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SECRETARY
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Office of the Secretary
April 6, 2015
MEMORANDUM
TO: The Honorable John A. Alario, President, Louisiana Senate

The Honorable Chuck Kleckley, Speaker of the House

The Honorable David Heitmeir, Chair, Senate Committee on Health and Welfare

The Honorable Scott Simon, Chair, House Committee on Health and Welfare

The Honorable Jack Donahue, Chair, Senate Finance Committee

The Honorable James 1\1 *Jim” Fannin, Chairman, House Appropriations Committee

g

FROM: Kathy H, Kliebert ';@_‘5 .

Secrcm@% (»0(

RE: Oversight Report on Bureau of Health Services Financing Proposed Rulemaking

In accordance with the Administrative Procedure Act (R.S. 49:950 et seq.) as amended, we are
submitting the attached documents for the proposed Rule for Applied Behavior Analysis-Based
Therapy Services.

The Department published a Notice of Intent on this proposed Rule in the February 20, 2015 issue of
the Louisiana Register (Volume 41, Number 2). A public hearing was held on March 31, 2015 at
which only the Department of Health and Hospitals staff were present. No oral testimony was given,
nor written correspondence received, regarding this proposed Rule.

The Department anticipates adopting the Notice of Intent as a final Rule in the May 20, 2015 issue
of the Louisiana Register.

The following documents are attached:
1. acopy of the Notice of Intent;
2. the public hearing certification; and
3. the public hearing attendance roster.
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Attachments (3)
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NOTICE OF INTENT

Department of Health and Hospitals
Bureau of Health Services Financing

Applied Behavior Analysis-Based Therapy Services
(LAC 50:XV.Chapters 1-7)

The Department of Health and Hospitals, Bureau of Health
Services Financing proposes to adopt LAC 50:XV.Chapters 1-7 in
the Medical Assistance Program as authorized by R.S. 36:254 and
pursuant to Title XIX of the Social Security Act. This proposed
Rule is promulgated in accordance with the provisions of the
Administrative Procedure Act, R.S. 49:950 et seq.

The Department of Health and Hospitals, Bureau of Health
Services Financing and the Office for Citizens with
Developmental Disabilities promulgated an Emergency Rule which
amended the provisions of the Children’s Chcice Waiver in order
to provide for the allocation of waiver opportunities to
Medicaid-eligible children identified in the Melanie Chisholm,
et al vs. Kathy Kliebert class action litigation (hereafter
referred to as Chisholm class members) who have a diagnosis of
pervasive developmental disorder or autism spectrum disorder,
and are in need of applied behavior analysis-based (ABA) therapy
services (Louisiana Register, Volume 39, Number 10). This action
was taken as a temporary measure to ensure Chisholm class
members would have access to ABA therapy services as soon as

possible.



To ensure continued, long-lasting access to ABA-based
therapy services for Chisholm class members and other children
under the age of 21, the department promulgated an Emergency
Rule which adopted provisions to establish coverage and
reimbursement for ABA-based therapy services under the Medicaid
State Plan (Louisiana Register, Volume 40, Number 2). The
department promulgated an Emergency Rule which amended the
provisions of the February 1, 2014 Emergency Rule to ensure
compliance with all of the provisions required by the court
order issued in Melanie Chisholm, et al vs. Kathy Kliebert class
action litigation (Louisiana Register, Volume 40, Number 10).
This proposed Rule is being promulgated to continue the
provisiocns of the October 20, 2014 Emergency Rule.

Title 50
PUBLIC HEALTH-MEDICAL ASSISTANCE
Part XV. Services for Special Populations
Subpart 1. Applied Behavior Analysis-Based Therapy Services
Chapter 1. General Provisions
§101. Program Description and Purpose

A. Applied behavior analysis-based (ABA) therapy is the
design, implementation, and evaluation of environmental
modification using behavioral stimuli and consequences to
produce socially significant improvement in human behavior,
including the direct observation, measurement, and functional

analysis of the relations between environment and behavior. ABA-



based therapies teach skills through the use of behavioral
observation and reinforcement or prompting to teach each step of
targeted behavior. ABA-based therapies are based on reliable
evidence and are not experimental.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and Title XIX of the Social Security Act.

HISTORICAL NOTE: Promulgated by the Department of Health
and Hospitals, Bureau of Health Services Financing, LR 41:
§103. Recipient Criteria

A. In order to qualify for ABA-based therapy services, a
Medicaid recipient must meet the following criteria. The
recipient must:

1. be from birth up to 21 years of age;

2. exhibit the presence of excesses and/or deficits
of behaviors that significantly interfere with home or community
activities (examples include, but are not limited to aggression,
self-injury, elopement, impaired development in the areas of
communication and/or social interaction, etc.);

2 be diagnosed by a qualified health care
professional with a condition for which ABA-based therapy
services are recognized as therapeutically appropriate,
including autism spectrum disorder; and

45 have a comprehensive diagnostic evaluation that

prescribes and/or recommends ABA services that is conducted by a



qualified health care professional.

B. All of the criteria in §103.A must be met to receive
services.
AUTHORITY NOTE: Promulgated in accordance with R.S.

36:254 and Title XIX of the Social Security Act.
HISTORICAL NOTE: Promulgated by the Department of Health

and Hospitals, Bureau of Health Services Financing, LR 41:

Chapter 3. Services
§301. Covered Services and Limitations
A. Medicaid covered ABA-based therapy services must be:
.. medically necessary;
e prior authorized by the Medicaid Program or its

designee; and
Al delivered in accordance with the recipient’s
treatment plan.

B. Services must be provided directly or billed by
behavior analysts licensed by the Louisiana Behavior Analyst
Board.

Cu Medical necessity for ABA-based therapy services shall
be determined according to the provisions of the Louisiana
Administrative Code (LAC), Title 50, Part I, Chapter 11
(Louisiana Register, Volume 37, Number 1).

D. ABA-based therapy services may be prior authorized for

a time period not to exceed 180 days. Services provided without



prior authorization shall not be considered for reimbursement,
except in the case of retroactive Medicaid eligibility.

E: Service Limitations

i Services shall be based upon the individual needs
of the child, and must give consideration to the child’s age,
school attendance requirements, and other daily activities as
documented in the treatment plan.

2 Services must be delivered in a natural setting
(e.g., home and community-based settings, including schoocls and
clinics).

a. Services delivered in a school setting must
not duplicate services rendered under an individualized family
service plan (IFSP) or an individualized educational program
(IEP) as required under the federal Individuals with
Disabilities Education Act (IDEA).

3. Any services delivered by direct line staff must
be under the supervision of a lead behavior therapist who is a
Louisiana licensed behavior analyst.

F. Not Medically Necessary/Non-Covered Services. The
following services do not meet medical necessity criteria, nor
qualify as Medicaid covered ABA-based therapy services:

o therapy services rendered when measureable
functional improvement or continued clinical benefit is not

expected, and therapy is not necessary for maintenance of



function or to prevent deterioration;

2. services that are primarily educational in
nature;

o services delivered outside of the school setting
that are duplicative services under an individualized family
service plan (IFSP) or an individualized educational program
(IEP), as required under the federal Individuals with
Disabilities Education Act (IDEA);

4. treatment whose purpose is vocationally- or

recreationally-based;

B custodial care;
a. for purposes of these provisions, custodial
care:
- shall be defined as care that is

provided primarily to assist in the activities of daily living
(ADLs), such as bathing, dressing, eating, and maintaining
perscnal hygiene and safety;

ii. 1is provided primarily for maintaining
the recipient’s or anyone else’s safety; and

iii. could be provided by persons without
professional skills or training; and

B services, supplies, or procedures performed in a

non-conventional setting including, but not limited:

a. resorts;



b. spas;

535 therapeutic programs; and
d.: camps.
AUTHORITY NOTE: Promulgated in accordance with R.S.

36:254 and Title XIX of the Social Security Act.

HISTORICAL NOTE: Promulgated by the Department of Health
and Hospitals, Bureau of Health Services Financing, LR 41:
§303. Treatment Plan

A. ABA-based therapy services shall be rendered in

accordance with the individual’s treatment plan. The treatment

plan shall:

1. be person-centered and based upon individualized
goals;

L be developed by a licensed behavior analyst;

3. delineate both the frequency of baseline

behaviors and the treatment development plan to address the
behaviors;

4, identify long, intermediate, and short-term goals
and objectives that are behaviorally defined;

9 identify the criteria that will be used to
measure achievement of behavior objectives;

6. clearly identify the schedule of services planned
and the individual providers responsible for delivering the

services;



T include care coordination involving the parents
or caregiver(s), school, state disability programs, and others

as applicable;

8. include parent/caregiver training, support, and
participation;
9. have objectives that are specific, measureable,

based upon clinical observations, include outcome measurement
assessment, and tailored to the individual; and
10. ensure that interventions are consistent with ABA
techniques.
AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and Title XIX of the Social Security Act.
HISTORICAL NOTE: Promulgated by the Department of Health

and Hospitals, Bureau of Health Services Financing, LR 41:

Chapter 5. Provider Participation
§501. General Provisions
A. ABA-based therapy services must be provided by or

under the supervision cof a behavior analyst who is currently
licensed by the Louisiana Behavior Analyst Board, or a licensed
psychoclogist, or a licensed medical psychologist.

B. Licensed behavior analysts that render ABA-based
therapy services shall meet the following provider
qualifications:

> 1 be licensed by the Louisiana Behavior Analyst



Board;

2. be covered by professional liability insurance to
limits of $1,000,000 per occurrence, $1,000,000 aggregate;

3. have no sanctions or disciplinary actions on
their Board Certified Behavior Analyst (BCBA®) or Board
Certified Behavior Analyst-Doctoral (BCBA-D) certification
and/or state licensure;

4., not have Medicare/Medicaid sanctions, or be
excluded from participation in federally funded programs (i.e.,
Office of Inspector General’s list of excluded
individuals/entities (OIG-LEIE), system for award management
(SAM) listing and state Medicaid sanctions listings); and

5 have a completed criminal background check to
include federal criminal, state criminal, parish criminal and
sex offender reports for the state and parish in which the
behavior analyst is currently working and residing.

a. Criminal background checks must be performed
at the time of hire and at least five years thereafter.

b. Background checks must be current, within a
year prior to the initial Medicaid enrollment application.
Background checks must be performed at least every five years
thereafter.

