority or an admission for a recipient
with mental retardation or related condition is approved by the state mental retarda-
tion authority.

(b) The nursing faCIhty must not blH a person who is not a medical assistance
recipient for res1dent days that preceded the date of completlon of screening activities
as .required under subdivisions 4a, 4b, and 4c. The nursing facility must .include
unreimbursed. resident days in the nursing facility resident ‘day totals reported to the
commissioner. _ _

(¢) The commissioner shall make a request to the Centers for Medicare and
Medicaid Services for a waiver allowing team approval of Medicaid payments for
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certified nursing facility care. An individual has a choice and makes the final decision
between nursing facility placement and community placement- after the screening
team’s recommendation, except as provided in subdivision 4a, paragraph (c).

Subd. 8. [Repealed, 2001 c 161 s 58]

Subd. 9. [Repealed, 1Sp2001 c 9 art 4 s 34]

" History: 1991 ¢'292art 75 14; 1992 ¢ 513 art 7 s 53-55; 1Sp1993 c 1 art 5 s
56-61,135; 1995 ¢ 207 art 6 s 57-61; 1997 ¢ 203 art 4 s 34; art 9 s 10; 1997 ¢ 225 art 8 5 6;
1998 ¢ 407 art 4 s 33-35; 1999 ¢ 245 ait 3 s 12; 15p2001 ¢ 9 art 3 s 42; art 454-14; 2002 ¢
2775 32; 2002 ¢ 375 art 2 s 18, ]9 2002¢379art 15113

256B. 0912 [Repealed 1Sp2001 ¢ 9 art 3 5 76]

256B.0913 ALTERNATIVE CARE PROGRAM

" Subdivision 1. Purpose and goals. The purpose of the alternative care program is
to provide funding  for home and community-based services for elderly persons, in
order to limit nursing facility placements. The program is designed to support elderly
persons in their desire to remain in the community as independently and as long as
possible and to support informal caregivers in their efforts to provide care for elderly
people. Further, the goals of the program are:

(1) to contain medical assistance expenditures by funding care in the community;
and S

. (2) to maintain the moratorium on new construction of nursing home beds.

Subd. 2. Eligibility for services. Alternative care services are available to Minneso-
tans age 65 or older who are not eligible for medical assistance without a spenddown or
waiver obligation but who would be eligible for medical assistance within 180 days of
admission to a nursing facility and subject to subdivisions 4 to 13.

Subd. 3. [Repealed, 1Sp2001 ¢ 9 art 4's 34]

Subd. 4. Ellglblllty for funding for services for nonmedical assistance recipients.
(a) Funding for services under the alternative care program is available to persons who
meet the following criteria:

1) the person has been determined by a community assessment under séction
256B.0911 to be a person who would require the level of care provided in a nursing
facility, but for the provision of services under the alternative care program;

(2) the person is age 65 or older;

(3) the person would be eligible for medical assrstance w1th1n 180 days of
admission to a nursing facility; .

(4) the person is not ineligible for the medical assrstance program due to an asset
transfer penalty;

(5) the -person needs services that are not funded through other state. or federal
funding; and

(6) the monthly cost of the alternative care services funded by the program for thrs
person does not exceed 75 percent of the statewide weighted average monthly nursing
facility rate of the case mix resident class to which the individual alternative care clierit
would be assigned under Minnesota Rules, parts 9549.0050 to 9549.0059, less the
recipient’s maintenance needs allowance -as described in section 256B.0915, subdivision
1d, paragraph (a), until the first day of the state fiscal year in which the resident
assessment system, under section'256B.437, for nursing home rate determination is
implemented. Effective on the first day of the state fiscal year in which a resident
assessment system, under section 256B.437, for nursing home rate determination is
implemented and the first day of each subsequent state fiscal year, the monthly cost of
alternative care services for this- person shall not exceed the alternative care monthly
cap for the case mix resident class to which the alternative care client would be
assigned under Minnesota Rules, parts 9549.0050 to 9549.0059, which was in effect on
the last day of the previous state fiscal year, and adjusted by the greater of any
legislatively adopted home and community-based services cost-of-living percentage
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increase or any legislatively adopted statewide percent rate ‘increase for.nursing
facilities. This monthly limit does not prohibit the-alternative care client from payment
for additional services, but in no case may the cost of additional services purchased
under this section exceed the difference between the client’s monthly service limit
defined under section .256B. 0915, subdivision 3, and the alternative care program
monthly service limit. defined. in this paragraph. If medical supplies and equ1pment or
environmental rnodlflcatlons are or will be purchased for an alternative care services
recipient, the costs may be prorated on a monthly basis for up to 12 consecutive
months beginning with the month of purchase. If the monthly cost of a recipient’s other
alternative care services exceeds the monthly limit established in this paragraph, the
annual cost of .the. alternative care services shall be determined. In.this event, the
annual cost of alternative care services shaﬂ not exceed 12 times the monthly limit
described in this paragraph.

(b) Alternative care funding under. th1s subd1v151on is not available for a person
who is a medical assistance recipient or who would be ehglble for medical assistance
without a spenddown or waiver obligation. A person whose initial application for
medical assistance is being processed may be served under the alternative care program
for a period up to 60.days. If the individual is found to be eligible for medical
assistance, medical assistance must be billed for services payable under the federally
approved elderly waiver plan and delivered from the date the individual was found
eligible for the federally approved elderly waiver plan. Notwithstanding this prov151on
upon federal approval, alternative care funds may not be. used to pay for any service
the cost of which is payable by medical assistance or which is used by a recipient. to
meet a medical assistance income spenddown or waiver obllgatlon

(c) Alternative care funding is not available for a person who resides in a llcensed
nursing home, certified boarding care home, hospital, or intermediate care facility, -
except for case management services which are provided in support of the discharge
planning process to a nursing home resident or certlfled boarding care home resident.

Subd. 5. Services covered under alternative care. (a) Alternative care fundmg may
be used for payment of costs of: : , : :

(1) adult foster care;
(2) adult day care; -
(3) home health aide;
4 homemaker services;
(5) personal care;
(6) case management;
(7) respite care;
(8) assisted living;
) res1der1t1a1 care services;
(10). care-related supplies and equipment;
(11) meals delivered to the home;
(12) transportation;
(13) nursing services;
(14) chore services;
(15) companion services;
(16) nutrition services;
:(17) training for direct mforrnal caregwers

(18) telehome care devices to  monitor recipients in thelr own homes as an
alternative to hospital care, nursing home care, or home visits; : :

" (19) other services which includes discretionary funds and -direct cash paym'ents to
clients, following approval by the commissioner, subject to the provisions of paragraph
(§)- Total annual payments for “other services” for all clients within a county may not
exceed 25 percent of that county’s annual alternative care program base allocation; and

Vol
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(20) environmental modifications.

(b) The county agency must ensure that the funds are not used to supplant services
available through other public assistance or services programs.

(c) Unless spemfled in statute, the services, service definitions, and standards for
alternative care services shall be the same as the services, service definitions, and
standards specified iri the federally approved elderly waiver plan. Except for the county
agencies’ approval of direct cash payments to clients as described in paragraph (j) or
for a prov1der of supplies and’ equ1pment when the monthly cost of the supplies and
equipment is less than $250, persons or agencies must be employed by or under a
contract with the county agency or the public health nursing agency of the local board
of health in order to receive funding under the alternative care’ program. Supplies and
equipment may be purchased from a vendor not certified to participate in the Med1cald
program if the cost for the item is less than that of a Medicaid vendor.

(d).The adult foster care rate shall be considered a difficulty of care payment and
shall not include room and board. The adult foster care rate shall be negotiated
between the county agency and the foster care provider. The -alternative care payment
for the foster caré service in combination with the payment for other alternative care
services; including case management must not exceed the hmlt specified in subdivision
4, paragraph (a), clause (6).. '

(e)'Personal care services must meet the service standards defined in the federally
approved elderly waiver plar, except that a county agency may contract with a client’s
relative who ‘meets the relative hardship”waiver’ requirement as defined in section
256B.0627, subdivision 4, paragraph (b), clause (10), to provide personal care services if
the county agency ensures supervision of this service by a qualified professional as
_ deﬁned in section 256B.0625, subdivision 19c.

