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1 - CMS-AVP Ltr to LL from JG re Medicaid Asset Verification Program_dte110215:

Requires States to implement an AVP to verify the assets of aged, blind or disabled applicants and
for recipients of Medicaid Section 1940.

2 — CMS-AIl Payer Claims-Ltr to LL from JG re Amendment to Phase 1 approved_dtel11715:

Amendment extends the period of performance for the contract through December 31, 2015.
Phase 2 will be address in a separate procurement.

3 — CMS- 1915(c)-Ltr to LL from JG re Home & Community Based Waiver_dte112315:

Waiver provides services to residents who are 18 or older and have acquired brain injury, and meet
the level of care for placement in a nursing home.

4 — CMS-RIDP-Ltr to LL from JG re Remote Identify Proofing Serices_dte111715:

CMS approves master agreement between CHFS and Lexis-Nexis Risk Solutions FL Inc. This contract

will allow the Commonwealth to implement an enterprise-wide Software as a Service (Saa$S) solution

that will facilitate remote verification of providers and beneficiary using RIPD.
5 — CMS-SOW -Ltr to LL from JG re Approves Statement of Work_dte121115:

CMS approves the SOW submitted 10-15-15 to enhance Medicaid Waiver Management Application
case management system needed to align system functionality with in the HCBS waiver regulations
as well as the redesign program.

6 — CMS-NEMT 1915(b)-Ltr to LL from AMD re Extension Approved_dte120215:

CMS grants the temporary extension of KY’s Non-Emergency Medical Transportation (NEMT) until
March 31, 2016.

7 — CMS-PBM-Ltr to LL from JG re Pharmacy Benefits Manager_dte121615:

CMS approves KY request to exercise the first option year of the PBM contract with Magellan and
the associated annual APD-U through December 31, 2016.
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DEPARTMENT OF 11E AL TI & IHUMANS RVI TS
Cenlers for Medioire & Medicad Ser ices
Atlhinta Re 1onal Off ce

Ol ForsytaSL, Su L 1120
Atlanty, Georgjia WHI3-8909

ENTERS FOR MEDICARE & MEDICAID SERVICES
DIVISION OF MEDICAID & CHILDREN’S HEALTH OPERATIONS

November 2, 2015

Ms. Lisa D. Lee REC IVED

Commissioner

Commonweaith of Kentucky

Cabinet for Health and Family Services
Department of Medicaid Services

275 Last Main Street, 6 W-A
Franktort, KY 40621

Dcar Ms. Lee:

The Centers for Med care and Med caid Services is reviewin the implementation of the
Medicaid Asset Venficat on Pro ram (AVP) requirem nts nacted under the Supplemental
Appropriations Act of 2008 (P.L. 110-252). As you know, Section 7001(d) of that Act created a
new scction 1940 of the Soc al Secunity Act (the Act), which requires States to implement an
AVP to verify the assets of a  d, bl nd or disabled a plicants for and reciment of Medicaid.
Section 1940 also directed the Secretary to de i n an mpl m ntation schedule that would resuit
in specific percenta e oals out med in the statute be n met or the fiscal years (FY) 2009
2013.

We understand that many states have not yet fully implemented their AVP, as resources have
been directed to the establishment of new eli ibility systms to meet the requirements of the
Affordable Carc Act (ACA). However as states are now be 1nnin to trans tion eli ibility
determination for their non-MAGI Medica'd populations to the r new or enhanced systems,
they will need to inte rate asset vert ication into that process. We need to ensure that states are
workin  toward full implementation of an AVP.

Kentucky has n approved state plan which includes authority to implement an AVP. Please
provide a detailed description of your pro ress to dat , and the current status of your AVP.
Include a discuss on of any problem or obstacles that have impeded or prevented your
implementation of an AVP and steps taken to overcome them., Finally, if the stat has not ully
implemented its AVP, include a work plan and timeline or full implementation. The
description of the State’s pro ress toward implementation of an AVP and deta’led work plan are
due to CMS no later than December 31 , 2015.



Ms. Lisa D. Lee
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As we have stated previously in a number of forums, the statute does not provide any authority
under which we can waive or otherwise delay the requirement in section 1940 of the Act that
States implement an AVP, However, the statute does allow us to offer some flexibility with
regard to implementation via the process for determining whether States are in compliance with
the AVP requirements. Provided a State has made and continues to make a good faith eifort to
comply with the AVP requirements, the deadline by which a State is expected to have
implemented its AVP may be extended.

We look forward to reviewing cach State’s updates and to providing you with technical
assistance to help you move toward full AVP implementation. If you have any questions, pleasc
contact me or Judith Cash, Director, Division of Eligibility and Enrollment, at 410-786-4473 or
Judith.Cash@cms.hhs.gov.

Sincerely,
éfuﬂ) .
Jackie Glaze

Associate Regional Administrator
Division of Medicaid & Children's Health Operations



!

DEPARTMENT OF HEALTH & HUMAN SERVIC
Centers for Medicare & Medica d Serv ces

Atlanta Regional Office

61 Forsyth Street, Suite 4T20

Atlanta, Georga 30303

DIVISION OF MEDICAID & CHILDREN’S HEALTHO ERAN1Uny CENTERS FOR MEDICARE & MEDICAID SERVIC

November 17, 2015 KY-16-001

Ms. Lisa Lee, Commissioner
Department for Medicaid Services
275 East Main Street, 6W-A
Frankfort, KY 40621-0001

Dear Ms. Lee:

The Centers for Medicare & Medicaid Services (CMS) approv s the amendment to the contract for
Phase 1 of the Kentucky All Payer Claims Database project. The parties to this contract are the
Cabinet for Health and Family Services/Department or Medica'd Services (CHFS/DMS), the
Cabinet for Health and Family Services/Kentucky Office of Health Bene t and Health In ormat on
Exchan e (CH S/KOHBHIE), and the University of Kentucky Research Foundat on. Th
amendment extends the period of performance for the contract throu h December 31, 2015.

The Cabinet for Health and Family Services contracted with the University of Kentucky Health
Foundat on for planning and analysis of an All Payer Claims Database (APCD) that wili inte  te
med cal claims, eligibility files, prov'der files and clinical nformation from privat and pubhc
payers. Once implemented, the APCD will facilitate analysis of healthcare utilization and quality
of care del vered in the commonwealth, leading to the development of quality measures across
payers and overall improvements in the population health of Kentucky.

The APCD project consists of two phases, but only Phase 1 (plannin and analys s of APCD
infrastructure) is ncluded is the current contract. Phase 2 (APCD mplementation) will be
addressed in another procurement. Via the contract amendment, K ntucky reque t to extend the
contract term by three months, from September 30 2015, throu h December 31, 2015, to allow or
addit'onal research related to the techn cal feasibility of the syst m, and more in-depth plannin for
Phase 2 activties.

The amendment to the APCD project contract is approved by CMS effective on the date of this
letter, "n accordance with Section 1903(a)(3) of the Social Security Act, 42 CFR § 433, subpart C,
45 CFR 95, subpart F, and the State Medicaid Manual, Part 11. Contract costs attributable to
CHFS/DMS are addressed in the bud et of the Implementation Advance Planning Document-
Update (IAPD-U) that CMS approv d on December 29, 2014, or Kentucky s Medicaid Enterprise
Mana ement Syst m (MEMS) pro‘ect. Co t allocation with oth entities accruing benef't from
this project is still requ red.
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The on inal contract was approved by CMS on A ril 8, 2015. The total value of the contract
remains $416,795. Kentucky is requestin no additional fundin for the contract at this time.

Onsite reviews may be conducted to assure that the int ntions for which federal financial
participation (FFP) was approved are bein accomplished. Specifically, the object ve s to validate
that automated data processin (ADP) equipment or services are bein efficiently and ff ct vely
utilized to support the approved pro rams or projects a provided under 43 CFR  95.621 and the
State Medicatd Manual. As provided by the State Medicaid Manual Section 11200 and by 45 CFR
§ 95.611, all subsequent revisions and amendments to the separately approved IAPD-U will require
CMS prior written approval to qualify for FFP.

In accordance with 45 CFR  95.623, state acquisition of ADP equipment and s rvice without
prior approval could result in disallowance of FFP. Only actual costs ncurred are reimbursable.
The state must provide adequate support for all costs claimed in addition to providin det ‘led
records and proper audit trails.

As described in re ulation at 45 CFR  95.611 and the State M dicaid Manual Section 11200,
other contracts supported by fundin from the approved IAPD-U must be approved by CM  pnior
to execution of the contracts. Failure to comply with pr or approv | requirement may result in
esther ineligibility for the enhanced federal match or di allowance for those act vities.

If there are any questions conc rnin this informat'o , please contact John Allison at (82 ) 513-
1323 orviae-mailat ohn.All n cm h . ov.

Sincerely,

A o

Jackie Glaze
Associate Re ional Admini trator
D v'sion of M d’caid & Children’s Health Op rations



DLPARTMINT Ol TIFALTIL & HHUMAN S RVICLS

Centers for Medicire Medica d Semice
Athmia Rer onal Ot ¢e
61 Tor  th Street, Suite 1T20

Atlanta, Georgii 30303 ENTERS FOR MEDICARE & MEDICAID SERVICES

DIVISION OF MEDICAID & CHI DR N'SH ALT OP TION

November 23, 2015 REC E'VED

Ms. Lisa Lee, Commissioner
Cabinet for Health and Family Services

.. . DEPT FO »
Department for Medicaid  ervices OFFICE Offi' ¥Eg Jélg;\g)mslggf\gggg
275 L. Main Street, 6WA
Frankfort, KY 40621

Dcar Ms. Lec:

Your request to amend K ntucky’s Acquired Brain Injury Home and Community-Based Waiver as
authorized under provis'on - of section 191 (c)ofthe ocia  cunty Act, has been approved. This
amendment has be n assigned control number KY 0333.R03.01, which should be used in future
correspondence.

This amendm nt request was submitted on Sept mber 30, 201 5, and was approved on November 23,
2015. The amendment is cftect ve November 1,2015. This amendment lifis the reserve from slots
previously reserved for Money Follows the Person, and adds additional slots in warver years 4 and 5.

This waiver provides services to Kentucky residents who are 18 years and older and have an acquired
brain injury, and meet the level of care for placement in a nursin  facility. The waiver provides the
tollow n supports: adult day training, case mana ement, respite, supported employment, behavioral
services, counselin , group counseling, occupational therapy, speciali ed med'cal equ pment. speech
therapy, community guide, financial management services, oods and services,
assessment/reassessment, community living supports, environmental and minor home modifications
supervised residential care levels 1-3.

The followin estimates of utilization and cost of waiver services have been approved:

Unduplicated ~ Community Institutional ~ Total Waiver
Recipients Costs Cost Costs

Yeard (1115 12/31/15) 383 $62,082.22  $17824929 $2 ,777,491.63
Year5(1 116 12/31 16) 383 $103,975.21  $148,050.33  $39,822.506.77
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We sincerely appreciate the dedicated effort and cooperation provided by your stalf during our review
of this request. 1f you have any questions, please feel free to contact Melanie Benning at (404) 562-

7414.

Sincerely,

Jackie Glaze

Associate Regional Administrator
Division of Medicaid & Children’s Health Operations

cc: Amanda Hill, CMS Central Office



DEPARTMENT OF HEALTH & HUM N SERVICES
Centers for Medicare & Med  d Services

Atlanta Regional Office

61 Forsyth Street, Su te 4T20

Atlanta, Georgia 30303

DIVISION OF MEDICAID CHILDREN’S HEALTH OPERAN iUy CENTERS FOR MEDICARE & MEDICAID SERVICES

November 17, 2015 KY-15-018

Ms. Lisa Lee, Commissioner
Department for Medicaid Services
275 East Main Street 6W-A
Frankfort, KY 40621-0001

Dear Ms. Lee;

The Centers for Medicare & Medicaid Services (CMS) approves the master a reement for Remote
Identify Proofing Services (RIDP) between the Kentucky Cabinet for Health and Family Services
(CHFS) and Lexis-Nexis Risk Solutions FL Inc. Asan mportant component of Kentucky’s
Medicaid Enterprise Management System (MEMS) project, this contract will allow the
commonwealth to implement an enterprise-wide Software as a Service (SaaS) solution that will
facilitate remote verification of Kentucky Medicaid providers and beneficiaries usin RIDP
services that currently do not exist in the commonwealth’s Medicaid IT enterprise. Kentucky plans
to leverage this solution to support future MEMS applications as appropriate.

Services that Lexis-Nexis will provide under this contract include a beneficiary screenin and risk
scoring pilot. Lexis-Nexis will analyze the CHFS beneficiary file to compare a ainst the
contractor’s public records solution and assess for critical "ndications of identity-driven fraud,
waste and abuse, and overall beneficiary data integrity. Lexis-Nexis will deliver a statistical
analysis assessing this information by way of two analyses: beneficiary risk scorin and
beneficiary data integrity screening. Beneficiary call center services will also be provided under
this contract.

Kentucky’s m ter agreement with Lexis-Nexis or Remote Identity Proofin Services is approved
by CMS effective on the date of thus letter, 'n accordance with Section 1903(a)(3) of the Social
Security Act, 42 CFR § 433, subpart C, 45 CFR § 95, subpart F, and the State Medica d Manual,
Part 11. Contract expenses for RIDP services fall within the budget of Kentucky’s MEMS
Implementation Advance Planning Document-Update (IAPD-U) that CMS approved on December
29,2014.

The master reementis frm fixed unit price contract. The init al term of the contract will be for
a period of two years from the effect’ve date of ward. At the completion of the initial contr ct
period, Kentucky reserves the r1_ht to renew the mast ra reement or three additional one-year
periods, but the commonwealth must obtain approval from CMS prior to exercisin an option year.
Add tionally, fund'n for contract opt on years mus be approved by CMS via the IAPD process
prior to Kentucky e ercisin opt on years.
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Onsite reviews may be conducted to assure that the intentions for which federal financial
participation (FFP) was approved are being accomplished. Specifically, the objective is to validate
that automated data processing (ADP) equipment or services are being efficiently and effectively
utilized to support the approved programs or projects as provided under 45 CFR § 95.621 and the
State Medicaid Manual. As provided by the State Medicaid Manual Section 11200 and by 45 CFR
§ 95.611, all subsequent revisions and amendments to the separately approved IAPD-U will require
CMS prior written approval to qualify for FFP.

In accordance with 45 CFR § 95.623, state acquisition of ADP equipment and services without
prior approval could result in disallowance of FFP. Only actual costs incurred are reimbursable.
The state must provide adequate support for all costs claimed in addition to providing detailed
records and proper audit trails.

As described in regulation at 45 CFR § 95.611 and the State Medicaid Manual Section 11200,
other contracts supported by funding from the approved IAPD-U must be approved by CMS prior
to execution of the contracts. Failure to comply with prior approval requirements may result in
either ineligibility for the enhanced federal match or disallowance for those activities.

If there are any questions concerning this information, please contact John Allison at (828) 513-
1323 or via e-mail at John.Allison @cms.hhs.gov .

Sincerely,

Jackie Glaze
Associate Regional Administrator
Division of Medicaid & Children’s Health Operations



DI PARTMI NT OF HIFALTH & 1HUMAN $1 RVICES
Cunle s or Medicire & Medicaid Sery ices

Atanth R onal Off ee
61 Forsyt1 t eet, Suit» 4720
Atlanty, Georgia 307303

CENTERS FOR MEDICARE & MEDICAID SERVICES
DIVISION OF MEDICAID & CHILDREN'S HEALTH OPERATIONS

December 11, 2015 Y-16-002

RECEIvEp

Ms. Lisa Lee, Commiss oner

Department for Medicaid Services DEPT

275 Last Main Street, 6W-A i vie
Frankfort, KY 40621-0001 MiSSION

Dear Ms. Lee:

The Centers for Medicare & Medicaid Services (CMS) approves the Statement of Work (SOW)
submitted by the Kentucky Cabinet for Health and Family Services (CHFS) on October 15, 2015.
The SOW describes enhancem nts to the Commonwealth's Medicaid Waiver Mana ement
Application (MWMA) case mana ement system needed to ali n system functionality with the
CMS Home and Community-Based Services (HCBS) waiver re ulations, as well as with
Kentucky’s Medicaid wa ver redesi n pro ram.

The MWMA is designed to support common processes that are utili ed by K ntucky’s HCBS
walver programs, providin - automated capabulities around the intake, assessment, eli ibility
determination, service plan, case mana ement, timesheet, and reporting functions p r ormed by
waiv rservice providers. The first release of the MWMA took place in April 2015. Casc

1anagers, quality improvement or anization staff, and other CHFS staff are the primary users o
this release version, ensurin  the appropriate beneficiaries are enrolled in HCBS waiver pro rams
& dare receiving the correct services.

The next release of the MWMA, wh ch is addressed in the SOW, will add functionality to t1e Plan
o Care module to support the person-cent red serv ce plan requ r ments outlined in the CMS

H BS waiver re ulation. In accordance with Kentucky’s redesi n of the Medic id waiver

pro ram, this release will include other enhancement to the Plan of Care module to control acc ss
to new services under the HCBS wa ver pro ram. Add tional mod fications required by Kentucky
arc addressed in the SOW includin funct onality to the Level of Care module to capture

addit onal data elated to the Level of Care Assessment and Reassessment processes.

The SOW to modify MWMA system function lity is approved by CMS effective on the date of
this letter, in accordance with Section 1903(a)(3) of the Social Security Act, 42 CFR Part 433,
subpart C, 45 CFR Part 95, subpart F, and the State Medicaid Manu |, Part 11. Contractor costs
for activit es described in the SOW are addressed in the bud et of the Implementation Advanc
Plannin Document-Update (IAPD-U) that CMS approved on December 29, 2014, for Kentucky’
Medicaid Enterprise Ma a ement System (MEMS) project.
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Deloitte Consulting LLP will perform the services identified in the SOW on a fixed-price basis.
Costs for design, development, and implementation activities described in the SOW will amount to
$2,225,000.

Onsite reviews may be conducted to assure that the intentions for which federal financial
participation (FFP) was approved are bein g accomplished. Specifically, the objective is to validate
that automated data processing (ADP) equipment or services are being efficiently and effcectively
utilized to support the approved programs or projects as provided under 45 CFR § 95.621 and the
State Mcdicaid Manual. As provided by the State Medicaid Manual Section 11200 and by 45 CFR
§ 95.611, all subsequent revisions and amendments to the separately approved IAPD-U will require
CMS prior written approval to qualify for FFP,

In accordance with 45 CFR § 95.623, acquisition of ADP equipment and services without prior
approval could result in disallowance of FFP., Only actual costs incurred are reimbursable. The
Commonwealth must provide adequate support for all costs claimed in addition to providing
detailed records and proper audit trails.

As described in regulation at 45 CFR § 95.611 and the State Medicaid Manual Section 11200,
other contracts supported by fundin £ from the approved IAPD-U must be approved by CMS prior
to execution of the contracts. Failure to comply with prior approval requirements may result in
cither ineligibility for the enhanced federal match or disallowance for those activities.

If there are any questions concerning this information, please contact John Allison at (828) 513-
1323 or via e-mail at John.Allison@cms.hhs.gov.

Sincerely,

LAl
Tl

Associate Regional Administrator
Division of Medicaid & Children’s Health Operations



DEPARTMENT OF HEALTH & FHHUMAN SERVICES
Centers for Medicare & Medicaid St rvices

7500 Secunty Boulevard, Mail Slop 2 14 26
Baltimoere, Maryland  21244-18 0 CENTRE OB FOMAE A TRt
CENTER FOR MEDICAID & CHIP'  ERVICES

-f;lwle. AT

Disabled & Elderly Health Programs Group

DEC 1 5 2015

Lisa D. Lee, Commissioner

Cabinet for Health and Family Services
Department for Medicaid Services

275 East Ma n Street, 6W-A

Frankfort, KY 40621

Dear Ms. Lee:

The C nter for Medicare & Medicaid Services (CMS) rece 'ved your request, dated December 14 201 ,
forat mporary xtension of Kentucky’s Non-Emer ncy Med'cal Transportation (NEMT) 1915(b)
waiver program under CMS control number KY-06.R01. The current temporary waiver authority expires
on December 31, 2015,

You have request d this ext nsion to ensure CMS has adequate time to review the state’s waiver renewal
application submitted on November 3, 2015. The e tension also provides additional time for the state to
re pond to CMS’ informal reque t for addit'onal informat'on and submit revised cost etfectiveness
spreadsh ets.

The CMS is grantin  an extension of the KY-06.R01 waiver to operate the NEMT pro rram under section
1915(b) of the Social Security Act (the Act). This temporary extension will e pire on March 31, 2016.

The CMS will continue to work with your staff during the extension period. 1f youh ve any question ,
please contact Cheryl Brima e, in the Atlanta Re 1onal Office, at (404)562-7116 or Lovie Davis of my
staff, at (410) 786-1533.

Sinc rely,

Alissa Mooney D oy
Acting Dire tor

cC Cheryl Brima e, Atlanta Regional Office
Melanie Johnson, Atlanta Regional Office
Jackie Glaze, Atlanta Regional Office



DEPARTMENT OF [ ALTIT  [IUMAN SERVICTS
Conters for Medicire Medicud Se vices

Atlnta Re. onal Otfice
61 Torsyt Streel, Su &+ 4T20
Atlanty, Geor 1 30303

CENTERS FOR MEDICARE & MEDICAID SERVICES
DIVISION OF MEDICAID & CHILDREN’S HEALTH OPERATIONS

Dcecember 16, 2015 KY-16-003

Ms. Lisa Le», Comm ssion r
Departm nt for Medica d Serv ces
275 Last Main Str et, 6W-A
Fraikfort, Y 40621-0001]

Dear Ms. Le :

The Cent rs for Medicar ~ Medicaid Services (CMS) approves the request submutted by the
Kentucky Cabinct for Healt1 nd Family Services (CHFS) to e ercise the first option year of t1
Commonw alth’s contract with Ma ellan Medicaid Administration Inc., for Pharmacy Benef'ts
Mana r (PBM) system op rat ons, Additionally, CMS approves Kentucky’s annual Advanc
Plannin  Document-Updat (APD-U) request n approval o federal fundin for PBM system
operat ons throu h Decemb r 31, 2016. The Commonwealth submitted both of these act ons to
CMS on Novemb r 6, 201 .