C. Certified assistant behavior analyst that render ABA-

based therapy services shall meet the following provider



qualifications:

H must be certified by the Louisiana Behavior
Analyst Board;

2 must work under the supervision of a licensed
behavior analyst;

a. the supervisory relationship must be
documented in writing;

B must have no sanctions or disciplinary actions,
if state-certified or board-certified by the BACB®;

4. may not have Medicaid or Medicare sanctions or be
excluded from participation in federally funded programs (OIG-
LEIE listing, SAM listing and state Medicaid sanctions
listings); and

5 have a completed criminal background check to
include federal criminal, state criminal, parish criminal and
sex offender reports for the state and parish in which the
certified assistant behavior analyst is currently working and
residing.

a. Evidence of this background check must be
provided by the employer.

b. Criminal background checks must be performed
at the time of hire and an update performed at least every five
years thereafter.

D. Registered line technicians that render ABA-based

10



therapy services shall meet the following provider
qualifications:

1. must be registered by the Louisiana Behavior
Analyst Board;

2 must work under the supervision of a licensed
behavior analyst;

a. the supervisory relationship must be
documented in writing;

3. may not have Medicaid or Medicare sanctions or be
excluded from participation in federally funded programs (OIG-
LEIE listing, SAM listing and state Medicaid sanctions
listings); and

4. have a completed criminal background check to
include federal criminal, state criminal, parish criminal and
sex offender reports for the state and parish in which the
certified assistant behavior analyst is currently working and
residing.

a. Evidence of this background check must be
provided by the employer.

b. Criminal background checks must be performed
at the time of hire and an update performed at least every five
years thereafter.

AUTHORITY NOTE: Promulgated in accordance with R.S.

36:254 and Title XIX of the Social Security Act.

11



HISTORICAL NOTE: Promulgated by the Department of Health

and Hospitals, Bureau of Health Services Financing, LR 41:

Chapter 7. Reimbursements
§701. General Provisions
A. The Medicaid Program shall provide reimbursement for

ABA-based therapy services to enrolled behavior analysts who are
currently licensed and in good standing with the Louisiana
Behavior Analyst Board. Reimbursement shall only be made for
services billed by a licensed behavior analyst, licensed
psychologist, or licensed medical psychologist.

B. Reimbursement for ABA services shall not be made to,
or on behalf of services rendered by, a parent, a legal guardian
or legally responsible person.

c. Reimbursement shall only be made for services
authorized by the Medicaid Program or its designee.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and Title XIX of the Social Security Act.

HISTORICAL NOTE: Promulgated by the Department of Health
and Hospitals, Bureau of Health Services Financing, LR 41:

§703. Reimbursement Methodology

A. Reimbursement for ABA-based therapy services shall be
based upon a percentage of the commercial rates for ABA-based
therapy services in the state of Louisiana. The rates are based

upon 15 minute units of service, with the exception of mental

12



health services plan which shall be reimbursed at an hourly fee
rate.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and Title XIX of the Social Security Act.

HISTORICAL NOTE: Promulgated by the Department of Health
and Hospitals, Bureau of Health Services Financing, LR 41:

In compliance with Act 1183 of the 1999 Regular Session of
the Louisiana Legislature, the impact of this proposed Rule on
the family has been considered. It is anticipated that this
proposed Rule will have a positive impact on family functioning,
stability, and autonomy as described in R.S. 49:972 by
increasing access to critical behavioral health services.

In compliance with Act 854 of the 2012 Regular Session of
the Louisiana Legislature, the poverty impact of this proposed
Rule has been considered. It is anticipated that this proposed
Rule will have a positive impact on child, individual, or family
poverty in relation to individual or community asset development
as described in R.S. 49:973 by reducing the financial burden on
families due to Medicaid coverage of applied behavior analysis-
based therapy services.

In compliance with House Concurrent Resolution (HCR) 170 of
the 2014 Regular Session of the Louisiana Legislature, the
provider impact of this proposed Rule has been considered. It is

anticipated that this proposed Rule will have no impact on the

13



staffing level requirements or qualifications required to
provide the same level of service, no direct or indirect cost toc
the provider to provide the same level of service, and will have
no impact on the provider’s ability to provide the same level of
service as described in HCR 170.

Interested persons may submit written comments to J. Ruth
Kennedy, Bureau of Health Services Financing, P.0O. Box 91030,
Baton Rouge, LA 70821—-9030 or by email to MedicaidPolicy@la.gov.
Ms. Kennedy is responsible for responding to inquiries regarding
this proposed Rule. A public hearing on this proposed Rule is
scheduled for Tuesday, March 31, 2015 at 92:30 a.m. in Room 118,
Bienville Building, 628 North Fourth Street, Baton Rouge, LA.

At that time all interested persons will be afforded an

opportunity to submit data, views or arguments either orally or

in writing. The deadline for receipt of all written comments is

4:30 p.m. on the next business day following the public hearing.
Kathy H. Kliebert

Secretary
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Bobby Jindal

Kathy H. Kliebert
GOVERNOR

SECRITTARY

Department of Health and Hospitals
Burcau of Health Services Financing

PUBLIC HEARING CERTIFICATION
March 31, 2015
9:30 a.m.

RE:  Applied Behavior Analysis-Based Therapy Services
Docket # 03312015-1
Department of Health and Hospitals
State of Louisiana

CERTIFICATION

In accordance with LA R.S. 49:950 et seq.. the attached public hearing agenda, together
with one digital recording of the public hearing conducted on March 31, 2015 in Baton
Rouge, Louisiana constitute the official record of the above-referenced public hearing.

Rojfert K. Andrepont
edicaid Policy and
Compliance Section

03-31-15
Date

Bicnville Building = 628 North 4" Swrect » P.O. Box 91030 * Baton Rouge, Louisiana 70821-9030
Phonc #: 225/342-3891 or #225/342-4072 » Fax #: 225/342-9508 « WWW.DHH IA.GOV
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DHH/BHSF PUBLIC HEARING

ropic - Applied Behavior Analysis-Based Therapy Services

Date - March 31, 2015

PERSONS IN ATTENDANCE

Name

Address

Telephone Number

AGENCY or GROUP you represent

1.
Cornette Scott

69528 N 4ﬂ1 .S‘f'r‘e.e/f

Paton Qa.ﬁe, LA 10802

385 -342-3851

DH#

2§ M. Stre€f

w
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Bobby Jindal
GOVIERNOR

Kathy H. Klicbert
SECRITTARY

Department of Health and Hospitals
Office of the Secretary

April 6, 2015

MEMORANDUM

TO: The Honorable John A. Alario. President. Louisiana Senate
The Honorable Chuck Kleckley. Speaker of the House
The Honorable David Heitmeir. Chair. Senate Committee on Health and Welfare
The Honorable Scott Simon. Chair. House Committee on Health and Welfare
The Honorable Jack Donahue. Chair, Senate Finance Committee
The Honorable James R. “Jim™ Fannin, Chairman, House Appropriations Committee

FROM:

RE: Oversight Report on Bureau of Health Services Financing Proposed Rulemaking

In accordance with the Administrative Procedure Act (R.S. 49:950 et seq.) as amended. we are
submitting the attached documents for the proposed Rule Managed Care for Physical and Basic
Behavioral Health.

The Department published a Notice of Intent on this proposed Rule in the October 20. 2014 issue of
the Louisiana Register (Volume 40, Number 10). A public hearing was held on November 26. 2014
at which only the Department of Health and Hospitals staff were present. No oral testimony was
given. However. written correspondence was received from URAC. formerly known as the
Utilization Review Accreditation Commission. MedicinelLouisiana and Louisiana State Medical
Society. and the Advocacy Center, regarding this proposed Rule. As a result. the Department
submitted an oversight report with a revised Notice of Intent on this proposed Rule on December 18.
2014.

The Department subsequently determined that the revisions to the Notice of Intent necessitated by
the written correspondence received resulted in substantive changes. The Department published a
Potpourri on these substantive changes in the February 20. 2015 issue of the Lowuisiana Register
(Volume 41, Number 2). A public hearing on these substantive changes was held on March 31, 2015
at which only the Department of Health and Hospitals staff were present. No oral testimony was
given nor written correspondence received.

Bicnville Building * 628 North 4 Street = PO, Box 629 = Baton Rouge, Louisiana 70821-0629
Phone #: 225/342-9509 » Fax #: 225/342-5568 = WWW.DHH.IA.GOV
“An Equal Opportunity Employer”



April 6. 2015
Page 2

The Department anticipates adopting the revised Notice of Intent as a final Rule in the May 20. 2015
issue of the Louisiana Register.

The following documents are attached:

1. acopy of the December 18. 2014 Oversight Report:

2. acopy of the February 20, 2015 Potpourri:

3. the substantive changes public hearing certification: and

4. the substantive changes public hearing attendance roster.
KHK/WIR/CEC

Attachments (4)



Bobby Jindal

[P A B S A

Kathy H. Klicbert

e RETARY

State of Louisiana

Department of Health and | lospitals
O tfice of the Sceeretan

December 18, 2014

MEMORANDUM

TO: The Honorable John A. Alario. President. Louisiana Senate
The Honorable Chuck Kleckley. Speaker of the House
The Honorable David Heitmeir. Chair, Senate Committee on Health and Wellare
The Honorable Scott Simon. Chair. House Committee on Health and Welfare
I'he Honorable Jack Donahue, Chair. Senate Finance Commitiee
The Honorable James R. ~Jim™ Fannin. Chairman. House Appropriations Committee

FROM:

RE: Oversight Report on Bureau of HHealth Services Financing Proposed Rulemaking

In accordance with the Administrative Procedure Act (R.S, 49:950 et seq.) as amended. we are
submitting the attached documents for the proposed Rule for Managed Care for Physical and Basic
Behavioral Health.

