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256B.04 DUTIES OF STATE AGENCY.

[For text o f subds I to 13, see M.S.2006]

Subd. 14. Competitive bidding, (a) When determined to be effective, economical, and 
feasible, the commissioner may utilize volume purchase through competitive bidding and 
negotiation under the provisions of chapter 16C, to provide items under the medical assis
tance program including but not limited to the following:

(1) eyeglasses;
(2) oxygen. The commissioner shall provide for oxygen needed in an emergency situa

tion on a short-term basis, until the vendor can obtain the necessary supply from the contract 
dealer;

(3) hearing aids and supplies; and
(4) durable medical equipment, including but not limited to:
(i) hospital beds;
(ii) commodes;
(iii) glide-about chairs;
(iv) patient lift apparatus;
(v) wheelchairs and accessories;
(vi) oxygen administration equipment;
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256B.04 MEDICAL ASSISTANCE FOR NEEDY PERSONS 122

(vii) respiratory therapy equipment;
(viii) electronic diagnostic, therapeutic and life support systems;
(5) nonemergency medical transportation level of need determinations, disbursement 

of public transportation passes and tokens, and volunteer and recipient mileage and parking 
reimbursements; and

(6) drugs.
(b) Rate changes under this chapter and chapters 256D and 256L do not affect contract 

payments under this subdivision unless specifically identified.
(c) The commissioner may not utilize volume purchase through competitive bidding 

and negotiation for special transportation services under the provisions of chapter 16C.
Subd. 14a. Level of need determination. Nonemergency mcdical transportation level 

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

[For text o f subds 15 to 19, see M.S.2006]

History: 2007 c 147 art 5 s 6,7

256B.055 ELIGIBILITY CATEGORIES.

[For text o f  subds 1 to 13, see M.S.2006]

Subd. 14. Persons detained by law. (a) Medical assistance may be paid for an inmate 
of a correctional facility who is conditionally released as authorized under section 241.26, 
244.065, or 631.425, if the individual does not require the security of a public detention facil
ity and is housed in a halfway house or community correction center, or under house arrest 
and monitored by electronic surveillance in a residence approved by the commissioner of 
corrections, and if the individual meets the other eligibility requirements of this chapter.

(b) An individual who is enrolled in medical assistance, and who is charged with a crime 
and incarcerated for less than 12 months shall be suspended from eligibility at the time of 
incarceration until the individual is released. Upon release, medical assistance eligibility is 
reinstated without reapplication using a reinstatement process and form, if the individual is 
otherwise eligible.

(c) An individual, regardless of age, who is considered an inmate of a public institution 
as defined in Code of Federal Regulations, title 42, section 435.1009, is not eligible for medi
cal assistance.

History: 2007 c 147 art 4 s 3

256B.056 ELIGIBILITY REQUIREMENTS FOR MEDICAL ASSISTANCE.

[For text o f subds 1 to 1c, see M.S.2006]

Subd. Id. Treatment of certain monetary gifts. The commissioner shall disregard as 
income any portion of a monetary gift received by an applicant or enrollee that is designated 
to purchase a prosthetic device not covered by insurance, other third-party payers, or medi
cal assistance.
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123 MEDICAL ASSISTANCE FOR NEEDY PERSONS 256B.06

[For text of subds 2 to 9, see M.S.2006]

Subd. 10. Eligibility verification, (a) The commissioner shall require women who are 
applying for the continuation of medical assistance coverage following the end of the 60-day 
postpartum period to update their income and asset information and to submit any required 
income or asset verification.

(b) The commissioner shall determine the eligibility of private-sector health care cov
erage for infants less than one year of age eligible under section 256B.055, subdivision 10, or 
256B.057, subdivision 1, paragraph (d), and shall pay for private-sector coverage if this is 
determined to be cost-effective.

(c) The commissioner shall verify assets and income for all applicants, and for all recipi
ents upon renewal.

[For text o f subd 11, see M.S.2006]

History: 2007 c 147 art 4 s 4; art 5 s 8

256B.057 ELIGIBILITY REQUIREMENTS FOR SPECIAL CATEGORIES.

[For text o f subds 1 to 2, see M.S.2006]

Subd. 2c. Extended coverage for children. A child receiving medical assistance un
der subdivision 2, who becomes ineligible due to excess income, is eligible for two addition
al months of medical assistance. Eligibility under this section is effective following any cov
erage available under section 256B.0625.

A child eligible for extended coverage under this section is deemed automatically eligi
ble for MinnesotaCare until renewal. MinnesotaCare coverage begins in accordance with 
section 256L.05, subdivision 3.

[For text o f subds 3 to 10, see M.S.2006]

History: 2007 c 147 art 13 s 1
NOTE: Subdivision 2c as added by Laws 2007, chapter 147, articic 13, scction 1, is effective October 1,2008, or upon feder

al approval, whichever is later. Laws 2007, chapter 147, article 13, section 1, the cffectivc date.

256B.06 ELIGIBILITY; MIGRANT WORKERS; CITIZENSHIP.

[For text o f subd 3, see M.S.2006]

Subd. 4. Citizenship requirements, (a) Eligibility for medical assistance is limited to 
citizens of the United States, qualified noncitizens as defined in this subdivision, and other 
persons residing lawfully in the United States. Citizens or nationals of the United States must 
cooperate in obtaining satisfactory documentary evidence of citizenship or nationality ac
cording to the requirements of the federal Deficit Reduction Act of 2005, Public Law 
109-171.

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

(1) admitted for lawful permanent residence according to United States Code, title 8;
(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, section 1158;
(4) granted withholding of deportation according to United States Code, title 8, section 

1253(h);
(5) paroled for a period of at least one year according to United States Code, title 8, sec

tion 1182(d)(5);
(6) granted conditional entrant status according to United States Code, title 8, section 

1153(a)(7);
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(7) determined to be a battered noncitizen by the United States Attorney General ac
cording to the Illegal Immigration Reform and Immigrant Responsibility Act of 1996, title V 
of the Omnibus Consolidated Appropriations Bill, Public Law 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 Responsibil
ity Act of 1996, title V, of the Omnibus Consolidated Appropriations Bill, Public Law 
104—200; or

(9) determined to be a Cuban or Haitian entrant as defined in section 501(e) of Public 
Law 96^122, 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 this chapter, are eligible for medi
cal 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 this chapter, are eligible 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 this chapter 
are eligible for medical assistance with federal participation for five years if they meet one of 
the following criteria:

(i) refugees admitted to the United States according to United States Code, title 8, sec
tion 1157;

(ii) persons granted asylum according to United States Code, title 8, section 1158;
(iii) persons granted withholding of deportation according to United States Code, title 

8, section 1253(h);
(iv) veterans of the United States armed forces with an honorable discharge for a 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.
Beginning 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 (j).

(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 
this chapter, are eligible for medical assistance under clauses (1) to (3). These individuals 
must cooperate with the United States Citizenship and Immigration Services to pursue any 
applicable immigration status, including citizenship, that would qualify them for medical as
sistance with federal financial 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 Au
gust 22,1996, are eligible for medical assistance without federal financial participation as 
described in paragraph (j).

(f) Nonimmigrants who otherwise meet the eligibility requirements of this chapter 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 furnished to noncitizens, 
regardless of immigration status, who otherwise meet the eligibility requirements of this 
chapter, if such care and services are necessary for the treatment of an emergency medical
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125 MEDICAL ASSISTANCE FOR NEEDY PERSONS 256B.0615

condition, except for organ transplants and related care and services and routine prenatal 
care.

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

(i) Pregnant noncitizens who are undocumented, nonimmigrants, or eligible for medi
cal assistance as described in paragraph (j), and who are not covered by a group health plan or 
health insurance coverage according to Code of Federal Regulations, title 42, section 
457.310, and who otherwise meet the eligibility requirements of this chapter, are eligible for 
medical assistance through the period of pregnancy, including labor and delivery, to the ex
tent federal funds are available under title XXI of the Social Security Act, and the state chil
dren’s health insurance program, followed by 60 days postpartum without federal financial 
participation.

(j) Qualified noncitizens as described in paragraph (d), and all other noncitizens lawful
ly residing in the United States as described in paragraph (e), who are ineligible for medical 
assistance with federal financial participation and who otherwise meet the eligibility require
ments of chapter 256B and of this paragraph, are eligible for medical assistance without fed
eral financial participation. Qualified noncitizens as described in paragraph (d) are only eli
gible for medical assistance without federal financial participation for five years from their 
date of entry into the United States.

(k) Beginning October 1, 2003, persons who are receiving care and rehabilitation ser
vices from a nonprofit center established to serve victims of torture and are otherwise ineligi
ble for medical assistance under this chapter are eligible for medical assistance without fed
eral financial participation. These individuals are eligible only for the period during which 
they are receiving services from the center. Individuals eligible under this paragraph shall not 
be required to participate in prepaid medical assistance.

[For text o f subd 5, see M.S.2006]

History: 2007 c 13 art I s 25

256B.0615 MENTAL HEALTH CERTIFIED PEER SPECIALIST.
Subdivision I. Scope. Medical assistance covers mental health certified peers special

ists services, as established in subdivision 2, subject to federal approval, if provided to recipi
ents who are eligible for services under sections 256B.0622 and 256B.0623, and are pro
vided by a certified peer specialist who has completed the training under subdivision 5.

Subd. 2. Establishment. The commissioner of human services shall establish a certi
fied peer specialists program model, which:

(1) provides nonclinical peer support counseling by certified peer specialists;
(2) provides a part of a wraparound continuum of services in conjunction with other 

community mental health services;
(3) is individualized to the consumer; and
(4) promotes socialization, recovery, self-sufficiency, self-advocacy, development of 

natural supports, and maintenance of skills learned in other support services.
Subd. 3. Eligibility. Peer support services may be made available to consumers of the 

intensive rehabilitative mental health services under section 256B.0622 and adult rehabilita
tive mental health services under section 256B.0623.

Subd. 4. Peer support specialist program providers. The commissioner shall devel
op a process to certify peer support specialist programs, in accordance with the federal guide
lines, in order for the program to bill for reimbursable services. Peer support programs may 
be freestanding or within existing mental health community provider centers.

Subd. 5. Certified peer specialist training and certification. The commissioner of 
human services shall develop a training and certification process for certified peer special
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ists, who must be at least 21 years of age and have a high school diploma or its equivalent. The 
candidates must have had a primary diagnosis of mental illness, be a current or former con
sumer of mental health services, and must demonstrate leadership and advocacy skills and a 
strong dedication to recovery. The training curriculum must teach participating consumers 
specific' skills relevant to providing peer support to other consumers. In addition to initial 
training and certification, the commissioner shall develop ongoing continuing educational 
workshops on pertinent issues related to peer support counseling.

History: 2007 c 147 art 8 s 16

256B.0621 COVERED SERVICES: TARGETED CASE MANAGEMENT SER
VICES.

[For text ofsubds 2 to 10, see M.S.2006]

Subd. 11. Notice of relocation assistance. The commissioner shall establish a process 
with the Centers for Independent Living that allows a person residing in a Minnesota nursing 
facility to receive needed information, consultation, and assistance from one of the centcrs 
about the available community support options that may enable the person to relocate to the 
community, if the person: (1) is under the age of 65, (2) has indicated a desire to live in the 
community, and (3) has signed a release of information authorized by the person or the per
son’s appointed legal representative. The process established under this subdivision shall be 
coordinated with the long-term care consultation service activities established in section 
256B.0911.

History: 2007 c 147 art 6 s 17

256B.0622 INTENSIVE REHABILITATIVE MENTAL HEALTH SERVICES.

[For text o f subd I, see M.S.2006]

Subd. 2. Definitions. For purposes of this section, the following terms have the mean
ings given them.

(a) “Intensive nonresidential rehabilitative mental health services” means adult rehabil
itative mental health services as defined in section 256B.0623, subdivision 2, paragraph (a), 
except that these services are provided by a multidisciplinary staff using a total team ap
proach consistent with assertive community treatment, the Fairweather Lodge treatment 
model, as defined by the standards established by the National Coalition for Community Liv
ing, and other evidence-based practices, and directed to recipients with a serious mental ill
ness who require intensive services.

(b) “Intensive residential rehabilitative mental health services” means short-term, 
time-limited services provided in a residential setting to recipients who are in need of more 
restrictive settings and are at risk of significant functional deterioration if they do not receive 
these services. Services are designed to develop and enhance psychiatric stability, personal 
and emotional adjustment, self-sufficiency, and skills to live in a more independent setting. 
Services must be directed toward a targeted discharge date with specified client outcomes 
and must be consistent with the Fairweather Lodge treatment model as defined in paragraph
(a), and other evidence-based practices.

(c) “Evidence-based practices” are nationally recognized mental health services that 
are proven by substantial research to be effective in helping individuals with serious mental 
illness obtain specific treatment goals.

(d) “Overnight staff’ means a member of the intensive residential rehabilitative mental 
health treatment team who is responsible during hours when recipients are typically asleep.

(e) “Treatment team” means all staff who provide seivices under this section to recipi
ents. At a minimum, this includes the clinical supervisor, mental health professionals as de
fined in section 245.462, subdivision 18, clauses (1) to (5); mental health practitioners as de
fined in section 245.462, subdivision 17; mental health rehabilitation workers under section 
256B.0623, subdivision 5, clause (3); and certified peer specialists under section 256B.0615.
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[For text of subds 3 to 10, see M.S.2006J

History: 2007 c 147 art 8 s 17

256B.0623 ADULT REHABILITATIVE MENTAL HEALTH SERVICES COV
ERED.

[For text o f subds 1 to 4, see M.S.2006]

Subd. 5. Qualifications of provider staff. Adult rehabilitative mental health services 
must be provided by qualified individual provider staff of a certified provider entity. Individ
ual provider staff must be qualified under one of the following criteria:

(1) a mental health professional as defined in section 245.462, subdivision 18, clauses 
(1) to (5). If the recipient has a current diagnostic assessment by a licensed mental health pro
fessional as defined in section 245.462, subdivision 18, clauses (1) to (5), recommending re
ceipt of adult mental health rehabilitative services, the definition of mental health profes
sional for purposes of this section includes a person who is qualified under section 245.462, 
subdivision 18, clause (6), and who holds a current and valid national certification as a certi
fied rehabilitation counselor or certified psychosocial rehabilitation practitioner;

(2) a mental health practitioner as defined in section 245.462, subdivision 17. The men
tal health practitioner must work under the clinical supervision of a mental health profession
al;

(3) a certified peer specialist under section 256B.0615. The certified peer specialist 
must work under the clinical supervision of a mental health professional; or

(4) a mental health rehabilitation worker. A mental health rehabilitation worker means a 
staff person working under the direction of a mental health practitioner or mental health pro
fessional and under the clinical supervision of a mental health professional in the imple
mentation of rehabilitative mental health services as identified in the recipient’s individual 
treatment plan who:

(i) is at least 21 years of age;
(ii) has a high school diploma or equivalent;
(iii) has successfully completed 30 hours of training during the past two years in all of 

the following areas: recipient rights, recipient-centered individual treatment planning, be
havioral terminology, mental illness, co-occurring mental illness and substance abuse, psy
chotropic medications and side effects, functional assessment, local community resources, 
adult vulnerability, recipient confidentiality; and

(iv) meets the qualifications in subitem (A) or (B):
(A) has an associate of arts degree in one of the behavioral sciences or human services, 

or is a registered nurse without a bachelor’s degree, or who within the previous ten years has:
(1) three years of personal life experience with serious and persistent mental illness;
(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 delivery of mental health ser

vices 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 20 percent of the mental health rehabilitation worker’s clients belong;
(2) receives during the first 2,000 hours of work, monthly documented individual clini

cal supervision by a mental health professional;
(3) has 18 hours of documented field supervision by a mental health professional 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
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(5) has 40 hours of additional continuing education on mental health topics during the 
first year of employment.

[For text o f subds 6 to 14, see M.S.2006]

History: 2007 c 147 art 8 s 18

256B.0625 COVERED SERVICES.

[For text o f subds 1 to 3e, see M.S.2006]

Subd. 3f. Circumcision. Circumcision is not covered, unless the procedure is medical
ly necessary.

[For text o f subds 4 to 5, see M.S.2006]

Subd. 5a. [Repealed, 2007 c 147 art 5 s 41]
Subd. 5b. [Repealed, 2007 c 147 art 5 s 41]
Subd. 5c. [Repealed, 2007 c 147 art 5 s 41]
Subd. 5d. [Repealed, 2007 c 147 art 5 s 41]
Subd. 5e. [Repealed, 2007 c 147 art 5 s 41]
Subd. 5f. [Repealed, 2007 c 147 art 5 s 41]
Subd. 5g. [Repealed, 2007 c 147 art 5 s 41]
Subd. 5h. [Repealed, 2007 c 147 art 5 s 41]
Subd. 5i. [Repealed, 2007 c 147 art 5 s 41]
Subd. 5j. [Repealed, 2007 c 147 art 5 s 41]
Subd. 51c. [Repealed, 2007 c 147 art 5 s 41]
Subd. 51. Intensive mental health outpatient treatment. Medical assistance covers 

intensive mental health outpatient treatment for dialectical behavioral therapy for adults. 
The commissioner shall establish:

(1) certification procedures to ensure that providers of these seivices are qualified; and
(2) treatment protocols including required service components and criteria for admis

sion, continued treatment, and discharge.

[For text o f subds 6a to 13, see M.S.2006]

Subd. 13a. [Repealed, 2007 c 133 art 2 s 13]
Subd. 13c. Formulary committee. The commissioner, after receiving recommenda

tions from professional medical associations and professional pharmacy associations, and 
consumer groups shall designate a Formulary Committee to carry out duties as described in 
subdivisions 13 to 13g. The Formulary Committee shall be comprised of four licensed physi
cians actively engaged in the practice of medicine in Minnesota one of whom must be active
ly engaged in the treatment of persons with mental illness; at least three licensed pharmacists 
actively engaged in the practice of pharmacy in Minnesota; and one consumer representa
tive; 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, dispensing, and 
monitoring of covered outpatient drugs. Members of the Formulary Committee shall not be 
employed by the Department of Human Services, but the committee shall be staffed by an 
employee of the department who shall serve as an ex officio, nonvoting member of the com
mittee. The department’s medical director shall also serve as an ex officio, nonvoting mem
ber for the committee. Committee members shall serve three-year terms and may be reap
pointed by the commissioner. The Formulary Committee shall meet at least quarterly. The 
commissioner may require more frequent Formulary Committee meetings as needed. An 
honorarium of $100 per meeting and reimbursement for mileage shall be paid to each com
mittee member in attendance.
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Subd. 13d. Drug formulary, (a) The commissioner shall establish a drug formulary. Its 
establishment 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.

(b) The formulary shall not include:
(1) drugs or products for which there is no federal funding;
(2) over-the-counter drugs, except as provided in subdivision 13;
(3) drugs used for weight loss, except that medically necessary lipase inhibitors may be 

covered for a recipient with type II diabetes;
(4) drugs when used for the treatment of impotence or erectile dysfunction;
(5) drugs for which medical value has not been established; and
(6) drugs from manufacturers who have not signed a rebate agreement with the Depart

ment of Health and Human Services pursuant to section 1927 of title XIX of the Social Secu
rity Act.

(c) If a single-source drug used by at least two percent of the fee-for-service medical 
assistance recipients is removed from the formulary due to the failure of the manufacturer to 
sign a rebate agreement with the Department of Health and Human Services, the commis
sioner shall notify prescribing practitioners within 30 days of receiving notification from the 
Centers for Medicare and Medicaid Services (CMS) that a rebate agreement was not signed.

[For text ofsubds 13e to 18, see M.S.2006]

Subd. 18a. Access to medical services, (a) Medical assistance reimbursement for 
meals for persons traveling to receive medical care may not exceed $5.50 for breakfast, $6.50 
for lunch, or $8 for dinner.

(b) Medical assistance reimbursement for lodging for persons traveling to receive med
ical care may not exceed $50 per day unless prior authorized by the local agency.

(c) Medical assistance direct mileage reimbursement to the eligible person or the eligi
ble person’s driver may not exceed 20 cents per mile.

(d) Regardless of the number of employees that an enrolled health care provider may 
have, medical assistance covers sign and oral language interpreter services when provided 
by an enrolled health care provider during the course of providing a direct, person-to-person 
covered health care service to an enrolled recipient with limited English proficiency or who 
has a hearing loss and uses interpreting services.

[For text ofsubds 19a to 19c, see M.S.2006]

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 pro
vided under this section must meet the relevant standards in sections 245.461 to 245.4887, 
the Comprehensive Adult and Children’s Mental Health Acts, Minnesota Rules, parts
9520.0900 to 9520.0926, and 9505.0322, excluding subpart 10.

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

(c) Medical assistance and MinnesotaCare payment for mental health case management 
shall be made on a monthly basis. In order to receive payment for an eligible child, the pro
vider 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 docu
ment:

(1) at least a face-to-face contact with the adult or the adult’s legal representative; or
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(2) at least a telephone contact with the adult or the adult’s legal representative and doc
ument a face-to-face contact with the adult or the adult’s legal representative within the pre
ceding two months.

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

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

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

(g) If the service is provided by a team which includes contracted vendors, tribal staff, 
and county or state staff, the costs for county or state staff participation in the team shall be 
included in the rate for county-provided services. In this case, the contracted vendor, the trib
al 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 docu
ment, in the recipient’s file, the need for team case management and a description of the roles 
of the team members.

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

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

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

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

(1) the costs of developing and implementing this section; and
(2) programming the information systems.
(1) 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 sec
tion. When this service is paid by the state without a federal share through fee-for-service, 
50 percent of the cost shall be provided by the state. Payments to county-contracted vendors 
shall include the federal earnings, the state share, and the county share.

(m) Case management services under this subdivision do not include therapy, treat
ment, legal, or outreach services.
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(n) If the recipient is a resident of a nursing facility, intermediate care facility, or hospi
tal, and the recipient’s institutional care is paid by medical assistance, payment for case man
agement services under this subdivision is limited to the last 180 days of the recipient’s resi
dency in that facility and may not exceed more than six months in a calendar year.

(0) Payment for case management services under this subdivision shall not duplicate 
payments made under other program authorities for the same puipose.

[For text of subds 20a and 22, see M.S.2006]

Subd. 23. Day treatment services. Medical assistance covers day treatment services as 
specified in sections 245.462, subdivision 8, and 245.4871, subdivision 10, that are provided 
under contract with the county board. Notwithstanding Minnesota Rules, part 9505.0323, 
subpart 15, the commissioner may set authorization thresholds for day treatment for adults 
according to section 256B.0625, subdivision 25. Notwithstanding Minnesota Rules, part 
9505.0323, subpart 15, effective July 1, 2004, medical assistance covers day treatment ser
vices for children as specified under section 256B.0943.

[For text of subds 24 to 46, see M.S.2006]

Subd. 47. Treatment foster care services. Effective July 1, 2007, and subject to feder
al approval, medical assistance covers treatment foster care services according to section 
256B.0946.

[For text of subd 48, see M.S.2006]

Subd. 49. Community health worker, (a) Medical assistance covers the care coor
dination and patient education services provided by a community health worker if the com
munity health worker has:

(1) received a certificate from the Minnesota State Colleges and Universities System 
approved community health worker curriculum; or

(2) at least five years of supervised experience with an enrolled physician, registered 
nurse, or advanced practice registered nurse.
Community health workers eligible for payment under clause (2) must complete the certifi
cation program by January 1, 2010, to continue to be eligible for payment.

(b) Community health workers must work under the supervision of a medical assistance 
enrolled physician, registered nurse, or advanced practice registered nurse.

Subd. 50. Self-directed supports option. Upon federal approval, medical assistance 
covers the self-directed supports option as defined under section 256B.0657 and section 
6087 of the Federal Deficit Reduction Act of 2005, Public Law 109-171.

Subd. 51. Provider-directed care coordination services. The commissioner shall de
velop and implement a provider-directed care coordination program for medical assistance 
recipients who are not enrolled in the prepaid medical assistance program and who are re
ceiving services on a fee-for-service basis. This program provides payment to primary care 
clinics for care coordination for people who have complex and chronic medical conditions. 
Clinics must meet certain criteria such as the capacity to develop care plans; have a dedicated 
care coordinator; and have an adequate number of fee-for-service clients, evaluation mech
anisms, and quality improvement processes to qualify for reimbursement. For purposes of 
this subdivision, a primary care clinic is a medical clinic designated as the patient’s first point 
of contact for medical care, available 24 hours a day, seven days a week, that provides or 
arranges for the patient’s comprehensive health care needs, and provides overall integration, 
coordination and continuity over time and referrals for specialty care.