On Nov mber 13, 2013, CMS issued a letter approvin K ntucky’s contract with Ma ellan for
PBM syst m s rvices. The initial t rm of the contract was for a p rod of two years, effective on
J nuary 1, 2014, with the option for renewal at the complction o the initial contract pe 10d for
thr e additional one-year per ods upon the mutua a re m nt of CHFS and Ma ellan. Kentucky
submitted the annual APD-U and proposed contract xt nsion in preparation to execute the first
option year of thc PBM system contract. The term of the option year is from January 1, 2016,
throu h Dec mber 1, 2016.

[n the annual APD-U, Kentucky e ue ts new fundin in the amount of $3,666,024, with 75

p rcent ed ral fnancial part cipation (FFP) of $2,749,518, for PBM system operations throu h

Decemb 31, 2016. Additionally, CHFS requests that $2,398,103, with 75 percent FFP at
1,798,577, be carried forwa d throu h the first quarter of FFY 2016 from the last annual APD-U

approved by CMS on December 29, 2014.

K ntucky’s request to exercise the first option year of the Commonwealth’s PBM contract with
Ma ellan and the associated annual APD-U are approved by CMS effective on the date o this
I'tt r,in ccordance w'th Sect on 1903(a)(3) o the Social Security Act, 42 CFR Part 433 subpart
C, 45 CFR Part 95, subpart F, and the State Medicaid Manual, Part 11. New funding approved
under this APD-U totals $§ ,666,0 4, with 75 percent FFP at $2,749,518. Funding carned orward
fromth last APD-U amou tsto 2,398,103, with 75 percent FFP at $1,798,577. Amounts
recorded in App ndix A represent the sum of newly-approved fundin and funding carried orward
om the prev ous APD-U.
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The amounts shown in Appendix A cannot be reallocat d to other federal fiscal years, even wit in
the period of this letter's approval, without the submission and approval of another APD-U.
Funding authority under the APD-U will expire December 3| , 2016. Be ore exercisin add t onal
options years under the PBM system contract with Ma cllan, Kentucky must request prior appro al
trom CMS.

Onsite reviews may be conducted to assure that the intentions for which FFP was approv d are
bein » accomplished. Specifically, the objective is to validate that automated data processin
(ADP) cquipment or services are being efficiently and e fectively utilized to support the approved
pro rams or projects as provided un cr 45 CFR | 95.621 and the State Medica d Manual. As
provided by the State Medicaid Manual Section 11200 and by 45 CFR | 95.611, all sub cqu nt

evisions and amendments to the APD-U will require CMS prior written approval to qualify for
FFP.

As described in re ulation at 45 CFR § 95.611 and the St ite Med caid Manual Se tion 11200,
other contracts supported by fundin  from the approved APD-U must be approv d by CMS prior to
exceution of the contr ct. Fa lure to comply with prior approval requirements may result in either
melivibility for the enhanced federal match or d° allowance for those activities.

If there are any questions concernin  this information, please contact John Allison at { 2 ") 51. -

1323 or via e-mail at John Allison cms.hhs. ov.

Sincerely,

Sl‘a CHee Q’J—&%@_
Jackie Gla e

Associate Re ional Adm st ator
Division of Medicaid ~ Childr n’s H alth Op ration

Enclosure
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1-CMS-SPA-15-009-Ltr to VC from JG-012116:

CMS sent Technical Corrections to the Kentucky State Plan Amendment 15-009. Revised SPA pages
were sent to reflect the technical error has been corrected.

2-CMS-ANIAPD MMIS-Ltr to VC from JG-01221:

CMS approves the request from CHFS to extend approval of your As-Needed Implementation
Advance Planning Document (ANIPD) for the Medicaid Management Information System (MMIS).

3-CMS-SOW-IVV-Ltr to VC from JG-012216:

CMS approves the Statement of Work for Independent Verification and Validation ( IV&V) services
for the Provider Portal project of the MEMS program.

4-CMS-KSBM-Ltr to Gov MG from AS-012415:

CMS responded to letter on the intent to cease operations of Kentucky’s State-Based Marketplace
Kynect.

5-CMS-DME MAC-Ltr to VC from RV of CGS-012516

CMS awarded administration of the Jurisdiction B Durable Medical Equipment Medicare
Administrative Contractor (DME MAC). The jurisdiction was previously contracted by National
Government Services LLC.

6-CMS-CHIP-Ltr from AMD with DMS&ADA Agreement-012616

Letter to solicit participation in a license agreement between CMS, American Dental Association (
ADA), and the American Medical Association ( AMA)

7-CMS-NEMT-Ltr to VC from JG-012716:

CMS is requesting more information be provided for the KY-06.R002 ( Non-Emergency Medical
Transportation) renewal waiver application.

8-CMS-AIAPD MEMS-Ltr to VC from JG-012716:

CMS approves CHFS to extend the approval of the IAPD for the MMIS to September 30, 2016.


http://chfs.ky.gov/dms/mac.htm
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9-CMS-SPA 15-0008-Ltr to VC from JG-020116:

CMS has approved the SPA KY 15-0008 on February 1, 2016. This amendment revises the current
reimbursement methodology for Intensive outpatient Therapy.

10-CMS-SPA 16-0001-Ltr to VC from JG-020116:

CMS has approved the SPA 16-001 on January 26, 2016. This amendment designates Veronica J
Cecil, Acting Commissioner of the Department for Medicaid Services as Governors designee for
review and approval of state plan amendments.

11-CMS-SPA 15-003-Ltr to VC from KF-021016-to SH:

CMS has approved SPA 15-003. Effective October 1, 2015 this amendments adds reserve bed and
therapeutic leave days as a reimbursable services in psychiatrics residential treatment facilities
(PRTF).

12-CMS-CHIP MEC-Ltr to SM from VW-021216:

Letter to inform the state whether certain types of Medicaid and CHIP coverage provided in
Kentucky is recognized by CMS as minimum essential coverage (MEC).

13-CMS-SPA 16-0002-Ltr to SM from JG-021216-to SH:

CMS has approved the SPA 16-002 on February 9, 2016. This amendment designates Stephen P.
Miller, Acting Commissioner of the Department for Medicaid Services as Governors designee for
review and approval of state plan amendments.

14-CMS-IHS Tribal Al AN-Ltr to SM from VW-022616:

Letter to inform Medicaid Agencies and other state health officials about an update in payment
policy affecting federal funding received by eligible members who are American Indians and Alaska
Natives through facilities of the Indian Health Services( HIS) whether operated by HIS or Tribe.

15-CMS-HITECH-Ltr to SM from VW-022916:

Updates issued by CMS about the availability of federal funding at the 90 percent matching rate for
state expenditures on activates to promote health information exchange (HIE) and encourage
adoption of certified Electronic Health Records ( EHR) technology by certain Medicaid providers.
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DEPARTMENT OF HFALTH HUMAN SCRVIC S
Centers for Medicare & Medicaid Serv ces

Atlanta Regional Of ice

61 Forsyth Street, Surte 4T20

Atlanta, Georga 30303

D1viS1I0N OF MEDICAID & CHILD ENSH ALTH OP

CENTERS FOR MEDHCARE & MEDICAID SERVICES
TION

January 21, 2016

Veronica J. Cecil, Actin  Commission r
Department for Med'c id S rvices

275 East Ma'n Street, 6BWA

Frankfort, KY 40621-0001

RECEIVED

D PTTORM DICAID SER
v
OFHIC OF TH COMMISS'OISg

Re: Technical Correction to K ntucky State Plan Am ndment 15-009

Dear Ms. Cecil:

This is a technical correction to K ntucky SPA 15-009. This SPA was approved on
December 14, 015. Enclosed please fnd th revised SPA pa e for KY SPA 15-009 that has
been corrected to reflect the technical correct ons.

[ you have any que t ons, pl ase contact Darl
Darlene.Noonan cms.hhs. ov.

n lo ure

e Noonan at 404-562-2707 or

Sinc rely,

Jackie Glaze

Associat Re ional Adm'ni trator
Division o Medica'd hildren's Hea th Operations



DEPARTMENT OF HEALTH AND HUMAN SERVICES
HEALTH CARE FINANCING ADMINISTRATION

FORM APPROVED
OMB NO. 0938-0:93

TRANSMITTAL AND NOTICE OF APPROVAL OF
STATE PLAN MATERIAL

FOR: HEALTH CARE FINANCING ADMINISTRATION

2. STATE
Kentucky

1. TRANSMITTAL NUMBER:
15-009

3. PROGRAM IDENTIFICATION: TITLE XIX OF THE
SOCIAL SECURITY ACT (MEDICAID)

TO: REGIONAL ADMINISTRATOR
HEALTH CARE FINANCING ADMINISTRATION
DEPARTMENT OF HEALTH AND HUMAN SERVICES

4, PROPOSED EFFECTIVE DATE
January 1, 2016

5, TYPL: OF PLAN MATERIAL {Check Onc):

[ NEW STATE PLAN

[] AMENDMENT TO BE CONSIDERED AS NEW PLAN

X AMENDMENT

COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT (Separate Transmittal for each amendment)

6. FEDERAL STATUTE/REGULATION CITATION:

7. FEDERAL BUDGET IMPACT:
a. FFY 2015 Budget Neutral
b. FFY 2016 Budgel Neutral

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT:

Att. 4.19-B, Page 20.15(1)(a)

9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION
OR ATTACHMENT (If Applicable).
Same

10. SUBIECT OF AMENDMENT:

The purpose of this SPA is to continue the current reimbursement that was to sunsct on December 31, 2015 until July 1, 2016 for the

Community Menlal Health Centers.

11. GOVERNOR'S REVIEW (Check One):
] GOVERNOR'S OFFICE REPORTED NO COMMENT
L] COMMENTS OF GOVERNOR'S OFFICE ENCLOSED

[C] NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL

X OTHER, AS SPECIFIED: Review delegated
to Commissioner, Department for Medicaid
Services

. ]
12, SIGNATURE CF .S'I}WY OFFICIAL:

13. TYPED NAME: Lisa IJ, Lee

14. TITLE: Commussianer, Department for Medicaid Services

15. DATE SUBMITTED: 12/2/15

16. RETURN TO:

Depariment for Medicaid Services
275 East Main Streel 6W-A
Frankfort, Kentucky 40621

FOR REGIONAL OFFICE USE ONLY

17. DATE RECEIVED: 12-07-15

18. DATE APPROVED: [2-14-15

PLAN APPROVED - ONE COPY ATTACHED

19. EFFECTIVE DATE OF APPROVED MATERIAL:
01-01-16

21. TYPED NAME: Jackie Glaze

20. SIGNATURE OF.REGMICIAL;
2. T . Assoctate Regional Administrator

Division of Medicaid & Children Health Opns

23. REMARKS: A pproved with the following changes to block # 7 as authorized by email dated 12-14-15:

Block # 7a changed to read: FFY 2016 Budget neutral
Block #7b changed to read: FFY 2017 Budget neutral

FORM HCFA-179 (07-92)



State: Kentucky Attachment 4.19- B
Page 20.15(1)(a)

XVI.  Other diagnostic, screening, preventive and rehabilitative services.

v, A certified social worker, Master Level;

vi. A marriage and family therapy associate;

vii. A licensed assistant behavior analyst;

vili. A physician assistant working under the supervision of a physician;

ix. Peer Support Specialist working under the supervision of a physician, a

psychiatrist, an APRN, a PA, a LP, a LPP, a LPA, a LCSW, a LMFT, a
LPCC, a CSW, a LMFTA, a LPCA, a CADC, a Professional Equivalent,
a psychiatric nurse, a LPAT, ora LPATA ;

X. A certified alcohol and drug counselor (CADC) working under the
supervision of a physician, a psychiatrist, an APRN, a PA,aLP, a LPP, a
LPA, a LCSW, a LMFT, a LPCC, a CSW, a LMFTA, a LPCA, a LPAT,
ora LPATA; and

Xi. A community support associate who is working under the supervision of
a physician, a psychiatrist, an APRN, a PA,aLP,a LPP,aLPA, a LCSW,
a LMFT, a LPCC, a CSW, a LMFTA, a LPCA, a CADC, a Professional
Equivalent, a psychiatric nurse, a LPAT, a LPATA, a LBA, ora LABA.

The current reimbursement methodology, as outlined above, for services provided in CMHCs will end on
June 30, 2016.

TN No: 15-009

Supersedes Approval Date: 12-14-15 Effective Date: Januvary 1, 2016
TN No: 15-007



RECEIVED

DEPARTMENT OF H ALTH & HUMAN SFRVICFS
Conlers for Medic re & Medicaid Services

Atlanta Re nonal Off ce

61 Forsyth Street Sut 4T20

Atlanta, Georgia 30303

CENTERS FOR MEDICARE & MEDICAID SERVICES
DIVISION OF MEDICAID & CHILDREN’S HEALTH OPERATIONS

January 22, 2016 KY-16-004

Veronica Cecil, Acting Commissioner
Department for Medicaid Services
275 East Main Street, 6W-A
Frankfort, K'Y 40621-0001

Dear Ms. Cecil:

The Centers for Medicare & Medicaid Services (CMS) approves the request submitted by the
Kentucky Cabinet for Health and Family Services (CHFS) to extend the approval of your As-
Needed Implementation Advance Plannin Document (ANIAPD) for the Medicaid Mana em nt
Information System (MMIS) to September 30, 2016. CMS also approves new fundin in the
amount of $4,370,512 (52,495,639 at 90 percent federal financial participation [FFP]; $1,198,185
at 75 percent FFP; $3,693,824 total federal share),

In the annual ANIAPD, Kentucky requested new fundin in the amount of 2,200,000 for dat
quality enhancement projects; $572,9 2 0 new fu din and 5,654 project hours fo anint ce
enhancement project between the KY MMIS, KY Health Benefits Exchan ¢ (HBE), and the Stat
Data Hub (SDH), and $1,597,580 of new fund'n and 15,763 additional mod fication hours needed
to implement chan e orders to modify the KY MMIS resulting rom the Med caid pan ion under
the Affordable Care Act.

The ANIAPD is approved in accordance with Section 1903(a)(3) of the Social Security Act, 42
CFR Part 433, subpart C, 45 CFR Part 95, subpart F, and the State Medicaid Manual, Part 11,
Onsite reviews may be conduct d to assure that the intentions for which FFP was a proved a e
bein accomplished. Specifically, the objective is to validate that automated dat processin
(ADP) equipment or services are bein effic ently and effect vely utilized to support the approved
pro rams or projects as provided under 45 CFR § 95.621 and the State Medica d Manual. A
provided by the State Medicaid Manual Section 11200 and by 45 CFR § 95.611, all subsequent
revisions and amendments to the APD-U will require CMS prior written approval to quali y for
FFP,

As describedinre lation at 45 CFR  95.611 and the St te M d’caid Ma ual Sect’on 1 1200,

other contracts supported by fund'n from the approved ANIAPD must be approved by CM  prior

to execu ion of the contract. Failur to comply w'th prior approval requirem nts mayr sult n
‘ther in i blity for the nhanced f d ral match or disallowa ce for those activitie .



Ms. Veronica Cecil
Page 2

If there are any questions concerning this information, please contact L. David Hinson at (334)

791-7826 or via e-mail at Iawrcncc.hinson@cms.hhs.gov.

Sincerely,

Qactie otoy

Jackie Glaze
Associate Regional Administrator
Division of Medicaid & Children’s Health Operations



DEPARTM NTOF I AITH & HUMAN S RVICES
Cont 'rs for Medicare & Medicaid Services

Atlanta Regional Office
61 For yth Street, Suite 4T20
Atlanta, Georg,ia 30303

CENTERS FOR MEDICARE & MEDICAID SERVICE
DIVISION OF MEDICAID & CHILDREN’S HEALTH Op RA ON

January 22, 2016 KY-16-006

ECEIVED

Veronica Cecil, Actin  Commussioner
Department for Med caid Serv ces
275 East Main Street 6WA
Frankfort, KY 40621-0001

Dcar Ms. Cecil:

The Centers for Medicare & Medicaid S rvices (CMS) approves the Statement of Work (SOW)
for Independent Venfication and Validation (IV V) services for the provider portal project of the
Medicaid Enterpri ¢ Mana ement System pro ram. The St te 1s reminded that the vendor must
produce a project plan and periodic project assessment r ports both to be provided d rectly to
CMS via the Re ion IV corporate ema | address.

The SOW is approved in accordance with Section 1903(a)(3) of the Social Secunty Act, 42 CFR
Part 433, subpart C, 45 CFR Part 95.626, and the State Medicaid Manual, Part 11. Onsite reviews
may be conducted to assure that the intentions for which FFP was approved are bein
accomplished. Specifically, the object ve is to validate that automated data processin (ADP)
equipment or services are bein ef 1c ently and effectively utilized to support the approved
pro rams or projects as provided under 45 CFR § 95.621 and the State Med'caid Manual. As
provided by the State Medicaid Manual Sect'on 11200 and by 45 CFR § 95.611, all subsequent
evisions and amendments to the APD-U will require CMS prior wntten approval to qualify for
FFP.

If there a e any questions concernin this information, please contact L. David Hinson at (334)
791-7826 or via e-mail at lawrence.hinson@cm .hh .gov.

Sincerely,

%a.e,é&_ ﬁ«&,ae_

Jackie Glaze
Associate Re 10nal Adm nistrator
Divisionof Medcad  Children’s Health Operations
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Dear Governor Bevin: 1SS

We hgve received your leter stuting your miention to cense operutions of Kemucky's Suate-
bayed Marketplace (SBM), Kynect

We are strongly comm tied to working with the Commonwea th of Kentucky (o ensure a smooth
and ¢fficient transition from an YBM (o the | edernl y faciinated Marketplace (FFM  for the
individual and Smat! Business Health Options Program (SHOP) markets. Similar to instances in
which other siaies have transitioned Marketp ace functionality to the FFM. our guiding priority
during sny Marketplace transition 1s ensuring that consumers can easily access the coverage {or
which they are eligible, whether that 1s Medicaid, the Chy dren's Heal h Insurance P gram
(CHIP or 2 Mearketploce Qualified Heulth Plan (QHP)

As you know, ceasing Kynect operntions will create a number of challenges that must be
addressed to ensure thm access to affordable heatth coverage continuvs for Kentucky"s
consumers. [n particular, Kentucky has been successful in fully integrating eligibi ity and
enroltment within the Kynect system for Medicaid/CHIP and the Markctplece. Asaresu i,
Kennxky will need to undertake transition activities that are unique to the stgte, including
decovpling and dismanting Marketplace eligibility and enrollment functionality in Kynect from
those for Medicaid CHIP. [n light of these challenges, below | outfine a sct of activi iey that
Kentucky will need to immediately take to ensure a smooth transition for its consumers.

In addition. your decision to transition from an SBM tw the FEM means that the Centers for
Medicare & Medicaid Services (CMS) must initiaic grant award close out procedures wath
Kynect. Per Section 1311 of the Afforduble Care Act, after Jonuary 1, 2015, 1311 grant funds
canon  be used for estublishment activities and cannot be used 0 support ongoing operations.
In addi ion, no 1311 funds can be used for infurmation technology system costs that are
associated with a trunsition (0 the FFM. Kynect has approximately $57.5 million remaining of
its total 131) grent award of $289.3 mu lion. ‘T'he closeout procedurcs will include 2 review of
spec fic grant wind down activities that can be fundod consistent with federal grant policies;
thereafier, do-obligutio will occur for the romaining gram funds,

htt s://htm 2-f.scribdassets.com/1tpy66uu6850w62e/images/1-2c04470621. pg 2/ 02
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Page 2 - The Honorable Maithew G, Bevin

The following arc action steps that Kentucky will need to take immediately assuming the state
intends 1o transition for the 2017 plan year. CMS's team is ready 10 provide you with whatever
assistance you need in order to expeditiously take the following steps.

l. Identify a point of contact in the state who will have ultimate cesponsibility for the
transition activities and will coordinate, as appropriate, with Kynect. In addition. we will
require Kentucky to establish a centraliced project coordination team (or Project
Management Office) that will be respansible for coordinating activities among the
different agencies and with Kynect. and for tracking completion of all required transition
mileslones.

2. Provide a detailed plan for how Kentucky will conmtinue to meet its obligations as an SBM
through the 2016 plan vear, including having the eligibility and enroliment functionality
10 process changes in circumstances or special enroliment periods for 2016 current and
new enrolices.

3. Facilitate discussions between CMS and the issuers participating in Kyneet. These
discussions will ensure that issuers undersiand the transition activities undcrway. the
FFM's onboarding requiremenis, FFM deadlines, plan management and QHP
certification requirements, and the 3.5 percent fee that issuers participating in the FFM
must pay. The window for submission of Q1 IP applications is proposed for Apnl t 1.
2016, and all other operational deadlines are available in the Drafl 2017 L.etter 10 Issuers
in the Federally-facilitated Marketplaces.

4. Begin the process required 10 enter inio nccessary contracts with a vendor 10 modify the
Kynect system to decouple the Marketplace from Medicaid/CHIP and build new system
functionality that enables bi-directional exchange of applications between the FFM and
Kentucky's Medicaid/CHIP systems and to implement other system requirements unique
to FFM states. CMS will work with the state on these requirements, and will provide
further clarity on the availability of any Medicaid funds for the costs assaciaied with
building the new functionality.

5. Provide a detailed plan for how Kentucky will meet its ongoing siawnory and regulatory
reqmmmems for 2014, 20185, and 2016 Marketplace consumers, which include:

Facilitating the ability of 2016 Kynect consumers to reapply 1o the FFM for 20{7
caverage through data sharing with the FFM and focused outreach and consumer
assistance;

. (Sltabsmiuing outstanding monthly and annual reperting to the lnternal Revenue Scrvice

):

e Sending IRS 1095-A forms lo 2016 consumers starting in January 2017 and
maintaining cepabilities 1o provide ongoing and !ong-term support for all consumers
who require assistance or have corrections to their 1095-A forms.

e Submilting ali requested CMS policy-level enrollment reporting.