I'he Department published a Notice of Intent on this proposed Rule in the October 20, 2014 issuc of
the Louisiana Register (Volume 40, Number 10). A public hearing was held on November 26, 2014
at which only the Department of Health and Hospitals stafl were present. No oral testimony was
given. However. written correspondence was received from URAC, formerly known as the
Utilization Review Accreditation Commission. Medicinel.ouisiana and Louisiana State Medical
Society. and the Advocacy Center, regarding this proposed Rule.

I'he Department determined that non-substantive revisions were necessary to add clarifying
language 1o the Notice of Intent. Therefore. a revised Notice of Intent is being submitted. The
Department anticipates adopting the revised Notice of Intent as a final Rule in the February 20. 2015
issuc ol the Louisiana Register.

The following documents are attached:
I. acopy of the revised Notice of Intent:
2. the public hearing certification:
3. the public hearing attendance roster:
4. written correspondence from URAC:
5. agencey response to URAC:

Benville Bunlding = 628 North 47 Steeet = PO, Box 629 * Baton Rouge, Lowisiana 708521-0629
Phone #: 225/342-9509 « Fax #: 225/342-5508 « WWW. DI LA GOV
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Legislative Oversight Report
December 18, 2014

Page 2

6. written correspondence from Medicinel.ouisiana and Louisiana State Medical Society:
7. agency response to MedicineLouisiana and Louisiana State Medical Society:

8. written correspondence from the Advocacy Center: and

9. agencey response to the Advocacy Center

KHK/WIR/CEC

Altachments (9)



NOTICE OF INTENT

Department of Health and Hospitals
Bureau of Health Services Financing

Managed Care for Physical and Basic Behavioral Health
(LAC 50:I.Chapters 31-40)

The Department of Health and Hospitals, Bureau of Health
Services Financing proposes toc amend LAC 50:I.Chapters 31-40 in the
Medical Assistance Program as authorized by R.S. 36:254 and pursuant
to Title XIX of the Social Security Act. This proposed Rule is
promulgated in accordance with the provisions of the Administrative
Procedure Act, R.S. 49:950 et seq.

The Department of Health and Hospitals, Bureau of Health
Services Financing adcpted provisions which implemented a coordinated
system of care in the Medicaid Program designed to improve quality of
care and health care outcomes through a healthcare delivery system of
coordinated care networks named the Bayou Health program (Louisiana
Register, Volume 327, Number 6).

The department now proposes toc amend the provisions governing
the coordinated care network in order to change the name in this
Subpart tc Managed Care for Physical and Basic Behavioral Health and
to incorpecrate other necessary programmatic changes. This Notice cf
Intent will also incorporate provisions to permit Medicaid eligible
children identified in the Melanie Chisholm, et al vs. Kathy Kliebert

class action litigation (hereafter referred to as Chisholm class



members) to have the option cof vecluntarily enrolling into a

participating health plan under the Bayou Health program.

Title 50
PUBLIC HEALTH-MEDICAL ASSISTANCE
Part I. Administration
Subpart 3. Managed Care for Physical and Basic Behavioral Health

Chapter 31. General Provisions

§3101. Introduction

A. It is the department’s goal to operate a managed health

care delivery system that:

1 improves access tc care and care coordination;
2 improves the quality of services;
3 promotes healthier outcomes for Medicaid recipients

through the establishment of a medical home system of care;

4. provides budget stability; and

5 results in savings as compared tc an unmanaged fee-
for-service system.

B. Effective for dates of service on or after February 1,
2015, the department will operate a managed care delivery system for
physical and basic behavicral health, named the Bayou Health program,
utilizing one model, a risk bearing managed care organization (MCO),
hereafter referred to as a “MCO”.

1. = & Repealed.



c. The department will continue to administer the
determinations of savings realized or refunds due toc the department
for dates of service from February 1, 2012 through January 31, 2015
as described in the primary care case management plan (CCN-S)
contract.

D. It is the department’s intent to procure the provision of
healthcare services statewide to Medicaid enrollees participating in
the Bayou Health program from risk bearing MCOs through the
competitive bid process.

1. The number of MCOs shall be no more than required to
meet the Medicaid enrcllee capacity requirements and ensure choice
for Medicaid recipients as reguired by federal statute.

l.a. - 2. Repealed.

AUTHCRITY NOTE: Promulgated in accordance with R.S. 36:254
and Title XIX of the Social Security Act.

HISTORICAL NOTE: Promulgated by the Department of Health and
Hospitals, Bureau cf Health Services Financing, LR 37:1573 (June

2011), amended LR 41:

§3103. Recipient Participation
A. The fecllowing Medicaid recipients shall be mandatory
participants in coordinated care networks:
;.. categorically needy individuals:

d. — €.

(¥



£ children enrolled in the Title XXI stand-alone
CHIP program for low-inccme children under the age of 19 who do not
ctherwise gqualify for Medicaid (LaCHIP Affordable Plan);

g. persons eligible through the Tuberculosis
Infected Individual Program;

h. individuals who are Native Americans/Alaskan
Natives and members of a federally recognized tribe; or

1. children under the age of 19 who are:

i eligible under §1902(e) (3) of the Act and
receiving Supplemental Security Income (SSI1):;

ii. in foster care or other out-of-hcome
placement;

iii. receiving foster care or adcption
assistance;

iv. receiving services through a family-
centered, community-based coordinated care system that receives grant
funds under §501(a) (1) (D) of Title V, and is defined by the
department in terms of either program participaticn of special health
care needs; or

V. enrolled in the Family Opportunity Act

Medicaid Buy-In Program;

2y = 3.
B. Voluntary Participants
I Participation in an MCO is voluntary for



a. individuals who receive home and community-based
waiver services; and

i. - ii. Repealed.

b. effective February 1, 2015, children under the
age of 21 who are listed on the new opportunities waiver Request for
Services Registry. These children are identified as Chisholm class
members:

48 For purposes of these provisions, Chisholm
class members shall be defined as those children identified in the
Melanie Chisholm, et al vs. Kathy Kliebert (or her successor) class
action litigation.

ii. Chisholm class members and home and
community-based waiver recipients shall be exempt from the auto-
assignment process and must proactively seek enrollment into an
available health plan.

l1.b.iii. - 2. Repealed.

G The enrcllment broker will ensure that all participants are

notified at the time of enrollment that they may request

disenrcllment from the CCN at any time for cause. All voluntary opt-

in populations can disenrcll from the CCN and return to legacy

Medicaid at any time without cause.

A Participation Exclusion



L. The following Medicaid and/or CHIP recipients are
excluded from participation in an MCO and cannot voluntarily enrcll

in a MCO. Individuals who:

a&: — ds

e. are participants in the Take Charge Plus
Program; or

£. are participants in the Greater New Orleans

Community Health Connection (GNOCHC) Program.
g. Repealed.

T

AUTHORITY NOTE: Promulgated in accordance with R.S. 36:254
and Title XIX of the Social Security Act.

HISTORICAL NQOTE: Promulgated by the Department of Health and
Hospitals, Bureau of Health Services Financing, LR 37:1573 (June
2011), amended LR 40:310 (February 2014), LR 40:1096 (June 2014), LR

41:

§3105. Enrollment Process

A. The MCO shall abide by all enrcllment and disenrcllment
pelicy and procedures as outlined in the contract developed by the
department.

B. The department will contract with an enrollment broker who
will be responsible for the enrocllment and disenrcllment process for

MCO participants. The enrollment broker shall be:



s 2 the primary contact for Medicaid recipients regarding
the MCO enrcllment and disenrollment prccess, and shall assist the
recipient to enroll in an MCOQO;

Zi the only authorized entity, other than the department,
to assist a Medicaid recipient in the selection of an MCQO; and

3. responsible for notifying all MCO members of their
enrcllment and disenrollment rights and responsibilities within the
timeframe specified in the contract.

C. Enrcllment Pericd. The annual enrcllment of an MCO member
shall be for a period of up to 12 months from the date of enrocllment,
ceontingent upen his/her continued Medicaid and MCO eligibility. A
member shall remain enrclled in the MCO until:

1. DHH or its enrollment broker approves the member’s
written, electronic or oral request tc disenrocll or transfer to
another MCO for cause; or

2.

3. the member becomes ineligible for Medicaid and/or the
MCO program.

D. Enrollment of Newborns. Newborns of Medicaid eligible
mothers who are enrclled at the time of the newborn's birth will be
automatically enrclled with the mother’s MCO, retroactive to the
month of the newborn’s birth.

1 If there is an administrative delay in enrclling the

newborn and costs are incurred during that period, the member shall



be held harmless for those costs and the MCO shall pay for these
services.

2. The MCO and its providers shall be required to:

a. report the birth of a newborn within 48 hours by
requesting a Medicaid identification (ID) number through the
department’s online system for requesting Medicaid ID numbers; and

b. complete and submit any other Medicaid enrollment
form required by the department.

E. Selection of a MCO

X As part of the eligibility determination process,
Medicaid and LaCHIP applicants, for whom the department determines
eligibility, shall receive information and assistance with making
informed choices about participating MCOs from the enrcllment brocker.
These individuals will be afforded the opportunity tc indicate the
plan of their choice on their Medicaid financial application form or
in a subsequent contract with the department prior tc determination
of Medicaid eligibility.

25 All new recipients who have made a prcactive selection
of an MCO shall have that MCO choice transmitted to the Enrollment
Broker immediately upon determination of Medicaid or LaCHIP
eligibility. The member will be assigned to the MCO of their choosing
unless the plan is otherwise restricted by the department.

a: - @i



3y All new recipients shall be immediately automatically
assigned to an MCO by the enrcllment broker if they did not select an
MCO during the financial eligibility determination process.

4. All new recipients will be given 90 days to change
plans if they so choose.

a. Recipients of home and community-based services
and Chisholm class members shall be exempt from automatic assignment
tc an MCOC.

4.b. - 4.d. Repealed.