* (f) For purposes of this section, residential care services are services which are
-prov1ded to individuals living in residential care homes. Residential care homes are
currently licensed as ‘board and lodging éstablishments and are registered with the
department ‘of health-as providing special services under section '157.17 and are not
subject to registration under chapter 144D. Residential care services are defined as
“supportive services” and “health-related services.” “Supportive services” means the
provision of up to 24-hour supervision and oversight. Supportive services includes: (1)
transportation, when provided by the residential care home only; (2) socialization,
when socialization is part of the plan of care, has specific goals and outcomes
established, and is not diversional or recreational in nature; (3) assisting clients in
setting up meetings and appointments; (4) assisting clients in setting up medical and
social services; (5) providing assistance with personal laundry, such as carrying the
client’s laundry to the laundry room. Assistance with personal laundry does not include
any laundry, such as bed linen, that is included in the room and board rate. “Health-
related services” are limited to minimal assistance with dressing, grooming, and bathing
and providing reminders to residents to take medications that are self-administered or
providing storage for medications, if requested. Individuals receiving residential care
services cannot receive homemaking services funded under this section.

(g) For the purposes of this section, “assisted living” refers to supportive services
provided by a single vendor to clients who reside in the same -apartment building of
three or more units which are not subject to registration under chapter 144D and are
licensed by the department of health as a class A home care provider or a class E home
care provider. Assisted living services are defined as up to 24-hour supervision, and
oversight, supportive services as defined in clause (1), individualized home’ care aide
tasks as defined in clause (2), and individualized home management tasks as defined in
clause (3). provided to residents of a residential center living in their units or
apartments with a full kitchen and bathroom. A -full kitchen includes a stove, oven,
refrigerator, food preparation counter space, and a kitchen utensil storage compart-
ment. Assisted living services must be provided by the management of the residential
center or by providers under contract .with the rnanagement or with the county.

-+ (1) Supportive services include:
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6] soc1al1zatron when socialization is part of. the plan of care, has specific goals
-and outcomes established, and is not diversional or recreational in nature; -

(ii) assisting clients in setting up meetings'and appointments; and

(iii) providing transportat1on when provrded by the residential center only

(2) Home care aide tasks means:

(i) preparing modified drets such as diabetic or low sodium diets; :

(ii) reminding residerits to take regularly scheduled -medications or to perform
exercises; : :

(iii) household chores in the presence of techmcally sophrstrcated medlcal equip-
ment or episodes of acute illness or infectious:disease;

(iv) household chores when the resident’s care requires. the preventron of exposure
to infectious disease or containment of infectious disease; and -

) assisting with dressing, oral hygiene, hair care, grooming, and bathing, if the
resident is ambulatory, and if the resident.has no serious acute illness or 1nfectlous'
disease. Oral hygiene means care -of teeth; gums, and oral prosthetrc devrces !

(3) Home management tasks means: - L :

(i) housekeeping; .

(ii) laundry;

(iif) preparation of regular snacks and meals; and -

. (iv) shopping. :

Individuals receiving assisted living services shall not receive both ass1sted living
services and homemaking sérvices. Individualized .means services are; chosen and
designed specifically for each resident’s needs, rather.than provided or offered to all-
residents regardless of their illnesses, disabilities, or physical: conditions. Assisted living
services a$ defined in this section shall not be authgrized in boarding, and lodging
establishments licensed according to sections 157.011 and 157.15 to 157.22.

(h) For establishments registered under chapter. 144D, assisted living services
under this section means either the services described in paragraph (g) and-delivered
by a class E home care provider licensed by the department- of health or the.services
described under section 144A.4605 .and. delivered.-by an .assisted hvmg home care
provrder or a class A home care prov1der licensed by the commissioner of health.

@ Payment for assisted living services and residential care services shall be a
monthly rate negotiated and authorized by the county agency based on an 1nd1v1dual-
ized service plan for each resident and may ‘not cover direct rent or food costs.

(1) The 1nd1v1duallzed monthly negotlated payment for assisted living services as
described in paragraph (g) or (h), and residential care .services as described in
paragraph (f), shall not exceed the nonfederal share in effect on July 1 of the. state
-fiscal year for. which the rate limit. is bemg calculated of the greater of either the

statewide or any of the geographlc groups’ weighted average monthly nursing facility -

payment rate of the case mix resident class to which the alternative care eligible client
would be assigned under Minnesota Rules, parts 9549.0050 to 9549. 0059 less the
maintenance needs allowance as described in_section 256B 0915 subdivision 1d,
paragraph (a) until the first day of the state fiscal year .in whrch a resident asséssment
system, under section 256B.437, of nursing home rate determination is 1mplemented
Effective on the first day of the state fiscal year in which a resident assessment system,
under section 256B.437, of nursing home rate determination is implemented and the
first day of each subsequent state fiscal year, the individualized monthly, negotlated
payment for the services described in this clause shall not exceed the limit described in
this clause which was in effect on the last day of the previous:state fiscal year and which
has been adjusted by the greater of any legislati\'/ely adopted home and community-
based services: cost-of- llvmg percentage increase oi any leglslatrvely adopted statew1de
percent rate increase for nursing facilities.

(2)" The individualized monthly negotiated ‘payment for assisted living services
described under section 144A.4605 and delivered by a - provider licensed by the
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department of health as a class A home care provider or an assisted living home care
provider and provided in a building that is registered as a housing with services
establishment under chapter 144D and that provides 24-hour supervision in combina-
tion with the payment for other alternative care services, including case management,
must not exceed the limit specified in subdivision 4, paragraph (a), clause (6).

(5) A county agency may make payment from their alternativé care program
allocation for “other services” which include use of “discretionary funds” for services
that are not otherwise defined in this section and direct cash payments:to the client for
the purpose of purchasing the services. The following prov151ons apply to payments
under this paragraph:

(1) a cash payment to a client under this provision: cannot exceed the monthly
payment limit for that client, as.specified in subdivision 4, paragraph (a), clause (6);

(2) a county may not approve any -cash payment for a client who meets either of
the following:

(i) has been assessed as havmg a dependency in orientation, unless the client has
an authorized. representative. An “authorized representative” means an individual who
is at least 18 years of age and is designated by the person or the person’s legal
representative to act on the person’s behalf. This individual may be a family member,
guardian representative payee, or other individual designated by the person or the
person’s legal representative, if any, to assist in purchasmg and arranging for supports;
or

(ii) is concurrently rece1v1ng adult foster care, residential care, or assisted living
services;

(3) cash payments to a- person or a person’s family will be provided through a

‘monthly payment and be in the form of cash, voucher, or direct county payment to a

- vendor. Fees or premiums-assessed to the person for eligibility for health and human
services are not reimbursable through this service optlon Services and goods purchased
through cash payments must be identified in- the person’s 1nd1v1duahzed care plan and
must meet all of the following criteria:. :

(i) they must be over and above the normal cost of caring for the person if the
person did not have functional liniitations;

(ii) they must be directly attributable to the person’s functlonal limitations;

(iii) they must have the potent1al to be effective at meetmg the goals of the
program;

(iv) théy must be consistent with the needs identified in the individualized service
plan. The service plan shall specify the needs of the person and family, the form and
amount of payment, the items and services to bé relmbursed and the arrangements for
management of the individual grant; and

(v) the person, the person’s family, or the legal representatwe shall be provided

~ sufficient information to ensure an informed choice of alternatives. The local ageiicy
shall dociment this-iiiformation in the person’s care plan, including the type and level
of expenditures to be reimbursed;

(4) the state of Minnesota, county, lead agency under contract, or tribal govern-
ment under contract to administer the alternative care program shall not be liable for
damages, 1nJurles or liabilities sustained through the purchase of direct supports or
goods by the person, the person’s family, or the authorized representative with funds
received through the cash payments under this section. Liabilities include, but are. not
limited to, workers’ compensation, the Federal Insurance Contributions Act (FICA), or
the Federal Unemployment Tax Act (FUTA);

(5) persons receiving grants under this section shall have the following respon51b111—
ties:

(i) spend the grant r_noney ina manner consistent with their individualized service
plan with the local agency;

(ii) notify the local agency of any necessary changes in the grant expenditures;
(iii) arrange and pay for supports; and
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(1v) inform the local agency of areas where they have experienced d1ff1culty
securing or maintaining supports; and

(6) the county shall report client outcomes, services, and costs under this para-
graph in a manner prescribed by the commissioner.

Subd. 6. Alternative care program administration. The alternative care program is
administered by the county agency. This agency is-the lead.agency responsible for the
-local administration of the alternative care program as described in this section.
"However, it may contract with the public health nursing service to be the lead agency.
The commissioner may contract with federally recognized Indian tribes with a reserva-
-tion in Minnesota to serve as the lead agency responsible for the local admmlstratlon of
the alternative care program as described in the contract.