* Mzintaining capabilities to process eligibility appeals for consumers.

https://htmI2-f.scribdassets.com/1tpy66uu6850w62e/images/2-c35d4434df.jpg 2/10/2016
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Page 3 - The Honorable Marthew G. Bevin

As noted, my team is available to discuss these items, in addition to the next steps 10 develop a
transition workplan and 1imeline.

Please feel frec to reach out to me or my staff with questions.

Sincerely,

G L=

Andrew M. Slavin
Acting Administrator

https://html1-f.scribdassets.com/1tpy66uu6850w62e/images/3-Sef7cdf459.jpg 2/102016
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January 25, 2016

FCS/L/S 5

Department o Medicaid Services

Cabinet for Health and Family Service i Pr,

Office of the Secretary, 275 E Main Street Cr gy

Frankfort, KY 40621 #, CrH s
OMM/

oy, s
Dear Department of Med'caid Services: ”9

On January 4, 2016, The Centers for Med care & Medicaid Services (CMS) awarded administration of the
Jurisdiction B Durable Medical Equ’pment Medicare Admini tra ive Contractor (DME MAC) contract
serving the states o Illinois Indiana, Kentucky, Michi an, Minnesot , Oh o and Wisconsin, to CGS
Administrators, LLC (CGS) headquartered in Na hvill » Tenne see. This jurisdiction was previously
contracted to National Government Services, LLC headquartered in Indianapol’s, Indiana.

This letter is to inform you that CGS is coordinating with National Government Services (NGS), the

out oin Jurisdiction B DME, MAC, to begin transitioning contract operations. CMS is reviewing the CGS
contract implementation plan, and we ant'cipate full contract operations to be ‘n June 27, 2016. During
this time, CGS will provide you with regular implementation updates through our new Jurisdiction B
website at http://www.c medicare.com/jb as well as through scheduled teleconferences, ema’l, and
direct mail.

interruption. It is also important to share with them that the only chan e they will see is the name of the
con ractor who sproce in heir supplier's claims for Durable Medica] Equipment, Prosthetics and
Orthotics (DMEPOS),

CGS would like your assistance in helping us educate Medicare bene ‘aries. We have enclosed a fhe
which you may copy and display in locations you deem appropriate to alert Medicare beneficiaries to thi

possible, CGS has sent letters to various beneficiary advocacy oups in the states of IL, IN, KY, M, MN,
OH and W1 advising them of the implementation. In add: ion, we have notified all Social Security
Adminis ration regional offices, Governaors, Mayors, state ‘nsurance a encies, supplier associatio  nd
Con ressional representatives,

©20 6 CGS dministrators, LLC C
CGS Administraters, LLC 18 & Medicare Par A B H ea spice E e b

@ Centers for  edicare & Medicard Services. CENTERS FOR MEDICARE & MEDACAID stny



CGS has successfully provided contracted services to the Medicare program for nearly 50 years, and we
are confident that our current contract implementation will have no negative impact on Medicare
beneficiaries.

Regards,

Roc Via
DME MAC Program Manager
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°P8%  INFORMATION
EFFECTIVE JUNE 27, 2016

CGS Administrators, LLC will begin processing your claims for
Durable Medical Equipment, Prosthetics, Orthotics and Supplies.

There will be no impact to you or the services you currently
receive! The only change you will see is the name of th
Medicare contractor who s processing your claims.

FOR MORE INFORMATION, CONTACT 1 800.MEDICARE

(Cms

CENTE  FOR MEDICARE & MEDICAID  RVIC

016 Copyr ht CGSAdmni r tor LLC,



DEPARTMLNT OF HEALTIHH & HUMAN SERVICES

C ntets for Medicare & Medicaid Services

7500 Security Boulevard, Mail Stop 52-26-12 /_\ ‘Ms
Baltimore, Maryland 21244-1850 )

CENTERS FOR MLDICASE & MEDICAID SERVICES
CENTER FOR MEIMCAID & CHIP SERVICES

Disabled and Elderly Health Programs Group

January 26, 2016

Dear State Health Official:

The purpose of this letter is to solicit your participation and your fiscal agent’s participation in a
license agreement between the Centers for Medicare & Medicaid Services (CMS) and the American
Dental Association (ADA), and the American Medical Association (AMA). The ADA owns the
copyrights to its Current Dental Terminology (CDT), which is the code set that describes dental
services, and the AMA owns the copyrights to Current Procedural Terminology (CPT) which is the
medical code set that is used to reporl medical, surgical, and diagnostic procedures and services to
entities such as physicians, health insurance companies and accreditation organizations. Since both
the CDT and the CPT codes are copyright protected, CMS has entered into a licensing agreement
with the ADA and the AMA, which permits CMS, its contracting entities and State Medicaid

pro rams and their contracted entities to use the CDT and CPT codes on a limited basis. Under this
a reement, State Medicaid agencies, Children’s Health Insurance Programs (CHIP), and respective
fiscal agents may agree to abide by the terms of the agreement and be protected under the agreement
without further negotiation with the ADA or the AMA.

Enclosed for your review 1s the following: the Medicaid Agencies and CHIP Inclusion Election form
for submission to us expressing your participation in these a reements; the CMS Summary of
Attachment A to the CMS/ADA License A reement for Use of CDT; Attachment A to the
CMS/ADA License Agreement (with Exhibits 1, Exhibit 2, Point and Click Agreement and Exhibit 3
Shrink Wrap Agreement).

If you or your fiscal agent wishes 1o be covered under this agreement please complete the Election
form, convert the Election form to a PDF file and return it to Fran Crystal at
frances.crystalidems.hhs.gov within six weeks of receipt of this letter. You will receive a
confirmation e-mail when CMS receives the form. If CMS has not heard from you within six weeks
of sending this letter, we will assume you have chosen to negotiate a separate agreement with the
ADA.

If you have any questions, please contact Fran Crystal, at (410) 786-1195.

b

Alissa Mooney DeBoy
Actin Director

Enclosures

CccC;



CMS Associate Regional Administrators
Division of Medicaid and Children’s Health

National Association of Medicaid Directors
National Academy for State Health Policy

National Governors Association

American Public Human Services Association
Association of State and Territorial Health Officials
Council of Statec Governments

National Conference of State Legislators



MEDICAID AGENCIES AND CHIP INCLUSION ELECTION

The Centers for Medicare & Medicaid Services (CMS) and the American Dental Association (ADA)
entered into a U.S. Government License Agreement for Use of Current Dental Terminology (CDT™)
(Agreement) dated January 1, 2011, Attachment A to the Agreement, as enclosed hereto and made a
part hercofl (Attachment A), allows certain of CMS’s agents and other entitics participating in
programs administered by CMS (Entities) to include the ADA's Current Dental Terminology (CDT),
a coding work of dental nomenclature, as contained in the Healthcare Common Procedure Coding
System (HCPCS), in certain documents which may be distributed on Entities® Internet websites and
in other clectronic media for use only in CMS programs, as deseribed in the Attachment. The term
extends to December 31, 2020, There is no fee for the use of CDT as permitted under Attachment A.

Pursuant to Attachment A, the ADA and CMS have agreed that Medicaid agencies, CHIPs and their
fiscal agents have the right to be covered under Attachment A as Entities subject to specific
provisions.

[n order to use CDT in CMS programs as permitted by Atachment A, your organization, as a
Medicaid agency, CHIP, or its fiscal agent, agrees as follows:

I. You represent that your organization is a Medicaid agency, CHIP, or their fiscal agent, and that
your organization is not excluded from participation in the Agreement by virtue of qualifying as
an organization with a contract under Section 1852 of the Social Security Act.

2. You represent that you have read the enclosed Attachment A and agree to abide by all provisions
as a covered Entity. You acknowledge Attachment A authorizes use of CDT only for purposes
related to participating in CMS programs and that any use or distribution of materials containing
CDT codes and descriptions, notes and guidelines that are unrelated to CMS programs requires a
separate license agreement with the ADA.

3. You acknowledge that CMS has agreed to notily the ADA if CMS becomes aware that your
organization is not in compliance with Attachment A. You further acknowledge that your
organization will be subject to the appropriate action by the ADA, in the event that your
organization is not in compliance with any provisions of Attachment A applicable to Entities.

4. You represent by your signature below that you have authority to enter into the agreement
represented by Attachment A on behalf of your organization and that it is binding upon your
organization. You acknowledge that the CDT license is only valid after this form is cxecuted, the
requested information completed and the form returned to CMS (for forwarding to the ADA).



Page 2  Maedicaid Agencies and CHIP Inclusion Election

Agreed: On behalf of
State: tnbude

De v et Lor cheatd Se e

(Type full legal name of your agency or organization)

By l QMMW Date 7 2

(gigqlallurc) U

Print name v;tm,,b;, L j:‘,\u} Lee l

Organization Type (check as appropriale)

/' Medicaid agency
v~ CHIP
Fiscal agent for

(Name of applicable Medicaid agency or CHIP)

Please sign, place in pdf format and return this form to:
Fran Crystal
Centers for Medicare & Medicaid Services

410-786-1195



Summary of Attachment A to
CMS and ADA License Agreement for Use of CDT

CMS cntitics have a limited right to include CDT codes, nomenclature and descriptors on certain
types of materials maintained on their Internet web sites and electronic media. In this context,
CMS entities are defined as CMS agents and other entities participating in programs adminislered
by CMS, including Medicare contractors, State Medicaid agencies, State Children's Health
Insurance Programs (CHIP) that are distinct from the Statc Medicaid agency, fiscal agents, and
managed carc organizations participating in Medicaid and/or CHIP programs. These entities do
not include Medicare managed care organizations. (Attachment A, Clause 1}

CMS cntities are permitted fo include CDT codes, nomenclature and descriptors on the following
types of documents maintained on their Infernet web sites and clectronic medii:
o Local Medical Review Policies
Bulletins’ Newsletters
Program Memoranda and Billing [nstructions
Coverage and Coding Policics
Program Integrity Bulletins and correspondence
Educational/ Training Malerials
Special mailings containing information that would otherwise be included in the
aforementioned publication, but, due to time constraints, require expedited handling
Fee Schedules (codes and nomenclature only)
Program/policy handbooks or manuals
Computer based training materials (Attachment A, Clause 2)

e “Electronic Media” include e-mail, tapes, disk, or CD-ROM (page 6, clause 2 (A)).
When conveying electronic media other than through the internet, State Medicaid and
CHIP agencies must print on the outside of the package or packages, ship, or e-mail
along with such clectronic media, a copy of the “shrink wrap end user license™ set
forth in Exhibit 3.

e The above types of documents should be designed to convey program-specific information to
providers and not CDT coding advice, which should be obtained from the official CDT
publication.

» In most cases, entities may not include more than 15 percent of the descriptors in a CDT
category of service in their documents. This 15 percent limitation does not apply if the
category of service has less than 15 CDT codes, or if the ADA waives this limitation in a
particular case (Attachment A, Clause 4 (A)). To calculate use of CDT Descriptor, each
document is evaluated separately

o Fee schedules may include CDT codes and nomenclature, but not CDT descriptors
(Attachment A, Clause 4 (C)).

e The following notice must appear on the Intemet web page including or immediately prior to
the initial appearance or display of all or any portion of CDT in the Documents and on the
first page of downloaded Documents that include all or any portion of CDT:
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Current Dental Terininofogy (including procedure codes, nomenclature, descriptors and other data
contained therein) is copyright © 2015 American Dental Association.  All rights reserved.
Applicable FARS/DFARS apply.

For all other additions, including updites usc the following Current Dental Terminology L {insert
appropriate year} American Dental Association. All rights reserved. Applicable FARS/DFARS
apply.

¢ Entities must include a "point and click” licensc on any internet web sites or electronic media
that contain all or selected parts of CDT. I[f an entity is unable to use a point and click license
in clectronic media, that entity must include a shrink-wrap license if the electronic media
contains all or selected parts of CDT. Electronic media containing a limited relerence to CDT
(e.g., six CDT codes) need not contain the copyright notice (Attachment A, Clause 8).

e The use of CDT is authonzed only for purposes related to participating in CMS programs.
Distribution of malerials containing CDT codes, nomenclature, or descriplors that are
unrelated to CMS programs or incorporate CDT into commercial products requires a separate
license agreement with the ADA (Attachment A, Clausce 12).

e Medicaid agencies and CHIPs (and their fiscal agents) have the option of being included in
this license agreement. CMS will send Medicaid agencies and CHIPs copies of the Licensing
Agreement and related Amendments along with an inclusion election form. The form needs to
be signed and returned to CMS, if the Medicaid agencies, CHIPs and/or their fiscal agents
want to oblain the benefits of CMS's agreement with the ADA. Those agencies that do not
wish to be included under this agreement may contact the ADA and enter into a separate
license agreement with the ADA (Attachment A, Clause 13).



ATTACHMENT A
U.S. GOVERNMENT LICENSE AGREEMENT FOR USE OF CDT

]. Limited License. ADA hereby grants Licensee a non-exclusive, non-transferable, royalty-free,
fimited license authorizing Licensee to distribute the CDT to Entities in the Territory. This
distribution agreecment (this “Attachment™) will permit Entities, as mandated by Licensee
requirements, to post or include certain materials that contain the CDT on their web sites or in
Electronic Media as defined herein in accordance with the following terms.

2. Electronic Media.

A) The phrase “Electronic Media™ means information sent via e-mail, tapes, disk or CD ROM.
Entities may include CDT codes and nomenclature or deseriptors (as defined  herein) in the
following types of materials (referred to collectively as “Documents™) to be included on their
Internet web sites and Electronic Media:

1) Local Medical Review Policies (LMRT)

2) Bulletins/ Newsletters

3) Program Memoranda and Billing Instructions

4) Coverage and Coding Policies

5) Program Integrity Bulletins and Correspondence.

6) Educational/Training Materials

7) Special mailings containing information that would otherwise be included in the
aforementioned publications, but due to time constraints require expedited handling
8) Fee Schedules (subject to Section 4(C))

9) Program/policy handbooks or manuals

10) Compuler based training manuals

B) Upon approval of ADA, other materials may be added to this list to meet Licensee’s needs,
including the need to reflect Licensee obligations with respect to Internet files and data containing the
CDT.

C) (1) Entities may provide copies of the Document(s) in Elcctronic Media to requestors in order to
comply with Frecdom of Information Act requests provided that only CDT codes and nomenclature

as defined herein are included in the Document(s) and the Entities comply with Sections 1, 2, 3, 4, 5,
6, and 8 of this Auachmenl.

(2) Entities may provide copies of the Document(s) to the US Department of Health and Human
Services’ Office of Inspector General, the General Accounting Office, and to other Federal and State
agencies, provided that the Entities comply with Sections 1, 2, 3, 4, 5, 6, 7, and 8 of this Attachment.
Licensee and/or the Entity will notify such Federal and State agencies in writing that its use of the
Document(s) is subject to the terms of this Attachment.

D) The Documents should convey Medicare, State Children’s Health [nsurance Program (CHIP), or
Medicaid specific information and not CDT coding advice, Documents should not be designed to
substitute for the CDT publication with respect to codes, long descriptions, notes and or guidelines
for any user.

E) Pursuant to this Attachment, use of the Codes is also permitted wherever use of CDT
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“nomenclaturc” is permitted; and use ol both the Codes and the “nomenclature™ is also permitted
wherever use of CDT “descriptors™ is permitted.

3. Entitics may usec CDT Codes and nomenclature in their Documents subject to Sections 1, 2, 3, 4,
56,78,
9, 10 and 11 ol this Attachment.

4, Reslrictions.

A) Except as specified in Section 4C, Entities may usc CDT descriptors in Document(s), provided
that use of CDT descriplors does not exceed over fifleen (15%) percent of a Category of Service.
“Category of Service” means the twelve catcgory of service descriptions used in the CDT publication
(e.g. Diagnostic, Preventative, Restorative, Orthodontics, etc.). The above 15% limitation on the use
of CDT descriptors shall not apply if the Category of Service of CDT as described has less than
fifteen (15) CDT codes. There may be other circumstances where the fificen {15%) percent rule may
be waived by the ADA. The ADA and Licenscee will address requests for waivers on a case-by-case
basis. The ADA will respond by letter or other written notification of its decision regarding any such
written waiver request from Licensce or its Entities.

B) For purposes of calculating the amount of “‘use” of CDT descriptors as permitted herein, cach
distinct document, such as an individual issuc of a Document, 1s evaluated separately. The ADA
agrees to provide counts (total and fifteen (15%) percent) of the number of CDT codes included in
the CDT Category of Service sections on an annual basis to Licensee and/or its Entities in order to
assist Entities in their compliance with this Attachment.

C) Fee Schedules may include CDT Codes and nomenclature. However, a Fee Schedule can never
contain CDT descriptors. This prohibition includes, but is not limited to, Fee Schedules with listings
of CDT codes and/or descriptors, with or without associated ees, and the annual new codes and
descriptors included in the CDT publication (unless the Catcgory of Service of CDT as described has
less than fifieen CDT codes). Further, in no event shall a Fee Schedule be designed to substitute for
the CDT publication for an individual user.

5. Sample. Licensee shall develop samples of permitted formats of display of CDT to be used by
Entities as contemplated by this Attachment. The formats shall emphasize the requirements of this
Attachment and the License Agreement including the requirements of copyright notices, separation of
CDT material and non-CDT material via distinet sections, typography or text, and/or by separate
listings of CDT where such listings are permitted. Such sample formats shall be attached to this
Attachment as Exhibit 1 and made a part of this Attachment. Licensce shall distribute such formats
to Entities to implement this Attachment.

6. Copyright Notice. The following copyright notice shall appear on the Internet web page including
or immediately prior to the initial appearance or display of all or any portion of CDT in the
Documents and on the first page of downloaded Documents that include ali or any portion of CDT:

Current Dental Terminology, © 2015 American Dental Association, All rights reserved. Applicable
FARS/DFARS apply.
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[ For al! other editions, including Updaltes: finsert appropriate datey.

Current Dental Terminology © 2015 American Dental Association.  All rights reserved.

Notwithstanding the forcgoing, c-mail communications containing a limited reference to CDT
codes
{c.g., six CDT codes) need not contain the copyright notice.

7. Point and Click. Subject to Scction 8 below, , if the web site or Electronic Media contains any
Document that includes all or any portion of CDT, Entitics must include a “Point and Click™ license
(with the same terms as contained in Exhibit 2) on their Internet web sites and in any Electronic
Media that they distribute to users outside their organizations. Notwithstanding the foregoing,
Electronic Media containing a limited reference to CDT codes (e.g., six CDT codes) necd not contain
the copyright notice.

A) “Point and click” license, as required by this Attachment, means a license that appears on a
computer screen or web page and includes a computer program or web page mechanism that requires
users to indicate whether they accept the terms of the licensc by pointing their cursor and signaling,
by clicking, that they accept the terms of said license prior to access to CDT.

B) At the Entity’s option, this Point and Click license must appear cither before initial access is
granted to any group of web pages within an Entity’s web site that contain CDT (e.g., belore a
section of bulletins or LMRPs, ctc.) or prior to cach Document that contains all or any portion of
CDT. Additionally, the Point and Click license must appear before each file download containing ail
or any portion of CDT.

C) Computer-based training modules that function as software must include an embedded Point and
Click license containing the provisions of Exhibit 2 if they contain CDT codes, descriptions, notes or
guidelines. The software shall include a mechanism that requires the acceptance of the Point and
Click license before installation of the program. The provisions of Sections 1, 2, 3.4,5,6,7,9,10
and 12 of this Attachment also apply to computer-based training modules.

D) Entities may include additional terms in the Point and Click license described herein provided
they do not conflicl with the terms of Exhibit 2, and provided they do not expose the ADA to
liability or jeopardize any ADA rights in CDT including copyright and trademark. Upon ADA notice
to Licensee, Entities shall revise the Point and Click licenscs upon reasonable notice from Licensee in
order to protect the ADA’s rights including copyright and trademark in CDT and to comply with U.S.
Governmental rights provisions.

8. Shrink Wrap. If an Entity is unable to use a Point and Click license in Electronic Media, such
Entity shall include a “Shrink-Wrap” license (with the same terms as contained in Exhibit 3) in any
Electronic Media that it distributes to users outside its organization whenever such Electronic Media
contains any Document that includes all or any portion of CDT, Notwithstanding the foregoing,
Electronic Media containing a limited reference to CDT codes (e.g., six CDT codes) need not contain
the copyright notice.
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A) A Shrink-Wrap license, as required by this Attachment, means a license that is printed on the
outside packaging of the Electronic Media or other equivalent, or packaged and shipped or emailed
along with, or concurrent with the shipping or e-mailing, such Elcctronic Media; provided, however,
the Shrink-Wrap license must be conspicuous and the user of the Electronic Material must be able to
see and read the entire text of the Shrink-Wrap license prior to installing the Electronic Media on a
compuler system.

B) Entities may include additional terms in the Shrink-Wrap license described herein provided they
do not

C) Conflict with the terms of Exhibit 3 and provided they do not expose the ADA to liability or
jeopardize any ADA rights in CDT, including copyright and trademark rights. Upon notice by
ADA to Licensce, Entities shall revise the Shrink-Wrap license in Exhibit 3, upon reasonable
notice from Licensce, in order to protect the ADA’s rights including copyright and trademark
rights in CDT and to comply with U.S. Governmental rights provisions.

9. Entities may not charge a fee for distribution of Document(s) over the Intemct or by Electronic
Media, cxcept that training materials including CDT distributed over the Internet or by Electronic
Media may be distributed for no more than their cost. Should the need arise, the parties shall
negotiate in good faith o allow distribution of other Document(s) over the Internet at no more than
their cost. Entities may distribute Electronic Media that include Document(s) containing over fiftecn
(15%) percent of a section or subsection of CDT at no more than their cost.