Subd. 52. Lead risk assessments, (a) Effective October 1, 2007, or six months after 
federal approval, whichever is later, medical assistance covers lead risk assessments pro
vided by a lead risk assessor who is licensed by the commissioner of health under section 
144.9505 and employed by an assessing agency as defined in section 144.9501. Medical as
sistance covers a onetime on-site investigation of a recipient’s home or primary residence to
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determine the existence of lead so long as the recipient is under the age of 21 and has a venous 
blood lead level specified in section 144.9504, subdivision 2, paragraph (a).

(b) Medical assistance reimbursement covers the lead risk assessor’s time to complete 
the following activities:

(1) gathering samples;
(2) interviewing family members;
(3) gathering data, including meter readings; and
(4) providing a report with the results of the investigation and options for reducing lead- 

based paint hazards.
Medical assistance coverage of lead risk assessment does not include testing of environ

mental substances such as water, paint, or soil or any other laboratory services. Medical as
sistance coverage of lead risk assessments is not included in the capitated services for chil
dren enrolled in health plans through the prepaid medical assistance program and the Minne
sotaCare program.

(c) Payment for lead risk assessment must be cost-based and must meet the criteria for 
federal financial participation under the Medicaid program. The rate must be based on allow
able expenditures from cost information gathered. Under section 144.9507, subdivision 5, 
federal medical assistance funds may not replace existing funding for lead-related activities. 
The nonfederal share of costs for services provided under this subdivision must be from stale 
or local funds and is the responsibility of the agency providing the risk assessment. When the 
risk assessment is conducted by the commissioner of health, the state share must be from ap
propriations to the commissioner of health for this purpose. Eligible expenditures for the 
nonfederal share of costs may not be made from federal funds or funds used to match other 
federal funds. Any federal disallowances are the responsibility of the agency providing risk 
assessment services.

History: 2007 c 147 art 4 s 5-7; art 5 s 9; art 6 s 18; art 7 s 6,7; art 8 s 19-21; art 
11 s 17; art 15 s 16; art 16 s 16

NOTE: Subdivision 51 as added by Laws 2007. chapter 147, article 8, section 19, is effective July 1, 2008, and subject to 
federal approval. Laws 2007, chapter 147, article 8, section 19, the effective date.

NOTE: The amendment to subdivision 20 by Laws 2007, chapter 147, article 8, section 20, is effective January 1, 2009, 
except the amendments to paragraphs (h), (r), (s), and (t), are effective January 1,2008. Laws 2007, chapter 147, article 8, section 20, 
the effective date.

NOTE: Subdivision 50 as added by Laws 2007, chapter 147, article 7, scction 7, is effective upon federal approval of the 
state Medicaid plan amendment. Laws 2007, chapter 147, article 7, section 7, the effective date.

256B.0631 MEDICAL ASSISTANCE CO-PAYMENTS.
Subdivision 1. Co-payments, (a) Except as provided in subdivision 2, the medical as

sistance benefit plan shall include the following co-payments for all recipients, effective for 
services provided on or after October 1, 2003, and before January 1, 2009:

(1) S3 per nonpreventive visit. For purposes of this subdivision, a visit means an episode 
of service which is required because of a recipient’s symptoms, diagnosis, or established ill
ness, and which is delivered in an ambulatory setting by a physician or physician ancillary, 
chiropractor, podiatrist, nurse midwife, advanced practice nurse, audiologist, optician, or 
optometrist;

(2) $3 for eyeglasses;
(3) $6 for nonemergency visits to a hospital-based emergency room; and
(4) $3 per brand-name drug prescription and $1 per generic drug prescription, subject 

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

(b) Except as provided in subdivision 2, the medical assistance benefit plan shall in
clude the following co-payments for all recipients, effective for services provided on or after 
January 1, 2009:

(1) $6 for nonemergency visits to a hospital-based emergency room; and
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(2) $3 per brand-name drug prescription and $1 per generic drug prescription, subject 
to a $7 per month maximum for prescription drug co-payments. No co-payments shall apply 
to antipsychotic drugs when used for the treatment of mental illness.

(c) Recipients of medical assistance are responsible for all co-payments in this subdivi
sion.

[For text o f subd 2, see M.S.2006]

Subd. 3. Collection, (a) The medical assistance reimbursement to the provider shall be 
reduced by the amount of the co-payment, except that reimbursement for prescription drugs 
shall not be reduced once a recipient has reached the $12 per month maximum or the $7 per 
month maximum effective January 1, 2009, for prescription drug co-payments.

(b) The provider collects the co-payment from the recipient. Providers may not deny 
services to recipients who are unable to pay the co-payment.

(c) Medical assistance reimbursement to fee-for-service providers and payments to 
managed care plans shall not be increased as a result of the removal of the co-payments ef
fective January 1, 2009.

[For text o f subd 4, see M.S.2006]

History: 2007 c 147 art 5 s 10,11

NOTE: Subdivision 4 is repealed by Laws 2007, chapter 147, article 5, section 4 1, effective January 1, 2009. Laws 2007, 
chapter 147, article 5, section 41. paragraph (cl).

256B.0636 CONTROLLED SUBSTANCE PRESCRIPTIONS; ABUSE PREVEN
TION.

The commissioner of human services shall develop and implement a plan to:
(1) review utilization patterns of Minnesota health care program enrollees for con

trolled substances listed in section 152.02, subdivisions 3 and 4, and those substances de
fined by the Board of Pharmacy under section 152.02, subdivisions 8 and 12;

(2) develop a mechanism to address abuses both for fee-for-service Minnesota health 
care program enrollees and those enrolled in managed care plans; and

(3) provide education to Minnesota health care program enrollees on the proper use of 
controlled substances.

For purposes of this section, “Minnesota health care program” means medical assis
tance, MinnesotaCare, or general assistance medical care.

History: 2007 c 147 art 12 s 11

256B.0644 REIMBURSEMENT UNDER OTHER STATE HEALTH CARE PRO
GRAMS.

(a) A vendor of medical care, as defined in section 256B.02, subdivision 7, and a health 
maintenance organization, as defined in chapter 62D, must participate as a provider or con
tractor in the medical assistance program, general assistance medical care program, and Min
nesotaCare as a condition of participating as a provider in health insurance plans and pro
grams or contractor for state employees established under section 43A.18, the public em
ployees 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’ com
pensation system under section 176.135, and insurance plans provided through the Minneso
ta 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.

(b) For providers other than health maintenance organizations, participation in the med
ical assistance program means that:
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(1) the provider accepts new medical assistance, general assistance medical care, and 
MinnesotaCare patients;

(2) for providers other than dental service providers, at least 20 percent of the provider’s 
patients are covered by medical assistance, general assistance medical care, and Minnesota
Care as their primary source of coverage; or

(3) for dental service providers, at least ten percent of the provider’s patients are cov
ered by medical assistance, general assistance medical care, and MinnesotaCare as their pri
mary source of coverage, or the provider accepts new medical assistance and MinnesotaCare 
patients who are children with special health care needs. For purposes of this section, “chil
dren with special health care needs” means children up to age 18 who: (i) require health and 
related services beyond that required by children generally; and (ii) have or are at risk for a 
chronic physical, developmental, behavioral, or emotional condition, including: bleeding 
and coagulation disorders; immunodeficiency disorders; cancer; endocrinopathy; develop
mental disabilities; epilepsy, cerebral palsy, and other neurological diseases; visual impair
ment or deafness; Down syndrome and other genetic disorders; autism; fetal alcohol syn
drome; and other conditions designated by the commissioner after consultation with repre
sentatives of pediatric dental providers and consumers.

(c) Patients seen on a volunteer basis by the provider at a location other than the provid
er’s usual place of practice may be considered in meeting the participation requirement in 
this section. The commissioner shall establish participation requirements for health mainte
nance organizations. The commissioner shall provide lists of participating medical assis
tance providers on a quarterly basis to the commissioner of employee relations, the commis
sioner 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 not participate in the medical 
assistance program. The commissioner of employee relations shall implement this section 
through contracts with participating health and dental carriers.

History: 2007 c 147 art 5 s 12

256B.0651 HOME CARE SERVICES.
[For text o f  subds 1 to 6, see M.S.2006]

Subd. 7. Prior authorization; time limits. The commissioner or the commissioner’s 
designee shall determine the time period for which a prior authorization shall be effective 
and, if flexible use has been requested, whether to allow the flexible use option. If the recipi
ent continues to require home care services beyond the duration of the prior authorization, 
the home care provider must request a new prior authorization. A personal care provider 
agency must request a new personal care assistant services assessment, or service update if 
allowed, at least 60 days prior to the end of the current prior authorization time period. The 
request for the assessment must be made on a form approved by the commissioner. Under no 
circumstances, other than the exceptions in subdivision 4, shall a prior authorization be valid 
prior to the date the commissioner receives the request or for more than 12 months. A recipi
ent who appeals a reduction in previously authorized home care services may continue pre
viously authorized services, other than temporary services under subdivision 8, pending an 
appeal under section 256.045. The commissioner must provide a detailed explanation of why 
the authorized services are reduced in amount from those requested by the home care provid
er.

[For text o f subds 8 to 13, see M.S.2006]

History: 2007 c 147 art 7 s 8

256B.0653 HOME HEALTH AGENCY COVERED SERVICES.
(a) Homecare; skilled nurse visits. “Skilled nurse visits” are provided in a recipient’s 

residence under a plan of care or service plan that specifies a level of care which the nurse is 
qualified to provide. These services are:
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(1) nursing services according to the written plan of care or service plan and accepted 
standards of medical and nursing practice in accordance with chapter 148;

(2) services which due to the recipient’s medical condition may only be safely and effec
tively provided by a registered nurse or a licensed practical nurse;

(3) assessments performed only by a registered nurse; and
(4) teaching and training the recipient, the recipient’s family, or other caregivers requir

ing the skills of a registered nurse or licensed practical nurse.
(b) Telehoinecare; skilled nurse visits. Medical assistance covers skilled nurse visits 

according to section 256B.0625, subdivision 6a, provided via telehomecare, for services 
which do not require hands-on care between the home care nurse and recipient. The provi
sion of telehomecare must be made via live, two-way interactive audiovisual technology and 
may be augmented by utilizing store-and-forward technologies. 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 sections 144.291 to 144.298. 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 practi
tioners, is not to be considered a telehomecare visit. Multiple daily skilled nurse visits pro
vided 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 com
missioner or the commissioner’s designee and will be covered at the same allowable rate as 
skilled nurse visits provided in-person.

(c) Therapies through home health agencies. (1) Physical therapy. Medical assis
tance covers physical therapy and related services, including specialized maintenance thera
py. 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 pro
vided by a physical therapy assistant that are provided under the direction of a physical thera
pist 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 therapist as de
scribed in Minnesota Rules, part 9505.0390, subpart 1, item B. The physical therapist and 
physical therapist assistant may not both bill for services provided to a recipient on the same 
day.

(2) Occupational 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 occupa
tional therapist when the services of the occupational therapy assistant are provided under 
the direction of the occupational therapist who is 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 reimbursed at 65 percent of the occupational therapist rate. Direction of 
the occupational therapy assistant must be provided by the occupational therapist as de
scribed 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.

History: 2007 c 147 art 10 s 15

256B.0655 PERSONAL CARE ASSISTANT SERVICES.
[For text o f subds 1 and la, see M.S.2006]

Subd. 1 b. Assessment. “Assessment” means a review and evaluation of a recipient’s 
need for home care services conducted in person. Assessments for personal care assistant
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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: documenta
tion of health status, determination of need, evaluation of service effectiveness, identifica
tion of appropriate services, service plan development or modification, coordination of ser
vices, 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 or sections 
256B.0651, 256B.0653, 256B.0654, and 256B.0656, the county public health nurse or certi
fied 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 per
sonal 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 significant change in the recipient’s condition or when there is a change in the 
need for personal care assistant services. A service update may substitute for the annual face- 
to-face assessment when there is not a significant change in recipient condition or a change 
in the need for personal care assistant service. A service update may be completed by tele
phone, used when there is no need for an increase in personal care assistant services, and used 
for two consecutive assessments if followed by a face-to-face assessment. A service update 
must be completed on a form approved by the commissioner. A service update or review for 
temporary increase includes a review of initial baseline data, evaluation of service effective
ness, redetermination of service need, modification of service plan and appropriate referrals, 
update of initial forms, obtaining service authorization, and on going consumer education. 
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 or personal care provider 
agency.

[For text o f subds lc  to le, see M.S.2006]

Subd. If. Personal care assistant, (a) “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 or
ganization;

(3) effective July 1,1996, has completed one of the training requirements as specified in 
paragraph (b);

(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 supervising qualified professional or physician;

(5) is not a consumer of personal care assistant services;
(6) maintains daily written records detailing:
(i) the actual services provided to the recipient; and
(ii) the amount of time spent providing the services; and
(7) is subject to criminal background checks and procedures specified in chapter 245C.
(b) Personal care assistant training must include successful completion of one or more

training requirements in:
(1) a nursing assistant training program or its equivalent for which competency as a 

nursing assistant is determined according to a test administered by the Minnesota State 
Board of Technical Colleges;

(2) a homemaker home health aide preservice training program using a curriculum rec
ommended by the Department of Health;

(3) an accredited educational program for registered nurses or licensed practical nurses;
(4) a training program that provides the assistant with skills required to perform person

al care assistant services specified in subdivision 2; or
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(5) a determination by the personal care provider that the assistant has, through training 
or experience, the skills required to perform the personal care services specified in subdivi
sion 2.

[For text o f subds lg  to 2, see M.S.2006]

Subd. 3. Assessment and service plan. Assessments under subdivision lb and sec
tions 256B.0651, subdivision 1, paragraph (b), and 256B.0654, subdivision 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. A personal 
care provider agency must use a form approved by the commissioner to request a county pub
lic health nurse to conduct a personal care assistant services assessment. When requesting a 
reassessment, the personal care provider agency must notify the county and the recipient at 
least 60 days prior to the end of the current prior authorization for personal care assistant ser
vices. The recipient notice shall include information on the recipient’s appeal rights. Within 
30 days of recipient or responsible party or personal care assistant provider agency 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 his
tories, and hospital or facility discharge summaries shall be submitted to the commissioner. 
Notwithstanding the provisions of subdivision 8, 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 authorized based upon the assessment and service 
plan will follow the recipient if the recipient chooses to change providers.

(2) If the recipient’s need changes, the recipient’s provider may assess the need for a 
change in service authorization and request the change from the county public health nurse. 
The request must be made on a form approved by the commissioner. Within 30 days of the 
request, the public health nurse will determine whether to request the change in services 
based upon the provider assessment, or conduct a home visit to assess the need and determine 
whether the change is appropriate. If the change in service need is due to a change in medical 
condition, a new physician’s statement of need required by section 256B.0625, subdivision 
19c, must be obtained.

(3) To continue to receive personal care assistant services after the first year, the recipi
ent or the responsible party, in conjunction with the public health nurse, may complete a ser
vice update on forms developed by the commissioner according to criteria and procedures in 
subdivisions la  to li and sections 256B.0651, subdivision 1; 256B.0653; and 256B.0654, 
subdivision 1.

[For text o f subds 4 to 7, see M.S.2006]

Subd. 8. Public health nurse assessment rate, (a) The reimbursement rates for public 
health nurse visits that relate to the provision of personal care services under this section and 
section 256B.0625, subdivision 19a, are:

(i) $210.50 for a face-to-face assessment visit;
(ii) $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 in

creases for personal care assistant services that are approved by the legislature for the fiscal 
year ending June 30,2000, and subsequent fiscal years. Any requirements applied by the leg
islature to provider rate increases for personal care assistant services also apply to adjust
ments under this paragraph.

(c) Effective July 1, 2008, the payment rate for an assessment under this section and 
section 256B.0651 shall be reduced by 25 percent when the assessment is not completed on 
time or the service agreement documentation is not submitted in time to continue services. 
The commissioner shall recoup these amounts on a retroactive basis.
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[For text ofsubds 9 and 10, see M.S.2006]

Subd. 11. Personal care provider responsibilities. The personal care provider shall:
(1) employ or contract with services staff to provide personal care services and to train 

services staff as necessary;
(2) supervise the personal care services as provided in subdivision 2, paragraph (f);
(3) employ a personal care assistant that a qualified recipient brings to the personal care 

provider as the recipient’s choice of assistant and who meets the employment qualifications 
of the provider, except that a personal care provider who must comply with the requirements 
of a governmental personnel administration system is exempt from this clause;

(4) bill the medical assistance program for a personal care service by the personal care 
assistant and a visit by the qualified professional supervising the personal care assistant;

(5) establish a grievance mechanism to resolve consumer complaints about personal 
care services, including the personal care provider’s decision whether to employ the quali
fied recipient’s choice of a personal care assistant;

(6) keep records as required in Minnesota Rules, parts 9505.2160 to 9505.2195;
(7) perform functions and provide services specified in the personal care provider’s 

contract;
(8) comply with applicable rules and statutes; and
(9) perform other functions as necessary to carry out the responsibilities in clauses (1) to

(8).

Subd. 12. Personal care provider; employment prohibition. A personal care provid
er shall not employ a person to provide personal care service for a qualified recipient if the 
person:

(1) refuses to provide full disclosure of criminal history records as specified in subdivi
sion lg, clause (1);

(2) has been convicted of a crime that directly relates to the occupation of providing 
personal care services to a qualified recipient;

(3) has jeopardized the health or welfare of a vulnerable adult through physical abuse, 
sexual abuse, or neglect as defined in section 626.557; or

(4) is misusing or is dependent on mood-altering chemicals, including alcohol, to the 
extent that the personal care provider knows or has reason to believe that the use of chemicals 
has a negative effect on the person’s ability to provide personal care services or the use of 
chemicals is apparent during the hours the person is providing personal care services.

Subd. 13. Supervision of personal care services. A personal care service to a qualified 
recipient as described in subdivision 4 shall be under the supervision of a qualified profes
sional who shall have the following duties:

(1) ensure that the personal care assistant is capable of providing the required personal 
care services through direct observation of the assistant’s work or through consultation with 
the qualified recipient;

(2) ensure that the personal care assistant is knowledgeable about the plan of personal 
care services before the personal care assistant performs personal care services;

(3) ensure that the personal care assistant is knowledgeable about essential observations 
of the recipient’s health, and about any conditions that should be immediately brought to the 
attention of either the qualified professional or the attending physician;

(4) evaluate the personal care services of a recipient through direct observation of the 
personal care assistant’s work or through consultation with the qualified recipient. Evalua
tion shall be made:

(i) within 14 days after the placement of a personal care assistant with the qualified re
cipient;

(ii) at least once every 30 days during the first 90 days alter the qualified recipient first 
receives personal care services according to the plan of personal care service; and
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(iii) at least once every 120 days following the period of evaluations in item (ii). The 
qualified professional shall record in writing the results of the evaluation and actions taken to 
correct any deficiencies in the work of the personal care assistant;

(5) review, together with the recipient, and revise, as necessary, the plan of personal care 
services at least once every 120 days after a plan of personal care services is developed;

(6) ensure that the personal care assistant and recipient are knowledgeable about a 
change in the plan of personal care services;

(7) ensure that records are kept, showing the services provided to the recipient by the 
personal care assistant as described in subdivision 2, paragraph (f), and the time spent pro
viding the services;

(8) determine that a qualified recipient is still capable of directing the recipient’s own 
care or has a responsible party; and

(9) determine with a physician that a recipient is a qualified recipient.
History: 2007 c 147 art 6 s 19-22; art 7 s 9-11

256B.0657 SELF-DIRECTED SUPPORTS OPTION.
Subdivision 1. Definition. “Self-directed supports option” means personal assistance, 

supports, items, and related services purchased under an approved budget plan and budget by 
a recipient.

Subd. 2. Eligibility, (a) The self-directed supports option is available to a person who:
(1) is a recipient of medical assistance as determined under sections 256B.055, 

256B.056, and 256B.057, subdivision 9;
(2) is eligible for personal care assistant services under section 256B.0655;
(3) lives in the person’s own apartment or home, which is not owned, operated, or con

trolled by a provider of services not related by blood or marriage;
(4) has the ability to hire, fire, supervise, establish staff compensation for, and manage 

the individuals providing services, and to choose and obtain items, related services, and sup
ports as described in the participant’s plan. If the recipient is not able to cany out these func
tions but has a legal guardian or parent to carry them out, the guardian or parent may fulfill 
these functions on behalf of the recipient; and

(5) has not been excluded or disenrolled by the commissioner.
(b) The commissioner may disenroll or exclude recipients, including guardians and par

ents, under the following circumstances:
(1) recipients who have been restricted by the Primary Care Utilization Review Com

mittee may be excluded for a specified time period;
(2) recipients who exit the self-directed supports option during the recipient’s service 

plan year shall not access the self-directed supports option for the remainder of that service 
plan year; and

(3) when the department determines that the recipient cannot manage recipient respon
sibilities under the program.

Subd. 3. Eligibility for other services. Selection of the self-directed supports option 
by a recipient shall not restrict access to other medically necessary care and services fur
nished under the state plan medical assistance benefit, including home care targeted case 
management, except that a person receiving home and community-based waiver services, a 
family support grant, or a consumer support grant is not eligible for funding under the self
directed supports option.

Subd. 4. Assessment requirements, (a) The self-directed supports option assessment 
must meet the following requirements:

(1) it shall be conducted by the county public health nurse or a certified public health 
nurse under contract with the county;

(2) it shall be conducted face-to-face in the recipient’s home initially, and at least annu
ally thereafter; when there is a significant change in the recipient’s condition; and when there
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is a change in the need for personal care assistant services. A recipient who is residing in a 
facility may be assessed for the self-directed support option for the purpose of returning to 
the community using this option; and

(3) it shall be completed using the format established by the commissioner.
(b) The results of the assessment and recommendations shall be communicated to the 

commissioner and the recipient by the county public health nurse or certified public health 
nurse under contract with the county.

Subd. 5. Self-directed supports option plan requirements, (a) The plan for the self- 
directed supports option must meet the following requirements:

(1) the plan must be completed using a person-centered process that:
(1) builds upon the recipient’s capacity to engage in activities that promote community

life;
(ii) respects the recipient’s preferences, choices, and abilities;
(iii) involves families, friends, and professionals in the planning or delivery of services 

or supports as desired or required by the recipient; and
(iv) addresses the need for personal care assistant services identified in the recipient’s 

self-directed supports option assessment;
(2) the plan shall be developed by the recipient or by the guardian of an adult recipient or 

by a parent or guardian of a minor child, with the assistance of an enrolled medical assistance 
home care targeted case manager provider who meets the requirements established for using 
a person-centered planning process and shall be reviewed at least annually upon reassess
ment or when there is a significant change in the recipient’s condition; and

(3) the plan must include the total budget amount available divided into monthly 
amounts that cover the number of months of personal care assistant services authorization 
included in the budget. The amount used each month may vary, but additional funds shall not 
be provided above the annual personal care assistant services authorized amount unless a 
change in condition is documented.

(b) The commissioner shall:
(1) establish the format and criteria for the plan as well as the requirements for providers 

who assist with plan development;
(2) review the assessment and plan and, within 30 days after receiving the assessment 

and plan, make a decision on approval of the plan;
(3) notify the recipient, parent, or guardian of approval or denial of the plan and provide 

notice of the right to appeal under section 256.045; and
(4) provide a copy of the plan to the fiscal support entity selected by the recipient.
Subd. 6. Services covered, (a) Services covered under the self-directed supports op

tion include:
(1) personal care assistant services under section 256B.0655; and
(2) items, related services, and supports, including assistive technology, that increase 

independence or substitute for human assistance to the extent expenditures would otherwise 
be used for human assistance.

(b) Items, supports, and related services purchased under this option shall not be consid
ered home care services for the purposes of section 144A.43.