. Subd. 7. Case management. Providers of case management services for persons
rece1vmg services funded by the alternative care program must meet the qualification
requirements and standards specified in section 256B.0915, subdivision 1b. The case
manager must not approve alternative care funding for a client in any setting.in which
the case manager cannot reasonably ensure:the client’s health and safety. The case
manager is responsible for the cost-effectiveness of the alternative care individual care
plan and must not approve any care plan in which the cost of services funded by
alternative care and client contributions exceeds the limit spec1f1ed in section
256B.0915, subdivision 3, paragraph (b).. The county .may allow a case manager
employed by the county to delegate certain aspects of the case management activity to
another individual employed by the county provided there is oversight of the individual
by the case manager. The case manager may not delegate those aspects which require
professional ]udgment mcludmg assessments, reassessments and care plan develop-
ment.

Subd. 8. Requirements for individual care plan. (2) The case manager shall
1mp1ement the plan of care for each alternative care client and ensure that a client’s
service needs and eligibility ‘are reassessed at least every 12 months. The plan shall
include any services prescrlbed by the individual’s attending physician as necessary to
allow the individual to'remain in a community setting. In developing the individual’s
care plan, the case manager should include’ the use of volunteers from families and
neighbors, religious orgamzanons social clubs, and civic and service organizations to
support the formal home care services. The county shall be held harmless for damages
or injuries sustained through the use’of volunteers under -this ‘subdivision including
workers’ compensation liability. The lead agéncy shall prov1de documentation in each
individual’s plan of care and, if requested, to the commissioner that the most cost-
effective alternatives available have been offered to the individual and that the
individual was free to choose among- available qualified providers, both public and
private. The case manager must give the individual a tén-day written notice of any
denial, termination, or reduction of alternative care setvices.

(b) If the county administering alternative care services is different than the county
of financial responsibility, the care plan may be. 1mplemented thhout the approval of
the county of financial responsibility.

Subd. 9. Contracting provisions for providers. Alternative care funds paid to
service prov1ders are subject to audit by-the comnuss1oner for flscal and utilization
control.

The lead agency must select providers for contracts or agreements using the
following criteria and other criteria established by the county: -

(1) the need for the particular services offered by the provider;

(2) the population to be served, including the number of clients, the length of time
services will be provided, and the medical condition of clients;

(3) the geographic area to be served; ,

(4) quality .assurance methods, including appropriate hcensure certification, or
standards, and supervision of employees when needed;
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- (5) rates for each service-and unit of service exclusive of county administrative
costs :

(6) evaluation of services previously delivered by the provider; and

(7) contract or agreement conditions, 1nclud1ng billing requirements, cancellation,
and indemnification.

‘The county must evaluate its own agency services under the criteria estabhshed for
other providers. : :

.Subd. 10. Allocation formula. (a) The alternative care appropriation for fiscal years
1992 and beyond shall cover only alternative care eligible clients. By July 1 of each
year, the commissioner shall allocate to county agencies the state funds available for
alternative care for persons eligible under subdivision 2.

(b) The adjusted base for each county is the county’s current fiscal year base
allocation plus-any targeted funds approved during the current fiscal year. Calculations
for paragraphs (c) and' (d) are to be made as: follows: for each county, the determina-
tion of alternative care program expenditures shall be based on payments for services
rendered from April 1 through March 31 in the base year, to the extent that clarrns
have been submitted and paid by June 1 of that year.

(c) If the alternative care program expenditures as defined in paragraph (b) are 95
percent or more of the county’s adjusted base allocation, the allocation for the next
fiscal year is 100 percent of the adjusted base, plus mﬂatlon to the extent that inflation
is included in the state budget.

(d) If the alternative care prograrn expendltures as defined in paragraph (b) are
less than 95 percent of the county’s adjusted base allocation, the allocation for the next
fiscal year is the adjusted base allocation less the amount of unspent funds below the 95
percent level.

(e) If the annual legislative appropriation for the alternative care prooram is
inadequate to fund the combined county allocations for a biennium, the commissioner
shall distribute to each county the entire annual appropriation as that county’s
percentage of the computed base as calculated in paragraphs (c) and (d).

Subd. 11. Targeted funding. (a).The purpose of targeted funding is to make
additional money available. to counties with the greatest need. Targeted funds are not
intended to be distributed equrtably among all counties, but rather allocated to those
with long-term care strategies that meet state goals.

- (b) The funds available for targeted funding shall be the total approprratlon for
each fiscal year minus county allocations determined under subdivision 10 as adjusted
for any inflation increases provided in appropriations for the biennium.

(c) The commissioner shall allocate targeted funds to counties that demonstrate to
the satisfaction of the commissioner that they have developed, feasible plans to increase
alternative care spending. In making targeted funding allocations, the commissioner
shall use the following priorities:

(1) counties that received a lower allocation in fiscal year 1991 than in fiscal year
1990. Counties remain in this priority until they have been restored to their fiscal year
1990 level plus inflation;

(2) counties that sustain.a-base allocatlon reduction for farlure to spend 95 percent
of the allocation if they demonstrate that the base reduction should be restored;

(3) counties that propose projects to divert community residents from nursing
home placement or convert nursing home residents to community living; and

(4) counties that can otherwise justify program growth by demonstrating the
existence of waiting lists, demographically justified needs, or other unmet needs.

(d) Counties that would receive targeted funds according to paragraph (c¢) must
demonstrate to the commissioner’s satisfaction that the funds would be appropriately
spent by showing how the funds would be used to further the state’s alternative care
goals as described in subdivision 1, and that the county has the administrative and
service delivery capability to use them.
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. (e) The commissioner shall request applications for targeted funds by November 1
of each year. The counties selected for targeted funds shall be notified of the amount
of their additional funding. Targeted finds allocated to a county. agency in one year
shall be treated as part of the county’s base allocation for that year in determining
allocations for subsequent yeats. No reallocations between counties shall be made

Subd. 12. Client premiums. (2) A premium is requ1red for all alternative care
eligible clients to help pay for the cost of participating in the program. The amount of
the premium for the alternative care client shall be determined as follows:

(1) when the alternative care client’s income less recurring and predlctable medical
expenses is greater than the recipient’s maintenance needs allowance as defined in
section "256B.0915, -subdivision 1d, paragiaph (a), but less than 150 percent of the
federal poverty guideline effective ‘on July 1 of the state fiscal year in which the
premium is béing computed, arnd total assets are less than $10,000, the fee is zero;

(2) when the alternative care client’s income less recurring and predictable medical
expenses is greater than 150 perceiit of the federal poverty guideline effective on July 1
of the-state fiscal year in which the premium is being computed, and total assets are
less than $10,000, the fee is 25 percerit of the cost of alternative care services or the
difference between 150 percent of the federal poverty guideline effective on July 1 of
the state fiscal year in which the premium is being computed and the client’s income
less recurring and predictable medical expenses, whichever is less; and

(3) when- the alternative caie client’s total assets are greater than $10 000, the fee
is 25 percerit of the cost of alternative care services. :

For married persons, total assets are defined as the total marital assets less the
- estimated community spouse asset allowance, under section 256B.059, if applicable. For
married persons, total income i$ defmed as the client’ s 1ncome less the monthly spousal _
allotment, under section 256B.058: : '

All alternative care services except case management shall be included in the
estimated costs for the purpose of determining 25 percent of the costs.

" Premiums are due and payable each month alernative care 'services are received
unless the actual cost of the services is less than the premium.

(b) The fee shall be waived by the commiissioner when:
(1) a person who is residing in a nursing fa0111ty is recelvmo case management only;
(2) a person is applying for medical assistance;.

(3) a married couple is requesting an asset assessment under the. spousal 1mp0ver-
ishment provisions;

(4) a person is found eligible for alternatlve care, but is not yet receiving
alternative care services; or

(5) a person’s fee under paragraph (a) is less than $25:

(c) The county agency must record in the state’s receivable system the client’s
assessed premium amount or the reason the premium has been waived. The commis-
sioner will bill and collect the premium from the client. Money collected: must be
" deposited in the genéral fund and’ is appropriated to- the commissioner for the
alternative care program. The client must supply the county with the client’s social
security number at the time of application. The. county shall supply the commissioner
with ‘the client’s social securlty number and other information the commissioner
requires to collect the premium from the client. The commissioner shall collect unpaid
.premiums using the Revenue Recapture Act:in chapter 270A and other methods
available. to the commissioner. The commissioner may require counties to inform
clients of the collection procedures that may be used by the state if a premium is not
paid. This paragraph does not apply to alternative care pilot projects authorized in
Laws 1993, First'Special Session chapter 1, article 5, section 133, if a county operating
under the pilot project reports the following -dollar amounts- to the commissioner
quarterly: :

(1) total premiums billed to clients;. -

'(2) total collections of premiums billed; and
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(3) balance of premiums.owed by clients.