10. Licensee will convey the requirements of this Attachment and provide a copy of Attachment A
to the Entities through program memoranda or other normal mode of program communications as
soon as possible but in no event later than cight (8) weeks after the Effective Date of this License
Agreement.

I1. This Attachment authorizes usc of CDT only for purposes related to participating in Licensee
programs. Distribution of materials containing CDT codes, nomenclature and descriptors that are
unrelated to Licensee programs, including, but not limited to, incorporation of CDT into commercial
products, shall require a separate license agreement with the ADA.

12. Entities shall have the option to agree to the license under this Attachment subject to the
following:

A) Licensce shall send afl Entitics a written notification with a copy of the Attachment A within a

reasonable time after the Effective Date of this Altachment notifying them in writing of all terms of
this Attachment. This written notification shall include a form (“*Form(s)™), which shall be subjcct to
the approval of the ADA.

B) Licensee shall provide the ADA with a list of entities that have executed the Forms, which list
shall be updated from time to time and sent to the ADA. Forms executed by Medicaid agencies and
CHIPs will be kept on file by Licensce in accordance with its Federal record retention plan.  Upon
written request by the ADA, Licensee will provide copies of individual executed Forms.
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C) Entities shall have the right to be covered by this Attachment, or if it so clects, it may attempl to
negoliate a separate agreement with the ADA.

D} Licensee shall notily the ADA il'it is aware that an Entity that has ciected to be subject to the
terms of Attachment A is not in compliance with this Attachment.

E) An Entity that has agreed to be subject to the terms of this Attachment will be subject to the
appropriate action by the ADA, in the event that such Entity is not in compliance with any provisions
of this Attachment applicable to Entities.

13. Upon written request by any Entity that entered into an agreement with the ADA regarding the
specific subject matter of Attachment A, the ADA shall cancel said applicable agreement(s) to altow
said Entity the benefit of this Attachment. The ADA shall notily said Entities of this provision as
soon as practical alter the Effective Date of this Attachment.
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Sample CDT Nomenclature in a Fee Schedule

Revised 2016 National Dental Diagnostic Procedures Fee Schedule

CDT Code*
DO120

D0140

D150

DO160

D0210

D0220

D0230

D0272

D0274

Nomenclature*

Periodic oral evaluation
established patient
Limited oral evaluation-
problem focused
Comprehensive oral
evaluation- new or
established patient
Detailed and extensive
oral cvaluation - problem
focused, by report
Intraoral — complete
series of radiographic
images

Intraoral - periapical first
radiographic image
Intraoral - periapical cach
additional radiographic
image

Bitewings - two
radiographic images
Bitewings — four
radiographic images

Scheduled Amount
40

50

065

100

95

S
tJ

35

49

* The CDT Code and Nomenclature above have been obtained (rom Current Dental Terminology
(including procedurc codes, nomenclatures, descriptors and other data contained theren) (“CDT™).
CDT is copyright © 2015 American Dental Association. All rights rescrved. Applicable

FARS/DFARS apply.



Sample CDT Descriptor in a Document

Guidelines for administering the dental benefit - Diagnostic Procedurcs.

Clinical oral evaluations arc covered diagnestic procedures that must be distinguished lrom
preventive (e.g., dental prophylaxis) procedures, The following CDT procedure code is most
common. P

Periodic evaluation is an cligible procedure. Benelits are limited to twice annually lor cach covered
member. The date of service should be the actual date of the examination.

*D0120 periodic oral evaluation- established patient

An evaluation performed on a patient of record to determine any changes in the
paticnt's dental and medicai health status since a previous comprehensive or periodic
evaluation. This includes an oral cancer evaluation and periedontal screening where
indicated, and may require interpretation ol information acquired through additional
diagnostic procedures. Report additional diagnostic procedures separalely.

* The CDT Code and Nomenclature above have been obtained from Current Dental Terminology
(including procedurc codes, nomenclatures, descriptors and other data contained therein) (“CDT™).
CDT is copyright © 2015 American Dentad Association. All rights reserved. Applicable
FARS/DFARS apply.



EXHIBIT 2

POINT AND CLICK LICENSE
FOR USE OF CURRENT DENTAL TERMINOLOGY™ (*CDT"TM) & CURRENT
PROCEDURAL TERMINOLOGY (CPT)

Combined CPT & CDT Point and Click language

LICENSE FOR USE OF PHYSICIANS' CURRENT PROCEDURAL TERMINOLOGY,
FOURTH EDITION (CPT)

End User Point and Click Agreement:

CPT codes, descriptions and other data only are copyright 2015 American Medical Association. All
rights reserved. CPT is a registered trademark ol the American Medical Association (AMA).

You, your employees and agents are authorized to use CPT only as contained in the following
authorized materials of Centers for Medicare and Medicaid Services (CMS) internally within your
organization within the United States for the sole use by yourself, employces and agents. Use is
limited to use in Medicare, Medicaid or other programs administered by CMS. You agree to take all
necessary steps to insure that your employces and agenls abide by (he terms of this agreement.

Any use not authorized herein is prohibited, including by way of illustration and not by way of
limitation, making copics of CPT for resale and/or license, transferring copies of CPT to any party
not bound by this agreement, crealing any modified or derivative work of CPT, or making any
commercial use of CPT. License to use CPT for any use not authorized herein must be obtained
through the AMA, CPT Intellectual Property Services, 515 N. State Street, Chicago, IL 60654,
Applications are available at the AMA Web site, hiip://www.ama-assn.ote/go/eptExternal Link.

Applicable FARS'DFARS Restrictions Apply to Government Use. This product includes CPT which
is commercial technical data and/or computer data bases and/or commercial computer software
and/or commercial computer software documentation, as applicable which were developed
exclusively at private expensc by the American Medical Association, 515 North State Street,
Chicago, llinois, 60654. U.S. Government rights to use, modify, reproduce. release, perform,
display, or disclose these technical data and/or computer data bases and/or computer software and/or
computer software documentation are subject o the limited rights restrictions of DFARS 252.227-
7015(b)(2) (November 1995) and/or subject to the restrictions of DFARS 227.7202-1(a) (June 1995)
and DFARS 227.7202-3(a) {(June 1995), as applicable for U.S. Department of Defense procurements
and the limited rights restrictions of FAR 52.227-14 (June 1987) and/or subject to the restricted rights
provisions of FAR 52.227-14 (Junc 1987) and FAR 52.227-19 (June 1987), as applicable, and any
applicable agency FAR Supplements, for non-Department of Defense Federal procurements.

AMA Disclaimer of Warranties and Liabilitics.

CPT is provided "as is" without warranty of any kind, either expressed or implied, including but not
limited to, the implicd warrantics ol merchantability and fitness for a particular purpose. No [ec
schedules, basic unit, relative values or related listings are included in CPT. The AMA does not
directly or indirectly practice medicine or dispense medical services. The responsibility for the
content of this file/product is with CMS and no endorsement by the AMA is intended or implied.
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The AMA disclaims responsibility for any consequences or liability attributable to or related to any
use, non-usc, or interpretation of information contained or not contained in this file/product. This
agreement will terminate upon notice if you violate its terms. The AMA is a third party beneficiary to
this agreement,

CMS Disclaimer

The scope of this license is determined by the AMA, the copyright holder. Any questions
pertaining to the license or use of the CPT should be addressed to ihe AMA. End Users do not
act for or on behalf of the CMS. CMS DISCLAIMS RESPONSIBILITY FOR ANY
LIABILITY ATTRIBUTABLE TO END USER USE OF THE CPT. CMS WILL NOT BE
LIABLE FOR ANY CLAIMS ATTRIBUTABLE TO ANY ERRORS, OMISSIONS, OR
OTHER INACCURACIES IN THE INFORMATION OR MATERIAL CONTAINED ON
THIS PAGE. In no event shall CMS be liable for direct, indirect, special, incidental, or
conscquential damages arising out of the use of such information or material.

Should the foregoing terms and conditions be acceptable to you, please indicale your agreement and
acceptance by clicking above on the button labeled "Accept”.

POINT AND CLICK LICENSE FOR USE OF CURRENT DENTAL TERMINOLOGY”
(“CDT"TM)

End User Licensg Agreement

These materials contain Current Dental Terminolugy (CDTTM), Copyright ¢ 2015 Amencan Dental
Association (ADA). All rights rescrved. CDT is a trademark of the ADA.

THE LICENSE GRANTED HEREIN IS EXPRESSLY CONDITIONED UPON YOUR
ACCEPTANCE OF ALL TERMS AND CONDITIONS CONTAINED IN THIS AGREEMENT.
BY CLICKING BELOW ON THE BUTTON LABELED “I ACCEPT”, YOU HEREBY
ACKNOWLEDGE THAT YOU HAVE READ, UNDERSTOOD AND AGREED TO ALL TERMS
AND CONDITIONS SET FORTH IN THIS AGREEMENT.

[F YOU DO NOT AGREE WITH ALL TERMS AND CONDITIONS SET FORTH HEREIN,
CLICK BELOW ON THE BUTTON LABELED “1 DO NOT ACCEPT” AND EXIT FROM THIS
COMPUTER SCREEN.

[F YOU ARE ACTING ON BEHALF OF AN ORGANIZATION, YOU REPRESENT THAT YOU
ARE AUTHORIZED TO ACT ON BEHALF OF SUCH ORGANIZATION AND THAT YOUR
ACCEPTANCE OF THE TERMS OF THIS AGREEMENT CREATES A LEGALLY
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ENFORCEABLE OBLIGATION OF THE ORGANIZATION. AS USED HEREIN, “YOU™ AND
“YOUR’ REFER TO YOU AND ANY ORGANIZATION ON BLHALF OF WHICH YOU ARL
ACTING.

i. Subject to the terms and conditions contained in this Agreement, you, your employces and agents
are authorized to use CDT only as contained in the following authorized materials and solely f(or
internal use by yourself, employees and agents within your organization within the United States and
its territories. Use of CDT is limited to use in programs administered by Centers for Medicare &
Medicaid Services (CMS). You agree 1o lake all necessary sieps to ensure that your employees and
agents abide by the terms of this agreement. You acknowledge that the ADA holds all copyright,
trademark and other rights in CDT. You shall not remove, alter, or obscure any ADA copyright
notices or other proprictary rights notices included in the malerials.

2. Any usc not authorized herein is prehibited, including by way o [ illustration and nol by way of
limitation, making copics of CDT for resale and/or license, transferring copics of CDT to any party
not bound by this agreement, creating any modificd or derivative work of CDT, or making any
commercial use of CDT. License to use CDT for any use not authorized herein must be obtained
through the American Dental Association, 211 East Chicago Avenue, Chicago, IL 60611.
Applications are available at the American Dental Association web site, htrp:www A org,

3. Applicable Federal Acquisition Regulation Clauses (FARS)'Department of restrictions apply to
Government Use. Please click here to see all U.S. Government Rights Provisions. *Text for “X”
should appear when user clicks on the foregoing text link].

4. ADA DISCLAIMER OF WARRANTIES AND LIABILITIES. CDT IS PROVIDED “AS 1S”
WITHOUT WARRANTY OF ANY KIND, EITHER EXPRESSED OR IMPLIED, INCLUDING
BUT NOT LIMITED TO, THE IMPLIED WARRANTIES O F MERCHANTABILITY AND
FITNESS FOR A PARTICULAR PURPOSE. NO FEE SCHEDULES, BASIC UNIT, RELATIVE
VALUES OR RELATED LISTINGS ARE INCLUDED IN CDT. THE ADA DOES NOT
DIRECTLY OR INDIRECTLY PRACTICE MEDICINE OR DISPENSE DENTAL SERVICES.
THE SOLE RESPONSIBILITY FOR THE SOFTWARE, INCLUDING ANY CDT AND OTHER
CONTENT CONTAINED THEREIN, IS WITH (INSERT NAME OF APPLICABLE ENTITY) OR
THE CMS; AND NO ENDORSEMENT BY THE ADA IS INTENDED OR IMPLIED. THE ADA
EXPRESSLY DISCLAIMS RESPONSIBILITY FOR ANY CONSEQUENCES OR LIABILITY
ATTRIBUTABLE TO OR RELATED TO ANY USL, NON-USE, OR INTERPRETATION OF
INFORMATION CONTAINED OR NOT CONTAINED IN THIS FILE/PRODUCT. This
Agreement will terminate upon notice (o you if you violate the terms of this Agreement. The ADA is
a third party beneficiary to this Agreement.

5 CMS DISCLAIMER. The scope of this license is determined by the ADA, the copyright holder.
Any questions pertaining to the license or usc of the CDT should be addressed to the ADA. End
Users do not act for or on behalf ol the CMS. CMS DISCLAIMS RESPONSIBILITY FOR ANY
LIABILITY ATTRIBUTABLE TO END USER USE OF THE CDT. CMS WILL NOT BE LIABLE
FOR ANY CLAIMS ATTRIBUTABLE TO ANY ERRORS, OMISSIONS, OR OTHER
INACCURACIES IN THE INFORMATION OR MATERIAL COVERED BY THIS LICENSE. IN
NO EVENT SHALL CMS BE LIABLE FOR DIRECT, INDIRECT, SPECIAL, INCIDENTAL, OR
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CONSEQUENTIAL DAMAGES ARISING OUT OF THE USL OF SUCH INFORMATION OR
MATERIAL.

The license granted herein is expressly conditioned upon your acceptance of all terms and
conditions contained in this agreement. I the foregoing terms and conditions are acceptable to
you, please indicate your agreement by clicking below on (he button labeled “I ACCEPT™. If
you do not agree to the terms and conditions, you may not access or use (he software. Instead,
you must click below on the button labeled “1 DO NOT ACCEPT” and cxit from this computer
screen.

I ACCEPT 1DO NOT ACCEPT
TEXT FOR X:

“g.S. Government Rights. This product includes Current Dental Terminology (“CDT"), which 1s
commercial technical data and/or computer data bases and/or commercial computer software and/or
commercial computer software documentation, as applicable, which was developed exclusively at
private expense by the American Dental Association, 211 East Chicago Avenue, Chicago, Illinois,
60611. U.S. Government rights to use, modily, reproduce, release, perform, display, or disclose these
technical data and/or computer data bases and/or computer sofiware and/or compuler software
documentation are subject to the limited rights restrictions of DFARS 252.227-7015(b)2) (Junc
1995) and/or subject to the restrictions of DFARS 227.7202-1(a) (June 1995} and the limited rights
restrictions of FAR 52.227-14 (June 1987) and/or subject to the restricted rights provisions of FAR
52.227-14 (June 1987) and FAR 52.227-19 (June 1987), as applicable, and any applicable agency
FAR Supplements, for non-Department of Defense Federal procurements.”
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SHRINK WRAP LICENSE FOR USE OF CURRENT DENTAL
TERMINOLOGY (*CDT”TM)

End User License Agreement

These materials contain Current Dental Terminology (CDTTM), Copyright © 2010 American Dental
Association (ADA). All rights reserved. CDT is a trademirk of the ADA.

THE LICENSE GRANTED HEREIN 1S EXPRESSLY CONDITIONED UPON YOUR
ACCEPTANCE OF ALL TERMS AND CONDITIONS CONTAINED IN THIS AGREEMENT.
BY INSTALLING THESE SOFTWARE MATERIALS ON A COMPUTER SYSTEM, YOU
HEREBY ACKNOWLEDGE THAT YOU HAVE READ, UNDERSTOOD AND AGREED TO
ALL TERMS AND CONDITIONS SET FORTH IN THIS AGREEMENT. I¥ YOU DO NOT
AGREE WITH ALL TERMS AND CONDITIONS SET FORTH HEREIN, DO NOT INSTALL OR
USE THE SOFTWARE AND PROMPTLY RETURN THE SOFTWARE. ALONG WITH ITS
PACKAGING AND ANY ACCOMPANY ING DOCUMENTATION, TO THE SENDER.

IF YOU ARE ACTING ON BEHALF OF AN ORGANIZATION, YOU REPRESENT THAT YOU
ARE AUTHORIZED TO ACT ON BEHALF OF SUCH ORGANIZATION AND THAT YOUR
ACCEPTANCE OF THE TERMS OF THIS AGREEMENT CREATES A LEGALLY
ENFORCEABLE OBLIGATION OF THE ORGANIZATION. AS USED HEREIN, “you” AND
“YOUR” REFER TO YOU AND ANY ORGANIZATION ON BEHALF OF WHICH YOU ARE
ACTING.

I. Subject to the terms and conditions contained in this Agreement, you, your employces and agents
are authorized to use CDT only as contained in the following authorized materials and solely for
internal use by yourself, employees and agents within your organization within the United States and
its territories. Use of CDT is limited (o use in programs administered by Centers for Medicare &
Medicaid Services (CMS). You agree 1o take all necessary steps to ensure that your employees and
agents abide by the terms of this agreement. You acknowledge that the ADA holds all copyright,
trademark and other rights in CDT. You shall not remove, alter, or obscure any ADA copyright
notices or other proprietary rights notices included in the software.

2. Any use not authorized herein is prohibited, including by way of illustration and not by way of
limitation, making copics of CDT for resale and/or license, transferring copics of CDT to any party
not bound by this agreement, creating any modified or derivative work of CDT, or making any
commercial use of CDT. License to use CDT for any use not authorized herein must be obtained
through the American Dental Association, 211 East Chicago Avenue, Chicago, IL 60611,
Applications are available at the American Dental Association web site, http://'www, ADA.org.

3. This product includes CDT, which is commercial technical data and/or compuler data bases and/or
commercial computer software and/or commercial computer software documentation, as applicable,
which was developed exclusively at private expense by the American Dental Association, 211 East
Chicago Avenue, Chicago, lllinois, 6061 I. U.S. Government rights to use, modify, reproduce,
release, perform, display, or disclose these technical data and/or computer data bases and/or compuler
software and/or computer software documentation arc subject to and the limited rights restrictions of
FAR 52.227-14 (June 1987) and/or subjccl to the restricted rights provisions of FAR 52.227-14 (June
1987) and FAR 52.227-19 (Junc 1987), as applicable, and any applicable agency FAR Supplements,
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for non-Department of Defense Federal procurements.™ applicable agency FAR Supplements, for
non-Department of Defense Federal procurements.

5.

ADA DISCLAIMER OF WARRANTIES AND LIABILITIES. CDT IS PROVIDED “AS I5”

WITHOUT WARRANTY OF ANY KIND, EITHER EXPRESSED OR IMPLIED,
INCLUDING BUT NOT LIMITED TO, THE IMPLIED WARRANTIES OF
MERCHANTABILITY AND FITNESS FOR A PARTICULAR PURPOSE. NO FEE
SCHEDULES, BASIC UNIT,

Page 2 - Exhibit 3

RELATIVE VALUES OR RELATLD LISTINGS ARE INCLUDED IN CDT. THE ADA DOES
NOT DIRECTLY OR INDIRECTLY PRACTICE MEDICINE OR DISPENSE DENTAL
SERVICES. THE SOLE RESPONSIBILITY FOR THLE SOFTWARE, INCLUDING ANY CDT
AND OTHER CONTENT CONTAINED THEREIN, IS WITH (INSERT NAME OF
APPLICABLE ENTITY) OR THE CMS; AND NO ENDORSEMENT BY THE ADA IS
INTENDED OR IMPLIED. THE ADA EXPRESSLY DISCLAIMS RESPONSIBILITY FOR
ANY CONSEQUENCES OR LIABILITY ATTRIBUTABLE TO OR RELATED TO ANY
USE, NON-USE, OR INTERPRETATION OF INFORMATION CONTAINED OR NOT
CONTAINED IN THIS FILE/PRODUCT. This Agreement will terminate upon nolice to you if
you violate the terms of this Agreement.  The ADA 1s a third party beneficiary to this
Agreement.

5. CMS DISCLAIMER. The scope of this license is determined by the ADA, the copyright holder.
Any questions pertaining to the license or usc of the CDT should be addressed to the ADA. End
Users do not act for or on behalf of the CMS. CMS DISCLAIMS RESPONSIBILITY FOR ANY
LIABILITY ATTRIBUTABLE TO END USER USE OF THE CDT. CMS WILL NOT BE LIABLE
FOR ANY CLAIMS ATTRIBUTABLE TO ANY ERRORS, OMISSIONS, OR OTHER
INACCURACIES IN THE INFORMATION OR MATERIAL COVERED BY THIS LICENSE. In
no event shall CMS be liable for direct, indirect, special, incidental, or consequential damages arising
out of the use of such information or material.




DIPARTMENT OF HEALTH & 1 UMAN SERVICE

Cenlers for Medw wre & M edieaid Services
Atlanta Regional Off ce
61 For vih Street, Suite 4T20

Atlanta, Georgia 30303 CENTERS FOR MEDICARE & MEDICALD SERVICES

DIVISION OF MEDICAID & CHILDREN’S HEALTH OPERATIONS

January 27, 2016

Veronica J. Cecil, Actin Commissioner CE] VED
Department for Medicaid S rv ces

275 Last Main Stre (, 6WA

Frankfort, KY 40621-0001

. ) . - Ti C
RE" Non-Emer ency Medical Transport tion Waiv  Renew 1 KY-06.R002 CoMmISsIoN g
Dear Ms, Cecil:

We have completed our review of the KY-06.R002 renew | waiver applicat'on. Before w can
continue processing, this waiver, we are requesting additional information as ollows

1. Please explain the state’s network ad quacy standards (ratio of vehicles contracted
provider to beneficiaries) and whether the standards differ in urban vs rural areas. The
state should set adequacy standards in order to determine if the network is adequate. Ex:
Identity the number of nides requested by beneficiaries that the broker was not able to
provide per month or the number of rides requested that were scheduled by the broker but
the provider did not show. Also, what is the standard for a provider being, late to pick up

beneficiary?