5. The following provisions will be applicable for
recipients who are mandatory participants.

a. If there are two or more MCOs in a department
designated service area in which the recipient resides, they shall
select one.

b. Recipients may request tc transfer out of the MCO

fcr cause and the effective date of enrollment intc the new plan

shall be no later than the first day of the second month follcwing
the calendar month that the request for disenrcllment is filed.
F. Automatic Assignment Process
1. The fcllowing participants shall be automatically
assigned to an MCC by the enrollment broker in accordance with the
department’s algorithm/formula and the provisions cof §3105.E:
a. mandatory MCO participants;

Bl. = &,



P MCC automatic assignments shall take into

consideratien factors including, but not limited to:

a. assigning members of family units tc the same
MCO;

[« 8 existing provider-enrcllee relationships;

& previous MCO-enrollee relationship:

d. MCC capacity; and
e. MCO performance outccome indicators.
£ iF MCO assignment methodology shall be available tc

recipients upon reguest to the enrollment broker.

4. Repealed.
G. Selection or Automatic Assignment of a Primary Care
Provider
1. The MCO is responsible to develop a PCP autcmatic

assignment methodeclecgy in accordance with the department’s
requirements for the assignment of a PCP to an enrollee who:

a. does not make a PCP selection after being offered
a reasonable opportunity by the MCO to select a PCP;

b. selects a PCP within the MCO that has reached
their maximum physician/patient ratio; or

S selects a PCP within the MCO that has
restrictions/limitations (e.g. pediatric only practice).

2k The PCP autcmatically assigned tc the member shall be

located within geographic access standards, as specified in the

10



contract, of the member's home and/or who best meets the needs of the
member. Members for whom an MCO is the secondary payor will not be
assigned to a PCP by the MCO, unless the member requests that the MCO
dc so.

a. - d. Repealed.

3. If the enrollee does not select an MCO and is
automatically assigned tc a PCP by the MCO, the MCC shall allow the
enrcllee to change PCP, at least once, during the first 90 days from
the date of assignment to the PCP. Effective the ninety-first day, a
member may be locked intc the PCP assignment for a pericd of up to
nine months beginning frcm the criginal date that he/she was assigned
to the MCO.

4. I1f a member requests tc change his/her PCP for cause
at any time during the enrcllment period, the MCO must agree tc grant

the request.

5. Repealed.
H. Lock-In Period
s Members have 90 days from the initial date of

enrcllment into an MCO in which they may change the MCO for any
reason. Medicaid enrcllees may only change MCOs without cause within
the initial 90 days of enrollment in an MCO. After the initial 920-
day period, Medicaid enrcllees/members shall be locked into an MCO
until the annual open enrollment periocd, unless disenrolled under one

of the ceonditions described in this Section.

1%



2. Repealed.

E: Annual Open Enrollment

: The department will provide an opportunity for all MCO
members to retain or select a new MCO during an annual open
enrcllment period. Nectification will be sent tc each MCO member and
veluntary members who have opted out of participation in Bayocu health
at least 60 days prior toc the effective date cof the annual open
enrollment. Each MCC member shall receive informaticn and the offer
cf assistance with making informed choices about MCCs in their area
and the availability of choice counseling.

2. Members shall have the cpportunity to talk with an
enrcllment broker representative who shall provide additional
informaticon to assist in choosing the appropriate MCC. The
enrcllment broker shall provide the individual with information on
each MCC from which they may select.

3 During the cpen enrcollment pericd, each Medicaid
enrollee shall be given the option to either remain in their existing
MCO or select a new MCC. The 90-day opticn to change is not
applicable to MCOC linkages as a result of open enrollment.

AUTHORITY NOTE: Promulgated in accordance with R.S. 36:254
and Title XIX of the Social Security Act.
HISTORICAL NOTE: Promulgated by the Department of Health and

Hospitals, Bureau cf Health Services Financing, LR 37:1574 (June

i 7.



2011}, amended LR 40:310 (February 2014), LR 40:1097 (June 2014), LR
41:
§3107. Disenrcllment and Change of Managed Care Organization

A. A member may request disenrcllment from an MCO for cause at
any time, effective no later than the first day of the second month
fellowing the menth in which the member files the request.

B. A member may request disenrollment from an MCC without
cause at the focllcowing times:

i during the 90 days following the date of the member's
initial enrcllment with the MCOC or the date the department sends the
member notice of the enrcllment, whichever is later;

L S

4. if the department imposes the intermediate sanction
against the MCC which grants enrollees the right to terminate
enrollment without cause and notifies the affected enrollees of their

right to disenroll.

C. — €.l
B. Disenrollment for Cause
i A member may initiate disenrollment or transfer from

their assigned MCO after the first 90 days of enrcllment for cause at
any time. The following circumstances are cause for disenrocllment:
a. the MCO does not, because of mcral or religious

cbjecticns, cover the service that the member seeks;

13



b. the member needs related services tc be performed
at the same time, not all related services are available within the
MCC and the member's PCP or another provider determines that
receiving the services separately would subject the member to
unnecessary risk;

S the contract between the MCO and the department
is terminated;

d. te implement the decisicn c¢f a hearing officer in
an appeal proceeding by the member against the MCO cor as ordered by a

court of law; and

e, other reascns including, but not limited to:
i. poor quality of care;
1 lack of access tc services covered under the

contract; cCr
iii. documented lack of access toc providers

experienced in dealing with the enrollee’s health care needs.

£ = 438 Repealed.
E. Involuntary Disenrollment
2 19 The MCO may submit an involuntary disenrollment request

tc the enrollment broker, with proper documentation, for the

following reasons:

14



a. fraudulent use of the MCC identification card.
In such cases, the MCO shall report the incident to the Bureau of
Health Services Financing; or

b. the member’s behavior is disruptive, unruly,
abusive or uncooperative to the extent that his/her enrcllment
seriously impairs the MCC’s ability to furnish services toc either the
member or other members.

2. The MCO shall promptly submit such disenrollment
requests to the enrcllment broker. The effective date of an
inveluntary disenrcllment shall not be earlier than 45 calendar days
after the occurrence cf the event that prompted the regquest for
involuntary disenrollment. The MCO shall ensure that involuntary
disenrollment documents are maintained in an identifiable member
record.

3= All reguests will be reviewed on a case-by-case basis
and subject to the scle discretion of the department. All decisions

are final and are nct subject toc MCO dispute or appeal.

4. The CCN may not request disenrcllment because of a
member’ s:
as = L.
g. uncooperative or disruptive behavior resulting

from his or her special needs, unless it seriously impairs the MCO’s
ability to furnish services to either this particular member or other

members as defined in this Subsection;

15



h. attempt to exercise his/her rights under the

MCC’s grievance system; or

F. Department Initiated Disenrocllment
i The department will notify the MCO of the member's
disenrollment due to the following reasons:
a. loss of Medicaid eligibility or loss of MCOC
enrollment eligibility;
b. - £:
g member is placed in a nursing facility or

intermediate care facility for persons with intellectual

disabilities;
h. loss of MCO’s participation.
i K Repealed.
G. If the MCC ceases participation in the Medicaid Program,

the MCO shall notify the department in accordance with the
termination procedures described in the contract.
1. The enrollment broker will notify MCO members cf the
checices of remaining MCOs
2. The exiting MCO shall assist the department in
transitioning the MCO members to another MCOC.
AUTHORITY NOTE: Promulgated in accordance with R.S. 36:254

and Title XIX of the Social Security Act.

16



HISTORICAL NOTE: Promulgated by the Department of Health and
Hospitals, Bureau of Health Services Financing, LR 37:1575 (June
2011), amended LR 40:311 (February 2014), LR 41:

§3109. Member Rights and Responsibilities

A. The MCO member’s rights shall include, but are not limited

to the right to:

1. = 5.

6. express a concern about their MCC or the care it
provides, or appeal an MCO decision, and receive a response in a
reasonable pericd of time;

s, = B

9. implement an advance directive as required in federal
regulations:

a. the MCO must provide adult enrollees with written
informaticn on advanced directive policies and include a description
cof applicable state law. The written information must reflect
changes in state law as scon as possible, but nc later than 90 days
after the effective date of change;

9:b: — 3l

B. Members shall have the freedom toc exercise the rights
described herein without any adverse effect on the member’s treatment
by the department cr the MCO, or its contractors or providers.

E. The MCO member’s responsibilities shall include, but are

not limited to:

17



i informing the MCC of the loss or theft of their MCO
identification card;

i

3 being familiar with the MCO’s policies and procedures
to the best of his/her abilities;

q, contacting the MCO, by telephone or in writing (formal
letter or electronically, including email), to obtain information and
have questions clarified;

5 = Bi

AUTHCRITY NOTE: Promulgated in accordance with R.S. 36:254
and Title XIX of the Social Security Act.
HISTORICAL NOTE: Promulgated by the Department of Health and

Hespitals, Bureau of Health Services Financing, LR 37:1576 (June

2011), amended LR 4C:311 (February 2014), LR 41:

Chapter 33. Coordinated Care Network Shared Savings Model
§3301. Participation Requirements
A. In order tec participate in the Bayou Health Program after

January 31, 2015, a coordinated care network shared savings model
(CCN-S) must be an entity that operated as a CCN-S contracted with
the department during the periocd of February 1, 2012 through January
33, 2015

B. Participation in the Bayou Health program shared savings

model after January 31, 2015 is for the exclusive purpose of fully

18



executing provisions of the CCN-S contract relative to the
determinaticns of savings realized or refunds due tc the department
for CCN-S operations during the period of February 1, 2012 through
January 31, 2015.
Ls = B, Repealed.
€. A CCN-Sis required to maintain a surety bend for an amount
specified by the department for the at-risk portion cf the enhanced
care management fee through the full execution of the provisions of
the CCN-S contract relative to determinations cof savings realized or
refunds due to the department for CCN-S operaticns during the pericd
of February 1, 2012 thrcugh January 31, 2C15 as determined by the
department.
Culz = Tl Repealed.
AUTHORITY NOTE: Promulgated in accordance with R.S. 36:254
and Title XIX of the Social Security Act.
HISTORICAL NOTE: Promulgated by the Department cf Health and
Hospitals, Bureau of Health Services Financing, LR 37:1577 (June

2011), amended LR 41:

§3303. Shared Savings Model Responsibilities
Repealed.
AUTHORITY NOTE: Promulgated in accordance with R.S. 36:254

and Title XIX of the Social Security Act.
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HISTORICAL NOTE: Promulgated by the Department of Health and
Hospitals, Bureau of Health Services Financing, LR 37:1578 (June
2011), LR 40:66 (January 2014), amended LR 40:311 (February 2014),

repealed LR 41:

§3305. Coordination of Medicaid State Plan Services

AUTHORITY NOTE: Promulgated in accordance with R.S. 36:254
and Title XIX of the Social Security Act.