If a county does not adhere to these reporting requirements, the commissioner may
terminate the billing, collecting, and remitting portions of the pilot prolect and require
the county involved to operate under the procedures set forth in this paragraph

Subd. 13. County biennial plan. The county biennial plan for long-term care
consultation services under section 256B.0911, the alternative care program under this
section, and waivers for the elderly under section 256B.0915, shall be incorporated into
the biennial Community Social Services Act plan and shall meet the regulatrons and
timelines of that plan.

Subd. 14. Provider requirements, payment, and rate. adjustments (a) Unless
otherwise specified in statute, providers must bé enrolled as Minnesota health care
program providers and abide by the requirements for provider participation according
to Minnesota Rules, part 9505.0195.

(b) Payment for provided alternative care services as approved by the cllent s.case
manager shall occur through the invoice processing procedures of the department’s
Medicaid Management Information System (MMIS). To receive payment, the county
or vendor must submit invoices within 12 months following the date of service. The
county agency and its vendors under contract shall not be reimbursed for services which
exceed the county allocation. :

(c) The .county shall negotiate individual rates with vendors and may authorrze
service payment for actual costs up to the county’s current approved rate. Notwith-
standing any other rule or statutory provision to the contrary, the commissioner shall
not be authorized to increase rates by an annual inflation factor, unless so authorized
by the legislature. To improve access.to community services and eliminate payment

-dlsparltles between the alternative care program and the elderly waiver program, the
commissioner shall establish statewide maximum service rate limits and eliminate
county-specific service rate limits. ’ '

(1) Effective July 1, 2001, for service rate llmlts except those in subdivision 5,
paragraphs (d) and (i), the rate limit for each service shall be the greater of the
alternative care statewide maximum rate or the elderly waiver statewide maximum rate.

(2) Counties may negotiate individual service rates with vendors for actual costs up
to the statewide maximum service rate limit.

Subd. 15. [Repealed, 1998 c 407 art 4 s 69]

" Subd. 15a. [Repealed, 1Sp2001 ¢ 9 art 4 s 34]

Subd. 15b. [Repealed, 1Sp2001 ¢ 9 art 4 s 34]

Subd. 15¢c. [Repealed, 1Sp2001 c 9 art 4 s 34]

Subd. 16. [Repealed, 1Sp2001 ¢ 9 art 4 s 34]

History: 1991 ¢ 292 art 7 s 15; 1992 ¢ 464 art 25 1; 1992 c 513 art 7 s 56- 61;

C15p1993 ¢ 1 ant 55 62-67; 15p1993 ¢ 6 s 12; 1995 ¢ 207 art 6 s 63-69; art 9 s 60; 1995 ¢
2635 8 1996 ¢ 451 art 2’5 23-25; art 45 70; art 5 s 21,22; 1997 ¢ 113 s 17; 1997 ¢ 203 art
4536-39; art 115 6; 1997 ¢ 225 art 8 s 3; 1998 ¢ 407 art 4 5 36; 1999 ¢ 245 art 3 s 13-16;
2000 ¢ 449 s 1; 1Sp2001 ¢ 9 art 4 s 15-27; 2002 ¢ 375 art 2 s 20-25; 2002 ¢ 379 art 1 s 113

256B.0914 CONFLICTS OF INTEREST RELATED TO MEDICAID EXPENDI-
TURES. o ' ‘

Subdivision 1. Definitions. (a) “Contract” means a written, fully executed agree-
ment for the purchase of goods and services involving a substantial expenditure of
Medicaid funding. A contract under a renewal period shall be considered a separate

contract. : .

- (b) “Contractor bid or proposal 1nfozmatron means. cost or prrcrng data, mdrrect
costs, and proprietary information marked as such by the bidder in accordance with
applicable law. :

(c) “Particular expenditure” means a substantial expenditure as defined below, for
a specified term, involving specific parties. The renewal of an existing contract for the
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substantial expenditure of Medicaid funds is considered a separate, particular expendi-
ture from the original contract.

(d) “Source selection information” means any of the following information pre-
pared for use by the state, county, or independent contractor for the purpose of
evaluating a bid or proposal to enter into a Medicaid procurement contract, if that
information has not been previously made available to the public or disclosed publicly:

(1) bid prices submitted in response to a solicitation for sealed bids, or lists of the
bid prices before bid opening;

(2) proposed costs or prices submitted in response to a sohc1tat10n or llsts of those
proposed costs or prices; : .

(3).source selection plans;

(4) technical evaluations plans;

(5) technical evaluations of proposals; -
(6) cost or price evaluation of proposals;

(7) competitive range determinations that’ 1dent1fy proposals that have a reason-
able chance of being selected for award of a contract;

(8) rankings of bids, proposals, or competitors;

(9) the reports and evaluations of source selectlon panels, boards or advisory
councils; and

(10) other information marked as “source selection information” based on a case-
by-case determination by the head of the agency, contractor, designees, or the
contracting officer that disclosure of the information would jeopardize the integrity or
successful completion of the Medicaid procurement to which the information -relates.

(e) “Substantial expenditure” and “substantial amounts” mean a purchase of goods
or services in excess of $10,000,000 in Medicaid funding under this chapter or chapter
256L.

Subd. 2. Applicability. (a) Unless provided otherwise, this section applies to:

(1), any state or local officer, . employee, or independent contractor who is
responsible for the substantial expenditures of medical assistance or MinnesotaCare
funding under this chapter or chapter 256L for which federal Medicaid rnatchmg funds
are available;

(2) any individual who formerly was such an offlcer employee, or mdependent
contractor; and .

(3) any partner of such a state or local offlcer, employee, or mdependent
contractor. _ . .

(b) This section is intended to meet the requirements of state participation in the
Medicaid program: at United, States Code, title- 42, sections 1396a(a)(4) and
1396u-2(d)(3), which require that states have in place restrictions against conflicts of
interest in the Medicaid procurement process, that are at least as stringent as those in
effect under United States Code, title 41, section 423, and title 18, sections 207 and
208, as they apply to federal employees.

Subd. 3. Disclosure of procurement information. A person described in subdivision
2 may not knowingly disclose contractor bid or proposal information, or .source
selection information before the award by the state, county, or independent contractor
of a Medicaid procurement contract to which the information relates unless the
disclosure is otherwise authorized by law. No person, other than as provided by law,
shall knowingly obtain contractor bid or.- proposal information or .source selection
information before 'the award of a Medicaid procurement contract to which the
information relates.

Subd. 4. Offers of employment. When a person descrlbed in subdivision 2,
paragraph (a), is participating personally and substantially in a Medicaid procurement
for a contract contacts or is contacted by a person who is a bidder or offeror in the
same procurement regarding possible employment outside of the entity by Wthh the
person is currently employed, the person must: :
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(1) report the contact in writing to the person’s supervisor and employer’s ethlcs
officer; and

(2) either:
(i) reject the possibility of employment with the bidder or offeror; or

(i) be disqualified from further participation in the procurement until the bidder
or offeror is no longer involved in that procurement, or all discussions with the bidder
or offeror regarding possible employment have terminated without an arrangement for
employment. A bidder or offeror may not engage in employment discussions with an
official who i$ subject to this subdivision, until the bidder or offeror is no longer
involved in that procurement.