Page 13, Section 7(2) of the application reads (2) The ubcontractor shall not enter into
an a reement w th a broker without the prior pprov 1 of the Transportation Cabinet.

ach broker shall submit and request approval of the cabinet for each potential

ubcontractor. The broker has the discretion to contract with any operatin vendor. Does
the Kentucky Transportation Cabinet d=termine the number of transport tion providers
that can operate in a given area” If so, are there providers that have applied to operate in a

iven area and been refused by the Cabinet” Please explain why and how not expanding
th network o providers has impacted the ability of the broker to fill all requests for
transportation in a timely manner?

ceess to pharma euticals According to 42 CFR 431.53 states a e required to assure
n cessary transport tion for recipients to and from covered medical services The State
M dicaid Manu |, ection 2113 requires states to assure necessary transportation of
r cipients to and from provid rs. 42 CFR 441.62 also requires states to provide all
necessary serv ces u der EPSDT regardless of whether the service is covered under the
state plan. Prescription drugs are an optional medical service covered by the KY st te



Ms. Veronica J. Cecil
Page 2

plan. If the state chooses not to cover NEMT to obtain prescription services please
provide justification that beneficiaries do not require NEMT to access prescription drugs.

4. Medicaid beneficiaries may never have medical services suspended or refused because
the beneficiary schedules an appointment and does not show. Il a request for NEMT
meets all of the requirements for receiving NEMT the state is obligated to provide the
ride, regardless of bad behavior. Habitual no shows by the beneliciary is not cause for
refusal to provide a ride. If a broker refuses to provide rides for a specific beneficiary the
broker must inform the state and the state must make alternative arrangements to
assure necessary NEMT for the beneficiary. Please explain how the broker deals with
beneliciaries who are frequent no shows for requested rides.

5. (Populations Included and Excluded from the Waiver (pages 19-20)
Since the waiver covers separate programs (CHIP and Medicaid) is the data being
reported separately? The brokers provide NEMT to programs other than Medicaid.
What procedures are in place to assure that Medicaid funds are not being allocated to
provide rides for individuals who are not Medicaid enrolled?
The state should remove the “X* from SCHIP Title XXI Children - Medicaid
beneficiaries who receive services through the SCHIP program. The state indicated that
the waiver covers children eligible under CHIP Medicaid expansion.

6. Please provide the revised cost effectiveness workbook.
7. Please provide an updated waiver renewal application.

We are requesting this additional/clarifying information under provisions of Section 1915(f) of
the Social Security Act (added by PL 97-35). This has the effect of stopping the 90-day clock for
CMS to take action on the waiver, which would have expired on February 1, 2016. A new 90-
day clock will not begin until we receive your response to this request,

In accordance with our guidelines to all State Medicaid directors dated January 2, 2001, if we
have not received the State’s response to our request for additional information within 90 days
from the date of this letter, we will initiate disapproval action on the amendment. In addition,
because this amendment was submitted after January 2, 2001 and is effective after January 1,
2001, please be advised that we will continue to defer FF P for State payments made in
accordance with this amendment until it is approved. Upon approval, FFP will be available for
the period beginning with the effective date through the date of approval.



Ms, Veronica J. Cecil
Page 3

We ask that you respond to this RAI via the Atlanta Regional Office SPA/Waiver e-mail address
at SPA_Waivers_Atlanta_RO4@cms.hhs.gov. The original signed response should also be sent
to the Atlanta Regional Office,

[l you have any questions, plcase contact Cheryl Brimage at 404-562-7116.
Sincerely,

Qacsn Sty

Jackie Glaze
Associate Regional Administrator
Division of Medicaid & Children’s Health Operations



DEPARTMENT OF HEALTH & HUMAN SERVICES
“enters for Medicare & Medicaid Services

Atlanta Re rional Office
61 Forsyth Street, Suite 4T20
Atlanta, Geor ria 30303 CENTERS FOR MEDICARE & MEDICAID SERVICES

Div1 10N OF MEDICAID & CHILDREN’S HEALTH OPERATIONS

January 27, 2016 KY-16-005

RECEIVED

Ms. Veronica Cecil, Acting Commissioner
De artment for Medicaid ervices
27 East Main Street, 6W-A
Frankfort, Y 40621-0001 DEPT FOR MEDICAID §
? E
OFFICE OF THE comwss’j\gﬁgpsg
Dear Ms. Cec I:

The Centers for Medicare & Medic id Services (CMS) approves the Medicaid Enterprise

M na m ntSy tem (MEMS) Annual Implementation Advance Plannin Document (AIAPD) #2

submitted by the  ntucky Cabinet for Health and Family Services (CHFS) to extend the

approval of your IAPD for the Medicaid M na ement Information Sy tem (MMIS) to Sept mber
0,2016. The Commonwealth is approved to carry forward $26,119,301 (federal share
23,316,632 and Commonwealth share $ ,802,669) of Desi n, Dev lopment, and Impl mentat’on

(DDI) fund'n from federal Fiscal Year (FFY) 201 fund to FY 2016 in the follow n

cate ories:

* $25,642,452 at 90 p rcent federal financial participation (F FP) (federal share $23,078,207
and Commonwealt share $2,564,245)

o $476,849 at 50 percent FFP (federal share $238,425 and Commonwealth share $238,4 4)

CMS also approves your request to re-categorize a portion of the approved fundin from th
MEMS DDI Replacement budget of $3,298,645 (federal share $2,968,780 and Commonwealt
share $$329,865) for the following items:

. Call Center for $702,146 (federal share $631,931 and Commonwealth share $70,215)to b
shared equally by Partner Portal ($351,073) and Medicaid Waiver Mana ement
Application (MWMA) (8351,073). The original estimate was for $351,073; the followin
year is estimat d for the same amount.

. Customer Relationship Mana ement (CRM) and Interactive Voice Response (IVR)
modifications added to the Call Center for $51,699 (federal share $46,529 and
Commonwealth share $5,170). The Statement of Work (SOW) was approved by CMS on
April 15, 2015.



Ms. Veronica Cecil,
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. Enhancements to MWMA for compliance with federal and Commonwealth regulations for
$2,225,000 (federal share $2,002,500 and Commonwealth share $222,500). The SOW was
submitted to CMS the week of October 12, 2015.

. Host the Southeast Regional Consortium for HIT-HIE (SERCH) function for $319,800
(federal share $287,820 and Commonwealth share $31,980). The first year was approved
by CMS on August 10, 2015.

In addition realignment of the IAPD to align with federal fiscal years is also approved. No new
funding is being requested under this AIAPD.

The AIAPD #2 is approved in accordance with Section 1903(a}(3) of the Social Security Act, 42
CFR Part 433, subpart C, 45 CFR Part 95, subpart F, and the State Medicaid Manual, Part 11. No
new funding is approved for this project under this approval. Onsite reviews may be conducted to
assure that the intentions for which FFP was approved are being accomplished. Specificaily, the
objective is to validate that automated data processing (ADP) equipment or services are being
efficiently and effectively utilized to support the approved programs or projects as provided under
45 CFR § 95.621 and the State Medicaid Manual. As provided by the State Medicaid Manual
Section 11200 and by 45 CFR § 95.611, all subsequent revisions and amendments to the [APD
will require CMS prior written approval to qualify for FFP.

As described in regulation at 45 CFR § 95.611 and the State Medicaid Manual Section 11200,
other contracts supported by funding from the approved IAPD must be approved by CMS prior to
execution of the contract. Failure to comply with prior approval requirements may result in either
ineligibility for the enhanced federal match or disallowance for those activities.

If there are any questions concerning this information, please contact L. David Hinson at (334)

791-7826 or via e-mail at lJawrence.hinson(@cms.hhs.gov.

Sincerely,
Qacte Loy
Jackie Glaze

Associate Regional Administrator
Division of Medicaid & Children’s Health Operations



DEPARTMENT OF HEALTI & HTUMAN SERVICES

Cont: « for Medicire & Medicaid Services

Atlanta Re  onal OFf ce

61 Forsyt 1 Street, Su 1+ 4T20

Atlant 1, Gieor ia 30303 CENTERS FOR MEDICARE & MEDICAID SERVIC S

DIVISION OF MEDICAID & CHILDR N’S HEALTH OPERAT ON

February 1, 2016 E,V
ED

Veronica J. Cecil, Actin Commissioner

Department for Medicaid Services

275 Last Main Street, 6 WA

Frankfort, KY 40621-0001

Re: Kentucky State Plan Amendment 15-0008
Dear Ms. Cecil:

We have reviewed the proposed Kentucky state plan amendment, KY 15-0008, which was ubmitt d
to the Centers for Medicare & Medicaid Service (CMS) on Novemb r 17, 2015. This am ndment
revises the current reimbursement methodelogy for Intensive Outpat ent Therapy by removin the
actual per diem amount from the state plan and includin the fee chedule lan ua e.

Based on the information prov ded, the Medicaid State Plan Am ndment KY 15-0008 was
approved on February 1, 2016. The effective date of this amendment is December 2, 2015.
Weare enclosin  the approved HCFA-179 and a copy of the new state plan page.

If you have any additional question or need further assistance, please contact Darlene Noonan at
(404) 562-2707 or Darlene.Noonan cms.hhs. ov.

Sincerely,

Qaa& ,9,6,%,

Jacki Gl e

Associate R * 1onal Administrator

Division 0 Medicaid Children’s Health Operat ons
Enclosures
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State: Kentucky

Attachment 4.19- B

Page 20.15(1)g)

XVI.  Other diagnostic, screening, preventive and rehabilitative services.

Intensive outpatient program will be reimbursed on a per diem basis. Except as otherwise noted in the plan,
state-developed fee schedule rates are the same for both governmental and private providers of Intensive
Outpatient Therapy. The agency’s fee schedule rate was set as of December 2, 2015 and is effective lor services
provided on or after that date. All rates are published hup://chis.kyv.con dms/fee.htm,  This per diem was
calculated by using Kentucky’s existing rate for rehabilitative children in the custody of or at risk of being in
the custody of the state or for children under the supervision of the state and converting it to a per diem for the
same service.

A.

Kentucky has developed a method for allocating the portion of the rate related to each of the
bundled services for purposes of proper reporting on the CMS-64.

The intensive outpatient program rate is based on rates currently set for state plan services. The
rates for each service are multiplied by the anticipated service frequency per day. Additionally,
these rates do not include costs related to room and board or any other unallowable facility costs.

Per 42 CFR 431.107, each providers or organization furnishing these services shall keep any
records necessary to disclose the extent of services the provider furnishes to beneficiaries and, on
request, furnish the Kentucky Department for Medicaid Services any information maintained and
any information regarding payments claimed by the provider for furnishing services under the plan.
These records include documentation that at a minimum includes the following: date of service:
name of recipient; Medicaid identification number; mane of provider agency and person providing
the service; nature, extent or units of service; and the place of service.” Kentucky will review the
data in order to develop and revise as necessary, economic and efficient rates, and will explain how
the data was used to develop the rates.

TN No: 15-008
Supersedes
TN No: 14-006

Approval Date: 02-01-16 Eftective Date: December 2, 2015



DI PARTMINT OF 1HEALTIH & HHUMAN § RVICLES

Centers for Med care & Med cand Services

Atlhinty Re  onal Office

61 Lor yth. treet, Suit » 4T20

Atlanty, Georgia %) 03 CENTERS FOR MEDICARE & MEDICAID SERVICES

DIVISION OF M DICAID & CHILDREN’S HEALTH OF RATION

January 26, 2016

VeronicaJ Cec I, Actin @ ommiss oner
Department for Med caid Services

275 East Main Street, WA RECFIV D

Frankifort, KY 406 1-0001

Re Kentucky State Plan Amendm nt 16-0001

DEPT | VICES
Dear Ms. Cecil: Ic H ICN

We have reviewed the proposed Kentucky state plan am ndment, KY 16-0001, which was submitt d
to the Centers for Medicare & Medica'd Services ( MS) on January 12, 2016, This amendment

des gnates Veronica J. Cecil, Actin Commiss on rof the KY Department for Medicaid Services, a-
the Governor’s designee [or review and approval of state plan amendments.

Based on the information provided, the Medicaid State Plan Amendment KY 16-0001 w
proved on January 26, 2016. The effective date of this amendment is January i1, 016
We are enclosing the approved HCFA-179 and a copy of the new state plan pa es.

[ youhav a yadd't'onal questions or need further assist nce, please con ct Mel ni Bennin
at (404) 562-7414 or Melanie.Bennin ~ cms.hhs. ov.

Since ely,

aebie Blay.
%ue Glaze

Assoc ate Re  onal Admin strator

Div: 1on of Medicaid & Children’s H a th Operat’ons
Enclosures
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State: Kentucky

Citation 7.4 State Governor’s Review

42 CFR 430.12(b) The Medicaid Agency will provide opportunity for the Office of Governor
to review State plan amendments, long-range program planning projections, and other
periodic reports thereon, excluding periodic statistical, budget and fiscal reports. Any
comments made will be transmitted to the Centers for Medicare and Medicaid Services
with such documents.

Not Applicable. The Governor-
Does not wish to review any plan material.
Wishes to review only the plan materials specified in the enclosed document.

X
X

I hereby certify that | am authorized to submit this plan on behalf of

Department for Medicaid Services
{Designated Single State Agency)

Date: January 11, 2016

Veronica J. Cecil, Acting Commissioner
Department for Medicaid Services

TN#: 16-001 Approval Date: 01-26-16 Effective Date: January 11, 2016
Supersedes

TN#: 15-001



DEPARTMENT OF HEALTH AND HUMAN SERVIC S

Centers for Medicare & Medicaid Services
7500 Security Boulevard, Mail Stop S52-26-12 c M s
Baltimore, MD 21244-1850 < RME ICARE MEDICA VI

CENTER FOR METHCAID & CHIP SERVICE

Financial Management Group

FEB 0 2016

Ms. Veronica L. Judy-Cecil ~
Actin  Commussioner REC £l VED

Commonwealth of Kentucky
Cabinet for Health and Famuly Services i

Department of Medicaid Services DEPT I :
275 East Ma n Street, 6 W-A OFFICE OF- 11 ! 'VIC 5
Frankfort, KY 40621

RE: State Plan Amendment (SPA) 15-003
Dear Ms. Cecil:

Weh ve reviewed the proposed amendment to Attachments 4.19-A 3.1-A and 3.1-B of you
Medicaid state plan submitted under transmittal number (TN) 15-003. Ef ective October 1, 2015
this amendment adds reserve bed and therapeutic leave days as a reimbursable service in
psychiatric re idential treatment cilities (PRTF). The amendment also evises the cove a e
sect ons to include covered serv ces in the PRTFs.

We conducted our review 0 your submittal according to the statutory requirements at sections
1902(a), 1902(a)(13), 1902(a}(30), and 1903(a) of the Social Security Act and the implementin
Federal regulations at 42 CFR Part 447. We have found that the proposed chan es in payment
methodolo y comply with applicable requirements and therefore have pproved them with an
effect ve date of October 1, 2015. We a e enclosing the CMS-179 and the amended approved
plan pa es.

If you have any questions, please ¢ 11 Stanley Fields at (502) 223-5332.
Singerely,

‘L\_Fo-s__.

Kristin Fan
D1 ector
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State Kentucky Attachment 3.1-B

Page 33.2

16. Psychiatric Residential Treatment Facility Services for Level I and Il for Individuals Under 21 Years of Age

A, Covered Inpatient Admissions
The following benefits and limitations are applicable for inpatient psychiatric facility services for
individuals under 21 years of age (or under 22 years of age if an inpatient in the facility on the
individual’s 21st birthday):
Kentucky complies with all PRTF requirements outlined at 42 CFR 440.160; 42 CFR 483.352; 42 CFR
Part 441, Subpart D and Part 483, Subpart G
Subject to the individual’s plan of care, the following services are furnished to children in a PRTF,
pursuant to the Inpatient Psychiatric Services to Individuals under Age 21 benefit, provided services are
under the direction of a physician. Each patient’s treatment plan shall specify the amount and frequency
of services needed;
1) A covered admission for a Level I PRTF shall be prior authorized by a review agency.
2) A covered admission for a Level I PRTF shall be prior authorized;
B. PRTF Covered Inpatient Services.
1 The following services shall be available to all eligible recipients:
a. Diagnostic and assessment services;
b. Treatment plan development, review, or revision;
c. Psychiatric services;
d. Nursing services which shall be provided in compliance with 902 KAR 20:320;
€. Medication which shall be provided in compliance with 907 KAR 1:019;
f. Evidence-based treatment interventions;
2 Individual therapy which shall comply with 902 KAR 20:320;
h Family therapy or attempted contact with family which shall comply with 902 KAR
20:320;
i Group therapy which shall comply with 902 KAR 20:320;
J. Individual and group interventions that shall focus on additional and harmful use or abuse
issues and relapse prevention if indicated;
k. Substance abuse education;
L Activities that:
§)) Support the development of an age-appropriate daily living skill including
positive behavior management or support; or
(2) Support and encourage the parent’s ability to re-integrate the child into the home;
m. Emergency interventions pursuant to the restraint and seclusion requirement at:
) 42 C.F.R. 483.350 through 376; and
(2) 902 KAR 20:320;
In. Consultation with other professionals including case managers, primary care
professionals, community support workers, school staff, or others;
0, Educational activities; or
p- Non-medical transportation services as needed to accomplish objectives;
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i6. Psychiatric Residential Treatment Facility Services for Level I and II for Individuals Under 21 Years of Age
2) A Level I PRTF service listed in a above shall be:
a. Provided under the direction of a physician;
b. If included in the recipient’s treatment plan, described in the recipient’s current treatment
plan;
c. Medically necessary; and
d. Clinically appropriate pursuant to the criteria established in 907 KAR 3:130;

3)

4)

5)

A Level 1 PRTF service listed in g, h, i, k, or m. above shall be provided by a qualified mental
health professional, behavioral health professional, or behavioral health professional under
clinical supervision; or

A Level Il PRTF service listed shall be:

a, Provided under the direction of a physician;
b. If included in the recipient’s treatment plan, described in the recipient’s current treatment
plan;
C. Provided at least once a week:
(N Unless the service is necessary twice a week, in which case the service

shall be provided at least twice a week; or
(2) Except for diagnostic and assessment services which shall have no
weekly minimum requirement;
d. Medically necessary; and
€. Clinically appropriate pursuant to the criteria established in 907 KAR 3:130.

A Level II PRTF service listed in (7), (8), (9), (11), or {13) shall be provided by a qualified
mental health professional, behavioral health professional, or behavioral health professional under
clinical supervision.

C. Durational Limit, Re-evaluation, and Continued Stay for Inpatient Admissions.
1) A recipient’s stay, including the duration of the stay, in a Level I or 11 PRTF shall be subject to
the department’s approval,
2) A recipient in a Level I PRTF shall be re-evaluated at least once every thirty (30) days to
determine if the recipient continues to meet Level I PRTF patient status criteria.
3) A Level I PRTF shall complete a review of each recipient’s treatment plan at least once every
thirty (30) days.
4) If a recipient no longer meets Level I PRTF patient status criteria, the department shall only
reimburse through the last day of the individual’s current approved stay.
5) A Level II PRTF shall complete by no later than the third (3rd) business day following an
admission, an initial review of services and treatment provided to a recipient which shall include:
TN No. 15-003
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16. Psychiatric Residential ‘Treatment Facility Services for Level 1 and I for Individuals Under 21 Years of Age
D. Reserved Bed and Therapeutic Pass Days for Inpatient Admissions

Definition:
An acute care hospital bed reserve day shall be a day when a recipient is temporarily absent from
a Level I or Il PRTF due to an admission to an acute care hospital. A state psychiatric hospital
bed reserve day, private psychiatric hospital bed reserve day, or psychiatric bed in an acute care
hospital bed reserve day, respectively, shall be a day when a recipient is temporarily absent from
a Level I or II PRTF due to receiving psychiatric treatment in a state psychiatric hospital, private
psychiatric hospital, or psychiatric bed in an acute care hospital respectively. A therapeutic pass
day shall be a day when a recipient is temporarily absent from a Level I or H PRTF for a
therapeutic purpose that is:
a. Stated in the recipient’s treatment plan; and
b. Approved by the recipient’s treatment team.

1) The department shall cover a bed reserve day for an acute hospital admission, a state psychiatric
hospital admission, a private psychiatric hospital admission, or an admission to a psychiatric bed
in an acute care hospital for a recipient’s absence from a Level I or I PRTF if the recipient:

a. [s in Medicaid payment status in a Level I or Il PRTF;

b. Has been in the Level I or I PRTF overnight for at least one (1} night,

c. Is reasonably expected to return requiring Level I or I PRTF care; and

c Has not exceeded the bed reserve day limit of 5 days per calendar year in aggregate for
any combination of bed reserve days associated with an acute care hospital admission, a
state psychiatric hospital admission, a private psychiatric hospital admission or an
admission to a psychiatric bed in an acute care hospital.

2) Based on medical necessity, with a prior authorization, the five (5) day limit may be extended.

3) The department shall cover a therapeutic pass day for a recipient’s absence from a Level 1 or 11
PRTEF if the recipient:

a. Is in Medicaid payment status in a Level 1 or Il PRT¥;
b. Has been in the Level I or Il PRTF overnight for at least one (1) night;
c. Is reasonably expected to return requiring Level I or Il PRTF care; and
d. Has not exceeded the therapeutic pass day limit established; or
€. Received an exception to the limit.
f. The annual therapeutic pass day limit per recipient shall be fourteen (14) days per
calendar year.
g The department shall allow a recipient to exceed the limit established if the department
determines that an additional therapeutic pass day is in the best interest of the recipient.
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16. Psychiatric Residential Treatment Facility Services for Level I and I1 for Individuals Under 21 Years of Age

E. Exclusions and Limitations in Coverage for Inpatient Admissions.
1) The following shall not be covered as Level I or II PRTF services:

a. Pharmacy services, which shall be covered in accordance with Kentucky Medicaid’s
Pharmacy Program;

b. Durable medical equipment, which shall be covered in accordance with Attachment 3.1-
A, Page 13 of the Medicaid State Plan;

c. Hospital emergency room services, which shall be covered in accordance with
Attachment 3.1-A, Page 7.1.1(a);

d. Acute care hospital inpatient services, which shall be covered in accordance with
Attachment 3.1-A, Page 7.1.1 - Page 7.1.1(a;

€. Laboratory and radiology services, which shall be covered in accordance with
Attachment 3.1-A, Page 7.1.1(b);

f. Dental services, which shall be covered in accordance with Attachment 3.1-A, Page
74.1; :

g Hearing and vision services, which shall be covered in accordance with Attachment 3.1-
A, Page 7.1.3; or

h. Ambulance services, which shall be covered in accordance with Attachment 3.1-A, Page
7.9.1.