HISTORICAL NCTE: Promulgated by the Department of Health and
Hospitals, Bureau of Health Services Financing, LR 37:1579 (June

2011), repealed LR 41:

§3307. Reimbursement Methodology

A. The department or its fiscal intermediary shall make lump
sum savings payments to the CCN-S, if eligible, as described in the
CCN-S contract.

B. The department will determine savings realized or refunds
due to the department on a periodic basis.

) 7 The department may make an interim determination and
will make a final determination of savings achieved or refunds due
for each CCN-S8 for each contract year.

a. Interim determinations may be made for less than
12 months of service during the contract year. For dates of service

with less than 12 months of elapsed time after the end of the

20



contract pericd an adjustment for incurred but not reported (IBNR)
claims will be made.

b. Final determinations will not be made for less
than 12 menths of service during the contract year. Final
determinations will be made when all dates of service during the
contract year have 12 months of elapsed time from the last date of
service. Final determinations will use data updated since the interim
determination.

2 The determination will calculate the difference
between the actual aggregate cost of authorized services and the
aggregate per capita prepaid benchmark (PCPB).

3. The PCPB will be set on the basis of health status-
based risk adjustment.

a. The health risk of the Medicaid enrocllees
enrolled in the CCN-S will be measured using a nationally recognized
risk-assessment mocdel.

b. Utilizing this information, the PCPBs will be
adjusted to account for the health risk for the enrcllees in each
CCN-S relative to the overall population being measured.

G The health risk of the enrollees and associated
CCN-S risk scores and the PCPBs will be updated periodically to

reflect changes in risk over time.

21



4. Costs of the following services will not be included

in the determination cof the PCPB. These services include, but are

not limited to:

d.

e,

nursing facility;

dental services;

personal care services (children and adults);
hecspice;

school-based Individualized Education Plan

services provided by a school district and billed through the

intermediate schcol district;

: A

qg.

specified Early Steps Program services;

specialized behavioral health services (e.g.

provided by a psychiatrist, psychologist, social worker, psychiatri

advanced nurse practitioner;

h.

y S

J -

targeted case management;
ncn-emergency medical transportation;

intermediate care facilities for persons with

intellectual disabilities;

k. home and community-based waiver services:;
b i durable medical equipment and supplies; and
m. orthotics and preosthetics.

s 1 Individual member total cost for the determination

year in excess of an amount specified in the contract will not be

included in the determination of the PCPB, nor will it be included

22
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actual cost at the point of determination sc that outlier cost of
certain individuals and/or services will not jeopardize the overall
savings achieved by the CCN-S.

6. The CCN-S will be eligible to receive up to 60 percent
of savings 1if the actual aggregate costs of authorized services,
including enhanced primary care case management fees advanced, are
determined to be less than the aggregate PCPB (for the entire CCN-S
enrcllment).

a. Shared savings will be limited tc five percent of
the actual aggregate costs, including the enhanced primary care case
management fees paid. Such amounts shall be determined in the
aggregate and not for separate enrcllment types.

b. The department may make an interim payment to the
CCN for savings achieved based on the interim determination. Interim
payments shall not exceed 75 percent of the eligible amcunt.

G The department will make a final payment toc the
CCN for savings achieved based on the final determination. The final
payment amount will be up to the difference between the amount of the
interim payment (if any) and the final amount eligible for
distributicn.

d. For determination periods during the CCN-S first
two years of operation, any distribution of CCN-S savings will be
contingent upon the CCN meeting the established “early warning

system” administrative perfcrmance measures and compliance under the

23



contract. After the second year of cperation, distribution of
savings will be contingent upon the CCN-S meeting department
established clinical quality performance measure benchmarks and
compliance with the coecntract.

% In the event the CCN-S exceeds the PCPB in the
aggregate (for the entire CCN-S enrollment) as calculated in the
final determination, the CCN-S will be required to refund up to 50
percent of the total amount of the enhanced primary care case
management fees paid to the CCN-S during the period being determined.

C. - C.8. Repealed.

AUTHORITY NOTE: Promulgated in accecrdance with R.S. 36:254
and Title XIX of the Social Security Act.

HISTORICAL NOTE: Promulgated by the Department of Health and
Hospitals, Bureau of Health Services Financing, LR 37:1581 (June

2011), amended LR 40:311 (February 2014), LR 41:

Chapter 35. Managed Care Organization Participation Criteria
§3501. Participation Requirements
A. In order to participate in the Bayou Health Program, a

managed care organization must be a successful bidder, be awarded a

contract with the department, and complete the readiness review.

B. A MCO must:
1L,
Z meet the requirements of R.S. 22:2016 and be licensed

or have a certificate of authority from the Louisiana Department of

24



Insurance (DCI) pursuant to Title 22 of the Louisiana Revised Statues
at the time a proposal is submitted;

3 = Ak

5. meet NCQA Health Plan Accreditaticn or agree to submit
an application for accreditation at the earliest possible date as
allowed by NCQA and once achieved, maintains accreditation through
the life of this agreement;

€. have a network capacity tc enrocll a minimum of 100,000
Medicaid and LaCHIP eligibles; and

il not have an actual or perceived conflict of interest
that, in the discretion of the department, wculd interfere or give
the appearance of possibly interfering with its duties and
obligations under this Rule, the contract and any and all appropriate
guides. Conflict cof interest shall include, but is not limited to,
being the fiscal intermediary contractor fcor the department; and

B. establish and maintain a performance bond in the
amount specified by the department and in accecrdance with the terms
of the contract.

B Except for licensure and financial solvency

requirements, nc other provisions of Title 22 of the Revised Statutes

shall apply to an MCC participating in the Louisiana Medicaid

25



. An MCO shall ensure the provision of core benefits and
services tc Medicaid enrollees in a department designated geographic
service area as specified in the terms of the contract.

D. Upcn request by the Centers for Medicare and Medicaid
Services, the Office of Inspector General, the Government Accounting
OCffice, the department or its designee, a MCO shall make all of its
records pertaining to its contract (services provided there under and
payment for services) with the department available for review,
evaluation and audit. The records shall include, but are not limited
to the fcllowing:

T = 4y

E. A MCO shall maintain an automated management information
system that collects, analyzes, integrates and reports data that
complies with department and federal reporting reguirements.

3 £ The MCC shall submit to the department for approval
the MCO’s emergency/contingency plan if the MCO is unable tc provide
the data repcrting specified in the contract and department issued
guides.

F A MCO shall obtain insurance coverage(s) including, but not
limited to, workman’s compensation, commercial liability, errors and
omissicns, and reinsurance as specified in the terms of the contract.
Subcontractors, if any, shall be covered under these policies or have

insurance comparable to the MCO’s required coverage.
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G. A MCO shall provide all financial reporting as specified in
the terms of the contract.

H. A MCO shall secure and maintain a perfcrmance and fidelity
bond as specified in the terms cf the contract during the life of the
contract.

T In the event of noncompliance with the contract and the
department’s guidelines, a MCO shall be subject toc the sanctions
specified in the terms of the contract including, but not limited to:

L. = 3.
4. suspension and/cr termination cof the MCO'’s contract.

AUTHORITY NOTE: Promulgated in accordance with R. S. 36:254
and Title XIX of the Social Security Act.

HISTORICAL NOTE: Promulgated by the Department of Health and
Hospitals, Bureau of Health Services Financing, LR 37:1583 (June

2011), amended LR 41:

§3503. Managed Care Organization Responsibilities

A. The MCO shall be responsible for the administratiocn and
management of its requirements and responsibilities under the
contract with the department and any and all department issued
guides. This includes all subcontracts, employees, agents and anyone

acting for or on behalf of the MCO.
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2 B Nc subcontract or delegation of responsibility shall
terminate the legal obligation of the MCO to the department to assure
that all requirements are carried out.

B. A MCO shall possess the expertise and resources to ensure
the delivery of core benefits and services toc members and to assist
in the coordination of covered services, as specified in the terms of
the contract.

T A MCO shall have written policies and procedures
governing its operation as specified in the contract and department
issued guides.

G A MCO shall accept enrollees in the order in which they
apply without restriction, up tec the enrollment capacity limits set
under the contract.

L A MCO shall not discriminate against enrcllees on the
basis of race, gender, cclor, natiocnal origin, age, health status,
sexual orientation, or need for health care services, and shall not
use any policy cor practice that has the effect of discriminating on
any such basis.

b A MCO shall be required tc provide service authorization,
referrals, coordination, and/ocr assistance in scheduling the covered
services consistent with standards as defined in the Louisiana
Medicaid State Plan and as specified in the terms cof the contract.

E. A MCO shall provide a chronic care management program as

specified in the contract.
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E'. The MCO shall establish and implement a quality assessment
and performance improvement program as specified in the terms of the
contract and department issued guides.

G. A MCC shall develop and maintain a utilization management
program including policies and procedures with defined structures and
processes as specified in the terms of the contract and department
issued guides.

H. A MCO shall develop and maintain effective continuity of
care activities which ensure a continuum of care approach to
providing health care services tc members.

T The MCO must have administrative and management
arrangements or procedures, including a mandatory ccmpliance plan,
that are designed tc guard against fraud and abuse.

L The MCC shall comply with all state and federal laws
and regulations relating to fraud, abuse, and waste in the Medicaid
and CHIP program as well all requirements set forth in the contract
and department issued guides.

J. An MCCO shall maintain a health information system that
collects, analyzes, integrates and reports data as specified in the
terms of the contract and all department issued guides.

T An MCO shall collect data on enrollees and provider
characteristics and on services furnished to members through an
encounter data system as specified in the contract and all department

issued guides.
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K. A MCO shall be responsible for conducting routine provider
monitoring to ensure:

1. = &

L An MCO shall ensure that payments are not made to a
provider who is in non-payment status with the department or is
excluded from participation in federal health care programs (i.e.,
Medicare, Medicaid, CHIP, etc.).

M.