Subd. 5. Acceptance of compensation by a former official. (a) A former official of
the state or county, or a former independent contractor, described in subdivision 2 may
not accept compensation from a Medicaid contractor of a substantial expenditure as an
employee, officer, director, or consultant of the contractor within one year after the
former official or independent contractor:

(1) served as the procuring contracting officer, the source selection authority, a
member of the source selection evaluation board, or the chief of a financial or technical
evaluation team in a procurement in which the contractor was selected for .award;

(2) served as the program manager, deputy program manager, or administrative
contracting officer for a contract awarded to the contractor; or

(3) personally made decisions for the state, county, or independent contractor to:
- (i) award a contract, subcontract, modification of a contract or subcontract, or a
task order or delivery order to the contractor;
(ii) establish overhead or other rates applicable to a contract or contracts with the
contractor;

(iii) approve issuance of a contract payment or payments to the contractor; or
(iv) pay or settle a claim with the contractor. :

(b) Paragraph (a) does not prohibit a former official of the state, county, or
independent contractor from accepting compensation from any division or affiliate of a
contractor not involved in the same or similar products or services as the division or
affiliate of the contractor that is responsible for the contract referred to in paragraph
(a), clause (1); (2), or (3).-

(c) A contractor shall not provide compensation to a former official knowing that
the former official is accepting that compensation in violation of. this subdivision.

Subd. 6. Permanent restrictions on representation and communication. (a) A
person described in subdivision 2, after termination of service with the state, county, or
independent contractor, is permanently restricted from knowingly making, with the
intent to influence, any communication to or appearance before an officer or employee
of a department agency, or court -of the United States, the state ‘of Minnesota and its
counties in connection with a particular expenditure:

(1) in which the United States, the state of Minnesota, or a anesota county is a
party or has a direct and substantial interest;

(2) in which the person participated personally and substantlally as an officer,
employee, or independent contractor; and

(3) which involved a specific party or parties at the time of participation.

{b) For purposes of this subdivision and subdivisions 7 and 9, “participated” means
an action taken through decision, approval, disapproval, recommendation, the render-
ing of advice, investigation, or other such action.

-Subd. 7. Two-year restrictions on representation and communication. No person
described in subdivision 2, within two years after termination of service with the state,
county, or independent contractor, shall knowingly make, with the intent to influence,
any communication to or appearance before any officer or employee of any govern-
ment department, agency, or court in connection with a particular expenditure:
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(1) in which-the United States, the state of Minnesota, or.a Minnesota county 1s a'
party or has a direct and substantial interest; . -

"(2) which the person knows or reasonably should know was actually pendmg under
the official’s responsibility ‘as an officer, employee; ‘or independent ‘contractor within
one year before the.termination of the offlclals service wrth the state, county, or
independent contractor; and -. . : :

(3) which involved a specrflc party or partles at the time the expendlture was
pending. :

Subd. 8. Exceptions to permanent and two-year restrlctlons on representatlon and
commumcatlon Subdivisions 6 and 7 do not apply to:

(1) communications or representatlons made. in carrymg out official dutles on
behalf of the United States, the state of Mlnnesota or local government Or as an
elected official of the state or local government;

. (2) communications made solely _ for the purpose of furmshmg smentlflc or
technological information; or.- :

(3) giving testimony under oath. A person subject to. subd1v1510ns 6 and 7 may
serve as an expert witness .in that matter, without restriction, for the state, county, or
independent contractor. Under court order, a person subject to subdivisions 6 and 7
may serve as an expert witness for others Otherw1se the person may not serve -as an
expert witness in that matter. '

~ Subd. 9. Walver ' The commxssloner of human services, or the governor in the case
of ‘the commissioner, may grant a waiver of a restriction in subdivisions 6 and 7 upon
determ1n1ng that a waiver is in the public interest and that the services of the officer or
employee are critically needed for the benefit of the state or county government.

‘Subd. '10." Acts affectirig a personal financial interest. ‘A person described in
subdivision 2, paragraph (a), clduse (1), who participates in’ a particular’expenditure in
which the person has knowledge or has a firiancial interest, is sub]ect to the penalties in
subdivision 12. For purposes of this subdivision, “financial interest” also includes the
financial interest of a spouse, minor child, general partner, organization in which the
- officer or employee .is serving as an officer, director, trustee, general partriér, or
émploye€, or any person or organization with whom the individual is negotlatmg or has
any arrangement concerning prospective employment..

Subd: 11. Exceptions to- prohlbltlons regardmg financial mterest Subdivision 10
does not apply if: : : : : R

(1) the person first advises the person’s supervisor and the employer’s ethics
officer regarding the nature and circumstances of the particular expenditure .and makes
full disclosure of the financial interest and receives in advance a written determination
made by the commissioner of human services, or the governor in the case. of the
commissioner, that the interest is not so substantial as to likely affect the integrity of
the services which the government may expect from the offrcer employee or: 1ndepen—
dent contractor; :

(2) the financial interest is listed as-an exempt1on at. Code of Federal Regulations,
t1tle 5, sections 2640.201 to 2640.203, as too remote or inconsequential to.affect the
integrity of the services of the office, employee -OF 1ndependent contractor to.which the
requirement applies.

Subd. 12. Criminal penalties. (a) A person who, v1olates subd1v151ons 3 to 5 for the
purpose of either exchanglng the information covered by this section for anythmo of
value, or for obtaining or giving anyone a competitive advantage in the award of a
Medicaid contract, may be sentenced to imprisonment for not more than five years or
payment of a fine of not more than $50,000 for each violation, or the ‘amount of
compensatlon which the person rece1ved or offered for- the prohlblted conduct,
whichever is greater; or “both.

(b) A person who violates a prov1s1on of subdivisions 6 to 11 may be sentenced to
imprisonment for not more than one year or payment of a fine of not more than
$50,000 for each violation or the amount of compensation which the person received or
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offered for the prohibited conduct, whichever amount is greater, or both. A person who
willfully engages in conduct in violation of subdivisions 6 to 11 may be sentenced to
imprisonment for not more than five years or to payment of a fine of not more than
"$50,000 for each violation or the amount of compensation which the person received or
offered for the prohibited conduct, whichever amount is greater, or both.

(c) Nothlno in this section precludes prosecutron under other laws such as section
"609.43. 3

Subd. 13. Civil penalties and injunctive relief. (a) The Minnesota attorney general
may bring a civil action in Ramsey county district court against a person who violates
this section. Upon proof of such conduct by a preponderance of evidence, the person is
subject to a civil penalty. An individual who violates this section is subject to a civil
penalty of not more than $50,000 for each violation plus twice' the amount of
compensation which the individual received or-offéred for the prohibited conduct. An
organization that violates this section is subject-to a civil penalty' of not more than
$500,000 for each violation plus twice the amount of cornpensat10n which the organiza-
tion received or offered for the prohibited conduct.

(b) If the Minnesota attorney general has reason to believe that a person is
engaging in conduct in violation of this section, the attorney general may petition the
Ramsey county district court for an order prohibiting that person from engagmg in
such conduct. The court may issue an order prohibiting that person from engaging in
such conduct if the court finds that the conduct constitutes such a violation. The frhng
of @ petition under this subd1v1s10n does not preclude any other remedy which is
avallable by law.

. Subd. 14. Admlmstratlve actions. (a) If a state aoency, Iocal agency, or 1ndepen-
dent cont_ractor receives information that a contrac_to_r_ or a person has violated this
section, the state agency, local agency, or independent contractor may:

(1) cancel the procurement if a contract has not already been awarded
) rescind the contract; or ' '

3) initiate suspension or debarment proceedmgs accordmg to apphcable state or
federal law. : : ;

(b) ‘If the contract is rescinded, the state agency, local agency, or 1ndependent
contractor is entitled to recover, in addition to any penalty prescrlbed by law, the
amount expended under the contract. : .

(c) This'section does not:

(1) restrlct the disclosure of information to or from any person or class of persons
authorrzed to receive that.information;

(2). restrict a contractor from dlsclosrng the. contractor s-bid or proposal informa-
tion or the recipient from receiving that information;

(3) restrict ‘the disclosure or receipt -of information relating to a Medicaid
procurement after it- has been canceled by the state agency,:county agency, or
independent contractor before the contract award unless:the agency ¢ or independent
contractor plans, to resume the procurement; or

(4) limit the dpplicability of any requirements, sanctions, contract penalties, and
remedies estabhshed undeér any other law or regulation.

(d) No person may file a protest against the award or proposed award of a
Medicaid contract alleging a violation of this section unless that person reported the
information the ‘person beheves constitutes evidence of the offense to the applicable
state agency, local agency, or independent contractor respon51ble for the procurement.
The report must be made no later than 14 days after the person first discovered the
possible violation. *

History: 1986 ¢ 444, 1 999 ¢ 245.artd s 60
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256B.0915 MEDICAID WAIVER FOR HOME AND COMMUNITY-BASED SER-
VICES FOR THE ELDERLY.