2) A Level I or I PRTF shall not charge a recipient or responsible party representing a recipient any
difference between private and semiprivate room charges.
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Page 35

to costs, volume, or proportion of services provided to patients eligible for medical assistance and
to low income patients.

{9 Payments for Inpatient Psychiatric Facility Services for Individuals Under 21 Years of Age

A, Covered inpatient psychiatric facility services for individuals under 21 years of age provided in
psychialtric hospitals are paid in accordance with the provisions described in Attachment 4.19-A
B. Covered inpatient psychiatric facility services for individuals under 21 years of age provided in licensed
psychiatric resident treatment facilities (PRTFSs) are paid in accordance with the following:
Level I PRTF
To be reimbursable under the Medicaid Program, Level I PRTF services and associated costs,
respectively, shall be provided to or associated, respectively, with a recipient receiving Level 1 PRTF
services in accordance with Attachment 3.1-A, Section 16 — Psychiatric Residential Treatment Facility
Services for Level I and II for Individuals under 21 years of age.
1 The department shall reimburse for Level I PRTF services and cosls for a recipient not enrolled in
a managed care organization at the lesser of a per diem rate of $280.09; or the usual and
customary charge
2 The per diem rate shall be increased each biennium by 2.22 percent.
3 The per diem or the usual and customary charge if less than the per diem rate, shall represent the
total Medicaid reimbursement for Level I PRTF services and costs:
(a) Including all care and treatment costs;
{b) Including costs for all ancillary services;
(c) Including capital costs;
{d) Including room and board costs; and
(e) Excluding the costs of drugs as drugs shall be covered and reimbursed under Kentucky’s
pharmacy program in accordance with Attachment 3.1-A and Attachment 4.19-A.,
Level I PRTF
To be reimbursable under the Medicaid program, Level II PRTF services and associated costs,
respectively, shall be provided to or associated, respectively, with a recipient receiving Level II PRTF
services in accordance with Attachment 3.1-A, Section 16 — Inpatient Psychiatric Residential Treatment
Facility Services for Level I and II for Individuals under 21 years of age.
1 The department shall reimburse a per diem rate as follows for Level II PRTF services and costs
for a recipient not enrolled in a managed care organization:
(a) $345 for Level Il PRTF services to a recipient who meets the rate group one (1) criteria
described below;
(b) $365 for Level II PRTF services to a recipient who meets the rate group two (2) criteria
described below;
(c) $385 for Level I PRTF services to a recipient who meets the rate group three (3) criteria
described below; or
(d) $405 for Level 11 PRTF services to a recipient who meets the rate group four (4) criteria
described below.
TN# 15-003
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2 Rate Groups
(a) Rate group one (1) criteria shall be for a recipient who:
1. Is twelve (12) years of age or younger;,
2. Is male or female; and
3. Is sexually reactive; or
(i) Has a severe and persistent aggressive behavior;
(i) Does not have an intellectual or a developmental disability; and
(iii)  Has an intelligence quotient higher than seventy (70).
(b) Rate group two (2) criterta shall be for a recipient who:
1. Is twelve (12) years of age or younger;
2. Is male or female; and
3. Is sexually reactive; and
(i) Has a severe and persistent aggressive behavior;
(ii) Does not have an intellectual or a developmental disability; and
(i)  Has an intelligence quotient higher than seventy (70).
(©) Rate group three (3) criteria shall be for a recipient who:
1. Is thirteen (13) years of age or older;
2. Is male or female; and
3. Is sexually reactive; or
(i) Has a severe and persistent aggressive behavior;
(i) Does not have an intellectual or a developmental disability; and
(iii)  Has an intelligence quotient higher than seventy {70).
{d) Rate group four (4) criteria shall be for a recipient who:
1. Is thirteen (13) years of age or older;
2. Is male or female; and
3. Is sexually reactive; and
(i) Has a severe and persistent aggressive behavior;
(ii) Does not have an intellectual or a developmental disability; and
(ili)  Has an intelligence quotient higher than seventy (70).
(e) Rate group four (4) criteria also includes the following for a recipient who:
1. Is under twenty-one (21) years of age;
2. Is male or female; and
3. Is sexually reactive; or
(i) Has a severe and persistent aggressive behavior;
(ii) Has an intellectual or a developmental disability; and
(iii)  Has an intelligence quotient lower than seventy (70).
C. The per diem rates referenced above, or the usual and customary charge if less than the per diem rate,
shall represent the total Medicaid reimbursement for Level II PRTF services and costs:
(a) Including all care and treatment costs;
(b) Including costs for all ancillary services;
(c) Including capital costs;
(d) Including room and board costs; and
(e) Excluding the costs of drugs as drugs shall be reimbursed via the department’s pharmacy program
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D,
D. The department shall use the evaluation, review, and analysis to determine if an adjustment to the Level 11
PRTF reimbursement would be appropriate.
E. () The department’s reimbursement for a bed reserve day which qualifies as a bed reserve day for a

recipient not enrolled in a managed care organization shall be:

(a) Seventy-five (75) percent of the rate established if the Level I or II PRTF’s occupancy
percent is at least eighty-five (85) percent; or

{b) Fifty (50) percent of the rate established if the Level I or Il PRTF’s occupancy percent is
less than eighty-five (85) percent.

(c) The department shall cover a bed reserve day for an acute hospital admission, a state
menial hospital admission, a private psychiatric hospital admission, or an admission to a
psychiatric bed in an acute care hospital for a recipient’s absence from a Level I or 11
PRTF if the recipient:

i Is in Medicaid payment status in a Level I or Il PRTF;

ii. Has been in the Level 1 or II PRTF overnight for at least one (1) night;

iii. Is reasonably expected to return requiring Level I or II PRTF care; and

iv. Has not exceeded the bed reserve day limit of 5 days per calendar year in
aggregate for any combination of bed reserve days associated with an acute care
hospital admission, a state mental hospital admission, a private psychiatric
hospital admission or an admission to a psychiatric bed in an acute care hospital

(2) The department’s reimbursement for a therapeutic pass day which qualifies as a therapeutic pass
day for a recipient not enrolied in a managed care organization shall be:

(a) 100 percent of the rate established if the Level I or II PRTF’s occupancy percent is at
least fifty (50) percent; or

(b) Fifty (50) percent of the rate established if the Level I or Il PRTF’s occupancy percent is
below fifty (50) percent.

(c) The department shall cover a therapeutic pass day for a recipient’s absence from a Level 1
or Il PRTF if the recipient:

i. Is in Medicaid payment status in a Level I or I1 PRTF;

ii. Has been in the Level I or II PRTF overnight for at least one (1) night;

iii, Is reasonably expected to return requiring Level [ or I[I PRTF care; and

iv. Has not exceeded the therapeutic pass day limit established; or

\'2 Received an exception to the limit.

vi. The annual therapeutic pass day limit per recipient shall be fourteen (14) days per
calendar year.

Vii. The department shall allow a recipient to exceed the limit established with a prior
authorization based on medical necessity and reviews with the providers of
service.

3) (a) A Level 1 or II PRTF’s occupancy percent shall be based on a midnight census.

(b) An absence from a Level 1 or II PRTF that is due to a bed reserve day for an acute
hospital admission, a state mental hospital admission, a private psychiatric hospital
admission, or an admission to a psychiatric bed in an acute care hospital shall count as an
absence for census purposes.

(c) An absence from a Level I or I PRTF that is due to a therapeutic pass day shall not count
as an absence for census purposes.
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(10)  Reimbursement for Out-of-state Hospitals.

A. As of October 15, 2007, an acute care out-of-state hospital shall be reimbursed for an inpatient acute care
service on a fully-prospective per discharge basis. The total per discharge reimbursement shall be the
sum of a DRG operating and capital base payment amount, and, if applicable, a cost outlier payment

amount.
1. The all-inclusive DRG payment amount:
a, Shall be based on the patients diagnostic category; and
b. For each discharge by multiplying a hospital’'s DRG base rate by the Kentucky-specific
DRG relative weight minus the adjustment mandated for in-state hospitals.
2. Out-of-State base rates. The base rate for out-of-state hospitals shall be determined the same as

an in-stale base rate in accordance with section (2)A., subsections 5. through 11. of this
attachment minus:
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16. Psychiatric Residential Treatment Facility Services for Level [ and Il for Individuals Under 21 Years of Age
A. Covered Inpatient Admissions
The following benefits and limilations are applicable for inpatient psychiatric facility services for
individuals under 21 years of age (or under 22 years of age if an inpatient in the facility on the
individual’s 21st birthday):
Kentucky complies with all PRTF requirements outlined at 42 CFR 440.160; 42 CFR 483.352; 42 CFR
Part 441, Subpart D and Part 483, Subpart G
Subject to the individual’s plan of care, the following services are furnished to children in a PRTF,
pursuant to the Inpatient Psychiatric Services to Individuals under Age 21 benefit, provided services are
under the direction of a physician, Each patient’s treatment plan shall specify the amount and frequency
of services needed;
1) A covered admission for a Level I PRTF shall be prior authorized by a review agency.
2) A covered admission for a Level II PRTF shall be prior authorized;
B. PRTF Covered Inpatient Services.
I The following services shall be available to all eligible recipients:
a. Diagnostic and assessment services;
b. Treatment plan development, review, or revision;
c. Psychiatric services;
d. Nursing services which shall be provided in compliance with 902 KAR 20:320;
€. Medication which shall be provided in compliance with 907 KAR 1:019;
f. Evidence-based treatment interventions;
g. Individual therapy which shall comply with 902 KAR 20:320;
h Family therapy or attempted contact with family which shall comply with 902 KAR
20:320;
1. Group therapy which shall comply with 902 KAR 20:320;
j. Individual and group interventions that shall focus on additional and harmful use or abuse
issues and relapse prevention if indicated;
k. Substance abuse education;
. Activities that:
(1) Support the development of an age-appropriate daily living skill including
positive behavior management or support; or
(2) Support and encourage the parent’s ability to re-integrate the child into the home;
m. Emergency interventions pursuant to the restraint and seclusion requirements at:
m 42 C.F.R. 483.350 through 376; and
(2) 902 KAR 20:320;
n. Consultation with other professionals including case managers, primary care
professionals, community support workers, school staff, or others;
0. Educational activities; or
p. Non-medical transportation services as needed to accomplish objectives;
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16. Psychiatric Residential Treatment Facility Services for Level I and II for Individuals Under 21 Years of Age

2)

3)

4)

5)

A Level [ PRTF service listed in a above shall be:

a. Provided under the direction of a physician;

b. If included in the recipient’s treatment plan, described in the recipient’s current treatment
plan;

c. Medically necessary; and

d. Clinically appropriate pursuant to the criteria established in 907 KAR 3:130;

A Level 1 PRTF service listed in g, h, i, k, or m. above shall be provided by a qualified mental
health professional, behavioral health professional, or behavioral health professional under
clinical supervision; or

A Level II PRTF service listed shall be:

a. Provided under the direction of a physician;

b. If included in the recipient’s treatment plan, described in the recipient’s current treatment
plan;

c. Provided at least once a week:

0} Unless the service is necessary twice a week, in which case the service
shall be provided at least twice a week; or

(2) Except for diagnostic and assessment services which shall have no
weekly minimum requirement;
d. Medically necessary; and
€. Clinically appropriate pursuant to the criteria established in 907 KAR 3:130.

A Level II PRTF service listed in (7), (8), (9), (11), or (13) shall be provided by a qualified
mental health professional, behavioral health professional, or behavioral health professional under
clinical supervision.

C. Durational Limit, Re-evaluation, and Continued Stay for Inpatient Admissions.
1) A recipient’s stay, including the duration of the stay, in a Level I or IT PRTF shall be subject to
the department’s approval.
2) A recipient in a Level I PRTF shall be re-evaluated at least once every thirty (30) days to
determine if the recipient continues to meet Level I PRTF patient status criteria.
3) A Level I PRTF shall complete a review of each recipient’s treatment plan at least once every
thirty (30) days.
4) If a recipient no longer meets Level I PRTF patient status criteria, the department shall only
reimburse through the last day of the individual’s current approved stay.
5) A Level II PRTF shall complete by no later than the third (3rd) business day following an
admission, an initial review of services and treatment provided to a recipient which shall include:
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16. Psychiatric Residential Treatment Facility Services for Level I and 11 for Individuals Under 21 Years of Age

D.

Reserved Bed and Therapeutic Pass Days for Inpatient Admissions

)

2)
3)

Definition:

An acute care hospital bed reserve day shall be a day when a recipient is temporarily absent from
a Level I or Il PRTF due to an admission to an acute care hospital. A state psychiatric hospital
bed reserve day, private psychiatric hospital bed reserve day, or psychiatric bed in an acute care
hospital bed reserve day, respectively, shall be a day when a recipient is temporarily absent from
a Level I or IT PRTF due to receiving psychiatric treatment in a state psychiatric hospital, private
psychiatric hospital, or psychiatric bed in an acute care hospital respectively. A therapeutic pass
day shall be a day when a recipient is temporarily absent from a Level I or II PRTF for a
therapeutic purpose that is:

a. Stated in the recipient’s treatment plan; and

b. Approved by the recipient’s treatment team.

The department shall cover a bed reserve day for an acute hospital admission, a state psychiatric

hospital admission, a private psychiatric hospital admission, or an admission to a psychiatric bed

in an acute care hospital for a recipient’s absence from a Level I or Il PRTF if the recipient:

Is in Medicaid payment status in a Level I or I PRTF;

Has been in the Level I or I PRTF overnight for at least one (1) night;

Is reasonably expected to return requiring Level I or II PRTF care; and

Has not exceeded the bed reserve day limit of 5 days per calendar year in aggregate for

any combination of bed reserve days associated with an acute care hospital admission, a

state psychiatric hospital admission, a private psychiatric hospital admission or an

admission to a psychiatric bed in an acute care hospital.

Based on medical necessity, with a prior authorization, the five (5) day limit may be extended.

The department shall cover a therapeutic pass day for a recipient’s absence from a Level I or 11

PRTF if the recipient:

Is in Medicaid payment status in a Level I or Il PRTF;

Has been in the Level I or II PRTF overnight for at least one (1) night;

Is reasonably expected to return requiring Level I or II PRTF care; and

Has not exceeded the therapeutic pass day limit established; or

Received an exception to the limit.

The annual therapeutic pass day limit per recipient shall be fourteen (14) days per

calendar year.

g. The department shall allow a recipient to exceed the limit established if the department
determines that an additional therapeutic pass day is in the best interest of the recipient.
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16. Psychiatric Residential Treatment Facility Services for Level I and H for Individuals Under 21 Years of Age

E. Exclusions and Limitations in Coverage for Inpatient Admissions.
1) The following shall not be covered as Level I or I PRTF services:

a. Pharmacy services, which shall be covered in accordance with Kentucky Medicaid’s
Pharmacy Program;

b. Durable medical equipment, which shall be covered in accordance with Attachment 3.1-
A, Page 13 of the Medicaid State Plan;

c. Hospital emergency room services, which shall be covered in accordance with
Attachment 3.1-A, Page 7.1.1{a);

d. Acute care hospital inpatient services, which shall be covered in accordance with
Attachment 3.1-A, Page 7.1.1 — Page 7.1.1(a;

e. Laboratory and radiology services, which shall be covered in accordance with
Attachment 3.1-A, Page 7.1.1(b);

f, Dental services, which shall be covered in accordance with Attachment 3.1-A, Page
7.4.1;

g. Hearing and vision services, which shall be covered in accordance with Attachment 3.1-
A,Page 7.1.3; or

h. Ambulance services, which shall be covered in accordance with Attachment 3.1-A, Page
7.9.1.

2) A Level I or Il PRTF shall not charge a recipient or responsible party representing a recipient any
difference between private and semiprivate room charges.
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DEPARTMENT OF HEALTIH & HUMAN SERVICES

Cent rs for Medicare & Med chid Serv ces

7 00 Security Boulevard, Mall Stop 52-26-12 c S
Baltimore, Maryland 21244-1850

CENTERS FOR METCARE & MEDICAID SERVICES
CENTER FOR MEDICAID & CHIP SERVICES

2016
FEB 12 R -CEIVED

Stephen Miller

Commissioner

Department for Medicar  Services MITT A VICES
Kentucky Cabinet for Health F amily Services COMMISSION
275 East Main Street, 6 West A

Frankfort, KY 40621

Re: De ign tion of M n'mu sent’ | Cov ajc

Dear Mr. Miller:

The purpose of th s lett s to inform the state whether certain types of Medicaid and CHIP
coverage provided in Kentucky is recognized by the Centers for Medicare Medicaid Services
(CMS) as minimum essent al covera e (MEC) under section 5000A(f)(1)(E) of the Internal
Revenue Code of 1986 (the Code).

On November 7, 014, we explained in State Health Official Letter (SHO) #14-002 that ¢ rta'n
types o covera e are not recognized as government-sponsored MEC under section
5000A(H)(1)(A) of the Code, includin certain coverage for low-income pregnant women under
the Medicaid state plan, covera e for medically needy individuals under the Medic d st te plan,
and covera e under a demonstration program authorized under section 1115 of the Social
Security Act (the Act). These types of coverage are not included as MEC under Internal
Revenue Service (IRS) regula ions implementing section 5000A(H)(1)(A)(ii) of the Code.!
However, in many states, this coverage is comparable to the covera e enerally afforded to

ate orically needy Medica'd beneficiaries. Therefore, pursuant to the authority under sect on
S000A(f)(1)(E) o the Code, CMS, in consultation with the Secretary of the Treasury, would
recognize as MEC, coverage which is not recognized as MEC unde the IRS regulations.

Followin issuance of SHO 14-002, CMS reviewed the covera e provided to medically needy
individuals under Kentucky’s Medicaid state plan. Were uested additional information from
the st te to elaborate on any limitations in covera e reflected in t e state plan in order to
compare the covera e provided a ainst the standard established in the SHO. In the event that the
state elects to alter the benefits provided to medically ne dy individu ls, which could affect the
MEC designation discussed below, CMS will evaluate the new cov ra e to assess whether the

d signation in this letter is still approprate.

At the ume of the SHO, the IRS had not fnali ed its proposed rule to carve out m d cally needyo ectionlll3
overa € as min mum essential covera e. he  al rule, mplement g 6 R 1. 000A-2(b), was published on
ovember 26, (14,
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Mcdically Needy Coverage

Based on our evaluation of information provided by the state and discussion with state staff, we
have determined that the covera e provided to individuals who meet eli ibility criteria as
medically needy under 42 CFR 435.300 et seq. in Kentucky is comparable to coverage available
on the Marketplace. Therefore, in accordance with the guidance, CMS has determined that
medically needy coverage in the statc is recognized as MEC for individuals who are eligible for
such coverage without having to incur medical expenses in order to establish f nancial eligibility
for medically needy covera ¢, However, coverage provided to individuals who must incur
medical expenses n order to establish financial eligibility for medically needy coverage is not
reco nized as MEC.

Implication of M De iy nat on

Under section 5000A of the Code, “none empt individuals” must be enrolled in MEC for each
month be inmin » after December 31 » 013, orm ke a payment (shared responsibility payment)
with their federal income tax return. Ind’vidu Is enrolled in covera e desj nated as MEC will
not be I” ble for the shared responsibility payment. In addition, ndwvidual eli “ble for covera e
that is MEC are not eli ible for adva ced premium tax credit (APTC) and cost-shanin
reductions (CSR)

Individuals eli ible for Medicaid covera e th tis not cons'dered MEC may beeli ‘ble fo APTC
and CSRs for nrollm ntina qualified he Ith plan (QHP) throu h the Marketplace. These
individuals may simult neously elect to enroll in Medicaid and a QHP, or they may elect to
enroll in Medic d with the limited benefit, However, unless they are eligible for hardship or
other exemption from the requirement to maintain MEC, individuals who elect Medica'd
coverage that is not recognized as MEC may be subject to the shared responsibility payment.

Medically needy individuals enrolled in non-MEC Medicaid a er incurrin  medical e penses to
meet their spenddown requirement are el; ible for a hardship exemption. On November 21,
2014, the Center for Consumer Information and Information Oversight issued guidance
explainin that medically needy individuals who re not enrolled 1n MEC will need to pply for
this hardship exemption throu h the Marketplace. More informat on on the hardship e empt on
available to Medicaid beneficianes can be found at

htt s://www.cms. ov/ccrio/resources/Re lations-and-Guidance/index.html

States are required to comply w th IRS reporting requirements wit respect to ‘ndividuals who
are covered by minimum essent; 1 coverage and therefore are not liable or the individual shared
responsibility p yment. Copies of the 1095-B forms must be furni hed to the person identified
as the “respons’ble individual” on the form. For more information on the IRS reporting
requirements, please visit ht .//www irs. ov nstructions/i10949 b/ar01.html. We also strongly
encoura ¢ Kentucky to provide individua s enrolled mnon-M C Medica d coverage with
notice of their covera e status as well as the availability of an exempt'on from the shared
responsibility payment in the case of medic lly needy indiv'duals  rolled in Medicaid coverage
that 15 not recogni ed as MEC and how to obtain the exemption.
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If you have questions regarding these designations, please contact Ms. Anne Marie Costello,
Acting Director, Children and Adults Health Programs Group, Center for Medicaid & CHIP
Services, at (410) 786-5647.