N. A MCO shall participate on the department’s Medicaid
Quality Committee tec prcvide recommendations for the Bayou Health
Program.

C. A MCO shall participate on the department’s established

committees for administrative simplification and quality improvement,

which will include physicians, hecspitals, pharmacists, other

healthcare providers as appropriate, and at least one member of the

Senate and House Health and Welfare Committees or their designees.

SP. The MCC shall provide both member and provider services in
accordance with the terms of the contract and department issued
guides.

1. The MCC shall submit member handbooks, provider
handbooks, and templates for the provider directory to the department
for appreval prior to distribution and subsequent to any material

revisions.
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a. The MCO must submit all preposed changes to the
member handbooks and/or provider manuals toc the department for review
and approval in accordance with the terms of the ccontract and the

department issued guides.

b. After approval has been received from the

-

department, the MCC must provide notice to the

members and/or providers at least 30 days prior to the effective date

of any proposed material changes tc the plan throcugh updates to the
member handbooks and/or provider handbooks.
£C. The member handbock shall include, but not be limited to:
T a table of contents;

a. = b Repealed.

2 a general description regarding:
a. how the MCO operates;
b. member rights and responsibilities;
G appropriate utilization of services including

emergency room visits for non-emergent conditions;

d. the PCP selection process; and
e. the PCP’s role as coordinator of services;
3 member rights and protections as specified in 42 CFR

§438.100 and the MCO’s contract with the department including, but
not limited te:

a. a member’s right to disenrocll from the MCO;
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b. a member’s right to change providers within the
MCO;

& any restricticns cn the member’s freedom of
choice among MCC providers; and

d. a member’s right to refuse to undergo any medical
service, diagnoses, or treatment, or to accept any health service
provided by the MCC if the member objects (or in the case of a child,
if the parent or guardian objects)on religious grounds;

4. member responsibilities, appropriate and inappropriate
behaviocr, and any other information deemed essential by the MCO or
the department, including but not limited to:

a. immediately nctifying the MCO if he or she has a
Worker’s Compensaticn claim, a pending personal injury or medical
malpractice law suit, or has been involved in an auto accident;

b. reporting to the department if the member has or
cbtains another health insurance pcolicy, including employer sponsocred
insurance; and

C. a statement that the member is responsible for
protecting his/her identification card and that misuse of the card,
including loaning, selling or giving it to others could result in
loss of the member’s Medicaid eligibility and/or legal action;

5. the amount, duration, and scope of benefits available
under the MCO’'s contract with the department in sufficient detail tco

ensure that members have information needed tc aid in understanding
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the benefits tec which they are entitled including, but not limited
ta:

a, information about health education and promotion
programs, including chronic care management;

b. the procedures for obtaining benefits, including
prior authorization requirements and benefit limits;

G how members may obtain benefits, including family
planning services and specialized behavioral health services, from
cut-ocf-network providers;

d. how and where to access any benefits that are
available under the Louisiana Medicaid State Plan, but are not
covered under the MCO’s contract with the department;

e. information about Early and Periodic Screening,
Diagnosis and Treatment (EPSDT) services;

£. how transportation is provided, including how to
obtain emergency and non-emergency medical transpeortation;

g. the post-stabilization care services rules set
forth in 42 CFR 422.113(c):

h. the policy on referrals for specialty care,
including behavioral health services and other benefits not furnished
by the member’s primary care provider;

5 2 for counseling or referral services that the MCO

does not cover pecause cf moral or religious objectiocns, the MCO is
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required to furnish information on how or where tc obtain the
service;

Fe how toc make, change, and cancel medical
appointments and the importance cf canceling and/or rescheduling
rather than being a “no show”;

I the extent to which and how after-hour services
are provided; and

i information about the MCO’s formulary and/or
preferred drug list (PDL), including where the member can access the
most current information regarding pharmacy benefits;

6. instructions to the member to call the Medicaid
Customer Service Unit toll free telephone number or access the
Medicaid member website to repert changes in parish of residence,
mailing address cor family size changes;

T a description of the MCO’s member services and the
toll-free telephone number, fax number, e-mail address and mailing
address to contact the MCC's Member Services Unit;

8. instructions on how to request multi-lingual
interpretation and translation services when needed at no cost to the
member. This information shall be included in all versicns of the
nandbook in English and Spanish; and

g. grievance, appeal, and state fair hearing procedures
and time frames as described in 42 CFR §438.400 through §438.424 and

the MCO’'s contract with the department.
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2R. The provider manual shall include, but not be limited to:

s billing guidelines;

2, medical management/utilization review guidelines;
a. - e. Repealed.

E case management guidelines;
d. = d. Repealed.

4. claims processing guidelines and edits;
a; = & Repealed.

Bey grievance and appeals procedures and process; and
A = 3. Repealed.

6. other policies, procedures, guidelines, or manuals

centaining pertinent information related tc operations and pre-
precessing claims.

1w = B Repealed.

RE. The provider directory for members shall be developed in
three formats:

1s a hard copy directory to be made available to members
and potential members upon request;

2, an accurate electreonic file refreshed weekly of the
directory in a format to be specified by the department and used to
populate a web-based online directory for members and the public; and

3. an accurate electronic file refreshed weekly of the
directory for use by the enrollment broker.

4. = 6. Repealed.
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=T. The department shall require all MCOs to utilize the
standard form designated by the department for the prior
authorization of prescription drugs, in addition to any other
currently accepted facsimile and electronic prior authorization
forms.

i T An MCO may submit the prior authorizaticn form

electronically if it has the capabilities to submit the form in this
manner,

Reomo ol oo
optoTCas

AUTHORITY NOTE: Promulgated in accordance with R.S. 36:254
and Title XIX of the Social Security Act.

HISTORICAL NOTE: Promulgated by the Department of Health and
Hospitals, Bureau of Health Services Financing, LR 37:1583 (June
2011), amended LR 39:92 (January 2013), LR 40:6€& (January 2014), LR

41:

§3505 Network Access Standards and Guidelines

A, The MCC must maintain and monitor a provider network that
is supported by written agreements and is sufficient to provide
adequate access of healthcare to enrollees as required by federal law
and the terms as set forth in the contract. The MCO shall adhere to
the federal regulations governing access standards as well as the
specific requirements of the centract and all department issued

guides.
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B. The MCC must provide for service delivery out-of-network
for any core benefit or service not available in network for which
the MCC dces not have an executed contract for the provisicn of such
medically necessary services. Further, the MCO must arrange for
payment sc that the Medicaid enrcllee is not billed for this service.

G The MCC shall cover all medically necessary services toc
treat an emergency medical conditicn in the same amcunt, duration,
and scope as stipulated in the Medicaid State Plan.

Yo = B

D. The MCC must maintain a provider network and in-area
referral providers in sufficient numbers, as determined by the
department, to ensure that all of the required core benefits and
services are available and accessible in a timely manner in
accordance with the terms and conditions in the contract and
department issued guide.

E. Any pharmacy or pharmacist participating in the Medicaid
Program may participate as a netwcrk provider if licensed and in good
standing with the Louisiana State Board of Pharmacy and accepts the

terms and conditions of the contract offered to them by the MCO.

=

The MCO shall not require its members to use mail

service pharmacy.
AUTHCRITY NCTE: Promulgated in accordance with R.S5. 36:254

and Title XIX of the Sccial Security Act.
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HISTORICAL NOTE: Promulgated by the Department of Health and
Hospitals, Bureau of Health Services Financing, LR 37:1585 (June

2011), amended LR 39:92 (January 2013), LR 41:

§3507. Benefits and Services
A.
1 Core benefits and services shall be defined as thcse
health care services and benefits required to be provided toc Medicaid
MCC members enrclled in the MCO as specified under the terms of the

contract and department issued guides.

2
B. The MCO:
1. = 3:b.
4. shall provide core benefits and services as outlined

and defined in the contract and shall prcvide medically necessary and
appropriate care to Medicaid MCO Program members;
S

a. the MCO may exceed the limits as specified in the
minimum service regquirements outlined in the contract;

5.0. = T

G I1f the MCO elects not to provide, reimburse for, or provide

coverage of a counseling or referral service because of an objection

on moral or religious grounds, the MCO must furnish information about
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the services it does not cover in accordance with §1932 (b) (3) (B) (ii)
of the Social Security Act and federal regulaticns by notifying:

1.

)

2. the potential enrollees before and during enrcllment
in the MCO;

3 = 4=

D. The following is a summary listing of the core benefits and
services that a MCC is required to provide:

1L, = W

5. family planning services as specified in 42 CFR
§431.51(b) (2) (not applicable to an MCO coperating under a moral and
religious objecticn as specified in the contract):;

B = A

18. rehabilitation therapy services (physical,
occupaticnal, and speech therapies);

19. pharmacy services (outpatient prescription medicines
dispensed with the exception of those prescribed by a specialized
behavioral health provider, and at the contractual responsibility of
ancther Medicaid managed care entity);

20. hospice services;

21. personal care services (Age 0-20); and

22. pediatric day healthcare services.

NOTE:

E. Transition Provisions
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s In the event a member transitions from an MCO included
status to an MCC excluded status before being discharged from a
hospital and/or rehabilitation facility, the cost of the entire
admission will be the responsibility of the MCO. This is only one
example and dces not represent all situations in which the MCO is
responsible for cost of services during a transition.

P In the event a member is transitioning from one MCO to
another and is hospitalized at 12:01 a.m. on the effective date of
the transfer, the relinquishing MCO shall be responsible for both the

inpatient hospital charges and the charges fcr professicnal services

provided through the date of discharge. Services other than inpatient

hospital will be the financial respcnsibility of the receiving MCO.

o = Bl
G. Excluded Services
I The following services will continue to be reimbursed

by the Medicaid Program on a fee-for-service basis. The MCO shall
provide any appropriate referral that is medically necessary. The
department shall have the right to incorporate these services at a
later date if the member capitation rates have been adjusted to

incorporate the cost of such service. Excluded services include:

a. = 8.
d. personal care services (Age 21 and over);
e. nursing facility services;

40



£ Individualized Education Plan services provided
by a school district and billed through the intermediate school
district, or schcol-based services funded with certified public

expenditures;

g. specialized behavioral health services;
h. applied behavioral analysis therapy services; and
: N targeted case management services.
g s Repealed.
H. Utilization Management
1, The MCC shall develop and maintain policies and

procedures with defined structures and processes for a utilization
management (UM) program that incorporates utilization review. The
program shall include service authorization and medical necessity
review and comply with the requirements set fcrth in this Secticen,
the contract and department issued guides.

a. The MCO-P shall submit UM policies and procedures
tec the department for written approval annually and subsequent to any
revisions.