Subd. 7. Noncovered services. Services or supports that are not eligible for payment 
under the self-directed supports option include:

(1) services, goods, or supports that do not benefit the recipient;
(2) any fees incurred by the recipient, such as Minnesota health care program fees and 

co-pays, legal fees, or costs related to advocate agencies;
(3) insurance, except for insurance costs related to employee coverage or fiscal support 

entity payments;
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(4) room and board and personal items that are not related to the disability, except that 
medically prescribed specialized diet items may be covered if they reduce the need for hu
man assistance;

(5) home modifications that add square footage;
(6) home modifications for a residence other than the primary residence of the recipient, 

or in the event of a minor with parents not living together, the primary residences of the par
ents;

(7) expenses for travel, lodging, or meals related to training the recipient, the parent or 
guardian of an adult recipient, or the parent or guardian of a minor child, or paid or unpaid 
caregivers that exceed $500 in a 12-month period;

(8) experimental treatment;
(9) any service or item covered by other medical assistance state plan services, includ

ing prescription and over-the-counter medications, compounds, and solutions and related 
fees, including premiums and co-payments;

(10) membership dues or costs, except when the service is necessary and appropriate to 
treat a physical condition or to improve or maintain the recipient’s physical condition. The 
condition must be identified in the recipient’s plan of care and monitored by a Minnesota 
health care program enrolled physician;

(11) vacation expenses other than the cost of direct services;
(12) vehicle maintenance or modifications not related to the disability;
(13) tickets and related costs to attend sporting or other recreational events; and
(14) costs related to Internet access, except when necessary for operation of assistive 

technology, to increase independence, or to substitute for human assistance.
Subd. 8. Self-directed budget requirements. The budget for the provision of the self

directed service option shall be equal to the greater of either:
(1) the annual amount of personal care assistant services under section 256B.0655 that 

the recipient has used in the most recent 12-month period; or
(2) the amount determined using the consumer support grant methodology under sec

tion 256.476, subdivision 1.1, except that the budget amount shall include the federal and 
nonfederal share of the average service costs.

Subd. 9. Quality assurance and risk management, (a) The commissioner shall estab
lish quality assurance and risk management measures for use in developing and implement
ing self-directed plans and budgets that (1) recognize the roles and responsibilities involved 
in obtaining services in a self-directed manner, and (2) assure the appropriateness of such 
plans and budgets based upon a recipient’s resources and capabilities. These measures must 
include (i) background studies, and (ii) backup and emergency plans, including disaster plan
ning.

(b) The commissioner shall provide ongoing technical assistance and resource and edu
cational materials for families and recipients selecting the self-directed option.

(c) Performance assessments measures, such as of a recipient’s satisfaction with the ser
vices and supports, and ongoing monitoring of health and well-being shall be identified in 
consultation with the stakeholder group.

Subd. 10. Fiscal support entity, (a) Each recipient shall choose a fiscal support entity 
provider certified by the commissioner to make payments for services, items, supports, and 
administrative costs related to managing a self-directed service plan authorized for payment 
in the approved plan and budget. Recipients shall also choose the payroll, agency with 
choice, or the fiscal conduit model of financial and service management.

(b) The fiscal support entity:
(1) may not limit or restrict the recipient’s choice of service or support providers, in

cluding use of the payroll, agency with choice, or fiscal conduit model of financial and ser
vice management;

(2) must have a written agreement with the recipient or the recipient’s representative 
that identifies the duties and responsibilities to be performed and the specific related charges;
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(3) must provide the recipient and the home care targeted case manager with a monthly 
written summary of the self-directed supports option services that were billed, including 
charges from the fiscal support entity;

(4) must be knowledgeable of and comply with Internal Revenue Service requirements 
necessary to process employer and employee deductions, provide appropriate and timely 
submission of employer tax liabilities, and maintain documentation to support medical assis
tance claims;

(5) must have current and adequate liability insurance and bonding and sufficient cash 
flow and have on staff or under contract a certified public accountant or an individual with a 
baccalaureate degree in accounting; and

(6) must maintain records to track all self-directed supports option services expendi
tures, including time records of persons paid to provide supports and receipts for any goods 
purchased. The records must be maintained for a minimum of five years from the claim date 
and be available for audit or review upon request. Claims submitted by the fiscal support en
tity must correspond with services, amounts, and time periods as authorized in the recipient’s 
self-directed supports option plan.

(c) The commissioner shall have authority to:
(1) set or negotiate rates with fiscal support entities;
(2) limit the number of fiscal support entities;
(3) identify a process to certify and recertify fiscal support entities and assure fiscal sup

port entities are available to recipients throughout the state; and
(4) establish a uniform format and protocol to be used by eligible fiscal support entities.
Subd. 11. Stakeholder consultation. The commissioner shall consult with a statewide

consumer-directed services stakeholder group, including representatives of all types of con
sumer-directed service users, advocacy organizations, counties, and consumer-directed ser
vice providers. The commissioner shall seek recommendations from this stakeholder group 
in developing:

(1) the self-directed plan format;
(2) requirements and guidelines for the person-centered plan assessment and planning 

process;
(3) implementation of the option and the quality assurance and risk management tech

niques; and
(4) standards and requirements, including rates for the personal support plan develop

ment provider and the fiscal support entity; policies; training; and implementation. The 
stakeholder group shall provide recommendations on the repeal of the personal care assistant 
choice option, transition issues, and whether the consumer support grant program under sec
tion 256.476 should be modified. The stakeholder group shall meet at least three times each 
year to provide advice on policy, implementation, and other aspects of consumer and self—di
rected services.

History: 2007 c 147 art 7 s 12

NOTE: Subdivisions I to 10 as added by Laws 2007, chapter 147, article 7, section 12, are effective upon federal approval of 
the state Medicaid plan amendment. Laws 2007, chaptcr 147, articlc 7, scction 12, the effective date.

256B.0911 LONG-TERM CARE CONSULTATION SERVICES.

[For text o f subds 1 to 3, see M.S.2006]

Subd. 3a. Assessment and support planning, (a) Persons requesting assessment, ser
vices planning, or other assistance intended to support community-based living, including 
persons who need assessment in order to determine waiver or alternative care program eligi
bility, must be visited by a long-term care consultation team within ten working days after
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the date on which an assessment was requested or recommended. Assessments must be con
ducted according to paragraphs (b) to (i).

(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 regarding the most appropriate care for each individual screened or assessed.

(c) The long-term care consultation 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 with the person 
being assessed and the person’s legal representative, 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” means community services and living ar
rangements 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 developing a community support plan without participating in a com
plete assessment.

(g) The person has the right to make the final decision between nursing facility place
ment and community placement after the screening team’s recommendation, except as pro
vided in subdivision 4a, paragraph (c).

(h) The team must give the person receiving assessment or support planning, or the per
son’s legal representative, materials, and forms supplied by the commissioner containing the 
following information:

(1) the need for and purpose of preadmission screening if the person selects nursing fa
cility placement;

(2) the role of the long-term care consultation assessment and support planning in waiv
er and alternative care program eligibility determination;

(3) information about Minnesota health care programs;
(4) the person’s freedom to accept or reject the recommendations of the team;
(5) the person’s right to confidentiality under the Minnesota Government Data Practic

es Act, chapter 13;
(6) the long-term care consultant’s decision regarding the person’s need for nursing fa

cility level of care; and
(7) the person’s right to appeal the decision regarding the need for nursing facility level 

of care or the county’s final decisions regarding public programs eligibility according to sec
tion 256.045, subdivision 3.

(i) Face-to-face assessment completed as part of eligibility determination for the alter
native care, elderly waiver, community alternatives for disabled individuals, community al
ternative care, and traumatic brain injury waiver programs under sections 256B.0915, 
256B.0917, and 256B.49 is valid to establish service eligibility for no more than 60 calendar 
days after the date of assessment. The effective eligibility start date for these programs can 
never be prior to the date of assessment. If an assessment was completed more than 60 days 
before the effective waiver or alternative care program eligibility start date, assessment and 
support plan information must be updated in a face-to-face visit and documented in the de
partment’s Medicaid Management Information System (MMIS). The effective date of pro
gram eligibility in this case cannot be prior to the date the updated assessment is completed.

Subd. 3b. TVansition assistance, (a) A long-term care consultation team shall provide 
assistance to persons residing in a nursing facility, hospital, regional treatment center, or in
termediate care facility for persons with developmental disabilities who request or are re
ferred for assistance. Transition assistance must include assessment, community support
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plan development, referrals to Minnesota health care programs, and referrals to programs 
that provide assistance with housing. Transition assistance must also include information 
about the Centers for Independent Living and about other organizations that can provide as
sistance with relocation efforts, and information about contacting these organizations to ob
tain their assistance and support.

(b) The county shall develop transition processes with institutional social 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 working days of the date of re
quest or recommendation for assessment; and

(3) there is a plan for transition and follow-up for the individual’s return to the commu
nity. The plan must require notification of other local agencies when a person who may re
quire assistance is screened by one county for admission to a facility located in another 
county.

(c) If a person who is eligible for a Minnesota health care program is admitted to a nurs
ing facility, the nursing facility must include a consultation team member or the case manag
er in the discharge planning process.

Subd. 3c. Transition to housing with services, (a) Housing with services establish
ments offering or providing assisted living under chapter 144G shall inform all prospective 
residents of the availability of and contact information for transitional consultation seivices 
under this subdivision prior to executing a lease or contract with the prospective resident. 
The purpose of transitional long-term care consultation is to support persons with current or 
anticipated long-term care needs in making informed choices among options that include the 
most cost-effective and least restrictive settings, and to delay spenddown to eligibility for 
publicly funded programs by connecting people to alternative services in their homes before 
transition to housing with services. Regardless of the consultation, prospective residents 
maintain the right to choose housing with services or assisted living if that option is their 
preference.

(b) Transitional consultation services are provided as determined by the commissioner 
of human services in partnership with county long-term care consultation units, and the Area 
Agencies on Aging, and are a combination of telephone-based and in-person assistance pro
vided under models developed by the commissioner. The consultation shall be performed in 
a manner that provides objective and complete information. Transitional consultation must 
be provided within five working days of the request of the prospective resident as follows:

(1) the consultation must be provided by a qualified professional as determined by the 
commissioner;

(2) the consultation must include a review of the prospective resident’s reasons for con
sidering assisted living, the prospective resident’s personal goals, a discussion of the pro
spective resident’s immediate and projected long-term care needs, and alternative commu
nity services or assisted living settings that may meet the prospective resident’s needs; and

(3) the prospective resident shall be informed of the availability of long-term care con
sultation services described in subdivision 3a that are available at no charge to the prospec
tive resident to assist the prospective resident in assessment and planning to meet the pro
spective resident’s long-term care needs.

[For text o f subd 4a, see M.S.2006]

Subd. 4b. Exemptions and emergency admissions, (a) Exemptions 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 certified nursing facility;

(2) a person transferring from one certified nursing facility in Minnesota to another cer
tified nursing facility in Minnesota; and
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(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):

(i) 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 condition for which care 
was provided in the hospital; and

(iii) the attending physician has certified before the nursing facility admission that the 
person is likely to receivc less than 30 days of nursing facility services.

(b) Persons who are exempt from preadmission screening for puiposes of level of care 
determination include:

(1) persons described in paragraph (a);
(2) an individual who has a contractual right to have nursing facility care paid for indefi

nitely by the veterans’ administration;
(3) an individual enrolled in a demonstration project under section 256B.69, subdivi

sion 8, at the time of application to a nursing facility; and
(4) an individual currently being served under the alternative care program or under a 

home and community-based services waiver authorized under section 1915(c) of the federal 
Social Security Act.

(c) Persons admitted to a Medicaid-certified nursing facility from the community on an 
emergency basis as described in paragraph (d) or from an acute care facility on a nonworking 
day must be screened the first working day after admission.

(d) Emergency admission to a nursing facility prior to screening is permitted when all of 
the following conditions are met:

(1) a person is admitted from the community to a certified nursing or certified boarding 
care facility during county nonworking hours;

(2) a physician has determined that delaying admission until preadmission screening 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 
community, such as sustaining an injury, sudden onset of acute illness, or a caregiver’s in
ability to continue to provide care;

(4) the attending physician has authorized the emergency placement and has docu
mented the reason that the emergency placement is recommended; and

(5) the county is contacted on the first working day following 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 hospital 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 written information to all persons admitted regard
ing the person’s right to request and receivc long-term care consultation services as defined 
in subdivision la. The information must be provided prior to the person’s discharge from the 
facility and in a format specified by the commissioner.

Subd. 4c. Screening requirements, (a) A person may be screened for nursing facility 
admission by telephone or in a face-to—face screening interview. Consultation team mem
bers 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 profes
sionals;

(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 county screening or intake activity must include processes to identify persons 
who may require transition assistance as described in subdivision 3b.

[For text o f subds 4d and 5, see M.S.2006]

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 month
ly amount to be paid by each nursing facility for each fiscal year must be determined by divid
ing the county’s annual allocation for long-term care consultation services by 12 to deter
mine 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 para
graph (a) for each nursing facility reimbursed under section 256B.431 or 256B.434 accord
ing to section 256B.431, subdivision 2b, paragraph (g).

(c) In the event of the layaway, delicensure and decertification, or removal from lay- 
away 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 
la. 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 biennial home and community-based services quality 
assurance plan on a form provided by the commissioner.

(e) Notwithstanding section 256B.0641, overpayments attributable to payment of the 
screening costs under the medical assistance program may not be recovered from a facility.

(f) The commissioner of human services shall amend the Minnesota medical assistance 
plan to include reimbursement for the local consultation teams.

(g) 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 initial support plan development provided under subdivision 3a or 3b.

Subd. 6a. Withholding. If any provider obligated to pay the long-term care consulta
tion amount as described in subdivision 6 is more than two months delinquent in the timely 
payment of the monthly installment, the commissioner may withhold payments, penalties, 
and interest in accordance with the methods outlined in section 256.9657, subdivision 7a. 
Any amount withheld under this provision must be returned to the county to whom the delin
quent payments were due.

Subd. 7. Reimbursement for certified nursing facilities, (a) Medical assistance reim
bursement for nursing facilities shall be authorized for a medical assistance recipient only if a 
preadmission 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 crite
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ria for nursing facility placement or, if indicated, has not had a level IIOBRA 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 lor a recipient with developmental disability is approved by the state devel
opmental disability authority.

(b) The nursing facility must not bill a person who is not a medical assistance recipient 
for resident days that preceded the date of completion of screening activities as required un
der subdivisions 4a, 4b, and 4c. The nursing facility must include unreimbursed resident 
days in the nursing facility resident day totals reported to the commissioner.

History: 2007 c 147 art 6 s 23-28; art 7 s 13,14
NOTE: Subdivision 3c as added by Laws 2007, chaptcr 147, articlc 7, scction 14, is effective October I, 2008. Laws 2007, 

chaptcr 147, article 7, section 14, the effective date.

256B.0913 ALTERNATIVE CARE PROGRAM.
[For text ofsubds 1 and 2, see M.S.2006]

Subd. 4. Eligibility 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 section 
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 assistance within 135 days of admission to a 

nursing facility;
(4) the person is not ineligible for the payment of long-term care services by the medical 

assistance program due to an asset transfer penalty under section 256B.0595 or equity inter
est in the home exceeding $500,000 as stated in section 256B.056;

(5) the person needs long-term care services that are not funded through other state or 
federal funding;

(6) the monthly cost of the alternative care services funded by the program for this per
son does not exceed 75 percent of the monthly limit described under section 256B.0915, sub
division 3a. 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 sec
tion 256B.0915, subdivision 3, and the alternative care program monthly service limit de
fined in this paragraph. If care-related supplies and equipment or environmental modifica
tions and adaptations 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 ser
vices shall be determined. In this event, the annual cost of alternative care services shall not 
exceed 12 times the monthly limit described in this paragraph; and

(7) the person is making timely payments of the assessed monthly fee.
A person is ineligible if payment of the fee is over 60 days past due, unless the person agrees 
to:

(i) the appointment of a representative payee;
(ii) automatic payment from a financial account;
(iii) the establishment of greater family involvement in the financial management of 

payments; or
(iv) another method acceptable to the lead agency to ensure prompt fee payments.
The lead agency may extend the client’s eligibility as necessary while making arrange

ments to facilitate payment of past-due amounts and future premium payments. Following
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disenrollment due to nonpayment of a monthly fee, eligibility shall not be reinstated for a 
period of 30 days.

(b) Alternative care funding under this subdivision is not available for a person who is a 
medical assistance recipient or who would be eligible for medical assistance without a 
spenddown or waiver obligation. A person whose initial application for medical assistance 
and the elderly waiver program 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 assis
tance, 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 fed
erally approved elderly waiver plan. Notwithstanding this provision, alternative carc funds 
may not be used to pay for any service the cost of which: (i) is payable by medical assistance;
(ii) is used by a recipient to meet a waiver obligation; or (iii) is used to pay a medical assis
tance income spenddown for a person who is eligible to participate in the federally approved 
elderly waiver program under the special income standard provision.

(c) Alternative care funding is not available for a person who resides in a licensed nurs
ing home, certified boarding care home, hospital, or inteiTnediate care facility, except for 
case management services which are provided in support of the discharge planning process 
for a nursing home resident or certified boarding carc home resident to assist with a reloca
tion process to a community-bascd setting.

(d) Alternative care funding is not available for a person whose income is greater than 
the maintenance needs allowance under section 256B.0915, subdivision Id, but equal to or 
less than 120 percent of the federal poverty guideline effective July 1 in the fiscal year for 
which alternative care eligibility is determined, who would be eligible for the elderly waiver 
with a waiver obligation.

Subd. 5. Services covered under alternative care. Alternative care funding may be 
used for payment of costs of:

(1) adult day care;
(2) home health aide;
(3) homemaker services;
(4) personal care;
(5) case management;
(6) respite care;
(7) care-related supplies and equipment;
(8) meals delivered to the home;
(9) nonmedical transportation;
(10) nursing services;
(11) chore services;
(12) companion services;
(13) nutrition services;
(14) training for direct informal caregivers;
(15) telehome care to provide services in their own homes in conjunction with in-home 

visits;
(16) consumer-directed community services under the alternative care programs which 

are available statewide and limited to the average monthly expenditures representative of all 
alternative care program participants for the same case mix resident class assigned in the 
most recent fiscal year for which complete expenditure data is available;

(17) environmental modifications and adaptations; and
(18) discretionary services, for which lead agencics may make payment from their al

ternative care program allocation for services not otherwise defined in this section or section 
256B.0625, following approval by the commissioner.
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Total annual payments for discretionary services for all clients served by a lead agency 
must not exceed 25 percent of that lead agency's annual alternative care program base alloca
tion.

Subd. 5a. Services; service definitions; service standards, (a) Unless specified in 
statute, the services, service definitions, and standards for alternative care services shall be 
the same as the services, service definitions, and standards specified in the federally ap
proved elderly waiver plan, except alternative care does not cover transitional support ser
vices, assisted living services, adult foster care services, and residential care and benefits de
fined under section 256B.0625 that meet primary and acute health care needs.

(b) The lead agency must ensure that the funds are not used to supplant or supplement 
services available through other public assistance or services programs, including supple
mentation of client co-pays, deductibles, premiums, or other cost-sharing arrangements for 
health-related benefits and services or entitlement programs and services that are available 
to the person, but in which they have elected not to enroll. For a provider of supplies and 
equipment 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 lead 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 par
ticipate in the Mcdicaid program if the cost for the item is less than that of a Medicaid vendor.

(c) Personal care services must meet the service standards defined in the federally ap
proved elderly waiver plan, except that a lead agency may contract with a client’s relative 
who meets the relative hardship waiver requirements or a relative who meets the criteria and 
is also the responsible party under an individual service plan that ensures the client’s health 
and safety and supervision of the personal care services by a qualified professional as defined 
in section 256B.0625, subdivision 19c. Relative hardship is established by the lead agency 
when the client’s care causes a relative caregiver to do any of the following: resign from a 
paying job, reduce work hours resulting in lost wages, obtain a leave of absence resulting in 
lost wages, incur substantial client-related expenses, provide services to address authorized, 
unstaffed direct care time, or meet special needs of the client unmet in the formal service 
plan.

Subd. 5b. [Repealed, 2007 c 147 art 7 s 76]
Subd. 5c. [Repealed, 2007 c 147 art 7 s 76]
Subd. 5d. [Repealed, 2007 c 147 art 7 s 76]
Subd. 5e. [Repealed, 2007 c 147 art 7 s 76]
Subd. 5f. [Repealed, 2007 c 147 art 7 s 76]
Subd. 5g. [Repealed, 2007 c 147 art 7 s 76]
Subd. 5h. [Repealed, 2007 c 147 art 7 s 76]

[For text o f subds 5i to 7, see M.S.2006]

Subd. 8. Requirements for individual care plan, (a) The case manager shall imple
ment 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 
prescribed by the individual’s attending physician as necessary to allow the individual to re
main 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 organizations, 
social clubs, and civic and service organizations to support the formal home care services. 
The lead agency shall be held harmless for damages or injuries sustained through the use of 
volunteers under this subdivision including workers’ compensation liability. The case man
ager shall provide 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 in
dividual and that the individual was free to choose among available qualified providers, both 
public and private, including qualified case management or service coordination providers 
other than those employed by any county; however, the county or tribe maintains responsi
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bility for prior authorizing services in accordance with statutory and administrative require
ments. The case manager must give the individual a ten-day written notice of any denial, 
termination, or reduction of alternative care services.

(b) The county of service or tribe must provide access to and arrange for case manage
ment services, including assuring implementation of the plan. “County of service” has the 
meaning given it in Minnesota Rules, part 9505.0015, subpart 11. The county of service must 
notify the county of financial responsibility of the approved care plan and the amount of en
cumbered funds.

Subd. 9. Contracting provisions for providers. Alternative care funds paid to service 
providers are subject to audit by the commissioner for fiscal and utilization control.

The lead agency must select providers for contracts or agreements using the following 
criteria and other criteria established by the lead agency:

(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 ser

vices will be provided, and the medical condition of clients;
(3) the geographic area to be served;
(4) quality assurance methods, including appropriate licensure, certification, or stan

dards, and supervision of employees when needed;
(5) rates for each service and unit of service exclusive of lead agency administrative 

costs;
(6) evaluation of services previously delivered by the provider; and
(7) contract or agreement conditions, including billing requirements, cancellation, and 

indemnification.
The lead agency must evaluate its own agency services under the criteria established for 

other providers.
Subd. 10. Allocation formula, (a) By July 15 of each year, the commissioner shall allo

cate to county agencies the state funds available for alternative care for persons eligible un
der subdivision 2.

(b) The adjusted base for each lead agency is the lead agency’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 lead agency, the determination 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 claims 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 per
cent or more of the lead agency’s adjusted base allocation, the allocation for the next fiscal 
year is 100 percent of the adjusted base, plus inflation to the extent that inflation is included in 
the state budget.

(d) If the alternative care program expenditures as defined in paragraph (b) are less than 
95 percent of the lead agency’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 program is inadequate 
to fund the combined lead agency allocations for a biennium, the commissioner shall distrib
ute to each lead agency the entire annual appropriation as that lead agency’s percentage of the 
computed base as calculated in paragraphs (c) and (d).

(f) On agreement between the commissioner and the lead agency, the commissioner 
may have discretion to reallocate alternative care base allocations distributed to lead agen
cies in which the base amount exceeds program expenditures.

Subd. 11. Targeted funding, (a) The purpose of targeted funding is to make additional 
money available to lead agencies with the greatest need. Targeted funds are not intended to be

MINNESOTA STATUTES 2007 SUPPLEMENT

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



151 MEDICAL ASSISTANCE FOR NEEDY PERSONS 256B.0913

distributed equitably among all lead agencies, but rather, allocated to those with long-term 
care strategies that meet state goals.

(b) The ftinds available for targeted funding shall be the total appropriation for each fis
cal year minus lead agency 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 lead agencies that demonstrate to 
the satisfaction of the commissioner that they have developed feasible plans to increase alter
native care spending. In making targeted funding allocations, the commissioner shall use the 
following priorities:

(1) lead agencies 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) lead agencies that sustain a base allocation reduction for failure to spend 95 percent 
of the allocation if they demonstrate that the base reduction should be restored;

(3) lead agencies that propose projects to divert community residents from nursing 
home placement or convert nursing home residents to community living; and

(4) lead agencies that can otherwise justify program growth by demonstrating the exis
tence of waiting lists, demographically justified needs, or other unmet needs.

(d) Lead agencies 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 de
scribed in subdivision 1, and that die county has the administrative and service delivery capa
bility to use them.