Subdivision 1. Authority. The commlssmner is authorized to apply for a home and
community-based services waiver for the elderly, authorized under section 1915(c) of
the Social Security Act, in order to obtain federal financial participation to expand the
availability of services for persons who are eligible for medical assistance. The
commissioner may apply for additional waivers or pursue other federal financial
participation which is advantageous to the state for funding home care services for the
frail elderly who are eligible for medical assistance. The provision ‘of waivered services
to elderly and disabled medical assistance ‘recipients must comply with the criteria
approved in the waiver. - :

Subd. la. Elderly waiver case management services. Elderly case management
services under the home and community-based services waiver for elderly individuals
are available from providers meeting qualification requirements and the standards
specified in subdivision 1b. Elrgrble recipients may choose any qualified provider of
elderly case management services.

Subd. 1b. Provider qualifications and standards The commissioner must enroll
"qualified providers of elderly case management services under the home and communi-
ty-based waiver for the elderly under section 1915(c) of the Social Security Act. The
enrollment process shall ensure the provider’s ability to meet the qualification require-
ments and standards in this subdivision and other federal and state requirements of this
service. An elderly case management provider is an enrolled medical assistance
provider who is determined by the commissioner to have all of the following character-
istics:

(1) the demonstrated capacity and experience to provide the components of case
management to coordinate and link commumty resources needed by the eligible
populatron

(2) administrative capa01ty and experlence in servmg the target population for
whom it will provide services and in ensuring quality of services under state and federal
requirements; :

(3) a financial management system. that provides accurate documentatlon of
services and costs under state and federal requirements;

(4) the capacity to document and mamtam mdlvrdual case records under state and
federal requ1rements and :

(5) the county may allow a case manager employed by the county to delegate
certain aspects of the case management activity to another individual employed by the
county provided there is oversight of the individual by the case manager. The case
manager may not delegate those aspects which require professronal ]udgment mcludmg
assessments, reassessments, and care plan development.

Subd. 1c. Case management activities under the state plan. The. commissioner
shall seek an amendment to the home and community-based services waiver for the
elderly to implement the provisions of subdivisions 1a and 1b. If the commissioner is
unable to secure the approval of the.secretary of health and human services for the
requested waiver amendment by December 31, 1993, the commissioner shall amend the
medical assistance state plan to prov1de that case management provided under the
home and community-based services waiver for the elderly is performed by counties as
an administrative function for the proper and effective administration of the state
medical assistance plan. The state shall reimburse counties for the nonfederal share of
costs for case management performed as an administrative function under the home
and community-based services waiver for the elderly.

Subd. 1d. Posteligibility -treatment of income and resources for elderly waiver.
Notwithstanding the provisions of section 256B.056, the commissioner shall make the
following amendment to the medical assistance elderly waiver program effective July 1,
1999, or upon federal approval, whichever is later.
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A recipient’s maintenance needs will be an amount equal to the Minnesota
supplemental aid equivalent rate as defined in section 2561.03, subdivision 5, plus the
medical assistance personal needs allowance as defined in section 256B.35, subdivision
1, paragraph (a), when applying posteligibility treatment of income rules to the gross
income of elderly waiver recipients, except for individuals whose income is in excess of
the special income standard according to Code of Federal Regulations, title 42, section
435.236. Recipient maintenance needs shall be adjusted under this provision each July
1. s '
Subd. 2. Spousal impoverishment policies. The commissioner shall seek to amend
the federal waiver and the medical assistance state plan to allow spousal impoverish-
ment criteria as authorized under United States Code, title 42, section 1396r-5, and as
implemented in sections 256B.0575, 256B.058, and 256B.059, except that the amend-
ment shall seek to add to the personal needs allowance permitted in section 256B.0575,
an amount equivalent to the group residential housing rate as set by section 2561.03,
subdivision 5.

Subd. 3. Limits of cases, rates, payments, and forecasting. (a) The number of
medical assistance waiver recipients that a county may serve must be allocated
according to the number of medical assistance waiver cases open on July 1 of each
fiscal year. Additional recipients may be served with the approval of the commissioner.

(b) The monthly limit for the cost of waivered services to an individual elderly
waiver client shall be the weighted average monthly nursing facility rate of the case mix
resident class to which the elderly waiver client would be assigned under Minnesota
Rules, parts 9549.0050 to 9549.0059, less the recipient’s maintenance needs allowance
as described in subdivision 1d, paragraph (a), until the first day of the state fiscal year
in which the resident assessment system as described in section 256B.437 for nursing
home rate determination is implemented. Effective on the first day of the state fiscal
year in which the resident assessment system as described in section 256B.437 for
nursing home rate determination is implemented and the first day of each subsequent
state fiscal year, the monthly limit for the cost of waivered services to an individual
elderly waiver client shall be the rate of the case mix resident class to which the waiver
client would be assigned under Minnesota Rules, parts 9549.0050 to 9549.0059, in
effect on the last day of the previous state fiscal year, adjusted by the greater of any
legislatively adopted home and community-based services cost-of-living percentage
increase or any legislatively adopted statewide percent rate increase for nursing
facilities. ‘ . '

(c) If extended medical supplies and equipment or environmental modifications
are or will be purchased for an elderly waiver client, the costs may be prorated for up
to 12 consecutive months beginning with the month of purchase. If the monthly cost of
a recipient’s waivéred services exceeds the monthly limit established in paragraph (b),
the annual cost of all waivered services shall be determined. In this event, the annual
cost of all waivered services shall not exceed 12 times the monthly limit of waivered
services as described in paragraph (b).

(d) For a person who is a nursing facility resident at the time of requesting a
determination of eligibility for elderly waivered services, a monthly conversion limit for
the cost of elderly waivered services may be requested. The monthly conversion limit
for the cost of elderly waiver services shall be the resident class assigned under
Minnesota Rules, parts 9549.0050 to 9549.0059, for that resident in the nursing facility
where the resident currently resides until July 1 of the state fiscal year in which the
resident assessment system as described in section 256B.437 for nursing home rate
determination is implemented. Effective on July 1 of the state fiscal year in which the
resident assessment system as described in section 256B.437 for nursing home rate
determination is implemented, the monthly conversion limit for the cost of elderly
waiver services shall be the per diem nursing facility rate as determined by the resident
assessment system as described in section 256B.437 for that resident in the nursing
facility where the resident currently resides multiplied by 365 and divided by 12, less
the recipient’s maintenance needs allowance as described in subdivision 1d. The
initially approved conversion rate may be adjusted by the greater of any subsequent
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legislatively -adopted home and. community-based services cost-of-living ‘percentage
increase or any subsequent legislatively adopted statewide percentage rate increase for
nursing facilities. The limit under this clause only applies to persons discharged from a
nursing facility after a minimum 30-day stay and found eligible for waivered services on
or after July 1, 1997. The following costs must be mcluded m determmmg the total
monthly costs for the waiver client: :

(1) cost of all. waivered services, including: extended medrcal supphes and equip-
ment and environmental modifications; and

"(2) cost of skilled nursing, home health aide, and personal care services rermbursa—
ble by medical assistance.

(e) Medrcal assistance fundmg for skilled nursmg services, prlvate duty nursing,.
home health aide, and personal care services for waiver. recipients must be approved by
the case manager and included in the individual care plan. -

(f) A county is not required to contract with a provider of supphes and equ1pment
if the monthly cost of the supplies and equipment is less than $250.

(g) The adult foster care rate shall be con51dered a d1fflculty of care payment and
shall not include room and board. The adult foster care service rate shall be negotiated
between the county agency and the foster care provider. The elderly waiver payment
- for the foster care service In combination with the payment for all other elderly waiver
services, including case management, must not exceed the limit specrfred in paragraph

(b)-

(h) Payment for assrsted living service shall be a monthly rate negotiated and
authorized by the county agency based on an individualized service plan for each
resident and may not cover direct rent or food costs.