2 2l

3. The UM Program’s medical management and medical
necessity review criteria and practice guidelines shall be reviewed
annually and updated pericdically as appropriate. The MCO shall use
the medical necessity definition as set forth in LAC 50:1.1101 for

medical necessity determinations.



8. = d.dix.

B The MCC must identify the source of the medical
management criteria used for the review of medical necessity and for
service authorization requests.

i. - iii.

iv. The individuals who will make medical
necessity determinations must be identified if the criteria are based
on the medical training, qualifications, and experience of the MCO
medical director or other qualified and trained professiocnals.

4. The MCOC shall ensure that only licensed clinical
professionals with appropriate clinical expertise in the treatment of
a member’s ccndition or disease shall determine service authorization
request denials or autherize a service in an amount, duration or
scope that is less than requested.

B The MCC shall ensure that compensaticn to individuals
or entities that conduct UM activities 1is not structured to provide
incentives for the individual or entity tec deny, limit, or
discontinue medically necessary covered services to any member in
accordance with 42 CFR §438.6(h), 42 CFR §422.208, and 42 CFR
§422.210.

AUTHORITY NOTE: Promulgated in accordance with R.S. 36:254
and Title XIX of the Social Security Act.
HISTORICAL NOTE: Promulgated by the Department of Health and

Hospitals, Bureau of Health Services Financing, LR 37:185 (June
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2011), amended LR 39:92 (January 2013), LR 39:318 (February 2013), LR

41:

§35009. Reimbursement Methodology

A. Payments teo an MCC. The department, or its fiscal
intermediary, shall make monthly capitation payments tc the MCO based
cn a per member, per menth (PMPM) rate.

L The department will establish monthly payment rates
within an actuarially sound rate range certified by its
actuaries. Consistent with all applicable federal rules and
regulations, the rate range will initially be developed using fee-
for-service claims data, Bayou Health Shared Savings claims
experience, Bayou Health Prepaid encounter data, financial data
reported by Bayou Health plans, supplemental ad hoc data, and
actuarial analyses with appropriate adjustments.

2. As the Bayou Health Program matures and fee-for-
service data is nc longer available, there will be increasing
reliance on encounter data and/or financial data to set future rates,
subject tc comparable adjustments.

3. PMPM payments will be set on the basis of health
status-based risk adjustments. An initial universal PMPM rate will be
set for all MCCs at the beginning of each contract periocd and as

deemed necessary by the department.

43



a. The health risk of the Medicaid enrocllees
enrolled in the MCO will be measured using a naticnally-recognized
risk-assessment model.

b. Utilizing this information, the universal PMPM
rates will be adjusted tc account for the health risk cf the
enrollees in each MCC relative to the overall population being
measured.

c. The health risk of the members and associated MCO
risk scores will be updated pericdically toc reflect changes in risk
over time.

d. The department will provide the MCO with advance
notice of any major revision teo the risk-adjustment methodoloegy.

4. A MCO shall be reimbursed a one-time supplemental lump
sum payment, hereafter referred to as a “maternity kick payment”, for
each obstetrical delivery in the amount determined by the
department’s actuary.

a. The maternity kick payment is intended to cover
the cost cf prenatal care, the delivery event, and postpartum care.
Payment will be paid to the MCO upcn submission of satisfactory
evidence of the occurrence of a delivery.

B Only one maternity kick payment will be made per
delivery event. Therefore, multiple births during the same delivery

will still result in one maternity kick payment being made.
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G The maternity kick payment will be paid for both
live and still births. A maternity kick payment will not be
reimbursed for spontaneous or induced abortions.

d. Repealed.

5.
6. - 6.a. Reserved.
7. A withhold of the aggregate capitation rate payment

may be applied to provide an incentive for MCO compliance as
specified in the contract.

B. As Medicaid is the payor of last resort, a MCO must agree
tec accept the PMPM rate as payment-in-full from the department and
agree not to seek additicnal payment from a member for any unpaid
cost.

. The MCO rate does not include graduate medical education
payments or disproportionate share hospital payments. These
supplemental payments will be made to applicable providers ocutside
the PMPM rate by the department according to methocdology consistent
with existing Rules.

D. A MCO shall assume 100 percent liability for any
expenditure above the PMPM rate.

E. The MCO shall meet all financial reporting requirements
specified in the terms of the cocntract.

F. A MCO shall have a medical leoss ratic (MLR) for each MLR

repcrting calendar year of not less than 85 percent using definitions
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fer health care services, quality initiatives, and administrative
cost as specified in 45 CFR Part 158.

2 3 A MCO sheall provide an annual MLR report, in a format
as determined by the department, by June 1 fcllowing the MLR
reporting year that separately reports the MCO’s medical loss ratio
for services provided to Medicaid enrollees and payment received
under the contract with the department from any cther products the
MCC may cffer in the state of Louisiana.

s If the medical loss ratio is less than 85 percent, the
MCC will be subject tec refund of the difference, within the timeframe
specified, to the department by August 1. The porticon of any refund
due the department that has nct been paid by August 1 will be subject
tc interest at the current Federal Reserve Board lending rate or in
the amcunt of ten percent per annum, whichever is higher.

3. The department shall provide for an audit of the MCO’'s
annual MLR repocrt and make public the results within 60 calendar days
of finalization of the audit.

G.
H. The department may adjust the PMPM rate, during the term of
the contract, based on:

j 22 changes toc core benefits and services included in the
capitation rate;

2 changes to Medicaid peopulation grcocups eligible to

enroll in an MCO;
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3. changes in federal requirements; and/or

T Any adjusted rates must continue to be actuarially sound
and will require an amendment to the contract.
J. The MCO shall not assign its rights tc receive the PMPM
payment, or its obligaticn to pay, to any other entity.
s At its option, the department may, at the request cf
the MCO, make payment to a third party administrator.
2. - 3.a. Reserved.
K. In the event that an incorrect payment is made to the MCO,
all parties agree that reconciliation will occur.
Hare
L Network Provider Reimbursement
1, Reimbursement for covered services shall be egual to
or greater than the published Medicaid fee-for-service rate in effect
on the date of service, unless mutually agreed by both the plan and
the provider in the provider contract tc pay otherwise.

a. The MCC shall pay a pharmacy dispensing fee, as
defined in the contract, at a rate no less than the minimum rate
specified in the terms of the contract.

P The MCQ’s subcontract with the network provider shall
specify that the provider shall accept payment made by the MCO as

payment-in-full for core benefits and services provided and shall not
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sclicit or accept any surety or guarantee of payment from the
department or the member.
a.

3 The MCO shall not enter into alternative payment
arrangements with federally qualified health centers (FQHCs) or rural
health clinics (RHCs) as the MCO is regquired to reimburse these
providers accerding to the published FQHC/RHC Medicaid prospective

payment schedule rate in effect on the date of service, whichever is

applicable.
a. Repealed.
M. Qut-of-Network Provider Reimbursement
1. The MCC is not required te reimburse more than 90

percent of the published Medicaid fee-for-service rate in effect on
the date of service to ocut-cf-network providers tc whom they have
made at least three dccumented attempts tec include the provider in
their network as per the terms of the contract.

2i

s The MCO is not required tc reimburse pharmacy services
delivered by out-of-network providers. The MCO shall maintain a
system that denies the claim at the point-of-sale for providers not
contracted in the network.

N. Reimbursement for Emergency Services for In-Network or Out-

of-Network Providers
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L The MCO is financially responsible for ambulance
services, emergency and urgently needed services and maintenance, and
post-stabilization care services in accordance with the provisions
set forth in 42 CFR $§422.113.

2. The reimbursement rate for medically necessary
emergency services shall be no less than the published Medicaid fee-
for-service rate in effect on the date of service, regardless of
whether the provider that furnished the services has a contract with
the MCO.

a. The MCO may not concurrently or retrospectively
reduce a provider’s reimbursement rate for these emergency services,
including ancillary and diagncstic services, provided during an
episode of care.

AUTHORITY NCTE: Promulgated in accordance with R.S. 36:254
and Title XIX of the Social Security Act.

HISTORICAL NOTE: Promulgated by the Department of Health and
Hospitals, Bureau of Health Services Financing, LR 37:1587 (June

2011), amended LR 39:92 (January 2013), LR 41:

§3511. Prompt Pay of Claims
AL Network Providers. All subcontracts executed by the MCO
shall comply with the terms in the contract. Requirements shall

include at a minimum:
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2 the full disclosure of the method and amount cof
compensation or other consideration tc be received from the MCO; and

. 18 the standards for the receipt and processing of claims
are as specified by the department in the MCO’'s contract with the
department and department issued guides.

B. Network and OQut-cof-Network Prcoviders

1. The MCC shall make payments tc its network providers,
and cut-cf-netweork providers, subject toc the conditions outlined in
the contract and department issued guides.

a. The MCC shall pay 90 percent of all clean claims,
as defined by the department, received from each prcvider type within
15 business days of the date of receipt.

b The MCO shall pay 99 percent cof all clean claims
within 30 calendar days of the date of receipt.

& The MCO shall pay annual interest to the
provider, at a rate specified by the department, cn all clean claims
paid in excess of 30 days cof the date of receipt. This interest
payment shall be paid at the time the claim is fully adjudicated for
payment.

2. The provider must submit all claims for payment no
later than 180 days from the date of service.
s The MCO and all providers shall retain any and all

supporting financial infermation and dccuments that are adequate tc
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ensure that payment is made in accerdance with applicable federal and

state laws.