Sincerely,

5 s

Vikki Wachino
Director

cCl

Jackie Glaze, ARA, CMS Regional Office Atlanta
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DIVISION OF MEDICAID & CHI D EN’SHEA TH OP RATION

February 12,2016

Stephen P. Miller, Commiss oner REC E 'VE D

Department for Medicaid Service
27 Last Main Street, 6(WA

Frankfort, KY 40621-0001 PEPT FOR MEDIC
AID
OFFICE OF THE COMMSlggl\ggEEFS?
Re: Kentucky State Plan Amendment 16-0002

Dear Mr. Miller:

We have reviewed the proposed K ntucky state plan amendment, KY 16-0002, which was submitted
to the Centers for Medicare & Medicaid Services (CMS) on February 9,2016. This amendment

desi ates Stephen P. Miller, Commisstoner o the KY Departm nt or Medicaid Services, as the
Governor’s desi mee for rev ew and approval of state plan amendments.

Based on the information provided, the Medicaid State Plan Amendment KY 16-0002 was
approved on February 12, 2016. The effective date of thi amendment is February 8, 2016.
We are enclosin the approved HCFA-179 and a copy of the new state plan pages.

If you have any addit onal question or need further assistance, please contact Melanie Bennin
at (404) 562-7414 or Melanie.Bennin ~ cms.hhs ov.

Sincerely,

Qac&.&_,ﬁ&,c

Jackie Glaze

Associate Re ional Administrator

Division of Medicaid  Children’s Health Operation
Enclosures
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State: Kentucky

Citation 7.4 State Governor’s Review
42 CFR 430.12(b) The Medicaid Agency will provide opportunity for the Office of Governor

to review State plan amendments, long-range program planning projections, and other
periodic reports thereon, excluding periodic statistical, budget and fiscal reports. Any
comments made will be transmitted to the Centers for Medicare and Medicaid Services
with such documents.

Not Applicable. The Governor-
Does not wish to review any plan material,
Wishes to review only the plan materials specified in the enclosed document.

X
X

1 hereby certify that [ am authorized to submit this plan on behalf of

Department for Medicaid Services
(Designated Single State Agency)

Date: February 8. 2016

Stephen P. Miller, Commissioner
Department for Medicaid Services

TN#: 16-002 Approval Date: 02-12-16 Effective Date: February 8, 2016
Supersedes

TN#: 16-001
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SHO #16-002

Re: Federal Funding for Services “Received
Through” an IHS/Tribal Facility and Furnished
to Medicaid-Eli ible American Indians and
Alaska Natives

ebruary 26, 2016

Dear State Health Official:

The purpose of this letter s to inform state Med caid agencies and other state health officials
about an update in payment policy affectin federal funding for services received by Med caid-
eligible individual , who are American Ind ans and Alaska Natives (AI/AN) through facilities of
the Indian Health Service (HS), w ether operated by IHS or by Tribes. As described in this
letter, IHS/Tribal f ilities' m y ent r into care coordinat'on agreements with non-IHS/Tribal
providers to furnish certain services for their patients who are A/AN Medicaid beneficiaries and
the amounts paid by the state for services requested by facility practitioners in accordance w th
those agreements would be eli ble for the enhanced federal matching authorized under section
1905(b) of the Social Security Act at a rate of 100 percent. Upon execution of a writt n care
coordination agreement, this will be effective immediately for states for the expenditures for
services furnished by non-IHS/Tribal providers to AI/AN Medicaid beneficianes who are
patients of an IHS/Tribal facility acting under such agreement, as described below. This update
in payment policy is intended to help states, the IHS, and Tribes to improve delivery systems for
AV/ANs by increasing access to care, strengthenin  continu'ty of care, and improving population
health.

Back round

The IHS, a federal a ency within the Department of Health and Human Services, is e ponsible
for furmshing comprehe sive culturally-appropriate health services to almost 2.2 million
AI/ANs who are eli ible or services from the IHS, per regulations at 42 CFR Part 136. To
achieve this goal, IHS operates its own hospitals and clinics and partners with Tribes as
authorized by the Indian Self-Determination and Education Ass'stance Act, P.L. 93-638, as
amended. The IHS also p ovides funding for Urban Indian Health Organizations to operate
Urban Indian Health Pro  ms (UIHPs) under title V of the Indian Health Care Improvement
Act, PiL 94-437, as amended. The IHS, Tribes, and UIHPs operate health programs in 36
states.

! For purposes of this document, Tribal fac lities are facilities that are operated by Tribes and Tr bal organizations
under the Indian Self-Determination and Education Assistance Act, P.L. 93-638.

*Asofth dateofth® SHO, the stat s are: AL, AK, AZ, CA, CO,CT, ,ID IL,IN IA, KS,LA, ME, MD MA,
M , MN, MS, MT, NE, NV, NM, NY, NC, ND, OK, OR, RI, SC, SD, TX, UT WA, Wi, and WY, Ths list
subject to chan e,
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Al/ANs who meet the eligibility requirements for the Medicaid program in the state in which
they reside are entitled to Medicaid coverage, whether or not they are eligible for services from
[HS. [HS-eligible AI/ANs who are also Medicaid beneficiaries may choose to receive covered
services from an IHS facility, a Tribal facility, a UIHP, or from any other provider participating
in a state’s Medicaid program.

Under section 1905(b) of the Social Security Act, the federal government is required to match
state expenditures at the Federal Medical Assistance Percentage (FMAP) rate, which is 100
percent for state expenditures on behalf of AI/AN Medicaid beneficiaries for covered services
“received through” an Indian Health Service facility whether operated by the Indian Health
Service or by a Tribe or Tribal organization (as defined in section 4 of the Indian Health Care
Improvement Act).” If services are not “received through” an IHS/Tribal facility, the federal
government will match the state’s payment for the services at the state’s regular FMAP rate,
which in FY 2016 ranges from 50.00 percent to 74.17 percent.
Our long-standing interpretation of this statutory provision as reflected in sub-regulatory
guidance,? Departmental Appeals Board decisions,* and federal court decisions,’ has been that
100 percent FMAP is available for amounts expended for services under the following
circumstances:

(1) The service must be furnished to a Medicaid-eligible AI/AN;

(2) The service must be a “facility service” - i.e., within the scope of services that a

facility (e.g., inpatient hospital, outpatient hospital, clinic, Federally Qualified Health

Center/Rural Health Clinic, nursing facility) can offer under Medicaid law and

regulation;

(3) The service must be furnished by an IHS/Tribal facility or by its contractual agent as

part of the facility’s services; and

(4) The IHS/Tribal facility must maintain responsibility for the provision of the service

and must bill the state Medicaid program directly for the service.
Last year, the Centers for Medicare & Medicaid Services (CMS) announced it was strongly
considering re-interpreting the statutory language to expand the services it considers “received
through™ an IHS/Tribal facility and eligible for the 100 percent FMAP. Specifically, in October
2015, we posted on the CMS Medicaid.gov website a Request for Comment, in which we sought
comments on a proposal to re-interpret the statutory language providing 100 percent FMAP for
“services received through an IHS facility” by: (1) Modifying the scope of services eligible for
enhanced FMAP; (2) Expanding the meaning of contractual agent to be an enrolled Medicaid
provider that provides services that are identified in the state’s approved Medicaid plan and are
arranged for and overseen by the IHS/Tribal facility; and (3) Increasing the flexibility for billing
arrangements so that IHS/Tribal facilities or their contractual agents could bill Medicaid directly
for services. CMS received 182 comments from 91 commenters including Tribes, Tribal

3 Memorandum of Agreement (MOA) between IHS and HCFA (July 11, 1995); HCFA Memorandum to Associate
Regional Administrators (May, 1997).

* North Dakota Dept. of Human Services, DAB No. 1854 (2002); South Dakota Dept. of Social Services, DAB No.
1847 (2002); Arizona Health Care Cost Containment System, DAB No. 1779 (2001); Alaska Department of Health
and Social Services, DAB No. 1919 (2004).

3 North Dakota ex. Rel. Olson v. Centers for Medicare & Medicaid Services, 403 F.3d 537 (8" Cir. 2005); Alaska
Department of Health & Social Services v. Centers for Medicare & Medicaid Services, 424 F. 31 931 (9" Cir.
2005); Arizona Health Care Cost Containment System v. McClellan, 508 F.3™ 1243 (9% Cir. 2007).
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organizations, Urban Indian Health Organizations, states, and other stakeholders. We have
reviewed and considered those comments in establishing this new policy interpretation.
Permitting a Wider Scope of Services

In this letter, we are re-interpreting the scope of services considered to be “received through” an
[HS/Tribal facility. Under our previous interpretation, in order to be “received through” an
IHS/Tribal facility, and therefore, qualify for 100 percent FMAP, the service had to be a “facility
service.” By that, we meant that it had to be within the scope of services that a Medicaid facility
of the same type (e.g., inpatient hospital, outpatient hospital, clinic, Federally Qualified Health
Center/Rural Health Clinic, nursing facility) can provide under Medicaid law and regulation.
Under our new interpretation, as described more fully below, the scope of services that can be
considered to be *“received through™ an IHS/Tribal facility for purposes of 100 percent FMAP
includes any services that the IHS/Tribal facility is authorized to provide according to IHS rules,
that are also covered under the approved Medicaid state plan, including long-term services and
supports (LTSS). Medicaid coverable benefit categories include all 1905(a), 1915(i), 1915(j),
1915(k), 1945, and 1915(c) services set forth in the state plan, as well as any other authority
established in the future as a state plan benefit,

This scope of service change also applies to transportation that is covered as a service under the
state Medicaid plan. Under regulations at 42 CFR 440.170(a), a state can elect to cover
transportation and other related travel expenses determined necessary to secure medical
examinations and treatment for a beneficiary. Related travel expenses include the cost of meals
and lodging en route to and from medical care, and while receiving medical care, as well as the
cost for an attendant to accompany the beneficiary, if necessary. Covered transportation services
can include both emergency medical transportation and non-emergency medical transportation.

Medicaid Beneficiary and IHS/Tribal Facility Participation is Voluntary

This new interpretation does not provide authority for states to require any AI/AN Medicaid
beneficiary to receive services through an IHS/Tribal facility. Nothing in this letter affects the
entitlement of AI/AN Medicaid beneficiaries to freedom of choice of provider under section
1902(a)(23) of the Social Security Act. State Medicaid agencies may not, directly or indirectly,
require A/ANs who are eligible for Medicaid to receive covered services from IHS/Tribal
facilities for the purpose of qualifying the cost of their services for 100 percent FMAP.
Similarly, neither state Medicaid agencies nor IHS/Tribal facilities may require an AI/AN
Medicaid beneficiary to receive services from a non-IHS/Tribal provider to whom the facility
has referred the beneficiary for care. Nor can a state delay the provision of medical assistance by
requiring that beneficiaries initiate or continue a patient relationship with the IHS/Tribal facility.
Finally, federal Medicaid law does not require either IHS/Tribal facilities or non-IHS/Tribal
providers to enter into the written care coordination agreements described in this SHO.

Request for Services In Accordance With a Written Care Coordination Agreement

In this letter, CMS also revises its interpretation to provide that a service may be considered
“received through” an IHS/Tribal facility when an IHS/Tribal facility practitioner requests the
service, for his or her patient, from a non-IHS/Tribal provider (outside of the IHS/Tribal facility),
who is also a Medicaid provider, in accordance with a care coordination agreement meeting the
criteria described below. The purpose of this revised policy interpretation is to enable
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THS/Tribal facilities to expand the scope of services they are able to offer to their AI/AN patients
while ensuring coordination of care in accordance with best medical practice standards.

A covered service will be considered to be “received through” an IHS/Tribal facility not only
when the service is furnished directly by the facility to a Medicaid-eligible AI/AN patient, but
also when the service is furnished by a non-IHS/Tribal provider at the request of an IHS/Tribal
facility practitioner on behalf of his or her patient and the patient remains in the Tribal facility
practitioner’s care in accordance with a written care coordination agreement meeting the
requirements described below. Under this policy, both the IHS/Tribal facility and the non-
IHS/Tribal provider must be enrolled in the state’s Medicaid program as rendering providers,
Second, there must be an established relationship between the patient and a qualified practitioner
at an IHS/Tribal facility. Third, care must be provided pursuant to a written care coordination
agreement between the [HS/Tribal facility and the non-IHS/Tribal provider, under which the
IHS/Tribal facility practitioner remains responsible for overseeing his or her patient’s care and
the IHS/Tribal facility retains control of the patient’s medical record.

A non-IHS/Tribal provider from which an IHS/Tribal facility practitioner could request services
could include an Urban Indian Health Organization that participates in Medicaid, or any other
Medicaid-participating provider. Furthermore, the relationship between the IHS/Tribal facility
practitioner and the patient could be based on visits, including the initial visit, through telehealth
procedures that meet state and/or IHS standards for such procedures, if the IHS/Tribal facility
has that capacity®,

A self-request by the beneficiary, or a request from a non-IHS/Tribal provider, does not suffice
for purposes of 100 percent FMAP; in such circumstances, the non-IHS/Tribal provider could
furnish the service and bill the state Medicaid program, but the state expenditure for the service
would not qualify for 100 percent FMAP. Similarly, the non-IHS/Tribal provider may refer the
facility patient to another non-IHS/Tribal provider; however, if the patient receives a covered
service from that other provider without a request from the IHS/Tribal facility practitioner, or the
IHS/Tribal facility practitioner does not remain responsible for the patient’s care, the state
expenditure for the service would not qualify for 100 percent FMAP.
At a minimum, care coordination will involve:
(1) The IHS/Tribal facility practitioner providing a request for specific services (by
electronic or other verifiable means) and relevant information about his or her patient to
the non-1HS/Tribal provider;
(2) The non-IHS/Tribal provider sending information about the care it provides to the
patient, including the results of any screening, diagnostic or treatment procedures, to the
IHS/Tribal facility practitioner;
(3) The IHS/Tribal facility practitioner continuing to assume responsibility for the
patient’s care by assessing the information and taking appropriate action, including, when
necessary, furnishing or requesting additional services; and
(4) The IHS/Tribal facility incorporating the patient’s information in the medical record
through the Health Information Exchange or other agreed-upon means.
Written care coordination agreements under this policy could take various forms, including but
not limited to a formal contract, a provider agreement, or a memorandum of understanding and,

¢ Or as specified in a demonstration project authorized under section 1637 of the Indian Health Care Improvement
Act.
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to the extent it is consistent with IHS authority, would not be governed by federal procurement
rules. The IHS/Tribal facility may decide the form of the written agreement that is executed with
the non-IHS/Tribal provider.

Medicaid Billing and Payments to Non-IHS/Tribal Providers

For services provided to Medicaid-eligible AI/AN beneficiaries that are rendered by a non-
[HS/Tribal provider in accordance with a written care coordination arrangement, there are
several options regarding how those services may be billed to Medicaid.

The first option is for the non-IHS/Tribal provider to bill the Medicaid agency directly. Ifthe
non-IHS/Tribal provider bills the state Medicaid program directly, the provider would be
reimbursed at the rate authorized under the Medicaid state plan applicable to the provider type
and service rendered. To support the application of the 100 percent FMAP, the state should
ensure that claims include fields that document that the item or service was “received through”
an IHS/Tribal facility. When a non-IHS provider bills a state directly, the state’s payment rate
for a covered service furnished by a non-IHS/Tribal provider to an AI/AN Medicaid beneficiary
under a written care coordination agreement must be the same as the rate for that service
furnished by that provider to a non-AI/AN beneficiary or to an AI/AN beneficiary who self-
refers to the provider. Similarly, a state agency cannot establish one rate for services furnished
by the facility to AI/AN beneficiaries and another for the same services provided by that facility
to non-Al/AN Medicaid beneficiaries.

A second option is for the IHS or Tribal facility to handle all billing. In that case, the [HS/Tribal
facility would have to separately identify services provided by non-IHS/Tribal providers under
agreement that can be claimed as services of the [HS/Tribal facility (“IHS/Tribal facility
services”) from those that cannot. Inpatient services that are furnished by non-IHS providers
outside of IHS/Tribal facilities could never be claimed as IHS/Tribal facility services. For IHS,
other services provided by non-IHS providers outside of an THS facility generally cannot be
claimed as IHS facility services. Tribal facilities generally may have more flexibility than IHS
and should consult with their state to determine the circumstances in which other services
provided by non-Tribal providers can be claimed as Tribal facility services. The circumstances
under which Tribal facilities may claim services as their own are the same as those that apply for
other similar facilities in the state (e.g., inpatient or outpatient hospitals, nursing facilities,
Federally Qualified Health Centers, etc.). Services that can properly be claimed as IHS/Tribal
facility services may be billed directly by the IHS/Tribal facility and are paid at the applicable
Medicaid state plan [HS/Tribal facility rate. For all other services provided by non-IHS/Tribal
providers, IHS or the Tribe could bill for these services as an assigned claim by that provider and
the payment rate would be the state plan rate applicable to the furnishing provider and the
service, not the applicable Medicaid state plan IHS/Tribal facility rate. These services are still
eligible for the 100 percent FMAP, provided other requirements have been met.

The billing arrangement should be reflected in the written agreement between the [HS/Tribal
facility and the non-IHS/Tribal provider. Payment methodologies for facility services furnished
by both the IHS/Tribal facility and rate methodologies paid to non-IHS/Tribal providers must be
set forth in an approved state Medicaid plan. Payment rates can reflect the unique access
concerns in particular geographic areas, or with respect to certain types of providers. However,
rates may not vary based on the applicable FMAP. States should review existing state plans to
ensure compliance with the policy articulated in this letter.

Managed Care
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The discussion above assumes that the Medicaid-eligible AI/AN has “received [services]
through” the [HS/Tribal facility on a fee-for-service basis. In some cases, however, Medicaid-
cligible AI/ANs may be enrolled in a risk-based Medicaid managed care organization (MCO),
prepaid inpatient health plan (PIHP), or prepaid ambulatory health plan (PAHP), in which case
the state Medicaid agency is making monthly capitation payments on behalf of the AVAN
enrollee to the MCO, PIHP, or PAHP. The state may claim 100 percent FMAP for the portion
of the capitation payment attributable to the cost of services “received through” an IHS/Tribal
facility if the following conditions are met:

(1) The service is furnished to an AI/AN Medicaid beneficiary who is enrolled in the

managed care plan;

(2) The service meets the same requirements to be considered “received through” an
IHS/Tribal facility as would apply in a fee-for-service delivery system and the managed
care plan maintains auditable documentation to demonstrate that those requirements are
met;

(3) The non-IHS/Tribal provider is a network provider of the enrollee’s managed care plan;

(4) The non-IHS/Tribal provider is paid by the managed care plan consistent with the
network provider’s contractual agreement with the managed care plan; and

(5) The state has complied with section 1932(h)(2){(C)(ii) of the Act consistent with CMS
guidance.

States would be permitted fo claim the 100 percent FMAP for a portion of the capitation payment
for AI/ANs who are enrolled in managed care, even though the state itself has made no direct
payment for services “received through™ an IHS/Tribal facility. The portion of the managed care
payment eligible to be claimed at 100 percent FMAP must be based on the cost of services
attributable to IHS/Tribal services or encounters received through an IHS/Tribal provider
meeting the requirements outlined in this section.

Compliance and Documentation

To ensure accountability for program expenditures, in states where IHS/Tribal facilities elect to
implement the policy described in this letter, the Medicaid agency will need to establish a
process for documenting claims for expenditures for items or services “received through” an
IHS/Tribal facility. The documentation must be sufficient to establish that (1) the item or service
was furnished to an AI/AN patient of an IHS/Tribal facility practitioner pursuant to a request for
services from the practitioner; (2) the requested service was within the scope of a written care
coordination agreement under which the IHS/Tribal facility practitioner maintains responsibility
for the patient’s care; (3) the rate of payment is authorized under the state plan and is consistent
with the requirements set forth in this letter; and (4) there is no duplicate billing by both the
facility and the provider for the same service to the same beneficiary.

Applicability to Section 1115 Demonstrations

State expenditures for services covered under section 1115 demonstration authority are eligible
for 100 percent FMAP as long as all of the elements of being “received through™ an IHS or
Tribal facility that are described in this SHO are present.
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Relationship Between 100 Percent FMAP for Tribal Services and Other Federal Matching Rates
The 100 percent FMAP for services “received through” an IHS/Tribal facility is available for
services provided to AI/ANs as described in this SHO instead of the regular FMAP rate
described in section 1905(b) of the Act, the newly eligible FMAP rate described in section
1905(y) of the Act, the enhanced FMAP rate for breast and cervical cancer, or the enhanced rate
for Community First Choice services.

We intend to issue additional guidance materials after the relcase of this SHO. CMS is available
to work closely with each state to implement the policy established in this state heaith official
letter regarding receiving 100 percent FMAP for services “received through” an IHS/Tribal
facility. If you have any questions regarding this information, please contact
TribalAffairs@cms.hhs.gov or Kirsten Jensen, Director, Division of Benefits and Coverage, 410-
786-8146.

Sincerely,
fs/
Vikki Wachino
Director
cc:
National Association of Medicaid Directors
National Academy for State Health Policy
American Public Human Services Association
National Governors Association

Council of State Governments

Association of State and Territorial Health Officials
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RE: Availability of HITECH Administrative
Matching Funds to Help Professionals and
Hospitals Eli ible for Medicaid EHR
Incentive Payments Connect to Other
Medicaid Providers

February 29, 2016
Dear State Medicaid Director:

This letter updates guidance issued by the Centers for Medicare & Medicaid Services (CMS)
about the availability of federal funding at the 90 percent matchin rate for state expenditures o
activities to promote health information exchange (HIE) and encoura e the adoption of certified
Electronic Health Record (EHR) technology by certain Medicaid providers. CMS previously
issued guidance on this topic in State Medicaid Director (SMD) Letter 10-016 (August 17,
2010)', SMD Letter 11-004 (May 18, 2011)?, and a 2013 guidance document, “CMS Answers
to Frequently Asked Questions (9/10/2013)” (2013 gu'dance).