(1) The individualized monthly negotlated payment for assisted living services as
described in seéction 256B.0913, subdivision 5, paragraph (g) or (h), and residential care
services as described in section 256B.0913, subdivision 5, patagraph (f), shall not exceed
the nonfederal share, in effect on July 1 of the state fiscal year for which the rate limit
is being calculated, of the greater of either the statewide or any of the geographic
groups’ weighted average monthly nursing facility rate of the case mix resident class to
which the elderly waiver eligible client would be assigned under Minnesota Rules, parts
9549.0050 to 9549.0059, less the maintenance needs allowance as described in subdivi-
sion 1d, paragraph (a), until the July 1 of the: state fiscal’ year in which the resident
assessment system as described in section 256B.437 for nursing home rate determina-
tion is implemented. Effective on July 1 of the state fiscal year in which the resident
assessment system as described in section 256B.437 for nursing home rate determina-
tion is implemented and July 1-of each subsequent state fiscal year, the individualized
monthly negotiated payment for the services described in this.clause shall not exceed
the limit described in this clause which was.in effect on June 30 of the previous state
fiscal year and which has been- adjusted by the greater of any legislatively adopted
home and community-based services cost-of-living percentage increase or any. leglsla—
- tively adopted statewide percent rate increase for nursing facilities.

(2) The individualized monthly negotiated payment for assisted living services
described in section 144A.4605.and delivered by a provider licensed by the department
of health as a class A home care provider or an assisted living home care provider and
provided in a building that is registered as a housing with services establishment under
chapter 144D and that provides 24-hour supervision in combination with the payment
for other elderly waiver services, including case management must not exceed the limit
specified in paragraph (b). - -

(i) The county shall negotiate individual service rates with vendors and may
authorize payment for actual costs up to the county’s current approved rate. Persons or
agencies must be employed by or under a contract with the county agency or the public
health nursmg agency of the local board of health in order to receive funding under the
elderly waiver program, except as a provider of supplies- and equipment when the
monthly cost of the supplies and equipment is {ess than $250. :
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(j) Reimbursement for the medical assistance recipients under the approved waiver
shall be made from the medical assistance account through the invoice processing
procedures of the department’s Medicaid Management Information System (MMIS),
-only with the approval of the client’s case manager. The budget for the state share of
the Medicaid expenditures shall be forecasted with the medical assistance budget, and
shall be consistent with the approved waiver.

(k) To improve access to community services and eliminate payment disparities
between the alternative care program and the elderly waiver, the commissioner -shall
establish statewide maximum service rate limits and eliminate county-specific service
rate limits.

(1) Effective July 1, 2001, for service rate limits, except those described or defined
'in paragraphs (g) and (h) the rate limit for each service shall be the greater of the
alternative care statewide maximum rate or the elderly waiver statewide maximum rate.

(2) Counties may negotiate individual service rates with vendors for actual costs up
to the statewide maximum service rate limit.

Subd. 3a. [Repealed, 1Sp2001 ¢ 9 art 3 s 76; art 4 s 34]
Subd. 3b. [Repealed, 1Sp2001 ¢ 9 art 3 s 76; art 4 s 34]
Subd. 3c. [Repealed, 1Sp2001 ¢ 9 art 3 s 76; art 4 s 34]

Subd. 4. Termination notice. The case manager must give the individual a ten-day -
written notice of any denial, reduction, or termination of waivered services.

Subd. 5. Assessments and reassessments for waiver clients. Each client shall
receive an initial assessment of strengths, informal supports, and need for services in
accordance with section 256B.0911, subdivisions 3, 3a, and 3b. A reassessment of a
client served under the elderly waiver must be conducted at least every 12 months and
at other times when the case manager determines that there has been srgnrflcant
change in the client’s functioning. This may include instances where the client is
discharged from the hospital.

Subd. 6. Implementation of care plan. Each elderly waiver client shall be provided
a copy of a written care plan that meets the requirements outlined in section
256B.0913, subdivision 8. If the county administering waivered services is different than
the county of financial responsibility, the care plan may be implemented without the
approval of the county of financial responsibility.

. Subd. 7. Prepaid elderly waiver services. An individual for whom a prepard health
plan is liable for nursing home services or elderly waiver services .according to section
256B.69, subdivision 6a, is not eligible to receive county-administered elderly waiver
services under this section. -.

Subd. 8. Services and supports. (a) Services and supports shall meet the requlre-
ments set out in United States Code, title 42, section 1396n.

(b) Services and supports shall promote consumer choice and be arranged and
provided consistent with individualized, written care plans.

(c) The state of Minnesota, county, or tribal government under contract to
administer the elderly waiver shall not be liable for damages, injuries, or liabilities
sustained through the purchase of direct supports or goods by the person, the person’s
family, or the authorized representatives with funds received through consumer-
directed community support services under the federally approved waiver plan. Liabili-
ties include, but are not limited to, workers’ compensation liability, the Federal
Insurance Contributions Act (FICA), or the Federal Unemployment Tax Act (FUTA).

History: 1991 ¢ 292 art 7 s 16; 1992 ¢ 513 art 7 s 62-64; 1Sp1993 ¢ 1 art 5 5 68-72;
185p1993 ¢ 6 s 13; 1995 ¢ 207 art 6 s 70-74; 1995 ¢ 263 s 9; 1996 ¢ 451 art 2 s 26-28; art 5
s 23,24; 1997 ¢ 113 s 18; 1997 ¢ 203 art 4 s 40-43; 1998 ¢ 407 art 4 s 37,38; 15p2001 c 9
art 4 s 28-30; 2002 ¢ 277 s 16,17; 2002 ¢ 375 art 2 s 26-30; 2002 ¢ 379 art 1 s 113

256B.0916 EXPANSION OF HOME AND COMMUNITY-BASED SERVICES; MAN-
AGEMENT AND ALLOCATION RESPONSIBILITIES.

Subdivision 1. [Repealed, 2002 ¢ 220 art 14 s 20]
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Subd. 2. Distribution of funds; partnerships. (a) Beginning with fiscal year 2000,
the commissioner shall distribute all funding available for home and community-based
waiver services for persons with mental retardation or related conditions to individual
counties or to groups of counties that form partnerships to jointly plan, administer, and
authorize funding for eligible individuals. The commissioner shall encourage counties
to form partnerships that have a sufficient number of recipients and funding to
adequately manage the risk and maximize use of available resources.

{b) Counties must submit a request for funds and a plan for administering the
program as required by the commissioner. The plan must identify the number of clients
to be served, their ages, and their priority listing based on:

(1) requirements in Minnesota Rules, part 9525.1880; :

(2) unstable living 51tuat10ns due to the age or incapacity of the primary caregiver;

(3) the need for services. to avoid out- of-home placement of childten; and”

(4) the need to serve persons affected by, private sector ICE/MR closures

The plan must also identify changes made to 1mprove services to eligible persons and to
improve program management. o :

(¢) In allocating resources to counties, prlorlty must be given to groups of counties
that form partnerships to jointly plan, administer, and authorize funding for ehglble
individuals and to counties determined by the commissioner to. have sufficient waiver
capacity to maximize resource use.

(d) Within 30 days after receiving the county request for funds and plans the
commissioner shall provide a written response to the plan that includes the level of
resources available to serve additional persons.

(e) Counties are eligible to receive medical-assistance admmlstratlve reimburse-
ment for administrative costs under criteria established by the commissioner.

Subd. 3. Failure to develop partnerships or submit a plan. (a) By October 1 of
each year the commissioner shall notify the county board if any county determined by
the commissioner to have insufficient capacity to maximize use of available resources
fails to develop a partnership with other counties or fails to submit a plan as required
in subdivision 2. The commissioner shall provide needed technical assistance to a
county. or group of counties that fails to form a partnership or submit a plan. If a
county has not joined a county partnership or submitted a plan within 30 days following
the notice by the commissioner of its failure, the commissioner shall require and assist
that county to develop a plan or contract with another -county or group of counties to
plan and administer the waiver services program in that county.

.(b) Counties may request technical assistance, management information, and
administrative support from the commissioner at any time. The commissioner shall
respond to county requests within 30 days. Priority shall be given to activities that
support the administrative needs of newly formed county partnerships.

Subd. 4. Allowed reserve. Counties or groups of counties participating in partner-
ships that have submitted a plan' under this section may develop an allowed reserve
amount to meet crises and other unmet needs of current home and community-based
waiver recipients. The amount of:the allowed reserve shall be a county specific amount
based upon documented past experience and projected need for the coming year
described in an allowed reserve plan submitted-for approval to the commissioner with
the allocation request for the fiscal year.: -

Subd. 5. Allocation of new diversions and priorities for reassignment of resources
for the home and community-based. waiver. for persons with mental retardation or
related conditions. (a) The commissioner shall monitor county utilization of allocated
resources and, as appropriate, reassign resources not utilized.

(b) Effective July 1, 2002, the commissioner shall authorlze the spending of new
diversion resources beginning January 1 of each year.