(e) The commissioner shall make applications available for targeted funds by Novem
ber 1 of each year. The lead agencies selected for targeted funds shall be notified of the 
amount of their additional funding. Targeted funds allocated to a lead agency in one year 
shall be treated as part of the lead agency’s base allocation for that year in determining alloca
tions for subsequent years. No reallocations between lead agencies shall be made.

Subd. 12. Client fees, (a) A fee is required for all alternative care eligible clients to help 
pay for the cost of participating in the program. The amount of the fee for the alternative care 
client shall be determined as follows:

(1) when the alternative care client’s income less recurring and predictable medical ex
penses is less than 100 percent of the federal poverty guideline effective on July 1 of the state 
fiscal year in which the fee is being computed, and total assets are less than $10,000, the fee is 
zero;

(2) when the alternative care client’s income less recurring and predictable medical ex
penses is equal to or greater than 100 percent but less than 150 percent of the federal poverty 
guideline effective on July 1 of the state fiscal year in which the fee is being computed, and 
total assets are less than $10,000, the fee is five percent of the cost of alternative care services;

(3) when the alternative care client’s income less recurring and predictable medical ex
penses is equal to or greater than 150 percent but less than 200 percent of the federal poverty 
guidelines effective on July 1 of the state fiscal year in which the fee is being computed and 
assets are less than $10,000, the fee is 15 percent of the cost of alternative care services;

(4) when the alternative care client’s income less recurring and predictable medical ex
penses is equal to or greater than 200 percent of the federal poverty guidelines effective on 
July 1 of the state fiscal year in which the fee is being computed and assets are less than 
$10,000, the fee is 30 percent of the cost of alternative care services; and

(5) when the alternative care client’s assets are equal to or greater than $10,000, the fee 
is 30 percent 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 per
sons, total income is defined as the client’s income less the monthly spousal allotment, under 
section 256B.058.
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All alternative care services shall be included in the estimated costs for the purpose of 
determining the fee.

Fees are due and payable each month alternative care services are received unless the 
actual cost of the services is less than the fee, in which case the fee is the lesser amount.

(b) The fee shall be waived by the commissioner when:
(1) a person is residing in a nursing facility;
(2) a married couple is requesting an asset assessment under the spousal impoverish

ment provisions;
(3) a person is found eligible for alternative care, but is not yet receiving alternative care 

services including case management services; or
(4) a person has chosen to participate in a consumer-directed service plan for which the 

cost is no greater than the total cost of the person’s alternative care service plan less the 
monthly fee amount that would otherwise be assessed.

(c) The commissioner will bill and collect the fee from the client. Money collected must 
be deposited in the general fund and is appropriated to the commissioner for the alternative 
care program. The client must supply the lead agency with the client’s Social Security num
ber at the lime of application. The lead agency shall supply the commissioner with the cli
ent’s Social Security number and other information the commissioner requires to collect the 
fee from the client. The commissioner shall collect unpaid fees using the Revenue Recapture 
Act in chapter 270A and other methods available to the commissioner. The commissioner 
may require lead agencies to inform clients of the collection procedures that may be used by 
the state if a fee is not paid. This paragraph does not apply to alternative care pilot projects 
authorized in Laws 1993, First Special Session chaptcr 1, article 5, section 133, if a county 
operating under the pilot project reports the following dollar amounts to the commissioner 
quarterly:

(1) total fees billed to clients;
(2) total collections of fees billed; and
(3) balance of fees owed by clients.

If a lead agency does not adhere to these reporting requirements, the commissioner may ter
minate the billing, collecting, and remitting portions of the pilot project and require the lead 
agency involved to operate under the procedures set forth in this paragraph.

Subd. 13. Lead agency biennial plan. The lead agency 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 submitted by the lead 
agency as the home and community-based services quality assurance plan on a form pro
vided by the commissioner.

Subd. 14. Provider requirements, payment, and rate adjustments, (a) Unless other
wise specified in statute, providers must be enrolled as Minnesota health care program pro
viders 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 client’s case man
ager shall occur through the invoice processing procedures of the department’s Medicaid 
Management Information System (MMIS). To receive payment, the lead agency or vendor 
must submit invoices within 12 months following the date of service. The lead agency and its 
vendors under contract shall not be reimbursed for services which exceed the county alloca
tion.

(c) The lead agency shall negotiate individual rates with vendors and may authorize ser
vice payment for actual costs up to the county’s current approved rate. Notwithstanding 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 im
prove access to community services and eliminate payment disparities between the alterna
tive care program and the elderly waiver program, the commissioner shall establish state
wide maximum service rate limits and eliminate county-specific service rate limits.
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(1) Effective July 1, 2001, for service rate limits, except those in subdivision 5, para
graphs (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) Lead agencies may negotiate individual service rates with vendors for actual costs 
up to the statewide maximum service rate limit.

History: 2007 c 147 art 6 s 29-38

256B.0915 MEDICAID WAIVER FOR ELDERLY SERVICES.
Subdivision 1. Authority. The commissioner 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 availabil
ity 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 advanta
geous 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 assis
tance recipients must comply with the criteria for service definitions and provider standards 
approved in the waiver.

Subd. la. Elderly waiver case management services, (a) 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 lb. Eligible recipients may choose any qualified provider of elderly case man
agement services.

Case management services assist individuals who receive waiver services in gaining 
access to needed waiver and other state plan services, as well as needed medical, social, edu
cational, and other services regardless of the funding source for the services to which access 
is gained.

A case aide shall provide assistance to the case manager in carrying out administrative 
activities of the case management function. The case aide may not assume responsibilities 
that require professional judgment including assessments, reassessments, and care plan de
velopment. The case manager is responsible for providing oversight of the case aide.

Case managers shall be responsible for ongoing monitoring of the provision of services 
included in the individual’s plan of care. Case managers shall initiate and oversee the process 
of assessment and reassessment of the individual’s care and review plan of care at intervals 
specified in the federally approved waiver plan.

(b) The county of service or tribe must provide access to and arrange for case manage
ment services. County of service has the meaning given it in Minnesota Rules, part 
9505.0015, subpart 11.

Subd. lb. Provider qualifications and standards. The commissioner must enroll 
qualified providers of elderly case management services under the home and community- 
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 requirements and stan
dards 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 characteristics:

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

(2) administrative capacity and experience in serving the target population for whom it 
will provide services and in ensuring quality of services under state and federal require
ments;

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

(4) the capacity to document and maintain individual case records under state and feder
al requirements; and
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(5) the lead agency may allow a case manager employed by the lead agency to delegate 
certain aspects of the case management activity to another individual employed by the lead 
agency provided there is oversight of the individual by the case manager. The case manager 
may not delegate those aspects which require professional judgment including assessments, 
reassessments, and care plan development. Lead agencies include counties, health plans, and 
federally recognized tribes who authorize services under this section.

Subd. lc. [Repealed by amendment, 2007 c 147 art 7 s 15]
Subd. Id. Posteligibility treatment of income and resources for elderly waiver. Not

withstanding 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.

A recipient’s maintenance needs will be an amount equal to the Minnesota supplemen
tal aid equivalent rate as defined in section 2561.03, subdivision 5, plus the medical assis
tance 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.

Subd. 2. Spousal impoverishment policies. The commissioner shall apply:
(1) the spousal impoverishment criteria as authorized under United States Code, title 

42, section 1396r-5, and as implemented in sections 256B.0575, 256B.058, and 256B.059;
(2) the personal needs allowance permitted in section 256B.0575; and
(3) an amount equivalent to the group residential housing rate as set by section 2561.03, 

subdivision 5, and according to the approved federal waiver and medical assistance state 
plan.

Subd. 3. Limits of cases. The number of medical assistance waiver recipients that a 
lead agency 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.

Subd. 3a. Elderly waiver cost limits, (a) 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 as
signed under Minnesota Rules, parts 9549.0050 to 9549.0059, less the recipient’s mainte
nance needs allowance as described in subdivision Id, 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 percentage rate increase or the average statewide percentage increase in nursing fa
cility payment rates.

(b) 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 consecu
tive months beginning with the month of purchase. If the monthly cost of a recipient’s waiv
ered services exceeds the monthly limit established in paragraph (a), 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
(a).

Subd. 3b. Cost limits for elderly waiver applicants who reside in a nursing facility.
(a) For a person who is a nursing facility resident at the time of requesting a determination of
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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 un
til July 1 of the state fiscal year in which the resident assessment system as described in sec
tion 256B.438 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.438 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 resi
dent assessment system as described in section 256B.438 for that resident in the nursing fa
cility where the resident currently resides multiplied by 365 and divided by 12, less the recip
ient’s maintenance needs allowance as described in subdivision 1 d. The initially approved 
conversion rate may be adjusted by the greater of any subsequent legislatively adopted home 
and community-bascd seivices percentage rate increase or the average statewide percentage 
increase in nursing facility payment rates. The limit under this subdivision 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. For conversions from the nursing home to the 
elderly waiver with consumer directed community support seivices, the conversion rate lim
it is equal to the nursing facility rate reduced by a percentage equal to the percentage differ
ence between the consumer directed services budget limit that would be assigned according 
to the federally approved waiver plan and the corresponding community case mix cap, but 
not to exceed 50 percent.

(b) The following costs must be included in determining the total monthly costs for the 
waiver client:

(1) cost of all waivered services, including, extended medical supplies and equipment 
and environmental modifications and adaptations; and

(2) cost of skilled nursing, home health aide, and personal care services reimbursable by 
medical assistance.

Subd. 3c. Service approval and contracting provisions, (a) Medical assistance fund
ing for skilled nursing services, private duty nursing, home health aide, and personal care 
services for waiver recipients must be approved by the case manager and included in the indi
vidual care plan.

(b) A lead agency is not required to contract with a provider of supplies and equipment if 
the monthly cost of the supplies and equipment is less than $250.

Subd. 3d. Adult foster care rate. The adult foster care rate shall be considered a diffi
culty of care payment and shall not include room and board. The adult foster care service rate 
shall be negotiated between the lead 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 specified in subdivi
sion 3a, paragraph (a).

Subd. 3e. Customized living service rate, (a) Payment for customized living services 
shall be a monthly rate negotiated and authorized by the lead agency within the parameters 
established by the commissioner. The payment agreement must delineate the services that 
have been customized for each recipient and specify the amount of each service to be pro
vided. The lead agency shall ensure that there is a documented need for all services autho
rized. Customized living services must not include rent or raw food costs. The negotiated 
payment rate must be based on services to be provided. Negotiated rates must not exceed 
payment rates for comparable elderly waiver or medical assistance services and must reflect 
economies of scale.

(b) The individualized monthly negotiated payment for customized living services 
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
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9549.0050 to 9549.0059, less the maintenance needs allowance as described in subdivision 
Id, 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 determination is implement
ed. Effective on July 1 of the state fiscal year in which the resident assessment system as de
scribed in section 256B.437 for nursing home rate determination 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 great
er of any legislatively adopted home and community-based services cost-of-living percent
age increase or any legislatively adopted statewide percent rate increase for nursing facili
ties.

(c) Customized living services are delivered by a provider licensed by the Department 
of Health as a class A or class F home care provider and provided in a building that is regis
tered as a housing with services establishment under chapter 144D.

Subd. 3f. Individual service rates; expenditure forecasts, (a) The lead agency shall 
negotiate individual service rates with vendors and may authorize payment for actual costs 
up to the lead agency’s current approved rate. Persons or agencics must be employed by or 
under a contract with the lead agency or the public health nursing 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 less than 
$250.

(b) Reimbursement for the medical assistance recipients under the approved waiver 
shall be made from the medical assistance account through the invoice processing proce
dures of the department’s Medicaid Management Information System (MM1S), only with 
the approval of the client’s case manager. The budget for the state share of the Medicaid ex
penditures shall be forecasted with the medical assistance budget, and shall be consistent 
with the approved waiver.

Subd. 3g. Service rate limits; state assumption of costs, (a) 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 lead agency-specific service rate limits.

(b) Effective July 1, 2001, for service rate limits, except those described or defined in 
subdivisions 3d and 3e, the rate limit for each service shall be the greater of the alternative 
care statewide maximum rate or the elderly waiver statewide maximum rate.

(c) Lead agencies may negotiate individual service rates with vendors for actual costs 
up to the statewide maximum service rate limit.

Subd. 3h. Service rate limits; 24-hour customized living services. The payment 
rates for 24—hour customized living services is a monthly rate negotiated and authorized by 
the lead agency within the parameters established by the commissioner of human services. 
The payment agreement must delineate the services that have been customized for each re
cipient and specify the amount of each service to be provided. The lead agency shall ensure 
that there is a documented need for all services authorized. The lead agency shall not autho
rize 24—hour customized living services unless there is a documented need for 24-hour su
pervision. For purposes of this section, “24-hour supervision” means that the recipient re
quires assistance due to needs related to one or more of the following:

(1) intermittent assistance with toileting or transferring;
(2) cognitive or behavioral issues;
(3) a medical condition that requires clinical monitoring; or
(4) other conditions or needs as defined by the commissioner of human services. The 

lead agency shall ensure that the frequency and mode of supervision of the recipient and the 
qualifications of staff providing supervision are described and meet the needs of the recipi
ent. Customized living services must not include rent or raw food costs. The negotiated pay
ment rate for 24-hour customized living services must be based on services to be provided.
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Negotiated rates must not exceed payment rates for comparable elderly waiver or medical 
assistance services and must reflect economies of scale. The individually negotiated 24—hour 
customized living payments, in combination with the payment for other elderly waiver ser
vices, including case management, must not exceed the recipient’s community budget cap 
specified in subdivision 3a.

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 significant 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, subdi
vision 8. The care plan must be implemented by the county of service when it is different than 
the county of financial responsibility. The county of service administering waivered services 
must notify the county of financial responsibility of the approved care plan.

Subd. 7. Prepaid elderly waiver services. An individual for whom a prepaid health 
plan is liable for nursing home services or elderly waiver services according to section 
256B.69, subdivision 6a, is not eligible to also receive county-administered elderly waiver 
services.

Subd. 8. Services and supports, (a) Services and supports shall meet the requirements 
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, managed care organization, 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 per
son’s family, or the authorized representatives with funds received through consumer-di
rected community support services under the federally approved waiver plan. Liabilities in
clude, but are not limited to, workers’ compensation liability, the Federal Insurance Con
tributions Act (FICA), or the Federal Unemployment Tax Act (FUTA).

Subd. 9. Tribal management of elderly waiver. Notwithstanding contrary provisions 
of this section, or those in other state laws or rules, the commissioner may develop a model 
for tribal management of the elderly waiver program and implement this model through a 
contract between the state mid any of the state’s federally recognized tribal governments. The 
model shall include the provision of tribal waiver case management, assessment for personal 
care assistance, and administrative requirements otherwise carried out by lead agencies but 
shall not include tribal financial eligibility determination for medical assistance.

History: 2007 c 147 art 7 s 15

256B.0919 ADULT FOSTER CARE AND FAMILY ADULT DAY CARE.

[For text o f subds 1 and 2, see M.S.2006]

Subd. 3. County certification of persons providing adult foster care to related per
sons. A person exempt from licensure under section 245A.03, subdivision 2, who provides 
adult foster care to a related individual age 65 and older, and who meets the requirements in 
Minnesota Rules, parts 9555.5105 to 9555.6265, may be certified by the county to provide 
adult foster care. A person certified by the county to provide adult foster care may be reim
bursed for services provided and eligible for funding under section 256B.0915, if the relative 
would suffer a financial hardship as a result of providing care. For purposes of this subdivi
sion, financial hardship refers to a situation in which a relative incurs a substantial reduction
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in income as a result of resigning from a full-time job or taking a leave of absence without 
pay from a full-time job to carc for the client.

Subd. 4. County certification; licensed providers; related individual; developmen- 
tally disabled, (a) Notwithstanding any provision to the contrary, a county may certify an 
adult foster care license holder to provide foster care services to an individual with a develop
mental disability, who is related to the provider, if the following conditions are met:

(1) the individual is 18 years of age or older;
(2) the individual’s service plan meets the standards of section 256B.092 and specifies 

any special conditions necessary to prevent a conflict of interest for the provider;
(3) the provider is not the legal guardian or conservator of the related individual;
(4) the provider maintains a liccnse under Minnesota Rules, parts 9555.5105 to 

9555.6265, to serve unrelated foster care recipients;
(5) the provider maintains a license under chapter 245B; and
(6) the county certifies the provider meets the adult foster care provider standards estab

lished in Minnesota Rules, parts 9555.5105 to 9555.6265, for seivices provided to the related 
individual.

(b) The county shall complete an annual certification review to ensure compliance with 
paragraph (a), clauses (1) to (6).

(c) Notwithstanding section 2561.04, subdivision 2a, clause (2), the adult foster care 
provider certified by the county under this subdivision may be reimbursed for room and 
board costs through the group residential housing program.

History: 2007 c 112 s 49; 2007 c 147 art 6 s 39

256B.092 SERVICES FOR PERSONS WITH DEVELOPMENTAL DISABILITIES.

[For text ofsubds 1 to 4c, see M.S.2006]

Subd. 4d. Medicaid reimbursement; licensed provider; related individuals. The
commissioner shall seek a federal amendment to the home and community-based services 
waiver for individuals with developmental disabilities, to allow Medicaid reimbursement for 
the provision of supported living services to a related individual when the following condi
tions have been met:

(1) the individual is 18 years of age or older;
(2) the provider is certified initially and annually thereafter, by the county, as meeting 

the provider standards established in chapter 245B and the federal waiver plan;
(3) the provider has been certified by the county as meeting the adult foster care provid

er standards established in Minnesota Rules, parts 9555.5105 to 9555.6265;
(4) the provider is not the legal guardian or conservator of the related individual; and
(5) the individual’s service plan meets the standards of section 256B.092 and specifies 

any special conditions necessary to prevent a conflict of interest for the provider.

[For text ofsubds 5 to 10, see M.S.2006]

History: 2007 c. 112 s 50

256B.0943 CHILDREN’S THERAPEUTIC SERVICES AND SUPPORTS.

[For text ofsubds 1 to 5, see M.S.2006]

Subd. 6. Provider entity clinical infrastructure requirements, (a) To be an eligible 
provider entity under this section, a provider entity must have a clinical infrastructure that 
utilizes diagnostic assessment, an individualized treatment plan, service delivery, and indi
vidual treatment plan review that are culturally competent, child-ccntered, and family-driv- 
en to achieve maximum benefit for the client. The provider entity must review and update the
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clinical policies and procedures every three years and must distribute the policies and proce
dures to staff initially and upon each subsequent update.

(b) The clinical infrastructure written policies and procedures must include policies and 
procedures for:

(1) providing or obtaining a client’s diagnostic assessment that identifies acute and 
chronic clinical disorders, co-occurring medical conditions, sources of psychological and 
environmental problems, and a functional assessment. The functional assessment must 
clearly summarize the client’s individual strengths and needs;

(2) developing an individual treatment plan that is:
(i) based on the information in the client’s diagnostic assessment;
(ii) developed no later than the end of the first psychotherapy session after the comple

tion of the client’s diagnostic assessment by the mental health professional who provides the 
client’s psychotherapy;

(iii) developed through a child-centered, family-driven planning process that identi
fies service needs and individualized, planned, and culturally appropriate interventions that 
contain specific treatment goals and objectives for the client and the client’s family or foster 
family;

(iv) reviewed at least once every 90 days and revised, if necessary; and
(v) signed by the client or, if appropriate, by the client’s parent or other person autho

rized by statute to consent to mental health services for the client;
(3) developing an individual behavior plan that documents services to be provided by 

the mental health behavioral aide. The individual behavior plan must include:
(i) detailed instructions on the service to be provided;
(ii) time allocated to each service;
(iii) methods of documenting the child’s behavior;
(iv) methods of monitoring the child’s progress in reaching objectives; and
(v) goals to increase or decrease targeted behavior as identified in the individual treat

ment plan;
(4) clinical supervision of the mental health practitioner and mental health behavioral 

aide. A mental health professional must document the clinical supervision the professional 
provides by cosigning individual treatment plans and making entries in the client’s rccord on 
supervisory activities. Clinical supervision does not include the authority to make or termi
nate court-ordered placements of the child. A clinical supervisor must be available for urgent 
consultation as required by the individual client’s needs or the situation. Clinical supervision 
may occur individually or in a small group to discuss treatment and review progress toward 
goals. The focus of clinical supervision must be the client’s treatment needs and progress and 
the mental health practitioner’s or behavioral aide’s ability to provide services;

(4a) CTSS certified provider entities providing day treatment programs must meet the 
conditions in items (i) to (iii):

(i) the supervisor must be present and available on the premises more than 50 percent of 
the time in a five-working-day period during which the supervisee is providing a mental 
health service;

(ii) the diagnosis and the client’s individual treatment plan or a change in the diagnosis 
or individual treatment plan must be made by or reviewed, approved, and signed by the su
pervisor; and

(iii) every 30 days, the supervisor must review and sign the record of the client’s care for 
all activities in the preceding 30-day period;

(4b) for all other services provided under CTSS, clinical supervision standards pro
vided in items (i) to (iii) must be used:

(i) medical assistance shall reimburse a mental health practitioner who maintains a con
sulting relationship with a mental health professional who accepts full professional responsi
bility and is present on site for at least one observation during the first 12 hours in which the
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mental health practitioner provides the individual, family, or group skills training to the child 
or the child’s family;

(ii) thereafter, the mental health professional is required to be present on site for ob
servation as clinically appropriate when the mental health practitioner is providing individu
al, family, or group skills training to the child or the child’s family; and

(iii) the observation must be a minimum of one clinical unit. The on-site presence of the 
mental health professional must be documented in the child’s record and signed by the men
tal health professional who accepts full professional responsibility;

(5) providing direction to a mental health behavioral aide. For entities that employ men
tal health behavioral aides, the clinical supervisor must be employed by the provider entity or 
other certified children’s therapeutic supports and services provider entity to ensure neces
sary and appropriate oversight for the client’s treatment and continuity of care. The mental 
health professional or mental health practitioner giving direction must begin with the goals 
on the individualized treatment plan, and instruct the mental health behavioral aide on how to 
construct therapeutic activities and interventions that will lead to goal attainment. The pro
fessional or practitioner giving direction must also instruct the mental health behavioral aide 
about the client’s diagnosis, functional status, and other characteristics that are likely to af
fect service delivery. Direction must also include determining that the mental health behav
ioral aide has the skills to interact with the client and the client’s family in ways that convey 
personal and cultural respect and that the aide actively solicits information relevant to treat
ment from the family. The aide must be able to clearly explain the activities the aide is doing 
with the client and the activities’ relationship to treatment goals. Direction is more didactic 
than is supervision and requires the professional or practitioner providing it to continuously 
evaluate the mental health behavioral aide’s abilily to carry out the activities of the individu
alized treatment plan and the individualized behavior plan. When providing direction, the 
professional or practitioner must:

(i) review progress notes prepared by the mental health behavioral aide for accuracy and 
consistency with diagnostic assessment, treatment plan, and behavior goals arid the profes
sional or practitioner must approve and sign the progress notes;

(ii) identify changes in treatment strategies, revise the individual behavior plan, and 
communicate treatment instructions and methodologies as appropriate to ensure that treat
ment is implemented correctly;

(iii) demonstrate family-friendly behaviors that support healthy collaboration among 
the child, the child’s family, and providers as treatment is planned and implemented;

(iv) ensure that the mental health behavioral aide is able to effectively communicate 
with the child, the child’s family, and the provider; and

(v) record the results of any evaluation and corrective actions taken to modify the work 
of the mental health behavioral aide;

(6) providing service delivery that implements the individual treatment plan and meets 
the requirements under subdivision 9; and

(7) individual treatment plan review. The review must determine the extent to which the 
services have met the goals and objectives in the previous treatment plan. The review must 
assess the client’s progress and ensure that services and treatment goals continue to be neces
sary and appropriate to the client and the client’s family or foster family. Revision of the indi
vidual treatment plan does not require a new diagnostic assessment unless the client’s mental 
health status has changed markedly. The updated treatment plan must be signed by the client, 
if appropriate, and by the client’s parent or other person authorized by statute to give consent 
to the mental health services for the child.

[For text o f subd 7, see M.S.2006]

Subd. 8. Required preservice and continuing education, (a) A provider entity shall 
establish a plan to provide preservice and continuing education for staff. The plan must clear
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ly describe the type of training necessary to maintain current skills and obtain new skills and 
that relates to the provider entity’s goals and objectives for services offered.