This updated guidance expands the scope of State expenditures eli ible for the 90 percent
matching rate, and supports the goals of, “Connectin Health and Care for the Nation: A Shared
Nat'onwide Interoperability Roadmap Version 1.0,” published by the Department of Health and
Human Services, Office of the National Coordinator (ONC) for Health In ormation Technology,
on October 6, 2015. In this letter, we are expandin our interpretation of the scope of State
expenditures eligible for the 90 percent HITECH match, given the greater importance of
coordination of care across providers and transitions of care in Meaningful Use modified Sta e 2
and Stage 3. This letter supersedes the 2013 guidance but many of the principles of that
guidance, as indicated in this letter, rema’'n valid. We intend to issue updated, detailed guidance
that int grates those principles with the interpretive changes set forth in this letter.

The Health Information Technology for Economic and Clinical Health (HITECH) Act, enacted
as part of the American Recovery and Remvestment Act of 2009, Pub. L. 111-5, added sections
1903(a)(3}(F) and 1903(t) to the Social Security Act. These provisions make available to States
100 percent Federal matching funding for incentive payments to eligible Medicaid providers to
encourage the doption and use of ¢ rtified HR technology through 2021, and 90 percent
Federal matching funding (the 90 percent HITECH match) for State administrative expenses
related to the program, including State administrative expenses related to pursuing initiatives to
encourage the adoption of certified HR te hnolo y to promote health care quality and the
exchange of health care information, subject to CMS approval. CMS has implemented these

! Availableat - wnl m M wnl
* Ava'lable at www . w M
Availa le at
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provisions in regulations at 42 CFR Part 495, When attesting to Meaningful Use modified Stage
2 or Stage 3, professionals and hospitals that are eligible for Medicaid EHR Incentive Payments
(collectively referred to in this document as Eligible Providers) must demonstrate the ability to
electronically coordinate with other providers across care settings under the CMS regulations at
42 CFR Part 495. In order to meet these Meaningful Use objectives, Eligible Providers will often
need to electronically coordinate care with other Medicaid providers that are not eligible for
Medicaid EHR incentive payments,

SMD Letters #10-016 and #11-004 explained that state costs related to HIE promotion may be
matched at the 90 percent HITECH matching rate only if they can be directly correlated to the
Medicaid EHR Incentive Program. In the 2013 guidance, we therefore explained that States’
costs of facilitating connections for providers to an HIE may be matched at the 90 percent
HITECH matching rate only if the providers are Eligible Providers. We now explain that State
costs of facilitating connections between Eligible Providers and other Medicaid providers (for
example, through an HIE or other interoperable systems), or costs of other activities that promote
other Medicaid providers’ use of EHR and HIE, can also be matched at the 90 percent HITECH
matching rate, but only if State expenditures on these activities help Eligible Providers meet the
Meaningful Use objectives. Subject to CMS prior approval, States may thus be able to claim 90
percent HITECH match for expenditures related to connecting Eligible Providers to other
Medicaid providers, including behavioral health providers, substance abuse treatment providers,
long-term care providers (including nursing facilities), home health providers, pharmacies,
laboratories, correctional health providers, emergency medical service providers, public health
providers, and other Medicaid providers, including community-based Medicaid providers.

For example, an Eligible Provider might be a physician needing to meet the modified Stage 2 or
Stage 3 Meaningful Use objective for health information exchange (see 42 CFR 495.22(e)(5)(i)
or 495.24(d}(7)(i)(A)) when transitioning patients to another Medicaid provider such as a nursing
facility, or 2 home health care provider. Or an eligible hospital might need to meet the objective
for Medication Reconciliation and compare records with other providers to confirm that the
information it has on patients’ medication is accurate when it admits patients into its care (see 42
CFR 495.22(e)(7)(i) or 495.24(d)(7)(ii)}(B}(3)(i)). Subject to CMS approval, States can claim 90
percent HITECH match in the costs of developing connectivity between Eligible Providers
(whether eligible professionals or eligible hospitals) and other Medicaid providers if this will
help the Eligible Providers demonstrate Meaningful Use.

CMS explicitly encourages and welcomes multistate collaboratives partnering on shared
solutions for HIE and interoperability, including for the activities discussed in this letter
(facilitation of EHR Meaningful Use and related communications through the HIE system), CMS
will aggressively support such collaboratives as potentially cost-saving opportunities to increase
adoption of interoperability standards and help Eligible Providers demonstrate Meaningful Use.
Such collaboratives should promote Medicaid Information Technology Architecture (MITA)
principles on scalability, reusability, modularity, and interoperability. We note that ONC is a
willing partner in helping States develop open source and open architecture tools for HIE that are
consistent with MITA principles.
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Cost controls, cost allocations, and other payers

States must ensure that any 90 percent HITECH match claimed under the guidance 'n this letter
supports Eli ible Providers’ demonstration of Meanin ful Use modified Sta ¢ 2 and Sta e 3, and
must therefore report on the extent to which the activities they are fundin help Eli ible
Providers demonstrate Meaningful Use. CMS will require States to descnbe in advance which
specific Meaningful Use measures they intend to support in the Implementation Advance
Planning Document (IAPD) as well as to confirm such measures are indeed supported post-
implementation. Under no circumstances may States claim 90 percent HITECH match i the
costs of actually providing EHR technolo y to provide s or supplementin the functionality of
prov der EHR systems. This fundin 1s available, subject to CMS approval, as of the d te of this
letter, and will not be available retroactively.

Additionally, States should claim the 90 percent HITECH match for HIE-related costs relating to
Medicaid providers that are not eligible for Med'caid EHR incentive payments only if those HIE-
related costs help Eligible Providers demonstrate Meaningful Use. For example, it would not be
appropriate or States to claim the 90 percent HITECH match for costs related to an HI  system
that did not connect to or include Eli 1ble Providers and therefore would not help Eligible
Providers demonstrate Meaningful Use.

States should continue to adhere to the guidance in SMD Letter #11-004 detailing how Medicaid
funding should be part of an overall financial plan that leverages multiple public and private
funding sources to develop HIEs. Similarly, States are reminded that per SMD Letter #11-004,
the 90 percent HITECH match cannot be used for ongoing operations and maintenance costs.
This updated guidance makes no changes to the general cost allocation principles and fair share
principles States should follow in proposing funding models to CMS for HI s or interoperable
systems, although under this updated guidance, the Medicaid portion of such cost allocations
may increase to include costs associated with connecting Eligible Providers to other Medicaid
providers. CMS has approved several different cost allocation methodologies for States and
those various methodologies will be affected differently by this guidance. CMS will provide
technical assistance on the impact of this guidance on specific States. Similarly, States should
continue to complete and update the “Health Information Technology Implementation Advance
Planning Document (HIT IAPD) Template*,” developed by CMS and the Off ce of Mana ement
and Budget, in which States detail cost allocation models and other financial considerations.
States should meet with CMS to review cost allocation models th t carefully consider the ext nt
to which the HIE or other interoperable system benefits Eli  ble Providers, other Medica d

prov ders, non-Medicaid providers, and other payers.

Medica'd Information Technology Architecture (MITA) emphasizes the importance of
nteroperability and industry standards, States hould take an aggressive approach to HIE and
interoperability governance for purposes of su port 'ng interoperability while focusin on
security and standards to keep interface costs to a minimum. The CMS final rule published on
December 4, 20135, “Mechanized Claims Processing & I formation Retneval Systems (90/10)”

4
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requires in 42 CFR 433.112 a new focus on industry standards in MITA that support more
efficient, standards-based information exchange as described in 45 CFR Part 170. Specifically,
45 CFR Part 170 defines the Common Clinical Data Set, transport standards, functional
standards, content exchange standards and implementation specifications for exchanging
electronic health information, and vocabulary standards for representing electronic health
information. In implementing these standards, we encourage States to develop partnerships with
non-profit collaboratives and other industry participants such as DirectTrust that further support
Direct Secure Messaging through trust frameworks that reduce the costs and technical
complexities of electronic health information exchange for providers.

The interoperable systems described in this letter are part of the MITA and interfaces to these
systems should appropriately follow a Service-Oriented Architecture (SOA) as well as adhere to
industry standards. States should aggressively pursue HIE and interoperability solutions for
Medicaid providers that either obviate the need for costly interfaces, or utilize open architecture
solutions that make such interfaces easily acquired. For example, consistent with the software
ownership rights held by the state under 45 CFR § 95.617, States might require that HIE
interfaces designed, developed, or installed with Federal financial participation be made
available at reduced or no cost to other Medicaid providers connecting to the same HIE.
Furthermore, States could require that such interfaces (or the code for such interfaces) be made
publicly available. Additionally, CMS and ONC support States in sharing open source tools and
interfaces with other States to further drive down the costs of HIES, interfaces, and other
interoperable systems.

States are also reminded that careful alignment and coordination with other funding sources
should be thoroughly discussed with CMS and addressed in an Implementation Advance
Planning Document Update (IAPD-U), specifically Appendix D. States continue to be
encouraged to consult with CMS in advance of formal State Medicaid HIT Plan (SMHP) and
IAPD submissions to obtain technical assistance regarding the funding options and boundaries
outlined in this and the previous SMD Letters, and additional technical assistance will be
provided when we release an update to the 2013 guidance that reflects the new criteria for the 90
percent HITECH match described here. States should reach out to their CMS regional office’s
Medicaid HIT staff lead as the initial point of contact.

Below are some examples of the types of state costs for which 90 percent HITECH match might
be available, subject to CMS approval.

Federal Financial Participation (FFP) for On-boarding Medicaid providers to HIEs or
interoperable systems

On-boarding is the technical and administrative process by which a provider joins an HIE or
interoperable system and secure communications are established and all appropriate Business
Associate Agreements, contracts and consents are put in place. State activities related to on-
boarding might include the HIE’s activities involved in connecting a provider to the HIE so that
the provider is able to successfully exchange data and use the HIE’s services. The 90 percent
HITECH match is available to cover a state’s reasonable costs (e.g., interfaces and testing) to on-
board providers to an HIE. Subject to the parameters and cost controls described above, States
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may claim 90 percent HITECH match for state costs of supporting the initial on-boarding of
Medicaid praviders onto an HIE, or onto any interoperable system that connects Eligible
Providers to other Medicaid providers. Costs can be claimed both if they are incurred by the
state to support the initial on-boarding of Eligible Providers and if they are incurred by the state
to support the on-boarding of other Medicaid providers, provided that connecting the other
Medicaid providers helps Eligible Providers demonstrate, and meet requirements for, Meaningful
Use. States should coordinate with CMS on defining benchmarks and targets for on-boarding
providers. States are reminded that, consistent with the principles described in both SMD Letter
#10-016 and SMD Letter #11-004, the 90 percent HITECH match is for implementation only,
and States should work with CMS on establishing an endpoint to onboarding and always ensure
costs are allocated as appropriate across other payers. Also, the scope of the onboarding should
be clearly defined and reviewed with CMS prior to IAPD submission to ensure that any costs
claimed help Eligible Providers meet Meaningful Use and to ensure that HIE-related costs
benefiting providers that are not eligible for Medicaid EHR incentive payments are claimed only
if these costs help Eligible Providers demonstrate Meaningful Use, States should generally refer
to SMD Letters #10-016 and #11-004 for other information about allowable onboarding costs.

Pharmacies: Similarly, subject to the parameters and cost controls described above, States may
claim the 90 percent HITECH match for the costs of supporting the initial on-boarding of
pharmacies to HIEs or other interoperable systems, if on-boarding the pharmacies helps Eligible
Providers meet Meaningful Use objectives, such as the objectives around sending electronic
prescriptions or the objectives around conducting medication reconciliations, both described in
42 CFR 495.22 and 495.24.

Clinical Laboratories: Subject to the parameters and cost controls described above, States may
also claim 90 percent HITECH match for the costs of supporting the initial on-boarding of
clinical laboratories to HIEs or interoperable systems, if on-boarding these laboratories helps
Eligible Providers meet Meaningful Use objectives, such as the objectives for Electronic
Reportable Lab Results or laboratory orders in Computerized Provider Order Entry (CPOE)
described in 42 CFR 495.22 and 495.24.

Public Health Providers: Similarly, subject to the parameters and cost controls described above,
States may also claim 90 percent HITECH match for the costs of on-boarding Medicaid public
health providers to interoperable systems and HIEs connected to Eligible Providers so that
Eligible Providers are able to meet Meaningful Use measures focused on public health reporting
and the exchange of public health data, including activities such as validation and testing for
reporting of public health measures described in 42 CFR 495.22 and 495.24.

FFP for interoperability and HIE architecture

As with expenses for on-boarding, States may claim 90 percent HITECH match for their costs of
connecting Eligible Providers to other Medicaid providers via HIEs or other interoperable
systems, if doing so helps Eligible Providers demonstrate Meaningful Use and the cost controls
described above are met,
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Specifically, 90 percent HITECH match would be available for States’ costs related to the
design, development, and implementation of infrastructure for several HIE components and
interoperable systems that most directly support Eligible Providers in coordinating care with
other Medicaid providers in order to demonstrate Meaningful Use. As described in SMD Letter
#11-004, the 90 percent HITECH match cannot be used for ongoing operations and maintenance
costs after this technology is established and functional. These components and systems include:

Provider Directories: States may claim the 90 percent HITECH match for costs related to the
design, development, and implementation of provider directories that allow for the exchange of
secure messages and structured data to coordinate care or caleulate clinical quality measures
between Eligible Providers and other Medicaid providers, so long as these costs help Eligible
Providers meet Meaningful Use and the cost controls described above are met. The 90 percent
HITECH match would not be appropriate for costs of developing a separate subdirectory for a
class of providers that are not eligible for Medicaid EHR incentive payments and that are
unlikely ever to exchange records with an Eligible Provider. CMS emphasizes the importance of
dynamic provider directories with, as appropriate, bidirectional communications to public health
agencies and public health registries, CMS particularly supports approaches to provider
directories that provide solutions for Eligible Providers to connect to other Medicaid providers
with lower EHR adoption rates, if doing so helps the Eligible Providers demonstrate Meaningful
Use. Secure, web-based provider directories, for example, might help Eligible Providers
coordinate care more effectively with long term care providers, behavioral health providers,
substance abuse providers, etc. CMS expects that States will consider provider directories as a
Medicaid enterprise asset that can also support Medicaid Management Information System
(MMIS) functionality, with the reminder that, per SMD Letter #10-016, States should not claim
90 percent HITECH match for costs that could otherwise be matched with MMIS matching
funds,

Secure Electronic Messaging: States may claim the 90 percent HITECH match for costs related
to the design, development, and implementation of secure messaging solutions that connect
Eligible Providers to other Medicaid providers and allow for the exchange of secure messages
and structured data, so long as these costs help Eligible Providers meet Meaningful Use and the
cost controls described above are met. States are encouraged to utilize Direct Secure Messaging
as a transport standard that is secure and scalable, States should refer to the “Medicare and
Medicaid Programs; Electronic Health Record Incentive Program — Stage 3 and Modifications to
Meaningful Use in 2015 Through 2017” rule for guidance on meeting the Certified Electronic
Health Record Technology (CEHRT) requirements for purposes of Meaningful Use®. States may
also refer to ONC’s 2016 Interoperability Standards Advisory (ISA), a publication that provides
the identification, assessment, and determination of the “best available” interoperability
standards and implementation specifications for industry use to fulfill specific clinical health IT
interoperability needs®, States should also be prescriptive in governance requirements to ensure
maximal interoperability in the most secure and efficient manner possible. ONC is a willing
partner with CMS in helping States deploy Direct Secure Messaging systems and developing

¥ hitps://www.federalregister.gov/articles/2015/10/16/201 5-25595/medicare-and-medicaid-programs-electronic-
health-record-incentive-program-stage-3-and-modifications
¢ https://www.healthit. gov/sites/default/files/2016-interoperability-standards-advisory-final-508.pdf
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related governance requirements to ensure that Eligible Providers can connect to other Medicaid
providers,

Query Exchange: States may claim the 90 percent HITECH match for costs related to the design,
development, and implementation of query-based health information exchange, so long as these
costs help Eligible Providers meet Meaningful Use, and the cost controls described above are
met. States may support coordination of care between Eligible Providers and other Medicaid
providers by linking them into a query-based HIE that allows for secure, standards-based
information exchange with thorough identity management protocols. A Query Exchange might
access a state’s Clinical Data Warehouse and similarly be integrated with analytic and reporting
functions. These activities may support aggregate queries from providers to support population
health activities performed by public health or other entities involved in population health
improvement, provided that doing so helps Eligible Providers meet Meaningful Use. Given the
unique data and exchange governance challenges of Query Exchange, States are encouraged to
reach out to ONC to help formulate governance guidance and best practices.

Care Plan Exchange: States may claim the 90 percent HITECH match for costs related to the
design, development, and implementation of interoperable systems and HIEs that facilitate the
exchange of electronic care plans between Eligible Providers and other Medicaid providers, so
long as these costs help Eligible Providers meet Meaningful Use, and the cost controls described
above are met. Medicaid providers coordinating care across multiple care settings may exchange
care plans containing treatment plans and goals, as well as problem lists, medication history and
other clinical and non-clinical content added and updated as appropriate by members of a
patient’s care team, including Medicaid social service providers. States are encouraged to
consider care plan exchange for patients with multiple chronic conditions who might be
coordinating care between many specialists, hospital(s), long term care facilities, rehabilitation
centers, home health care providers, or other Medicaid community-based providers. Similarly,
children in the foster care system might benefit from care plans shared across Medicaid providers
(including Eligible Providers) to facilitate coordination of the children’s care. As discussed
above, costs related to exchanging care plans between Medicaid providers and other programs,
such as foster care programs, may need to be allocated between benefitting programs.

Encounter Alerting: States may claim the 90 percent HITECH match for costs related to the
design, development, and implementation of communications within an HIE or interoperable
system connecting Eligible Providers and other Medicaid providers about the admission,
discharge or transfer of Medicaid patients, so long as these costs help Eligible Providers meet
Meaningful Use, and the cost controls described above are met. These communications among
Medicaid providers may contain structured data regarding treatment plans, medication history,
drug allergies, or other secure content that aids in the coordination of patient care, including
coordination of social services as appropriate.

Public Health Systems: States may claim the 90 percent HITECH match for costs related to the
design, development, and implementation of public health systems and connections to public
health systems, so long as the cost controls described above are met, and so long as these costs
help Eligible Providers meet Meaningful Use measures focused on public health reporting and
the exchange of public health data described in 42 CFR 495.22 and 495.24. It is worth
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emphasizing that state costs eligible for the 90 percent HITECH match might include costs
related to developing registry and system architecture for Prescription Drug Monitoring
Programs (PDMPs), as per FAQ #134137 PDMPs can be considered a specialized registry to
which Eligible Providers may submit data in order to meet Meaningful Use objectives. States
should, however, keep in mind that MMIS matching funds might in some circumstances be a
more appropriate source of federal funding for costs related to developing a PDMP. Again,
States should not claim 90 percent HITECH match for costs that could otherwise be matched
with MMIS matching funds.

Health Information Services Provider (HISP) Services: States may claim the 90 percent HITECH
match for costs related to the design, development, and implementation of HISP Services that
coordinate the technical and administrative work of connecting Eligible Providers to other
Medicaid providers, so long as these costs help Eligible Providers meet Meaningful Use, and the
cost controls described above are met. HISP Services may coordinate encryption standards
across providers, as well as coordinate contracts, Business Associate Agreements or other
consents deemed appropriate for the HIEs or interoperable systems. States should be careful to
distinguish between on-boarding services and HISP Services, as the scope of HISP activities
overlaps with the scope of on-boarding activities, and the state should confirm that activities are
only supported with federal funding once. States should clearly define the scope of HISP
activities and on-boarding activities as appropriate.

This is not an exhaustive list of the types of state costs for design, development, and
implementation of HIE components and interoperable systems for which 90 percent HITECH
match might be claimed. Design, development, and implementation costs associated with other
HIE components and interoperable systems might be supported by the 90 percent HITECH
match as long as these costs help Eligible Providers achieve Meaningful Use and meet the cost
controls described above, and will be considered by CMS accordingly.

Under this updated guidance, States remain able, subject to CMS approval, to claim 90 percent
HITECH match for design, development, and implementation costs related to personal health
records (PHRs), as utilizing a PHR through an HIE will often be the best way for many Eligible
Providers to meet the Meaningful Use modified stage 2 Patient Electronic Access objective (see
42 CFR 495.22(¢)(8)) and/or the Meaningful Use stage 3 Coordination of Care Through Patient
Engagement objective (see 42 CFR 495.24(d)(6)). The parameters for HITECH administrative
funding discussed in SMD Letters #10-016 and #11-004 continue to be relevant to PHR funding
requests from States,

Conclusion

With more States utilizing or exploring the possibilities of vehicles for delivery system reform
that benefit from coordination of care, such as health homes, primary care case management,
managed care, home and community-based service programs, and performance-based incentive
payment structures, there is an expectation that the Medicaid Enterprise infrastructure will be
designed to support these efforts. These efforts therefore support the MITA principles of

7 https://questions.cms.gov/faq.php?faqld=13413
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reusability, interoperability, and care mana ement in providing foundation for further delivery
system reform,

As States enter the fifth year of the Medica'd EHR Incentive Program, CMS and ONC expect
them to leverage available federal funding for tools and guidance to help Eligible Providers
demonstrate Meaningful Use, which might include strengthenin data exchange between Eli ible
Providers and other Medica d providers. States may have questions about the Health Insurance
Portability and Accountability Act (HIPAA) considerations applicable to creating more diverse
HIEs and interoperable systems, so we have included links to guidance from the U.S.
Department of Health and Human Services Office for Civil Rights and the Office o the National
Coordinator for Health Information Technology describing uses and disclosures that are
permitted under HIPAA . Note that the discussion in the linked uidance only concerns the uses
and disclosures that are permitted under HIPAA, and does not address when state costs related to
the discussed activities would be eligible for the 90 percent HITECH ma  h. This next phase of
infrastructure development and connectivity will best position all Eli ible Providers to
successfully demonstrate Meanin ful Use of Certified EHR Technolo y while solidifying a
broader network of health information exchange among Medicaid providers, writ large.

Sinc rely
/s
Vikk Wachino
Director
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