(c) Effective July 1, 2002, the commissioner shall manage the reassignment of
walver resources that occur from persons who have left the waiver in a manner that
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results in the cost reduction equivalent to delaymg the reuse of those waiver resources
by 180 days.

(d) Priority consideration for rea551gnment of resources shall be given to counties
that form partnerships. In addition to the prlormes listed in Minnesota Rules, part
9525.1880, the commissioner shall also give priority consideration to persons whose
living situations are unstable due to the age or incapacity of the primary caregiver and
to children to avoid out-of-home placement.

Subd. 6. Waiver request. (a) The commissioner shall submit to the federal Health
‘Care Financing Administration by September 1, 1999, a request for a waiver to include
an option that would allow waiver service recipients to- directly receive 95 percent of
the funds that would be allocated to individuals based on written county criteria and
procedures approved by the commissioner for the purchase of services to meet their
long-term care needs. The waiver request must include a provision requiring recipients
who receive funds directly to provide to the commissioner'annually, a description of the
type of services used, the amount paid for the services purchased, and the amount of
unspent funds. .

(b) The commissioner, in cooperation with county representatlves waiver service
providers, recipients, recipients’ families, legal guardians, and advocacy groups, shall
develop criteria for: .

(1) eligibility to receive fundmg directly;

(2) determination of the amount of funds made available to each ‘eligible person
based on need; and

(3) the accountability required of persons directly receiving funds.

(c) If this waiver is approved and implemented, any unspent money from the
waiver services allocation, including the five percent not directly allocated to recipients
and any unspent portion of the money that is directly allocated, shall be used to meet
the needs of other eligible persons waiting for services funded through the waiver.

(d) The commissioner, in consultation with county social services agencies, waiver
services providers, recipients, recipients’ families, legal guardians, and advocacy groups
shall evaluate the effectiveness of this option within two years of its implementation.

Subd. 6a. Statewide availability of consumer-directed community support services.
(a) The commissioner shall submit to the federal Health Care Financing Administra-
tion by August 1, 2001, an amendment to the home and community-based waiver for
persons with mental retardation- or related conditions to make consumer-directed
comrnunity support services -available in every county of the state by January 1, 2002.

(b) If a county declines to meet the requirements for provision of consumer-
directed community supports, the commissioner shall contract with another county, a
group of counties, or a private agency to plan for and adrmmster consumer- dlrected
community supports in that county. .

(c) The state of Minnesota, county agencies; tribal governments, or administrative
entities under contract to participate in the implementation -and administration of the
home and community-based waiver for persons with mental retardation or a related
condition, shall not be liable for damages, injuries, or liabilities sustained through the
purchase of support by the individual, the individual’s family, -legal representative, or
the authorized representative with funds received through the consumer-directed
community support service under this section. Liabilities include but are not limited to:
workers’ compensation liability, the Federal Insurance Contributions Act (FICA), or
the Federal Unemployment Tax Act (FUTA).

Subd. 7. Annual report by commissioner. Beginning November 1, 2001, and each
November 1 thereafter, the commissioner shall issue an annual report on county and
state use of available resources for the home and community-based waiver for persons
with mental retardation or related conditions. For each county or county partnership,
the report shall include:

(1) the amount of funds allocated but not used;

(2) the county specific allowed reserve amount approved and used;
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(3)-the number ages; and 11v1ng situations of 1nd1v1duals screened and waiting for
services; : :

(4) the urgency of need for serv1ces to begm within ‘one, -two, or more than two
years for each individual, : .

" (5) the services needed;

(6) the number: of additional persons served by approval of 1ncreased capac1ty
within existing allocations;

(7) results of action by the commissioner to streamline administrative requirements
and improve county resource management; and

(8) 'additional action that would decrease the number of those ehg1b1e and waiting
for waivered services. :

The commissioner shall specify intended outcomes for the program and the degree to
which these specrfled outcomes are attained.

“Subd. 8. Financial information by county. The commissioner shall make -available
to interested parties, upon request, financial information by county including the
amount of resources allocated for the home and community-based waiver for persons
with ‘mental retardation and related conditions, the resources committed, the number
of persons screened and waiting for services, the type of services requested by those
waiting, and the amount of allocated resources not committed.

Subd. 9. Legal representative participation exception. The commissiorier, in coop-
eration’ with representatives of counties, service providers, service recipients, family
members, legal representatives and advocates, shall develop criteria to allow legal
representatlves to be reimbursed for providing specific support services to -meet the
person’s needs when a plan which assures health and safety has been agreed upon and
carried out by the legal representative, the person, and the county: Legal representa-
tives providing support under the home and community-based waiver for persons with
mental retardation or related conditions or the consumer support grant program
pursuant to section 256.476, shall not.be considered to have a direct or indirect service
provider interest under section 256B.092, subdivision' 7, if a health and safety plan
which meets the criteria. established has been agreed -upon and implemented. By
August 1,°2001, the commissioner shall submit, for federal approval, amendments to
allow legal representatives to provide support and receive reimbursement under the
home and community-based waiver plan.

History: 15p1993 c 1 art 4 5 8; 1998 ¢ 407 art 4 5 39; 1999 ¢ 245 art 4 s 61; 2000 ¢
488 art 11 5 7; 1Sp2001 ¢ 9 art 3 s 43-45; 2002 ¢ 220 art 14 s 6; 2002 ¢ 379 art 1 s 113

256B.0917 SENIORS’ AGENDA FOR INDEPENDENT LIVING® (SAIL) PROJECTS
FOR A NEW LONG- TERM CARE STRATEGY.

Subdivision 1. Purpose, mission, goals, and objectives. (a) The purpose of 1mple-
menting seniors’ agenda for independent living (SAIL) projects under this section is to
demonstrate a new cooperative strategy for the long-term care system in’the state of
Minnesota.

The projects are part of the initial plan. for a 20-year strategy The mission of the
20-year strategy is to create a new community-based care paradigm for long-term care
in Minnesota in order to maximize independence of the older adult population, and to
ensure cost-effective use of financial and human resources. The goals for the 20-year
strategy are to:

(1) achieve a broad awareness and use of. low cost home care and other resrdentlal
alternatives to nursing homes; :

(2) develop a statewide system of 1nformatlon and a551stance to enable easy access
to long-term care services; .

(3) develop sufficient alternatives to nursing homes to serve the 1ncreased number
of people needing long-term care; - :
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(4) maintain the moratorium -on new-construction of nursing. home beds, and to
lower the percentage of elderly persons served in institutional settings; and

(5) build a .community-based approach and community commitment to delivering
long-term care services for elderly persons in their homes.

(b) The objective for the fiscal years 1994 and 1995 biennial plan is to continue at
least four but not more than six projects in anticipation of a statewide program. These
projects will continue the process of implementing:

(1) a coordinated planning and administrative process;
(2) a refocused function of the preadmission screening program;

- (3) the development of additional home, community, and residential alternatives to
nursing homes;

(4) a program to support the informal caregivers for elderly persons;
(5) programs to strengthen the use of volunteers; and

(6) programs to support the building of community commitment to provide long-
term care for elderly persons..

The services offered through these projects are available to those ‘who have their
own funds to pay for services, as well as to persons who are. eligible for medical
assistance and to persons who are 180-day eligible clients to the extent authorized in
this section. .

. Subd. 2. Design of SAIL prOJects, Iocal long-term care coordmatmg team. (a) The
commissioner of human services shall contract with SAIL projects in four to six
counties or groups of counties to demonstrate the feasibility and cost-effectiveness of a
local long-term care strategy that is consistent with the state’s long-term care goals
identified in subdivision 1. The commissioner shall publish a notice in the State
Register announcing the availability of project funding and giving instructions for
making an application. The instructions for the application shall identify the amount of
funding available for project components.

- (b) To be selected for the project, a county board or boards must estabhsh a long—
term care coordinating team consisting of county social service agencies, public health
nursing service agencies, local boards of health, a representative of local nursing home
providers, a representative of local home care providers, and the area agencies on aging
in a geographic area which is responsible for:

(1) developing a local long term care strategy consistent with state goals and
objectives;

(2) submitting an application to be selected as a prOJect

. (3) coordinating planning for funds to provide services to elderly persons, includ-
ing funds received under Title III of the Older Americanis Act, Community Social
Services Act, Title XX of the Social Security Act and the Local Public Health Act; and

(4) ensuring efficient services provision and nonduplication of funding.

{c) The board or boards shall designate a public agency to serve as the lead
agency. The lead agency receives and manages the projec