(b) A provider that employs a mental health behavioral aide under this section must re
quire the mental health behavioral aide to complete 30 hours of preservice training. The pres
ervice training must include topics specified in Minnesota Rules, part 9535.4068, subparts 1 
and 2, and parent team training. The preservice training must include 15 hours of in-person 
training of a mental health behavioral aide in mental health services delivery and eight hours 
of parent team training. Curricula for parent team training must be approved in advance by 
the commissioner. Components of parent team training include:

(1) partnering with parents;
(2) fundamentals of family support;
(3) fundamentals of policy and decision making;
(4) defining equal partnership;
(5) complexities of the parent and service provider partnership in multiple service de

livery systems due to system strengths and weaknesses;
(6) sibling impacts;
(7) support networks; and
(8) community resources.
(c) A provider entity that employs a mental health practitioner and a mental health be

havioral aide to provide children’s therapeutic services and supports under this section must 
require the mental health practitioner and mental health behavioral aide to complete 20 hours 
of continuing education every two calendar years. The continuing education must be related 
to serving the needs of a child with emotional disturbance in the child’s home environment 
and the child’s family. The topics covered in orientation and training must conform to Minne
sota Rules, part 9535.4068.

(d) The provider entity must document the mental health practitioner’s or mental health 
behavioral aide’s annual completion of the required continuing education. The documenta
tion must include the date, subject, and number of hours of the continuing education, and 
attendance records, as verified by the staff member’s signature, job title, and the instructor’s 
name. The provider entity must keep documentation for each employee, including records of 
attendance at professional workshops and conferences, at a central location and in the em
ployee’s personnel file.

Subd. 9. Service delivery criteria, (a) In delivering seivices under this section, a certi
fied provider entity must ensure that:

(1) each individual provider’s caseload size permits the provider to deliver services to 
both clients with severe, complex needs and clients with less intensive needs. The provider’s 
caseload size should reasonably enable the provider to play an active role in service planning, 
monitoring, and delivering services to meet the client’s and client’s family’s needs, as speci
fied in each client’s individual treatment plan;

(2) site-based programs, including day treatment and preschool programs, provide 
staffing and facilities to ensure the client’s health, safety, and protection of rights, and that the 
programs are able to implement each client’s individual treatment plan;

(3) a day treatment program is provided to a group of clients by a multidisciplinary team 
under the clinical supervision of a mental health professional. The day treatment program 
must be provided in and by: (i) an outpatient hospital accreditcd by the Joint Commission on 
Accreditation of Health Organizations and licensed under sections 144.50 to 144.55; (ii) a 
community mental health center under section 245.62; and (iii) an entity that is under con
tract with the county board to operate a program that meets the requirements of sections 
245.4712, subdivision 2, and 245.4884, subdivision 2, and Minnesota Rules, parts 
9505.0170 to 9505.0475. The day treatment program must stabilize the client’s mental health 
status while developing and improving the client’s independent living and socialization 
skills. The goal of the day treatment program must be to reduce or relieve the effects of men
tal illness and provide training to enable the client to live in the community. The program
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must be available at least one day a week for a three-hour time block. The three-hour time 
block must include at least one hour, but no more than two hours, of individual or group psy
chotherapy. The remainder of the three-hour time block may include recreation therapy, so
cialization therapy, or independent living skills therapy, but only if the therapies are included 
in the client’s individual treatment plan. Day treatment programs are not part of inpatient or 
residential treatment services; and

(4) a preschool program is a structured treatment program offered to a child who is at 
least 33 months old, but who has not yet reached the first day of kindergarten, by a preschool 
multidisciplinary team in a day program licensed under Minnesota Rules, parts 9503.0005 to 
9503.0175. The program must be available at least one day a week for a minimum two-hour 
time block. The structured treatment program may include individual or group psychothera
py and recreation therapy, socialization therapy, or independent living skills therapy, if in
cluded in the client’s individual treatment plan.

(b) A provider entity must deliver the service components of children’s therapeutic ser
vices and supports in compliance with the following requirements:

(1) individual, family, and group psychotherapy must be delivered as specified in Min
nesota Rules, part 9505.0323;

(2) individual, family, or group skills training must be provided by a mental health pro
fessional or a mental health practitioner who has a consulting relationship with a mental 
health professional who accepts full professional responsibility for the training;

(3) crisis assistance must be time-limited and designed to resolve or stabilize crisis 
through arrangements for direct intervention and support services to the child and the child’s 
family. Crisis assistance must utilize resources designed to address abrupt or substantial 
changes in the functioning of the child or the child’s family as evidenced by a sudden change 
in behavior with negative consequences for well being, a loss of usual coping mechanisms, 
or the presentation of danger to self or others;

(4) medically necessary services that are provided by a mental health behavioral aide 
must be designed to improve the functioning of the child and support the family in activities 
of daily and community living. A mental health behavioral aide must document the delivery 
of services in written progress notes. The mental health behavioral aide must implement 
goals in the treatment plan for the child’s emotional disturbance that allow the child to ac
quire developmentally and therapeutically appropriate daily living skills, social skills, and 
leisure and recreational skills through targeted activities. These activities may include:

(i) assisting a child as needed with skills development in dressing, eating, and toileting;
(ii) assisting, monitoring, and guiding the child to complete tasks, including facilitating 

the child’s participation in medical appointments;
(iii) observing the child and intervening to redirect the child’s inappropriate behavior;
(iv) assisting the child in using age-appropriate self-management skills as related to the 

child’s emotional disorder or mental illness, including problem solving, decision making, 
communication, conflict resolution, anger management, social skills, and recreational skills;

(v) implementing deescalation techniques as recommended by the mental health pro
fessional;

(vi) implementing any other mental health service that the mental health professional 
has approved as being within the scope of the behavioral aide’s duties; or

(vii) assisting the parents to develop and use parenting skills that help the child achieve 
the goals outlined in the child’s individual treatment plan or individual behavioral plan. Par
enting skills must be directed exclusively to the child’s treatment; and

(5) direction of a mental health behavioral aide must include the following:
(i) a total of one hour of on-site observation by a mental health professional during the 

first 12 hours of service provided to a child;
(ii) ongoing on-site observation by a mental health professional or mental health practi

tioner for at least a total of one hour during every 40 hours of service provided to a child; and
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(iii) immediate accessibility of the mental health professional or mental health practi
tioner to the mental health behavioral aide during service provision.

[For text o f subd 10, see M.S.2006]

Subd. 11. Documentation and billing, (a) A provider entity must document the ser
vices it provides under this section. The provider entity must ensure that the entity’s docu
mentation standards meet the requirements of federal and state laws. Services billed under 
this section that are not documented according to this subdivision shall be subject to mone
tary recovery by the commissioner. The provider entity may not bill for anything other than 
direct service time.

(b) An individual mental health provider must promptly document the following in a 
client’s record after providing services to the client:

(1) each occurrence of the client’s mental health service, including the date, type, 
length, and scope of the service;

(2) the name of the person who gave the service;
(3) contact made with other persons interested in the client, including representatives of 

the courts, corrections systems, or schools. The provider must document the name and date 
of each contact;

(4) any contact made with the client’s other mental health providers, case manager, fam
ily members, primary caregiver, legal representative, or the reason the provider did not con
tact the client’s family members, primary caregiver, or legal representative, if applicable; 
and

(5) required clinical supervision, as appropriate.
Subd. 12. Excluded services. The following services are not eligible for medical assis

tance payment as children’s therapeutic services and supports:
(1) service components of children’s therapeutic services and supports simultaneously 

provided by more than one provider entity unless prior authorization is obtained;
(2) children’s therapeutic services and supports provided in violation of medical assis

tance policy in Minnesota Rules, part 9505.0220;
(3) mental health behavioral aide services provided by a personal care assistant who is 

not qualified as a mental health behavioral aide and employed by a certified children’s thera
peutic services and supports provider entity;

(4) service components of CTSS that are the responsibility of a residential or program 
license holder, including foster care providers under the terms of a service agreement or ad
ministrative rules governing licensure;

(5) adjunctive activities that may be offered by a provider entity but are not otherwise 
covered by medical assistance, including:

(i) a service that is primarily recreation oriented or that is provided in a setting that is not 
medically supervised. This includes sports activities, exercise groups, activities such as craft 
hours, leisure time, social hours, meal or snack time, trips to community activities, and tours;

(ii) a social or educational service that does not have or cannot reasonably be expected 
to have a therapeutic outcome related to the client’s emotional disturbance;

(iii) consultation with other providers or service agency staff about the care or progress 
of a client;

(iv) prevention or education programs provided to the community; and
(v) treatment for clients with primary diagnoses of alcohol or other drug abuse; and
(6) activities that are not direct service time.

[For text o f subd 13, see M.S.2006]

History: 2007 c 147 art 8 s 22; art 11 s 18-21

256B.0944 CHILDREN’S MENTAL HEALTH CRISIS RESPONSE SERVICES.
[For text o f subds 1 to 3, see M.S.2006]
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Subd. 4. Provider entity standards, (a) A crisis intervention and crisis stabilization 
provider entity must meet the administrative and clinical standards specified in section 
256B.0943, subdivisions 5 and 6, meet the standards listed in paragraph (b), and be:

(1) an Indian health seivice facility or facility owned and operated by a tribe or a tribal 
organization operating under Public Law 93-638 as a 638 facility;

(2) a county board-operated entity; or
(3) a provider entity that is under contract with the county board in the county where the 

potential crisis or emergency is occurring.
(b) The children’s mental health crisis response services provider entity must:
(1) ensure that mental health crisis assessment and mobile crisis intervention services 

are available 24 hours a day, seven days a week;
(2) directly provide the services or, if services are subcontracted, the provider entity 

must maintain clinical responsibility for services and billing;
(3) ensure that crisis intervention services are provided in a manner consistent with sec

tions 245.487 to 245.4889; and
(4) develop and maintain written policies and procedures regarding service provision 

that include safety of staff and recipients in high-risk situations.
[For text ofsubds 5 to 11, see M.S.2006J

History: 2007 c 147 art 8 s 38

256B.0945 SERVICES FOR CHILDREN WITH SEVERE EMOTIONAL DIS
TURBANCE.

[For text ofsubds I to 3, see M.S.2006]

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

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

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

History: 2007 c 147 art 8 s 23
NOTE: The amendment to subdivision 4 by Laws 2007, chapter 147, article 8, section 23, is effectivc January 1,2009. Laws 

2007, chaptcr 147, article 8, section 23, the effective date.

256B.0946 TREATMENT FOSTER CARE.
Subdivision I. Covered service, (a) Effective July 1, 2006, and subject to federal ap

proval, medical assistance covers medically necessary services described under paragraph
(b) that are provided by a provider entity eligible under subdivision 3 to a client eligible under 
subdivision 2 who is placed in a treatment foster home licensed under Minnesota Rules, parts 
2960.3000 to 2960.3340.

(b) Services to children with severe emotional disturbance residing in treatment foster 
care settings must meet the relevant standards for mental health services under sections
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245.487 to 245.4889. In addition, specific service components reimbursed by medical assis
tance must meet the following standards:

(1) case management service component must meet the standards in Minnesota Rules, 
parts 9520.0900 to 9520.0926 and 9505.0322, excluding subparts 6 and 10;

(2) psychotherapy, crisis assistance, and skills training components must meet the stan
dards for children’s therapeutic services and supports in section 256B.0943; and

(3) family psychoeducation services under supervision of a mental health professional.
[For text o f subds 2 to 6, see M.S.2006]

History: 2007 c 147 art 8 s 38

256B.095 QUALITY ASSURANCE SYSTEM ESTABLISHED.
(a) Effective July 1, 1998, a quality assurance system for persons with developmental 

disabilities, which includes an alternative quality assurance licensing system for programs, 
is established in Dodge, Fillmore, Freeborn, Goodhue, Houston, Mower, Olmsted, Rice, 
Steele, Wabasha, and Winona Counties for the puipose of improving the quality of services 
provided to persons with developmental disabilities. A county, at its option, may choose to 
have all programs for persons with developmental disabilities located within the county li
censed under chapter 245A using standards determined under the alternative quality assur
ance licensing system or may continue regulation of these programs under the licensing sys
tem operated by the commissioner. The project expires on June 30, 2014.

(b) Effective July 1,2003, u county not listed in paragraph (a) may apply to participate 
in the quality assurance system established under paragraph (a). The commission established 
under section 256B.0951 may, at its option, allow additional counties to participate in the 
system.

(c) Effective July 1, 2003, any county or group of counties not listed in paragraph (a) 
may establish a quality assurance system under this section. A new system established under 
this section shall have the same rights and duties as the system established under paragraph
(a). A new system shall be governed by a commission under section 256B.0951. The com
missioner shall appoint the initial commission members based on recommendations from 
advocates, families, service providers, and counties in the geographic area included in the 
new system. Counties that choose to participate in a new system shall have the duties as
signed under section 256B.0952. The new system shall establish a quality assurance process 
under section 256B.0953. The provisions of section 256B.0954 shall apply to a new system 
established under this paragraph. The commissioner shall delegate authority to a new system 
established under this paragraph according to section 256B.0955.

(d) Effective July 1, 2007, the quality assurance system may be expanded to include 
programs for persons with disabilities and older adults.

History: 2007 c 147 art 7 s 16

256B.0951 QUALITY ASSURANCE COMMISSION.
Subdivision 1. Membership. The Quality Assurance Commission is established. The 

commission consists of at least 14 but not more than 21 members as follows: at least three but 
not more than five members representing advocacy organizations; at least three but not more 
than five members representing consumers, families, and their legal representatives; at least 
three but not more than five members representing service providers; at least three but not 
more than five members representing counties; and the commissioner of human services or 
the commissioner’s designee. The first commission shall establish membership guidelines 
for the transition and recruitment of membership for the commission’s ongoing existence. 
Members of the commission who do not receive a salary or wages from an employer for time 
spent on commission duties may receive a per diem payment when performing commission 
duties and functions. All members may be reimbursed for expenses related to commission 
activities. Notwithstanding the provisions of section 15.059, subdivision 5, the commission 
expires on June 30, 2014.
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[For text o f subds 2 to 9, see M.S.2006]

History: 2007 c 147 art 7 s 17

256B.096 QUALITY MANAGEMENT, ASSURANCE, AND IMPROVEMENT SYS
TEM FOR MINNESOTANS RECEIVING DISABILITY SERVICES.

Subdivision 1. Scope. In order to improve the quality of services provided to Minneso
tans with disabilities and to meet the requirements of the federally approved home and com- 
munity-based waivers under section 1915c of the Social Security Act, a statewide quality 
assurance and improvement system for Minnesotans receiving disability services shall be 
developed. The disability services included are the home and community-based services 
waiver programs for persons with developmental disabilities under section 256B.092, subdi
vision 4, and for persons with disabilities under section 256B.49.

Subd. 2. Stakeholder advisory group. The commissioner shall consult with a stake
holder advisory group on the development and implementation of the state quality manage
ment, assurance, and improvement system, including representatives of disability service re
cipients, disability service providers, disability advocacy groups, county human service 
agencies, and state agency staff from the Departments of Human Services and Health, and 
the ombudsman for mental health and developmental disabilities on the development of a 
statewide quality assurance and improvement system.

Subd. 3. Annual survey of service recipients. The commissioner, in consultation with 
the stakeholder advisory group, shall develop an annual independent random statewide sur
vey of between five and ten percent of service recipients to determine the effectiveness and 
quality of disability services. The survey shall be consistent with the system performance 
expectations of the Centers for Medicare and Medicaid Services quality management re
quirements and framework. The survey shall analyze whether desired outcomes have been 
achieved for persons with different demographic, diagnostic, health, and functional needs 
receiving different types of services, in different settings, with different costs. The survey 
shall be field tested during 2008. The biennial report established in subdivision 5 shall in
clude recommendations on statewide and regional reports of the survey results that, if pub
lished, would be useful to regions, counties, and providers to plan and measure the impact of 
quality improvement activities.

Subd. 4. Improvements for incident reporting, investigation, analysis, and follow-
up. In consultation with the stakeholder advisory group, the commissioner shall identify the 
information, data sources, and technology needed to improve the system of incident report
ing, including:

(1) reports made under the Maltreatment of Minors and Vulnerable Adults Acts; and
(2) investigation, analysis, and follow-up for disability services.

The commissioner must ensure that the federal home and community-based waiver require
ments are met and that incidents that may have jeopardized safety and health or violated ser
vice-related assurances, civil and human rights, and other protections designed to prevent 
abuse, neglect, and exploitation, are reviewed, investigated, and acted upon in a timely man
ner.

Subd. 5. Biennial report. The commissioner shall provide a biennial report to the 
chairs of the legislative committees with jurisdiction over health and human services policy 
and funding beginning January 15, 2009, on the development and activities of the quality 
management, assurance, and improvement system designed to meet the federal requirements 
under the home and community-based services waiver programs for persons with disabili
ties. By January 15, 2008, the commissioner shall provide a preliminary report on priorities 
for meeting the federal requirements, progress on development and field testing of the annual 
survey, appropriations necessary to implement an annual survey of service recipients once 
field testing is completed, recommendations for improvements in the incident reporting sys
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tem, and a plan for incorporating quality assurance efforts under section 256B.095 and other 
regional efforts into the statewide system.

History: 2007 c 147 art 7 s 1.8

256B.199 PAYMENTS REPORTED BY GOVERNMENTAL ENTITIES.
(a) Effective July 1, 2007, the commissioner shall apply for federal matching funds for 

the expenditures in paragraphs (b) and (c).
(b) The commissioner shall apply for federal matching funds for certified public expen

ditures as follows:
(1) Hennepin County, Hennepin County Medical Center, Ramsey County, Regions 

Hospital, the University of Minnesota, and Fairview-University Medical Center shall report 
quarterly to the commissioner beginning June 1, 2007, payments made during the second 
previous quarter that may qualify for reimbursement under federal law;

(2) based on these reports, the commissioner shall apply for federal matching funds. 
These funds are appropriated to the commissioner for the payments under section 256.969, 
subdivision 27; and

(3) by May 1 of each year, beginning May 1, 2007, the commissioner shall inform the 
nonstate entities listed in paragraph (a) of the amount of federal disproportionate share hospi
tal payment money expected to be available in the current federal fiscal year.

(c) The commissioner shall apply for federal matching funds for general assistance 
medical care expenditures as follows:

(1) for hospital services occurring on or after July 1, 2007, general assistance medical 
care expenditures for fee-for-service inpatient and outpatient hospital payments made by 
the department shall be used to apply for federal matching funds, except as limited below:

(1) only those general assistance medical carc expenditures made to an individual hospi
tal that would not cause the hospital to exceed its individual hospital limits under section 
1923 of the Social Security Act may be considered; and

(ii) general assistance medical care expenditures may be considered only to the extent 
of Minnesota’s aggregate allotment under section 1923 of the Social Security Act; and

(2) all hospitals must provide any necessary expenditure, cost, and revenue information 
required by the commissioner as necessary for purposes of obtaining federal Medicaid 
matching funds for general assistance medical care expenditures.

History: 2007 c 147 art 5 s 13

256B.27 MEDICAL ASSISTANCE; COST REPORTS.

[For text of subds 1 and 2, see M.S.2006]

Subd. 2a. Cost and statistical data audits. The commissioner shall provide for an au
dit of the cost and statistical data of nursing facilities participating as vendors of medical as
sistance. The commissioner shall select for audit at least 15 percent of the nursing facilities’ 
data reported at random or using factors including, but not limited to: data reported to the 
public as criteria for rating nursing facilities; data used to set limits for other medical assis
tance programs or vendors of services to nursing facilities; change in ownership; frequent 
changes in administration in excess of normal turnover rates; complaints to the commission
er of health about care, safety, or rights; where previous inspections or reinspections under 
section 144A.10 have resulted in correction orders related to care, safety, or rights; or where 
persons involved in ownership or administration of the facility have been indicted for alleged 
criminal activity.

The commissioner shall meet the 15 percent requirement by either conducting an audit 
focused on an individual nursing facility, a group of facilities, or targeting specific data cate
gories in multiple nursing facilities. These audits may be conducted on site at the nursing 
facility, at office space used by a nursing facility or a nursing facility’s parent organization, or
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at the commissioner’s office. Data being audited may be collected electronically, in person, 
or by any other means the commissioner finds acceptable.

[For text ofsubds 3 to 5, see M.S.2006]

History: 2007 c 147 art 6 s 40

256B.431 RATE DETERMINATION.
Subdivision 1. In general. The commissioner shall determine prospective payment 

rates for resident care costs. For rates established on or after July 1, 1985, the commissioner 
shall develop procedures for determining operating cost payment rates that take into account 
the mix of resident needs, geographic location, and other factors as determined by the com
missioner. The commissioner shall consider whether the fact that a facility is attached to a 
hospital or has an average length of stay of 180 days or less should be taken into account in 
determining rates. The commissioner shall consider the use of the standard metropolitan sta
tistical areas when developing groups by geographic location. The commissioner shall pro
vide notice to each nursing facility on or before August 15 of the rates effective for the fol
lowing rate year except that if legislation is pending on August 15 that may affect rates for 
nursing facilities, the commissioner shall set the rates after the legislation is enacted and pro
vide notice to each facility as soon as possible.

Compensation for top management personnel shall continue to be categorized as a gen
eral and administrative cost and is subject to any limits imposed on that cost category.

[For text ofsubds 2b to 2d, see M.S.2006]

Subd. 2e. Contracts for services for ventilator-dependent persons, (a) The com
missioner may negotiate with a nursing facility eligible to receive medical assistance pay
ments to provide services to a ventilator-dependent person identified by the commissioner 
according to criteria developed by the commissioner, including:

(1) nursing facility care has been recommended for the person by a preadmission 
screening team;

(2) the person has been hospitalized and no longer requires inpatient acute care hospital 
services; and

(3) the commissioner has determined that necessary services for the person cannot be 
provided under existing nursing facility rates.

The commissioner may negotiate an adjustment to the operating cost payment rate for a 
nursing facility with a resident who is ventilator-dependent, for that resident. The negotiated 
adjustment must reflect only the actual additional cost of meeting the specialized care needs 
of a ventilator-dependent person identified by the commissioner for whom necessary ser
vices cannot be provided under existing nursing facility rates and which are not otherwise 
covered under Minnesota Rules, parts 9549.0010 to 9549.0080 or 9505.0170 to 9505.0475. 
For persons who are initially admitted to a nursing facility before July 1,2001, and have their 
payment rate under this subdivision negotiated after July 1, 2001, the negotiated payment 
rate must not exceed 200 percent of the highest multiple bedroom payment rate for the facili
ty, as initially established by the commissioner for the rate year for case mix classification K; 
or, upon implementation of the RUG's-based case mix system, 200 percent of the highest 
RUG’s rate. For persons initially admitted to a nursing facility on or after July 1, 2001, the 
negotiated payment rate must not exceed 300 percent of the facility’s multiple bedroom pay
ment rate for case mix classification K; or, upon implementation of the RUG’s-based case 
mix system, 300 percent of the highest RUG’s rate. The negotiated adjustment shall not af
fect the payment rate charged to private paying residents under the provisions of section 
256B.48, subdivision 1.

(b) Effective July 1,2007, or upon opening a unit of at least ten beds dedicated to care of 
ventilator-dependent persons in partnership with Mayo Health Systems, whichever is later, 
the operating payment rates for residents determined eligible under paragraph (a) of a nurs
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ing facility in Waseca County that on February 1,2007, was licensed for 70 beds and reim
bursed under this section, section 256B.434, or section 256B.441, shall be 300 percent of the 
facility’s highest RUG rate.

[For text o f subds 2g to 3e, see M.S.2006]

Subd. 3f. Property costs after July 1,1988. (a) Investment per bed limit. For the rate 
year beginning July 1, 1988, the replacement-cost-new per bed limit must be $32,571 per 
licensed bed in multiple bedrooms and $48,857 per licensed bed in a single bedroom. For the 
rate year beginning July 1, 1989, the replacement-cost-new per bed limit for a single bed
room must be $49,907 adjusted according to Minnesota Rules, part 9549.0060, subpart 4, 
item A, subitem (1). Beginning January 1, 1990, the replacement-cost-new per bed limits 
must be adjusted annually as specified in Minnesota Rules, part 9549.0060, subpart 4, item 
A, subitem (1). Beginning January 1,1991, the replacement-cost-new per bed limits will be 
adjusted annually as specified in Minnesota Rules, part 9549.0060, subpart 4, item A, sub- 
item (1), except that the index utilized will be the Bureau of Economic Analysis: Price In
dexes for Private Fixed Investments in Structures; Special Care.

(b) Rental factor. For the rate year beginning July 1, 1988, the commissioner shall in
crease the rental factor as established in Minnesota Rules, part 9549.0060, subpait 8, item A, 
by 6.2 percent rounded to the nearest 100th percent for the purpose of reimbursing nursing 
facilities for soft costs and entrepreneurial profits not included in the cost valuation services 
used by the state’s contracted appraisers. For rate years beginning on or after July 1,1989, the 
rental factor is the amount determined under this paragraph for the rate year beginning July 1, 
1988.

(c) Occupancy factor. For rate years beginning on or after July 1,1988, in order to de
termine property-related payment rates under Minnesota Rules, part 9549.0060, for all nurs
ing facilities except those whose average length of stay in a skilled level of care within a nurs
ing facility is 180 days or less, the commissioner shall use 95 percent of capacity days. For a 
nursing facility whose average length of stay in a skilled level of care within a nursing facility 
is 180 days or less, the commissioner shall use the greater of resident days or 80 percent of 
capacity days but in no event shall the divisor exceed 95 percent of capacity days.

(d) Equipment allowance. For rate years beginning on July 1, 1988, and July 1, 1989, 
the commissioner shall add ten cents per resident per day to each nursing facility’s property- 
related payment rate. The ten-cent property-related payment rate increase is not cumulative 
from rate year to rate year. For the rate year beginning July 1,1990, the commissioner shall 
increase each nursing facility’s equipment allowance as established in Minnesota Rules, part
9549.0060, subpart 10, by ten cents per resident per day. For rate years beginning on or after 
July 1,1991, the adjusted equipment allowance must be adjusted annually for inflation as in 
Minnesota Rules, part 9549.0060, subpart 10, item E. For the rate period beginning October 
1,1992, the equipment allowance for each nursing facility shall be increased by 28 percent. 
For rate years beginning after June 30, 1993, the allowance must be adjusted annually for 
inflation.

(e) Post chapter 199 related-organization debts and interest expense. For rate years 
beginning on or after July 1,1990, Minnesota Rules, part 9549.0060, subpart 5, item E, shall 
not apply to outstanding related organization debt incurred prior to May 23, 1983, provided 
that the debt was an allowable debt under Minnesota Rules, parts 9510.0010 to 9510.0480, 
the debt is subject to repayment through annual principal payments, and the nursing facility 
demonstrates to the commissioner’s satisfaction that the interest rate on the debt was less 
than market interest rates for similar arm’s-length transactions at the time the debt was in
curred. If the debt was incurred due to a sale between family members, the nursing facility 
must also demonstrate that the seller no longer participates in the management or operation 
of the nursing facility. Debts meeting the conditions of this paragraph are subject to all other 
provisions of Minnesota Rules, parts 9549.0010 to 9549.0080.

(f) Building capital allowance for nursing facilities with operating leases. For rate 
years beginning on or after July 1,1990, a nursing facility with operating lease costs incurred
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for the nursing facility’s buildings shall receive its building capital allowance computed in 
accordance with Minnesota Rules, part 9549.0060, subpart 8. If an operating lease provides 
that the lessee’s rent is adjusted to recognize improvements made by the lessor and related 
debt, the costs for capital improvements and related debt shall be allowed in the computation 
of the lessee’s building capital allowance, provided that reimbursement for these costs under 
an operating lease shall not exceed the rate otherwise paid.

[For text o f subds 3g to 17, see M.S.2006]

Subd. 17a. Allowable interest expense, (a) Notwithstanding Minnesota Rules, part
9549.0060, subparts 5, item A, subitems (1) and (3), and 7, item D, allowable interest ex
pense on debt shall include:

(1) interest expense on debt related to the cost of purchasing or replacing depreciable 
equipment, excluding vehicles, not to exceed ten percent of the total historical cost of the 
project; and

(2) interest expense on debt related to financing or refinancing costs, including costs 
related to points, loan origination fees, financing charges, legal fees, and title searches; and 
issuance costs including bond discounts, bond counsel, underwriter’s counsel, corporate 
counsel, printing, and financial forecasts. Allowable debt related to items in this clause shall 
not exceed seven percent of the total historical cost of the project. To the extent these costs are 
financed, the straight-line amortization of the costs in this clause is not an allowable cost; 
and

(3) interest on debt incurred for the establishment of a debt reserve fund, net of the inter
est earned on the debt reserve fund.

(b) Debt incurred for costs under paragraph (a) is not subject to Minnesota Rules, part
9549.0060, subpart 5, item A, subitem (5) or (6).

[For text o f subds 17b to 17d, see M.S.2006]

Subd. 17e. Replacement-costs-new per bed limit effective October 1,2007. Not
withstanding Minnesota Rules, part 9549.0060, subpart 11, item C, subitem (2), for a total 
replacement, as defined in subdivision 17d, authorized under section 144A.071 or 144A.073 
after July 1,1999, any building project that is a relocation, renovation, upgrading, or conver
sion completed on or after July 1, 2001, or any building project eligible for reimbursement 
under section 256B.434, subdivision 4f, the replacement-costs-new per bed limit shall be 
$74,280 per licensed bed in multiple-bed rooms, $92,850 per licensed bed in semiprivate 
rooms with a fixed partition separating the resident beds, and $111,420 per licensed bed in 
single rooms. Minnesota Rules, part 9549.0060, subpart 11, item C, subitem (2), does not 
apply. These amounts must be adjusted annually as specified in subdivision 3f, paragraph (a), 
beginning January 1, 2000.

[For text o f subds 17f to 40, see M.S.2006]

Subd. 41. Rate increases for October 1,2005, and October 1, 2006. (a) For the rate 
period beginning October 1, 2005, the commissioner shall make available to each nursing 
facility reimbursed under this section or section 256B.434 an adjustment equal to 2.2553 per
cent of the total operating payment rate, and for the rate year beginning October 1,2006, the 
commissioner shall make available to each nursing facility reimbursed under this section or 
section 256B.434 an adjustment equal to 1.2553 percent of the total operating payment rate.

(b) 75 percent of the money resulting from the rate adjustment under paragraph (a) must 
be used to increase wages and benefits and pay associated costs for all employees, except 
management fees, the administrator, and central office staff. Except as provided in paragraph
(c), 75 percent of the money received by a facility as a result of the rate adjustment provided 
in paragraph (a) must be used only for wage, benefit, and staff increases implemented on or 
after the effective date of the rate increase each year, and must not be used for increases im
plemented prior to that date.

(c) With respect only to the October 1, 2005, rate increase, a nursing facility that in
curred costs for salary and employee benefit increases first provided after July 1, 2003, may
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count those costs towards the amount required to be spent on salaries and benefits under para
graph (b). These costs must be reported to the commissioner in the form and manner speci
fied by the commissioner.

(d) Nursing facilities may apply for the portion of the rate adjustment under paragraph
(a) for employee wages and benefits and associated costs. The application must be made to 
the commissioner and contain a plan by which the nursing facility will distribute the funds 
according to paragraph (b). For nursing facilities in which the employees are represented by 
an exclusive bargaining representative, an agreement negotiated and agreed to by the em
ployer and the exclusive bargaining representative constitutes the plan. A negotiated agree
ment may constitute the plan only if the agreement is finalized after the date of enactment of 
all increases for the rate year and signed by both parties prior to submission to the commis
sioner. The commissioner shall review the plan to ensure that the rate adjustments are used as 
provided in paragraph (b). To be eligible, a facility must submit its distribution plan by March 
31, 2006, and March 31, 2007, respectively. The commissioner may approve distribution 
plans on or before June 30, 2006, and June 30, 2007, respectively. The commissioner may 
waive the deadlines in this paragraph under extraordinary circumstances, either retroactively 
or prospectively, to be determined at the sole discretion of the commissioner. If a facility’s 
distribution plan is effective after the first day of the applicable rate period that the funds are 
available, the rate adjustments are effective the same date as the facility’s plan.

(e) A copy of the approved distribution plan must be made available to all employees by 
giving each employee a copy or by posting a copy in an area of the nursing facility to which 
all employees have access. If an employee does not receive the wage and benefit adjustment 
described in the facility’s approved plan and is unable to resolve the problem with the facili
ty’s management or through the employee’s union representative, the employee may contact 
the commissioner at an address or telephone number provided by. the commissioner and in
cluded in the approved plan.

[For text ofsubds 42 and 43, see M.S.2006]

History: 2007 c 147 art 6 s 41—44; art 7 s 19,20

256B.434 ALTERNATIVE PAYMENT DEMONSTRATION PROJECT.

[For text ofsubds 1 to 3, see M.S.2006]

Subd. 4. Alternate rates for nursing facilities, (a) For nursing facilities which have 
their payment rates determined under this section rather than section 256B.431, the commis
sioner shall establish a rate under this subdivision. The nursing facility must enter into a writ
ten contract with the commissioner.

(b) A nursing facility’s case mix payment rate for the first rate year of a facility’s con
tract under this section is the payment rate the facility would have received under section 
256B.431.

(c) A nursing facility’s case mix payment rates for the second and subsequent years of a 
facility’s contract under this section are the previous rate year’s contract payment rates plus 
an inflation adjustment and, for facilities reimbursed under this section or section 256B.431, 
an adjustment to include the cost of any increase in Health Department licensing fees for the 
facility taking effect on or after July 1,2001. The index for the inflation adjustment must be 
based on the change in the Consumer Price Index-All Items (United States City average) 
(CPI-U) forecasted by the commissioner of finance’s national economic consultant, as fore
casted in the fourth quarter of the calendar year preceding the rate year. The inflation adjust
ment must be based on the 12-month period from the midpoint of the previous rate year to the 
midpoint of the rate year for which the rate is being determined. For the rate years beginning 
on July 1, 1999, July 1, 2000, July 1,2001, July 1, 2002, July 1, 2003, July 1, 2004, July 1, 
2005, July 1, 2006, July 1, 2007, July 1, 2008, October 1, 2009, and October 1, 2010, this 
paragraph shall apply only to the property-related payment rate, except that adjustments to 
include the cost of any increase in Health Department licensing fees taking effect on or after
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July 1, 2001, shall be provided. Beginning in 2005, adjustment to the property payment rate 
under this section and section 256B.431 shall be effective on October 1. In determining the 
amount of the property-related payment rate adjustment under this paragraph, the commis
sioner shall determine the proportion of the facility’s rates that are property-related based on 
the facility’s most recent cost report.

(d) The commissioner shall develop additional incentive-based payments of up to five 
percent above a facility’s operating payment rate for achieving outcomes specified in a con
tract. The commissioner may solicit contract amendments and implement those which, on a 
competitive basis, best meet the state’s policy objectives. The commissioner shall limit the 
amount of any incentive payment and the number of contract amendments under this para
graph to operate the incentive payments within funds appropriated for this purpose. The con
tract amendments may specify various levels of payment for various levels of performance. 
Incentive payments to facilities under this paragraph may be in the form of time-limited rate 
adjustments or onetime supplemental payments. In establishing the specified outcomes and 
related criteria, the commissioner shall consider the following state policy objectives:

(1) successful diversion or discharge of residents to the residents’ prior home or other 
community-based alternatives;

(2) adoption of new technology to improve quality or efficiency;
(3) improved quality as measured in the Nursing Home Report Card;
(4) reduced acute care costs; and
(5) any additional outcomes proposed by a nursing facility that the commissioner finds 

desirable.
(e) Notwithstanding the threshold in section 256B.431, subdivision 16, facilities that 

take action to come into compliance with existing or pending requirements of the life safety 
code provisions or federal regulations governing sprinkler systems must receive reimburse
ment for the costs associated with compliance if all of the following conditions are met:

(1) the expenses associated with compliance occurred on or after January 1, 2005, and 
before December 31, 2008;

(2) the costs were not otherwise reimbursed under subdivision 4f or section 144A.071 
or 144A.073; and

(3) the total allowable costs reported under this paragraph are less than the minimum 
threshold established under section 256B.431, subdivision 15, paragraph (e), and subdivi
sion 16.
The commissioner shall use money appropriated for this purpose to provide to qualifying 
nursing facilities a rate adjustment beginning October 1, 2007, and ending September 30,
2008. Nursing facilities that have spent money or anticipate the need to spend money to satis
fy the most recent life safety code requirements by (1) installing a sprinkler system or (2) 
replacing all or portions of an existing sprinkler system may submit to the commissioner by 
June 30,2007, on a form provided by the commissioner the actual costs of a completed proj
ect or the estimated costs, based on a project bid, of a planned project. The commissioner 
shall calculate a rate adjustment equal to the allowable costs of the project divided by the 
resident days reported for the report year ending September 30, 2006. If the costs from all 
projects exceed the appropriation for this purpose, the commissioner shall allocate the 
money appropriated on a pro rata basis to the qualifying facilities by reducing the rate adjust
ment determined for each facility by an equal percentage. Facilities that used estimated costs 
when requesting the rate adjustment shall report to the commissioner by January 31,2009, on 
the use of this money on a form provided by the commissioner. If the nursing facility fails to 
provide the report, the commissioner shall recoup the money paid to the facility for this pur
pose. If the facility reports expenditures allowable under this subdivision that are less than 
the amount received in the facility’s annualized rate adjustment, the commissioner shall re
coup the difference.

[For text o f subds 4a to 18, see M.S.2006]
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Subd. 19. Nursing facility rate increases beginning October 1,2007. (a) For the rate 
year beginning October 1, 2007, the commissioner shall make available to each nursing fa
cility reimbursed under this section operating payment rate adjustments equal to 1.87 percent 
of the operating payment rates in effect on September 30, 2007.

(b) Seventy-five percent of the money resulting from the rate adjustment under para
graph (a) must be used for increases in compensation-related costs for employees directly 
employed by the nursing facility on or after the effective date of the rate adjustment, except:

(1) the administrator;
(2) persons employed in the central office of a corporation that has an ownership interest 

in the nursing facility or exercises control over the nursing facility; and
(3) persons paid by the nursing facility under a management contract.
(c) Two-thirds of the money available under paragraph (b) must be used for wage in

creases for all employees directly employed by the nursing facility on or after the effective 
date of the rate adjustment, except those listed in paragraph (b), clauses (1) to (3). The wage 
adjustment that employees receive under this paragraph must be paid as an equal hourly per
centage wage increase for all eligible employees. All wage increases under this paragraph 
must be effective on the same date. Only costs associated with the portion of the equal hourly 
percentage wage increase that goes to all employees shall qualify under this paragraph. Costs 
associated with wage increases in excess of the amount of the equal hourly percentage wage 
increase provided to all employees shall be allowed only for meeting the requirements in 
paragraph (b). This paragraph shall not apply to employees covered by a collective bargain
ing agreement.

(d) The commissioner shall allow as compensation-related costs all costs for:
(1) wages and salaries;
(2) FICA taxes, Medicare taxes, state and federal unemployment taxes, and workers’ 

compensation;
(3) the employer’s share of health and dental insurance, life insurance, disability insur

ance, long-term care insurance, uniform allowance, and pensions; and
(4) other benefits provided, subject to the approval of the commissioner.
(e) The portion of the rate adjustment under paragraph (a) that is not subject to the re

quirements in paragraphs (b) and (c) shall be provided to nursing facilities effective October 
1,2007.

(f) Nursing facilities may apply for the portion of the rate adjustment under paragraph
(a) that is subject to the requirements in paragraphs (b) and (c). The application must be sub
mitted to the commissioner within six months of the effective date of the rate adjustment, and 
the nursing facility must provide additional information required by the commissioner with
in nine months of the effective date of the rate adjustment. The commissioner must respond 
to all applications within three weeks of receipt. The commissioner may waive the deadlines 
in this paragraph under extraordinary circumstances, to be determined at the sole discretion 
of the commissioner. The application must contain:

(1) an estimate of the amounts of money that must be used as specified in paragraphs (b) 
and (c);

(2) a detailed distribution plan specifying the allowable compensation-related and 
wage increases the nursing facility will implement to use the funds available in clause (1);

(3) a description of how the nursing facility will notify eligible employees of the con
tents of the approved application, which must provide for giving each eligible employee a 
copy of the approved application, excluding the information required in clause (1), or posting 
a copy of the approved application, excluding the information required in clause (1), for a 
period of at least six weeks in an area of the nursing facility to which all eligible employees 
have access; and

(4) instructions for employees who believe they have not received the compensation- 
related or wage increases specified in clause (2), as approved by the commissioner, and
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which must include a mailing address, e-mail address, and the telephone number that may be 
used by the employee to contact the commissioner or the commissioner’s representative.

(g) The commissioner shall ensure that cost increases in distribution plans under para
graph (f), clause (2), that may be included in approved applications, comply with the follow
ing requirements:

(1) costs to be incurred during the applicable rate year resulting from wage and salary 
increases effective after October 1, 2006, and prior to the first day of the nursing facility’s 
payroll period that includes October 1, 2007, shall be allowed if they were not used in the 
prior year’s application;

(2) a portion of the costs resulting from tenure-related wage or salary increases may be 
considered to be allowable wage increases, according to formulas that the commissioner 
shall provide, where employee retention is above the average statewide rate of retention of 
direct care employees;

(3) the annualized amount of increases in costs for the employer’s share of health and 
dental insurance, life insurance, disability insurance, and workers’ compensation shall be al
lowable compensation-related increases if they are effective on or after April 1, 2007, and 
prior to April 1, 2008; and

(4) for nursing facilities in which employees are represented by an exclusive bargaining 
representative, the commissioner shall approve the application only upon receipt of a letter 
of acceptance of the distribution plan, in regard to members of the bargaining unit, signed by 
the exclusive bargaining agent and dated after May 25, 2007. Upon receipt of the letter of 
acceptance, the commissioner shall deem all requirements of this section as having been met 
in regard to the members of the bargaining unit.

(h) The commissioner shall review applications received under paragraph (f) and shall 
provide the portion of the rate adjustment under paragraphs (b) and (c) if the requirements of 
this subdivision have been met. The rate adjustment shall be effective October 1. Notwith
standing paragraph (a), if the approved application distributes less money than is available, 
the amount of the rate adjustment shall be reduced so that the amount of money made avail
able is equal to the amount to be distributed.

Subd. 20. Payment of Public Employees Retirement Association costs. Nursing fa
cilities that participate in the Public Employees Retirement Association (PERA) shall have 
the component of their payment rate associated with the costs of PERA determined for each 
rate year. Effective for rate years beginning on and after October 1,2007, the commissioner 
shall determine the portion of the payment rate in effect on September 30 each year and shall 
subtract that amount from the payment rate to be effective on the following October 1. The 
portion that shall be deemed to be included in the September 30,2007, rate that is associated 
with PERA costs shall be the allowed costs in the facility’s base for determining rates under 
this section, divided by the resident days reported for that year. The commissioner shall add 
to the payment rate to be effective on October 1 each year an amount equal to the reported 
costs associated with PERA, for the year ending on the most recent September 30 for which 
data is available, divided by total resident days for that year, as reported by the facility and 
audited under section 256B.441.

History: 2007 c 147 art 7 s 21-23

256B.437 NURSING FACILITY VOLUNTARY CLOSURE; ALTERNATIVES.

[For text ofsubds 1 to 9, see M.S.2006]

Subd. 10. Big Stone County rate adjustment. Notwithstanding the requirements of 
this section, the commissioner shall approve a planned closure rate adjustment in Big Stone 
County for an eight-bed facility in Clinton for reassignment to a 50-bed facility in Grace- 
ville. The adjustment shall be calculated according to subdivisions 3 and 6.

History: 2007 c 147 art 7 s 24
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256B.441 VALUE-BASED NURSING FACILITY REIMBURSEMENT SYSTEM.
Subdivision 1. Rebasing of nursing facility operating cost payment rates, (a) The

commissioner shall rebase nursing facility operating cost payment rates to align payments to 
facilities with the cost of providing care. The rebased operating cost payment rates shall be 
calculated using the statistical and cost report filed by each nursing facility for the report peri
od ending one year prior to the rate year.

(b) The new operating cost payment rates based on this section shall take effect begin
ning with the rate year beginning October 1,2008, and shall be phased in over eight rate years 
through October 1, 2015.

(c) Operating cost payment rates shall be rebased on October 1, 2016, and every two 
years after that date.

(d) Each cost reporting year shall begin on October 1 and end on the following Septem
ber 30. Beginning in 2006, a statistical and cost report shall be filed by each nursing facility 
by January 15. Notice of rates shall be distributed by August 15 and the rates shall go into 
effect on October 1 for one year.

(e) Effective October 1, 2014, property rates shall be rebased in accordance with section 
256B.431 and Minnesota Rules, chapter 9549. The commissioner shall determine what the 
property payment rate for a nursing facility would be had the facility not had its property rate 
determined under section 256B.434. The commissioner shall allow nursing facilities to pro
vide information affecting this rate determination that would have been filed annually under 
Minnesota Rules, chapter 9549, and nursing facilities shall report information necessary to 
determine allowable debt. The commissioner shall use this information to determine the 
property payment rate.

Subd. 2. Definitions. For purposes of this section, the terms in subdivisions 3 to 42a 
have the meanings given unless otherwise provided for in this section.

[For text o f subds 3 and 4, see M.S.2006]

Subd. 5. Administrative costs. “Administrative costs” means the direct costs for 
administering the overall activities of the nursing home. These costs include salaries and 
wages of the administrator, assistant administrator, business office employees, security 
guards, and associated fringe benefits and payroll taxes, fees, contracts, or purchases related 
to business office functions, licenses, and permits except as provided in the external fixed 
costs category, employee recognition, travel including meals and lodging, training, voice 
and data communication or transmission, office supplies, liability insurance and other forms 
of insurance not designated to other areas, personnel recruitment, legal services, accounting 
services, management or business consultants, data processing, information technology, 
Web site, central or home office costs, business meetings and seminars, postage, fees for pro
fessional organizations, subscriptions, security services, advertising, board of director’s 
fees, working capital interest expense, and bad debts and bad debt collection fees.

Subd. 6. Allowed costs. “Allowed costs” means the amounts reported by the facility 
which are necessary for the operation of the facility and the care of residents and which are 
reviewed by the department for accuracy; reasonableness, in accordance with the require
ments set forth in Title XVHI of the federal Social Security Act and the interpretations in the 
provider reimbursement manual; and compliance with this section and generally accepted 
accounting principles. All references to costs in this section shall be assumed to refer to al
lowed costs.

[For text o f subds 7 to 9, see M.S.2006]

Subd. 10. Dietary costs. “Dietary costs” means the costs for the salaries and wages of 
the dietary supervisor, dietitians, chefs, cooks, dishwashers, and other employees assigned to 
the kitchen and dining room, and associated fringe benefits and payroll taxes. Dietary costs 
also includes the salaries or lees of dietary consultants, dietary supplies, and food preparation 
and serving.
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Subd. 11. Direct care costs. “Direct care costs” means costs for the wages of nursing 
administration, staff education, direct care registered nurses, licensed practical nurses, certi
fied nursing assistants, trained medication aides, and associated fringe benefits and payroll 
taxes; services from a supplemental nursing services agency; supplies that are stocked at 
nursing stations or on the floor and distributed or used individually, including, but not limited 
to: alcohol, applicators, cotton balls, incontinence pads, disposable ice bags, dressings, ban
dages, water pitchers, tongue depressors, disposable gloves, enemas, enema equipment, 
soap, medication cups, diapers, plastic waste bags, sanitary products, thermometers, hypo
dermic needles and syringes, clinical reagents or similar diagnostic agents, drugs that are not 
paid on a separate fee schedule by the medical assistance program or any other payer, and 
technology related to the provision of nursing care to residents, such as electronic charting 
systems.

Subd. 12. [Repealed, 2007 c 147 art 7 s 76]
Subd. 13. External fixed costs. “External fixed costs” means costs related to the nurs

ing home surcharge under section 256.9657, subdivision 1; licensure fees under section 
144.122; long-term care consultation fees under section 256B.0911, subdivision 6; family 
advisory council fee under section 144A.33; scholarships under section 256B.431, subdivi
sion 36; planned closure rate adjustments under section 256B.436 or 256B.437; or single bed 
room incentives under section 256B.431, subdivision 42; property taxes and property insur
ance; and PERA.

Subd. 14. Facility average case mix index. “Facility average case mix index” or 
“CMI” means a numerical value score that describes the relative resource use for all residents 
within the groups under the resource utilization group (RUG-III) classification system pre
scribed by the commissioner based on an assessment of each resident. The facility average 
CMI shall be computed as the standardized days divided by total days for all residents in the 
facility. The RUG’s weights used in this section shall be as follows for each RUG’s class: SE3 
1.605; SE2 1.247; SE1 1.081; RAD 1.509; RAC 1.259; RAB 1.109; RAA 0.957; SSC 1.453; 
SSB 1.224; SSA 1.047; CC2 1.292; CC1 1.200; CB2 1.086; CB1 1.017; CA2 0.908; CA1
0.834; IB2 0.877; IB1 0.817; IA2 0.720; IA1 0.676; BB2 0.956; BB1 0.885; BA2 0.716; BA1
0.673; PE2 1.199; PEI 1.104; PD2 1.023; PD1 0.948; PC2 0.926; PCI 0.860; PB2 0.786; 
PB1 0.734; PA2 0.691; PA I 0.651; BC1 0.651; and DDF 1.000.

Subd. 14a. Facility type groups. Facilities shall be classified into two groups, called 
“facility type groups,” which shall consist of:

(1) C&NC/R80: facilities that are hospital-attached, or are licensed under Minnesota 
Rules, parts 9570.2000 to 9570.3400; and

(2) freestanding: all other facilities.

[For text o f subd 15, see M.S.2006]

Subd. 16. [Repealed, 2007 c 147 art 7 s 76'J
Subd. 17. Fringe benefit costs. “Fringe benefit costs” means the costs for group life, 

health, dental, workers’ compensation, and other employee insurances and pension, profit- 
sharing, and retirement plans for which the employer pays all or a portion of the costs.

[For text o f subds 18 and 19, see M.S.2006]

Subd. 20. Housekeeping costs. “Housekeeping costs” means the costs for the salaries 
and wages of the housekeeping supervisor, housekeepers, and other cleaning employees and 
associated fringe benefits and payroll taxes. It also includes the cost of housekeeping sup
plies, including, but not limited to, cleaning and lavatory supplies and contract services.

Subd. 21. [Repealed, 2007 c 147 art 7 s 76]

[For text o f subds 22 and 23, see M.S.2006]

Subd. 24. Maintenance and plant operations costs. “Maintenance and plant opera
tions costs” means the costs for the salaries and wages of the maintenance supervisor, engi
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neers, heating-plant employees, and other maintenance employees and associated fringe 
benefits and payroll taxes. It also includes direct costs for maintenance and operation of the 
building and grounds, including, but not limited to, fuel, electricity, medical waste and gar
bage removal, water, sewer, supplies, tools, and repairs.

[For text o f subcl 25, see M.S.2006]

Subd. 26. [Repealed, 2007 c 147 art 7 s 76]

[For text o f subd 27, see M.S.2006]

Subd. 28. [Repealed, 2007 c 147 art 7 s 761
Subd. 28a. Other direct care costs. “Other direct care costs” means the costs for the 

salaries and wages and associated fringe benefits and payroll taxes of mental health workers, 
religious personnel, and other direct care employees not specified in the definition of direct 
care costs.

[ For text o f subd 29, see M.S.2006]

Subd. 30. Peer groups. Facilities shall be classified into three groups by county. The 
groups shall consist of:

(1) group one: facilities in Anoka, Benton, Carlton, Carver, Chisago, Dakota, Dodge, 
Goodhue, Hennepin, Isanti, Mille Lacs, Morrison, Olmsted, Ramsey, Rice, Scott, Sher
burne, St. Louis, Stearns, Steele, Wabasha, Washington, Winona, or Wright County;

(2) group two: facilities in Aitkin, Beltrami, Blue Earth, Brown, Cass, Clay, Cook, 
Crow Wing, Faribault, Fillmore, Freeborn, Houston, Hubbard, Itasca, Kanabec, Koochich
ing, Lake, Lake of the Woods, Le Sueur, Martin, McLeod, Meeker, Mower, Nicollet, Nor
man, Pine, Roseau, Sibley, Todd, Wadena, Waseca, Watonwan, or Wilkin County; and

(3) group three: facilities in all other counties.
Subd. 31. Prior system operating cost payment rate. “Prior system operating cost 

payment rate” means the operating cost payment rate in effect on September 30,2008, under 
Minnesota Rules and Minnesota Statutes, not including planned closure rate adjustments un
der section 256B.436 or 256B.437, or single bed room incentives under section 256B.431, 
subdivision 42.

[For text ofsubds 32 and 33, see M.S.2006]

Subd. 33a. Raw food costs. “Raw food costs” means the cost of food provided to nurs
ing facility residents. Also included are special dietary supplements used for tube feeding or 
oral feeding, such as elemental high nitrogen diet.

Subd. 34. Related organization. “Related organization” means a person that furnishes 
goods or services to a nursing facility and that is a close relative of a nursing facility, an affili
ate of a nursing facility, a close relative of an affiliate of a nursing facility, or an affiliate of a 
close relative of an affiliate of a nursing facility. As used in this subdivision, paragraphs (a) to
(d) apply:

(a) “Affiliate” means a person that directly, or indirectly through one or more intermedi
aries, controls or is controlled by, or is under common control with another person.

(b) “Person” means an individual, a corporation, a partnership, an association, a trust, 
an unincorporated organization, or a government or political subdivision.

(c) “Close relative of an affiliate of a nursing facility” means an individual whose rela
tionship by blood, marriage, or adoption to an individual who is an affiliate of a nursing facil
ity is no more remote than first cousin.

(d) “Control” including the terms “controlling,” “controlled by,” and “under common 
control with” means the possession, direct or indirect, of the power to direct or cause the di
rection of the management, operations, or policies of a person, whether through the owner
ship of voting securities, by contract, or otherwise.
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[For text o f subds 35 to 37, see M.S.2006]

Subd. 38. Social services costs. “Social services costs” means the costs for the salaries 
and wages of the supervisor and other social work employees, associated fringe benefits and 
payroll taxes, supplies, services, and consultants. This category includes the cost of those 
employees who manage and process admission to the nursing facility.

[For text o f subds 39 to 41, see M.S.2006]

Subd. 42. [Repealed, 2007 c 147 art 7 s 76]
Subd. 42a. Therapy costs. “Therapy costs” means any costs related to medical assis

tance therapy services provided to residents that are not billed separately from the daily oper
ating rate.

[For text o f subds 43 and 44, see M.S.2006]

Subd. 45. [Repealed, 2007 c 147 art 7 s 76]

[For text o f subd 46, see M.S.2006]

Subd. 46a. Calculation of quality add-on for the rate year beginning October 1, 
2007. (a) The payment rate for the rate year beginning October 1,2007, for the quality add
on, is a variable amount based on each facility’s quality score. For the rate year, the maximum 
quality add-on is .3 percent of the operating payment rate in effect on September 30,2007. 
The commissioner shall determine the quality add-on for each facility according to para
graphs (b) to (d).

(b) For each facility, the commissioner shall determine the operating payment rate in 
effect on September 30, 2007.

(c) For each facility, the commissioner shall determine a ratio of the quality score of the 
facility determined in subdivision 44, subtract 40, and then divide by 60. If this value is less 
than zero, the commissioner shall use the value zero.

(d) For each facility, the quality add-on is the value determined in paragraph (b), multi
plied by the value determined in paragraph (c), multiplied by .3 percent.

[For text o f subd 47, see M.S.2006]

Subd. 48. Calculation of operating per dieins. The direct care per diem for each facili
ty shall be the facility’s direct care costs divided by its standardized days. The other care-re
lated per diem shall be the sum of the facility’s activities costs, other direct care costs, raw 
food costs, therapy costs, and social services costs, divided by the facility’s resident days. 
The other operating per diem shall be the sum of the facility’s administrative costs, dietary 
costs, housekeeping costs, laundry costs, and maintenance and plant operations costs divided 
by the facility’s resident days.

Subd. 49. Determination of total care-related per diem. The total care-related per 
diem for each facility shall be the sum of the direct care per diem and the other care-related 
per diem.

Subd. 50. Determination of total care-related limit, (a) The limit on the total care-re- 
lated per diem shall be determined for each peer group and facility type group combination. 
A facility’s total care-related per diems shall be limited to 120 percent of the median for the 
facility’s peer and facility type group. The facility-specific direct care costs used in making 
this comparison and in the calculation of the median shall be based on a RUG’s weight of 
1.00. A facility that is above that limit shall have its total care-related per diem reduced to the 
limit. If a reduction of the total care-related per diem is necessary because of this limit, the 
reduction shall be made proportionally to both the direct care per diem and the other care-re- 
lated per diem.

(b) Beginning with rates determined for October 1, 2016, the total care-related limit 
shall be a variable amount based on each facility’s quality score, as determined under section 
256B.441, subdivision 44, in accordance with clauses (1) to (4):
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(1) for each facility, the commissioner shall determine the quality score, subtract 40, 
divide by 40, and convert to a percentage;

(2) if the value determined in clause (1) is less than zero, the total care-related limit shall 
be 105 percent of the median for the facility’s peer and facility type group;

(3) if the value determined in clause (1) is greater than 100 percent, the total care-re
lated limit shall be 125 percent of the median for the facility’s peer and facility type group; 
and

(4) if the value determined in clause (1) is greater than zero and less than 100 percent, 
the total care-related limit shall be 105 percent of the median for the facility’s peer and facili
ty type group plus one-fifth of the percentage determined in clause (1).

Subd. 50a. Determination of proximity adjustments. For a nursing facility located in 
close proximity to another nursing facility of the same facility group type but in a different 
peer group and that has higher limits for care-related or other operating costs, the commis
sioner shall adjust the limits in accordance with clauses (1) to (4):

(1) determine the difference between the limits;
(2) determine the distance between the two facilities, by the shortest driving route. If the 

distance exceeds 20 miles, no adjustment shall be made;
(3) subtract the value in clause (2) from 20 miles, divide by 20, and convert to a percent

age; and
(4) increase the limits for the nursing facility with the lower limits by the value deter

mined in clause (1) multiplied by the value determined in clause (3).
Subd. 51. Determination of other operating limit. The limit on the other operating 

per diem shall be determined for each peer group. A facility’s other operating per diem shall 
be limited to 105 percent of the median for its peer group. A facility that is above that limit 
shall have its other operating per diem reduced to the limit.

Subd. 51 a. Exception allowing contracting for specialized care, (a) For rate years 
beginning on or after October 1,2016, the commissioner may negotiate increases to the care- 
related limit for nursing facilities that provide specialized care, at a cost to the general fund 
not to exceed $600,000 per year. The commissioner shall publish a request for proposals 
annually, and may negotiate increases to the limits that shall apply for either one or two years 
before the increase shall be subject to a new proposal and negotiation. The care-related limit 
may be increased by up to 50 percent.

(b) In selecting facilities with which to negotiate, the commissioner shall consider:
(1) the diagnoses or other circumstances of residents in the specialized program that re

quire care that costs substantially more than the RUG’s rates associated with those residents;
(2) the nature of the specialized program or programs offered to meet the needs of these 

individuals; and
(3) outcomes achieved by the specialized program.
Subd. 52. Determination of efficiency incentive. Each facility shall be eligible for an 

efficiency incentive based on its other operating per diem. A facility with an other operating 
per diem that exceeds the limit in subdivision 51 shall receive no efficiency incentive. All 
other facilities shall receive an incentive calculated as 50 percent times the difference be
tween the facility’s other operating per diem and its other operating per diem limit, up to a 
maximum incentive of $3.

Subd. 53. Calculation of payment rate for external fixed costs. The commissioner 
shall calculate a payment rate for external fixed costs.

(a) For a facility licensed as a nursing home, the portion related to section 256.9657shall 
be equal to $8.86. For a facility licensed as both a nursing home and a boarding care home, the 
portion related to section 256.9657 shall be equal to $8.86 multiplied by the result of its num
ber of nursing home beds divided by its total number of licensed beds.

(b) The portion related to the licensure fee under section 144.122, paragraph (d), shall 
be the amount of the fee divided by actual resident days.
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(c) The portion related to scholarships shall be determined under section 256B.431, 
subdivision 36.

(d) The portion related to long-term care consultation shall be determined according to 
section 256B.0911, subdivision 6.

(e) The portion related to development and education of resident and family advisory 
councils under section 144A.33 shall be $5 divided by 365.

(f) The portion related to planned closure rate adjustments shall be as determined under 
sections 256B.436 and 256B.437, subdivision 6. Planned closure rate adjustments that take 
effect before October 1, 2014, shall no longer be included in the payment rate for external 
fixed costs beginning October 1, 2016. Planned closure rate adjustments that take effect on or 
after October 1,2014, shall no longer be included in the payment rate for external fixed costs 
beginning on October 1 of the first year not less than two years after their effective date.

(g) The portions related to property insurance, real estate taxes, special assessments, 
and payments made in lieu of real estate taxes directly identified or allocated to the nursing 
facility shall be the actual amounts divided by actual resident days.

(h) The portion related to the Public Employees Retirement Association shall be actual 
costs divided by resident days.

(i) The single bed room incentives shall be as determined under section 256B.431, sub
division 42. Single bed room incentives that take effect before October 1,2014, shall no lon
ger be included in the payment rate for external fixed costs beginning October 1,2016. Single 
bed room incentives that take effect on or alter October 1,2014, shall no longer be included in 
the payment rate for external fixed costs beginning on October 1 of the first year not less than 
two years after their effective date.

(j) The payment rate for external fixed costs shall be the sum of the amounts in para
graphs (a) to (i).

Subd. 54. Determination of total payment rates. In rate years when rates are rebased, 
the total payment rate for a RUG’s weight of 1.00 shall be the sum of the total care-related 
payment rate, other operating payment rate, efficiency incentive, external fixed cost rate, and 
the property rate determined under section 256B.434. To determine a total payment rate for 
each RUG’s level, the total care-rclated payment rate shall be divided into the direct care 
payment rate and the other care-related payment rate, and the direct care payment rate multi
plied by the RUG’s weight for each RUG’s level using the weights in subdivision 14.

Subd. 55. Phase-in of rebascd operating cost payment rates, (a) For the rate years 
beginning October 1, 2008, to October 1, 2012, the operating cost payment rate calculated 
under this section shall be phased in by blending the operating cost rate with the operating 
cost payment rate determined under section 256B.434. For the rate year beginning October
1, 2008, the operating cost payment rate for each facility shall be 13 percent of the operating 
cost payment rate from this section, and 87 percent of the operating cost payment rate from 
section 256B.434. For the rate year beginning October 1, 2009, the operating cost payment 
rate for each facility shall be 14 percent of the operating cost payment rate from this section, 
and 86 percent of the operating cost payment rate from section 256B.434. For the rate year 
beginning October 1, 2010, the operating cost payment rate for each facility shall be 14 per
cent of the operating cost payment rate from this section, and 86 percent of the operating cost 
payment rate from section 256B.434. For the rate year beginning October 1,2011, the operat
ing cost payment rate for each facility shall be 31 percent of the operating cost payment rate 
from this section, and 69 percent of the operating cost payment rate from section 256B.434. 
For the rate year beginning October 1,2012, the operating cost payment rate for each facility 
shall be 48 percent of the operating cost payment rate from this section, and 52 percent of the 
operating cost payment rate from section 256B.434. For the rate year beginning October 1, 
2013, the operating cost payment rate for each facility shall be 65 percent of the operating 
cost payment rate from this section, and 35 percent of the operating cost payment rate from 
section 256B.434. For the rate year beginning October 1, 2014, the operating cost payment 
rate for each facility shall be 82 percent of the operating cost payment rate from this section, 
and 18 percent of the operating cost payment rate from section 256B.434. For the rate year
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beginning October 1,2015, the operating cost payment rate for each facility shall be the oper
ating cost payment rate determined under this section. The blending of operating cost pay
ment rates under this section shall be performed separately for each RUG’s class.

(b) A portion of the funds received under this subdivision that are in excess of operating 
cost payment rates that a facility would have received under section 256B.434, as determined 
in accordance with clauses (1) to (3), shall be subject to the requirements in section 
256B.434, subdivision 19, paragraphs (b) to (h).

(1) Determine the amount of additional funding available to a facility, which shall be 
equal to total medical assistance resident days from the most recent reporting year times the 
difference between the blended rate determined in paragraph (a) for the rate year being com
puted and the blended rate for the prior year.

(2) Determine the portion of all operating costs, for the most recent reporting year, that 
are compensation related. If this value exceeds 75 percent, use 75 percent.

(3) Subtract the amount determined in clause (2) from 75 percent.
(4) The portion of the fund received under this subdivision that shall be subject to the 

requirements in section 256B.434, subdivision 19, paragraphs (b) to (h), shall equal the 
amount determined in clause (1) times the amount determined in clause (3).

Subd. 56. Hold harmless. For the rate years beginning October 1,2008, to October 1, 
2016, no nursing facility shall receive an operating cost payment rate less than its operating 
cost payment rate under section 256B.434. The comparison of operating cost payment rates 
under this section shall be made for a RUG’s rate with a weight of 1.00.

Subd. 57. Appeals. Nursing facilities may appeal, as described under section 256B.50, 
the determination of a payment rate established under this chapter.

Subd. 58. Implementation delay. Within six months prior to the effective date of (1) 
rebasing of property payment rates under subdivision 1; (2) quality-based rate limits under 
subdivision 50; and (3) the removal of planned closure rate adjustments and single bed room 
incentives from external fixed costs under subdivision 53, the commissioner shall compare 
the average operating cost for all facilities combined from the most recent cost reports to the 
average medical assistance operating payment rates for all facilities combined from the same 
time period. Each provision shall not go into effect until the average medical assistance oper
ating payment rate is at least 92 percent of the average operating cost.

History: 2007 c 147 art 7 s 25-57

256B.49 HOME AND COMMUNITY-BASED SERVICE WAIVERS FOR DIS
ABLED.

Subd. 11. Authority, (a) The commissioner is authorized to apply for home and com- 
munity-based service waivers, as authorized under section 1915(c) of the Social Security 
Act to serve persons under the age of 65 who are determined to require the level of care pro
vided in a nursing home and persons who require the level of care provided in a hospital. The 
commissioner shall apply for the home and community-based waivers in order to:

(i) promote the support of persons with disabilities in the most integrated settings;
(ii) expand the availability of services for persons who are eligible for medical assis

tance;
(iii) promote cost-effective options to institutional care; and
(iv) obtain federal financial participation.
(b) The provision of waivered services to medical assistance recipients with disabilities 

shall comply with the requirements outlined in the federally approved applications for home 
and community-based services and subsequent amendments, including provision of ser
vices according to a service plan designed to meet the needs of the individual. For purposes of 
this section, the approved home and community-based application is considered the neces
sary federal requirement.

(c) The commissioner shall provide interested persons serving on agency advisory 
committees, task forces, the Centers for Independent Living, and others who request to be on
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a list to receive, notice of, and an opportunity to comment on, at least 30 days before any 
effective dates, (1) any substantive changes to the state’s disability services program manual, 
or (2) changes or amendments to the federally approved applications for home and commu
nity-based waivers, prior to their submission to the federal Centers for Medicare and Medic
aid Services.

(d) The commissioner shall seek approval, as authorized under section 1915(c) of the 
Social Security Act, to allow medical assistance eligibility under this section for children un
der age 21 without deeming of parental incomc or assets.

(e) The commissioner shall seek approval, as authorized under section 1915(c) of the 
Social Act, to allow medical assistance eligibility under this section for individuals under age 
65 without deeming the spouse’s income or assets.

[For text o f subds 12 to 16, see M.S.2006]

Subd. 16a. Medical assistance reimbursement, (a) The commissioner shall seek fed
eral approval for medical assistance reimbursement of independent living skills services, 
foster care waiver service, supported employment, prevocational service, structured day ser
vice, and adult day care under the home and community-based waiver for persons with a 
traumatic brain injury, the community alternatives for disabled individuals waivers, and the 
community alternative care waivers.

(b) Medical reimbursement shall be made only when the provider demonstrates evi
dence of its capacity to meet basic health, safety, and protection standards through one of the 
methods in paragraphs (c) to (e).

(c) The provider is licensed to provide services under chapter 245B and agrees to apply 
these standards to services funded through the traumatic brain injury, community alterna
tives for disabled, or community alternative care home and community-based waivers.

(d) The local agency contracting for the services certifies on a form provided by the 
commissioner that the provider has the capacity to meet the individual needs as identified in 
each person’s individual service plan. When certifying that the service provider meets the 
necessary provider qualifications, the local agency shall verify that the provider has policies 
and procedures governing the following:

(1) protection of the consumer’s rights and privacy;
(2) risk assessment and planning;
(3) record keeping and reporting of incidents and emergencies with documentation of 

corrective action if needed;
(4) service outcomes, regular reviews of progress, and periodic reports;
(5) complaint and grievance procedures;
(6) service termination or suspension;
(7) necessary training and supervision of direct care staff that includes:
(i) documentation in personnel files of 20 hours of orientation training in providing 

training related to service provision;
(ii) training in recognizing the symptoms and effects of certain disabilities, health con

ditions, and positive behavioral supports and interventions;
(iii) a minimum of five hours of related training annually; and
(iv) when applicable:
(A) safe medication administration;
(B) proper handling of consumer funds; and
(C) compliance with prohibitions and standards developed by the commissioner to sat

isfy federal requirements regarding the use of restraints and restrictive interventions. The lo
cal agency shall review at least annually each service provider’s continued compliance with 
the standards governing basic health, safety, and protection of rights.

(e) The commissioner shall seek federal approval for Medicaid reimbursement of foster 
care services under the home and community-based waiver for persons with a traumatic
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brain injury, the community alternatives for disabled individuals waiver, and community al
ternative care waiver when the provider demonstrates evidence of its capacity to meet basic 
health, safety, and protection standards. The local agency shall verify that the provider is li
censed under Minnesota Rules, parts 9555.5105 to 9555.6265, and certify that the provider 
has policies and procedures that govern:

(1) compliance with prohibitions and standards developed by the commissioner to meet 
federal requirements regarding the use of restraints and restrictive interventions; and

(2) documentation of service needs and outcomes, regular reviews of progress, and pe
riodic reports.
The local agency shall review at least annually each service provider’s continued compliancc 
with the standards governing basic health, safety, and protection of rights standards.

[For text ofsubds 17 to 21, see M.S.2006/

History: 2007 c 147 art 6 s 45; art 7 s 58

256B.5012 ICF/MR PAYMENT SYSTEM IMPLEMENTATION.

[For text ofsubds 1 to 6, see M.S.2006]

Subd. 7. ICF/MR rate increases effective October 1,2007, and October 1,2008. (a)
For the rate year beginning October I, 2007, the commissioner shall make available to each 
facility reimbursed under this section operating payment rate adjustments equal to 2.0 per
cent of the operating payment rates in effect on September 30,2007. For the rate year begin
ning July 1, 2008, the commissioner shall make available to each facility reimbursed under 
this section operating payment rate adjustments equal to 2.0 percent of the operating pay
ment rates in effect on June 30, 2008. For each facility, the commissioner shall make avail
able an adjustment, based on occupied beds, using the percentage specified in this paragraph 
multiplied by the total payment rate, including the variable rate but excluding the property- 
related payment rate, in effect on the preceding day. The total payment rate shall include the 
adjustment provided in section 256B.501, subdivision 12. A facility whose payment rates are 
governed by closure agreements, receivership agreements, or Minnesota Rules, part 
9553.0075, is not eligible for an adjustment otherwise granted under this subdivision.

(b) Seventy-five percent of the money resulting from the rate adjustments under para
graph (a) must be used for increases in compensation-related costs for employees directly 
employed by the facility on or after the effective date of the rate adjustments, except:

(1) the administrator;
(2) persons employed in the central office of a corporation that has an ownership interest 

in the facility or exercises control over the facility; and
(3) persons paid by the facility under a management contract.
(c) Two-thirds of the money available under paragraph (b) must be used for wage in

creases for all employees directly employed by the facility on or after the effective date of the 
rate adjustments, except those listed in paragraph (b), clauses (1) to (3). The wage adjustment 
that employees receive under this paragraph must be paid as an equal hourly percentage 
wage increase for all eligible employees. All wage increases under this paragraph must be 
effective on the same date. Only costs associated with the portion of the equal hourly percent
age wage increase that goes to all employees shall qualify under this paragraph. Costs associ
ated with wage increases in excess of the amount of the equal hourly percentage wage in
crease provided to all employees shall be allowed only for meeting the requirements in para
graph (b). This paragraph shall not apply to employees covered by a collective bargaining 
agreement.

(d) The commissioner shall allow as compensation-related costs all costs for:
(1) wages and salaries;
(2) FICA taxes, Medicare taxes, state and federal unemployment taxes, and workers’ 

compensation;
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(3) the employer’s share of health and dental insurance, life insurance, disability insur
ance, long-term care insurance, uniform allowance, and pensions; and

(4) other benefits provided, subject to the approval of the commissioner.
(e) The portion of the rate adjustments under paragraph (a) that is not subject to the re

quirements in paragraphs (b) and (c) shall be provided to facilities effective October 1 of each 
year.

(f) Facilities may apply for the portion of the rate ad justments under paragraph (a) that is 
subject to the requirements in paragraphs (b) and (c). The application must be submitted to 
the commissioner within six months of the effective date of the rate adjustments, and the fa
cility must provide additional information required by the commissioner within nine months 
of the effective date of the rate adjustments. The commissioner must respond to all applica
tions within three weeks of receipt. The commissioner may waive the deadlines in this para
graph under extraordinary circumstances, to be determined at the sole discretion of the com
missioner. The application must contain:

(1) an estimate of the amounts of money that must be used as specified in paragraphs (b) 
and (c);

(2) a detailed distribution plan specifying the allowable compensation-related and 
wage increases the facility will implement to use the funds available in clause (1);

(3) a description of how the facility will notify eligible employees of the contents of the 
approved application, which must provide for giving each eligible employee a copy of the 
approved application, excluding the information required in clause (1), or posting a copy of 
the approved application, excluding the .information required in clause (1), for a period of at 
least six weeks in an area of the facility to which all eligible employees have access; and

(4) instructions for employees who believe they have not received the compensation- 
related or wage increases specified in clause (2), as approved by the commissioner, and 
which must include a mailing address, e-mail address, and the telephone number that may be 
used by the employee to contact the commissioner or the commissioner’s representative.

(g) The commissioner shall ensure that cost increases in distribution plans under para
graph (f), clause (2), that may be included in approved applications, comply with require
ments in clauses (1) to (4):

(1) costs to be incurred during the applicable rate year resulting from wage and salary 
increases effective after October 1, 2006, and prior to the first day of the facility’s payroll 
period that includes October 1 of each year shall be allowed if they were not used in the prior 
year’s application and they meet the requirements of paragraphs (b) and (c);

(2) a portion of the costs resulting from tenure-related wage or salary increases may be 
considered to be allowable wage increases, according to formulas that the commissioner 
shall provide, where employee retention is above the average statewide rate of retention of 
direct care employees;

(3) the annualized amount of increases in costs for the employer’s share of health and 
dental insurance, life insurance, disability insurance, and workers’ compensation shall be al
lowable compensation-related increases if they are effective on or after April 1 of the year in 
which the rate adjustments are effective and prior to April 1 of the following year; and

(4) for facilities in which employees are represented by an exclusive bargaining repre
sentative, the commissioner shall approve the application only upon receipt of a letter of ac
ceptance of the distribution plan, as regards members of the bargaining unit, signed by the 
exclusive bargaining agent and dated after May 25,2007. Upon receipt of the letter of accep
tance, the commissioner shall deem all requirements of this section as having been met in 
regard to the members of the bargaining unit.

(h) The commissioner shall review applications received under paragraph (f) and shall 
provide the portion of the rate adjustments under paragraphs (b) and (c) if the requirements of 
this subdivision have been met. The rate adjustments shall be effective October 1 of each 
year. Notwithstanding paragraph (a), if the approved application distributes less money than
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is available, the amount of the rate adjustment shall be reduced so that the amount of money 
made available is equal to the amount to be distributed.

History: 2007 c 147 art 7 s 59

256B.69 PREPAYMENT DEMONSTRATION PROJECT.

[For text o f subds 1 to 3b, see M.S.2006]

Subd. 4. Limitation of choice, (a) The commissioner shall develop criteria to deter
mine when limitation of choice may be implemented in the experimental counties. The crite
ria shall ensure that all eligible individuals in the county have continuing access to the full 
range of medical assistance services as specified in subdivision 6.

(b) The commissioner shall exempt the following persons from participation in the 
project, in addition to those who do not meet the criteria for limitation of choice:

(1) persons eligible for medical assistance according to section 256B.055, subdivision
l;

(2) persons eligible for medical assistance due to blindness or disability as determined 
by the Social Security Administration or the state medical review team, unless:

(i) they are 65 years of age or older; or
(ii) they reside in Itasca County or they reside in a county in which the commissioner 

conducts a pilot project under a waiver granted pursuant to section 1115 of the Social Securi
ty Act;

(3) recipients who currently have private coverage through a health maintenance orga
nization;

(4) recipients who are eligible for medical assistance by spending down excess income 
for medical expenses other than the nursing facility per diem expense;

(5) recipients who receive benefits under the Refugee Assistance Program, established 
under United States Code, title 8, section 1522(e);

(6) children who are both determined to be severely emotionally disturbed and receiv
ing case management services according to section 256B.0625, subdivision 20, except chil
dren who are eligible for and who decline enrollment in an approved preferred integrated 
network under section 245.4682;

(7) adults who are both determined to be seriously and persistently mentally ill and re
ceived case management services according to section 256B.0625, subdivision 20;

(8) persons eligible for medical assistance according to section 256B.057, subdivision 
10; and

(9) persons with access to cost-effective employer-sponsored private health insurance 
or persons enrolled in a non-Medicare individual health plan determined to be cost-effective 
according to section 256B.0625, subdivision 15.
Children under age 21 who are in foster placement may enroll in the project on an elective 
basis. Individuals excluded under clauses (1), (6), and (7) may choose to enroll on an elective 
basis. The commissioner may enroll recipients in the prepaid medical assistance program for 
seniors who are (1) age 65 and over, and (2) eligible for medical assistance by spending down 
excess income.

(c) The commissioner may allow persons with a one-month spenddown who are other
wise eligible to enroll to voluntarily enroll or remain enrolled, if they elect to prepay their 
monthly spenddown to the state.

(d) The commissioner may require those individuals to enroll in the prepaid medical 
assistance program who otherwise would have been excluded under paragraph (b), clauses
(1), (3), and (8), and under Minnesota Rules, part 9500.1452, subpart 2, items H, K, and L.

(e) Before limitation of choice is implemented, eligible individuals shall be notified and 
after notification, shall be allowed to choose only among demonstration providers. The com
missioner may assign an individual with private coverage through a health maintenance or
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ganization, to the same health maintenance organization for medical assistance coverage, if 
the health maintenance organization is under contract for medical assistance in the individu- 
al’s county of residence. After initially choosing a provider, the recipient is allowed to 
change that choice only at specified times as allowed by the commissioner. If a demonstra
tion provider ends participation in the project for any reason, a recipient enrolled with that 
provider must select a new provider but may change providers without cause once more 
within the first 60 days after enrollment with the second provider.

(f) An infant born to a woman who is eligible for and receiving medical assistance and 
who is enrolled in the prepaid medical assistance program shall be retroactively enrolled to 
the month of birth in the same managed care plan as the mother once the child is enrolled in 
medical assistance unless the child is determined to be excluded from enrollment in a prepaid 
plan under this section.

[For text ofsubds 4b to 5 f see M.S.2006]

Subd. 5g. Payment for covered services. For services rendered on or after January 1, 
2003, the total payment made to managed care plans for providing covered services under the 
medical assistance and general assistance medical care programs is reduced by .5 percent 
from their current statutory rates. This provision excludes payments for nursing home ser
vices, home and community-based waivers, payments to demonstration projects for persons 
with disabilities, and mental health services added as covered benefits after December 31, 
2007.

Subd. 5h. Payment reduction. In addition to the reduction in subdivision 5g, the total 
payment made to managed care plans under the medical assistance program is reduced 1.0 
percent for services provided on or after October 1, 2003, and an additional 1.0 percent for 
services provided on or after January 1,2004. This provision excludes payments for nursing 
home services, home and community-based waivers, payments to demonstration projects 
for persons with disabilities, and mental health services added as covered benefits after De
cember 31, 2007.

[For text ofsubds 6 to 22, see M.S.2006]

Subd. 23. Alternative services; elderly and disabled persons, (a) The commissioner 
may implement demonstration projects to create alternative integrated delivery systems for 
acute and long-term care services to elderly persons and persons with disabilities as defined 
in section 256B.77, subdivision 7a, that provide increased coordination, improve access to 
quality services, and mitigate future cost increases. The commissioner may seek federal au
thority to combine Medicare and Medicaid capitation payments for the purpose of such dem
onstrations and may contract with Medicare-approved special needs plans to provide Med
icaid services. Medicare funds and services shall be administered according to the terms and 
conditions of the federal contract and demonstration provisions. For the purpose of adminis
tering medical assistance funds, demonstrations under this subdivision are subject to subdi
visions 1 to 22. The provisions of Minnesota Rules, parts 9500.1450 to 9500.1464, apply to 
these demonstrations, with the exceptions of parts 9500.1452, subpart 2, item B; and 
9500.1457, subpart 1, items B and C, which do not apply to persons enrolling in demonstra
tions under this section. An initial open enrollment period may be provided. Persons who 
disenroll lrom demonstrations under this subdivision remain subject to Minnesota Rules, 
parts 9500.1450 to 9500.1464. When a person is enrolled in a health plan under these demon
strations and the health plan’s participation is subsequently terminated for any reason, the 
person shall be provided an opportunity to select a new health plan and shall have the right to 
change health plans within the first 60 days of enrollment in the second health plan. Persons 
required to participate in health plans under this section who fail to make a choice of health 
plan shall not be randomly assigned to health plans under these demonstrations. Notwith
standing section 256L.I2, subdivision 5, and Minnesota Rules, part 9505.5220, subpart 1, 
item A, if adopted, for the purpose of demonstrations under this subdivision, the commis
sioner may contract with managed care organizations, including counties, to serve only el
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derly persons eligible for medical assistance, elderly and disabled persons, or disabled per
sons only. For persons with a primary diagnosis of developmental disability, serious and per
sistent mental illness, or serious emotional disturbance, the commissioner must ensure that 
the county authority has approved the demonstration and contracting design. Enrollment iii 
these projects for persons with disabilities shall be voluntary. The commissioner shall not 
implement any demonstration project under this subdivision for persons with a primary diag
nosis of developmental disabilities, serious and persistent mental illness, or serious emotion
al disturbance, without approval of the county board of the county in which the demonstra
tion is being implemented.

(b) Notwithstanding chapter 245B, sections 252.40 to 252.46, 256B.092, 256B.501 to 
256B.5015, and Minnesota Rules, parts 9525.0004 to 9525.0036, 9525.1200 to 9525.1330, 
9525.1580, and 9525.1800 to 9525.1930, the commissioner may implement under this sec
tion projects for persons with developmental disabilities. The commissioner may capitate 
payments for ICF/MR services, waivered services for developmental disabilities, including 
case management services, day training and habilitation and alternative active treatment ser
vices, and other services as approved by the state and by the federal government. Case man
agement and active treatment must be individualized and developed in accordance with a 
person-centered plan. Costs under these projects may not exceed costs that would have been 
incurred under fee-for-service. Beginning July 1, 2003, and until four years after the pilot 
project implementation date, subcontractor participation in the long-term care developmen
tal disability pilot is limited to a nonprofit long-term care system providing ICF/MR ser
vices, home and community-based waiver services, and in-home services to no more than 
120 consumers with developmental disabilities in Carver, Hennepin, and Scott Counties. 
The commissioner shall report to the legislature prior to expansion of the developmental dis
ability pilot project. This paragraph expires four years after the implementation date of the 
pilot project.

(c) Before implementation of a demonstration project for disabled persons, the com
missioner must provide information to appropriate committees of the house of representa
tives and senate and must involve representatives of affected disability groups in the design 
of the demonstration projects.

(d) A nursing facility reimbursed under the alternative reimbursement methodology in 
section 256B.434 may, in collaboration with a hospital, clinic, or other health care entity pro
vide services under paragraph (a). The commissioner shall amend the state plan and seek any 
federal waivers necessary to implement this paragraph.

(e) The commissioner, in consultation with the commissioners of commerce and health, 
may approve and implement programs for all-inclusive care for the elderly (PACE) accord
ing to federal laws and regulations governing that program and state laws or rules applicable 
to participating providers. The process for approval of these programs shall begin only after 
the commissioner receives grant money in an amount sufficient to cover the state share of the 
administrative and actuarial costs to implement the programs during state fiscal years 2006 
and 2007. Grant amounts for this purpose shall be deposited in an account in the special reve
nue fund and are appropriated to the commissioner to be used solely for the purpose of PACE 
administrative and actuarial costs. A PACE provider is not required to be licensed or certified 
as a health plan company as defined in section 62Q.01, subdivision 4. Persons age 55 and 
older who have been screened by the county and found to be eligible for services under the 
elderly waiver or community alternatives for disabled individuals or who are already eligible 
for Medicaid but meet level of care criteria for receipt of waiver services may choose to en
roll in the PACE program. Medicare and Medicaid services will be provided according to this 
subdivision and federal Medicare and Medicaid requirements governing PACE providers 
and programs. PACE enrollees will receive Medicaid home and community-based services 
through the PACE provider as an alternative to services for which they would otherwise be 
eligible through home and community-based waiver programs and Medicaid State Plan Ser
vices. The commissioner shall establish Medicaid rates for PACE providers that do not ex
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ceed costs that would have been incurred under fee-for-service or other relevant managed 
care programs operated by the state.

(f) The commissioner shall seek federal approval to expand the Minnesota disability 
health options (MnDHO) program established under this subdivision in stages, first to re
gional population centers outside the seven-county metro area and then to all areas of the 
state. Until July 1, 2009, expansion for MnDHO projects that include home and community- 
based services is limited to the two projects and service areas in effect on March 1, 2006. 
Enrollment in integrated MnDHO programs that include home and community-based ser
vices shall remain voluntary. Costs for home and community-based services included under 
MnDHO must not exceed costs that would have been incurred under the fee-for-service pro
gram. In developing program specifications for expansion of integrated programs, the com
missioner shall involve and consult the state-level stakeholder group established in subdivi
sion 28, paragraph (d), including consultation on whether and how to include home and com
munity-based waiver programs. Plans for further expansion of MnDHO projects shall be 
presented to the chairs of the house and senate committees with jurisdiction over health and 
human services policy and finance by February 1, 2007.

(g) Notwithstanding section 256B.0261, health plans providing services under this sec
tion are responsible for home care targeted case management and relocation targeted case 
management. Services must be provided according to the terms of the waivers and contracts 
approved by the federal government.

[For text o f subds 24a to 28, see M.S.2006]

History: 2007 c 147 art 7 s 60; art 8 s 24-26

NOTE: The amendment to subdivision 4 by Laws 2007, chapter 147, article 8, section 24, is effective January 1,2009. Laws 
2007, chapter 147, article 8, scction 24, the effective date.

256B.76 PHYSICIAN AND DENTAL REIMBURSEMENT.
(a) Effective for services rendered on or after October 1, 1992, the commissioner shall 

make payments for physician services as follows:
(1) payment for level one Centers for Medicare and Medicaid Services’ common proce

dural coding system codes titled “office and other outpatient services,” “preventive medicine 
new and established patient,” “delivery, antepartum, and postpartum care,” “critical care,” 
cesarean delivery and pharmacologic management provided to psychiatric patients, and lev
el three codes for enhanced services for prenatal high risk, shall be paid at the lower of (i) 
submitted charges, or (ii) 25 percent above the rate in effect on June 30, 1992. If the rate on 
any procedure code within these categories is different than the rate that would have been 
paid under the methodology in section 256B.74, subdivision 2, then the larger rate shall be 
paid;

(2) payments for all other services shall be paid at the lower of (i) submitted charges, or
(ii) 15.4 percent above the rate in effect on June 30, 1992;

(3) all physician rates shall be converted from the 50th percentile of 1982 to the 50th 
percentile of 1989, less the percent in aggregate necessary to equal the above increases ex
cept that payment rates for home health agency services shall be the rates in effect on Septem
ber 30, 1992;

(4) effective for services rendered on or after January 1, 2000, payment rates for physi
cian and professional services shall be increased by three percent over the rates in effect on 
December 31, 1999, except for home health agency and family planning agency services; 
and

(5) the increases in clause (4) shall be implemented January 1, 2000, for managed care.
(b) Effective for services rendered on or after October 1,1992, the commissioner shall 

make payments for dental services as follows:
(1) dental services shall be paid at the lower of (i) submitted charges, or (ii) 25 percent 

above the rate in effect on June 30, 1992;
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(2) dental rates shall be converted from the 50th percentile of 1982 to the 50th percentile 
of 1989, less the percent in aggregate necessary to equal the above increases;

(3) effective for services rendered on or after January 1, 2000, payment rates for dental 
services shall be increased by three percent over the rates in effect on December 31, 1999;

(4) the commissioner shall award grants to community clinics or other nonprofit com
munity organizations, political subdivisions, professional associations, or other organiza
tions that demonstrate the ability to provide dental services effectively to public program re
cipients. Grants may be used to fund the costs related to coordinating access for recipients, 
developing and implementing patient care criteria, upgrading or establishing new facilities, 
acquiring furnishings or equipment, recruiting new providers, or other development costs 
that will improve access to dental care in a region. In awarding grants, the commissioner shall 
give priority to applicants that plan to serve areas of the state in which the number of dental 
providers is not currently sufficient to meet the needs of recipients of public programs or 
uninsured individuals. The commissioner shall consider the following in awarding the 
grants:

(i) potential to successfully increase access to an underserved population;
(ii) the ability to raise matching funds;
(iii) the long-term viability of the project to improve access beyond the period of initial 

funding;
(iv) the efficiency in the use of the funding; and
(v) the experience of the proposers in providing services to the target population.
The commissioner shall monitor the grants and may terminate a grant if the grantee does

not increase dental access for public program recipients. The commissioner shall consider 
grants for the following:

(i) implementation of new programs or continued expansion of current access programs 
that have demonstrated success in providing dental services in underserved areas;

(ii) a pilot program for utilizing hygienists outside of a traditional dental office to pro
vide dental hygiene services; and

(iii) a program that organizes a network of volunteer dentists, establishes a system to 
refer eligible individuals to volunteer dentists, and through that network provides donated 
dental care services to public program recipients or uninsured individuals;

(5) beginning October 1, 1999, the payment for tooth sealants and fluoride treatments 
shall be the lower of (i) submitted charge, or (ii) 80 percent of median 1997 charges;

(6) the increases listed in clauses (3) and (5) shall be implemented January 1,2000, for 
managed care; and

(7) effective for seivices provided on or after January 1, 2002, payment for diagnostic 
examinations and dental x-rays provided to children under age 21 shall be the lower of (i) the 
submitted charge, or (ii) 85 percent of median 1999 charges.

(c) Effective for dental services rendered on or after January 1,2002, the commissioner 
shall increase reimbursements to dentists and dental clinics deemed by the commissioner to 
be critical access dental providers. For dental services rendered on or after July 1, 2007, the 
commissioner shall increase reimbursement by 30 percent above the reimbursement rate that 
would otherwise be paid to the critical access dental provider. The commissioner shall pay 
the health plan companies in amounts sufficient to reflect increased reimbursements to criti
cal access dental providers as approved by the commissioner. In determining which dentists 
and dental clinics shall be deemed critical access dental providers, the commissioner shall 
review:

(1) the utilization rate in the service area in which the dentist or dental clinic operates for 
dental services to patients covered by medical assistance, general assistance medical care, or 
MinnesotaCare as their primary source of coverage;

(2) the level of services provided by the dentist or dental clinic to patients covered by 
medical assistance, general assistance medical care, or MinnesotaCare as their primary 
source of coverage; and
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(3) whether the level of services provided by the dentist or dental clinic is critical to 
maintaining adequate levels of patient access within the service area.
In the absence of a critical access dental provider in a service area, the commissioner may 
designate a dentist or dental clinic as a critical access dental provider if the dentist or dental 
clinic is willing to provide care to patients covered by medical assistance, general assistance 
medical care, or MinnesotaCare at a level which significantly increases access to dental care 
in the service area.

(d) An entity that operates both a Medicare certified comprehensive outpatient rehabi
litation facility and a facility which was certified prior to January 1, 1993, that is licensed 
under Minnesota Rules, parts 9570.2000 to 9570.3600, and for whom at least 33 percent of 
the clients receiving rehabilitation services in the most recent calendar year are medical as
sistance recipients, shall be reimbursed by the commissioner for rehabilitation services at 
rates that are 38 percent greater than the maximum reimbursement rate allowed under para
graph (a), clause (2), when those services are (1) provided within the comprehensive outpa
tient rehabilitation facility and (2) provided to residents of nursing facilities owned by the 
entity.

(e) Effective for services rendered on or after January 1,2007, the commissioner shall 
make payments for physician and professional services based on the Medicare relative value 
units (RVU’s). This change shall be budget neutral and the cost of implementing RVU’s will 
be incorporated in the established conversion factor.

History: 2007 c 147 art 5 s 14

256B.763 CRITICAL ACCESS MENTAL HEALTH RATE INCREASE.
(a) For services defined in paragraph (b) and rendered on or after July 1, 2007, payment 

rates shall be increased by 23.7 percent over the rates in effect on January 1,2006, for:
(1) psychiatrists and advanced practice registered nurses with a psychiatric specialty;
(2) community mental health centers under section 256B.0625, subdivision 5; and
(3) mental health clinics and centers certified under Minnesota Rules, parts 9520.0750 

to 9520.0870, or hospital outpatient psychiatric departments that are designated as essential 
community providers under section 62Q.19.

(b) This increase applies to group skills training when provided as a component of chil
dren’s therapeutic services and support, psychotherapy, medication management, evaluation 
and management, diagnostic assessment, explanation of findings, psychological testing, 
neuropsychological services, direction of behavioral aides, and inpatient consultation.

(c) This increase does not apply to rates that are governed by section 256B.0625, subdi
vision 30, or 256B.761, paragraph (b), other cost-based rates, rates that are negotiated with 
the county, rates that are established by the federal government, or rates that increased be
tween January 1, 2004, and January 1, 2005.

(d) The commissioner shall adjust rates paid to prepaid health plans under contract with 
the commissioner to reflect the rate increases provided in paragraphs (a), (e), and (f). The 
prepaid health plan must pass this rate increase to the providers identified in paragraphs (a),
(e), (f), and (g).

(e) Payment rates shall be increased by 23.7 percent over the rates in effect on December 
31,2007, for:

(1) medication education services provided on or after January 1, 2008, by adult reha
bilitative mental health services providers certified under section 256B.0623; and

(2) mental health behavioral aide services provided on or after January 1, 2008, by chil
dren’s therapeutic services and support providers certified under section 256B.0943.

(f) For services defined in paragraph (b) and rendered on or after January 1, 2008, by 
children’s therapeutic services and support providers certified under section 256B.0943 and 
not already included in paragraph (a), payment rates shall be increased by 23.7 percent over 
the rates in effect on December 31, 2007.
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(g) Payment rates shall be increased by 2.3 percent over the rates in effect on December 
31, 2007, for individual and family skills training provided on or after January 1,2008, by 
children’s therapeutic services and support providers certified under section 256B.0943.

History: 2007 c 147 art 8 s 27

256B.764 REIMBURSEMENT FOR FAMILY PLANNING SERVICES.
Effective for services rendered on or after July 1,2007, payment rates for family plan

ning services shall be increased by 25 percent over the rates in effect June 30, 2007, when 
these services are provided by a community clinic as defined in section 145.9268, subdivi
sion 1.

History: 2007 c 147 art 5 s 15

256B.77 COORDINATED SERVICE DELIVERY SYSTEM FOR DISABLED.

[For text o f subds 1 to 22, see M.S.2006]

Subd. 23. [Repealed, 2007 c 133 art 2 s 13]

[For text o f subds 25 to 27, see M.S.2006]
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