K. - s
c. Claims Management
L The MCO shall process a provider’s claims for covered

services provided to members in compliance with all applicable state
and federal laws, rules and regulations as well as all applicable MCO
policies and procedures including, but not limited to:
Sl = s
D. Provider Claims Dispute

1l The MCO shall:

Ry =
E. Claims Payment Accuracy Report
S The MCC shall submit an audited claims payment

accuracy percentage report to the department on a monthly basis as
specified in the contract and department issued MCC guides.
AUTHORITY NOTE: Promulgated in accordance with R.S. 36:254
and Title XIX of the Social Security Act.
HISTORICAL NOTE: Promulgated by the Department of Health and
Hospitals, Bureau of Health Services Financing, LR 37:1589 (June

2011}, amended LR 41:
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Chapter 37. Grievance and Appeal Process
Subchapter A. Member Grievances and Appeals

§3701. Introduction

A. An MCO must have a grievance system for Medicaid enrcllees
that complies with federal requlations. The MCO shall establish and
maintain a procedure for the receipt and prompt internal resolution
of all grievances and appeals in accordance with all applicable state
and federal laws and as specified in the contract and all department
issued guides.

! iR 3 Repealed.

B. The MCO'’s grievance and appeals procedures, and any changes
thereto, must be approved in writing by the department pricr tec their
implementation and must include, at a minimum, the reguirements set
forth herein.

T The MCO shall refer all members whc are dissatisfied,
in any respect, with the MCO or its subcontractor to the MCO's
designee whe is authorized to review and respond to grievances and to
require corrective action.

2 The member must exhaust the MCO’s internal
grievance/appeal process prior to accessing the state fair hearing
process.

C= The MCC shall not create barriers tc timely due process.

If the number of appeals reversed by the state fair hearing process
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exceeds 10 percent cf appeals received within a 12 month periocd, the
MCO may be subject toc sanctions.

AUTHORITY NOTE: Promulgated in accordance with R.S. 36:254 and
Title XIX of the Social Security Act.

HISTORICAL NOTE: Promulgated by the Department of Health and
Hospitals, Bureau of Health Services Financing, LR 37:1589 (June

2011), amended LR 41:

§3703. Definitions
Action—the denial or limited authorization of a requested
service, including:
i 298 the type cor level of service;

2. reduction, suspension, or termination of a previocusly

authorized service;

3. denial, in whole or in part, of payment for a service
for any reason other than administrative denial;

4. failure to provide services in a timely manner as
specified in the contract; or

5. failure of the MCO tc act within the timeframes
provided in this Subchapter.

* % o
Grievance—an expression of dissatisfaction about any matter

other than an action as that term is defined in this Section. The

term is also used tc refer to the overall system that includes MCO
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level grievances and access tc a fair hearing. Possible subjects for
grievances include, but are not limited to:
198 the quality of care or services provided;
2. aspects of interpersonal relationships, such as
rudeness of a provider or employee; or
Es failure to respect the member’s rights.
AUTHORITY NOTE: Promulgated in accordance with R.S. 36:254
and Title XIX of the Social Security Act.
HISTORICAL NOTE: Promulgated by the Department of Health and
Hospitals, Bureau of Health Services Financing, LR 37:1589 (June

2011), amended LR 41:

§3705. General Provisions
A. The MCO must have a system in place for members that
include a grievance process, an appeal process, and access to the
state fair hearing process once the MCO’s appeal process has been
exhausted.
B. Filing Requirements
1. Autherity to file. A member, cr a representative of

his/her choice, including a network provider acting on behalf of the

memper and with the member’s consent, may file a grievance and an MCOC

level appeal. Once the MCO’s appeals process has been exhausted, a

member or his/her representative may request a state fair hearing.
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a. An MCO’s provider, acting on behalf cf the member
and with his/her written consent, may file a grievance, appeal, or
request a state fair hearing on behalf of a member.

2 Filing Timeframes. The member, or a representative or
provider acting on the member’s behalf and with his/her written

consent, may file an appeal within 30 calendar days from the date on

the MCO’s notice of action.

a. — b. Repealed.
3 Filing Procedures
a. The member may file a grievance either orally or

in writing with the MCO.

By The member, or a representative or provider
acting on the member’s behalf and with the member’s written consent,
may file an appeal either orally or in writing

Ca Grievance Notice and Appeal Procedures
3 The MCO shall ensure that all members are informed of
the state fair hearing process and of the MCO's grievance and appeal
procedures.

a. The MCO shall provide a member handbock to each
member that shall include descriptions of the MCC's grievance and
appeal procedures.

b. Forms to file grievances, appeals, concerns, or

recommendations to the MCO shall be available through the MCC, and



must be provided to the member upon request. The MCC shall make all
forms easily available on its website.
D. Grievance and Appeal Records
1k The MCC must maintain records of grievances and
appeals. A copy of the grievance logs and records of the disposition
of appeals shall be retained for six years. If any litigation, claim
negotiation, audit, or other action involving the documents or
records has been started before the expiraticn of the six year
period, the records shall be retained until completicon of the action
and resoclution of issues which arise from it or until the end of the
regular six-year period, whichever is later.
Ei: Grievance Reports
B The MCC shall provide an electronic report of the
grievances and appeals it has received on a menthly basis in
accordance with the requirements specified by the department, which

will include, but is not limited to:

a.
b. summary of grievances and appeals:
ey = E.
F. All state fair hearing requests shall be sent directly to

the state designated entity.
G. The MCO will be responsible for promptly forwarding any
adverse decisions to the department for further review and/or action

upon request by the department or the MCC member.
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H. The department may submit recommendations to the MCC
regarding the merits or suggested resolution of any grievance or
appeal.

19 Repealed.

I. Information to Providers and Subcontractors. The MCO must
provide the information abcut the grievance system as specified in
federal requlaticns to all providers and subcontractors at the time
they enter into a centract.

s Repealed.

J. Recordkeeping and Reporting Requirements. Reports of
grievances and resolutions shall be submitted tc the department as
specified in the contract. The MCC shall nct medify the grievance
system without the prior written approval of the department.

AUTHORITY NOTE: Promulgated in accordance with R.S. 36:254
and Title XIX of the Scocial Security Act.

HISTORICAL NOTE: Promulgated by the Department cf Health and
Hospitals, Bureau of Health Services Financing, LR 37:15%90 (June
2011}, amended LR 41:

§3707. Handling of Member Grievances and Appeals

A. In handling grievances and appeals, the MCC must meet the
fcllowing requirements:

Fos give members any reasonable assistance in completing

forms and taking other procedural steps. This includes, but 1is not
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limited to, providing interpreter services and toll-free telephone
numbers that have adequate TTY/TTD and interpreter capability;
2. acknowledge receipt of each grievance and appeal;
3. ensure that the individuals who make decisions on
grievances and appeals are individuals who:
a. were not involved in any previocus level of review
or decisicn-making; and
b. if deciding on any of the fcllowing issues, are
health care professionals who have the appropriate clinical
expertise, as determined by the department, in treating the member's
condition or disease:
a 3 an appeal of a denial that is based on lack
of medical necessity;
ii. a grievance regarding denial of expedited
resolution of an appeal; or

iii. a grievance or appeal that invoclves clinical

issues.
B. Special Requirements for Appeals
L The process for appeals must:
a. provide that oral inquiries seeking toc appeal an

action are treated as appeals (to establish the earliest possible
filing date for the appeal):
b. provide the member a reascnable opportunity to

present evidence and allegations of fact or law in person as well as
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in writing. The MCC must inform the member of the limited time
available for this in the case of expedited resoclution;

& provide the member and his/her representative an
opportunity, before and during the appeals process, to examine the
member's case file, including medical records and any other documents
and records considered during the appeals process; and

gz include, as parties to the appeal:

i the member and his/her representative; or
ii. the legal representative of a deceased
member's estate.

2. The MCO’s staff shall be educated concerning the
importance of the grievance and appeal procedures and the rights of
the member and providers.

3. The appropriate individual or body within the MCO
having decision making authority as part of the grievance and appeal
procedures shall be identified.

4. Failure to Make a Timely Decision

a. Appeals shall be resolved no later than the
stated time frames and all parties shall be informed of the MCO’s
decision.

b. If a determination is not made by the above time
frames, the member’s reqguest will be deemed to have been approved as

of the date upon which a final determination should have been made.
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8 The MCO shall inform the member that he/she may seek a
state fair hearing if the member is not satisfied with the MCO’s
decision in response to an appeal.

C. - G.3. Repealed.

AUTHORITY NCTE: Promulgated in accordance with R.S. 36:254
and Title XIX of the Social Security Act.

HISTORICAL NOTE: Promulgated by the Department of Health and
Hospitals, Bureau of Health Services Financing, LR 37:15%20 (June

2011), amended LR 41:

§37089. Notice of Action

AL Language and Fermat Requirements. The notice must be in
writing and must meet the langquage and format requirements of federal
regulations in order to ensure ease of understanding. Notices must
also cemply with the standards set by the department relative to

language, content, and format.

Ls = 25 Repealed.
Hs Content of Notice. The notice must explain the following:
L. the action the MCO or its subcontractcr has taken or

intends to take;

2.
3% the member's right tc file an appeal with the MCO;
4. the member’s right to request a state fair hearing

after the MCO’s appeal process has been exhausted;
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S the procedures for exercising the rights specified in
this Section;

6. the circumstances under which expedited resolution is
available and the procedure to request it; and

T the member’s right to have previously authorized
services continue pending resclutiocon of the appeal, the procedure to
make such a request, and the circumstances under which the member may
be required toc pay the cocsts of these services.

c. Notice Timeframes. The MCO must mail the notice within the
following timeframes:

L for termination, suspension, or reduction of
previously authorized Medicaid-covered services, at least 10 days
before the date of action, except as permitted under federal
regulations;

2. for denial of payment, at the time of any acticn taken
that affects the claim; or

a. = B Repealed.

, for standard service authorization decisions that deny
or limit services, as expeditiously as the member's health condition
requires and within 14 calendar days following receipt of the request
for service. A possible extension of up to 14 additional calendar
days may be granted under the focllowing circumstances:

o the member, or his/her representative or a

provider acting on the member’s behalf, requests an extension; or
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b. the MCO justifies (to the department upcn
request) that there is a need for additional infcrmation and that the
extensicn is in the member's interest.

D. If the MCC extends the timeframe in accordance with this

Section, it must:

E. For service authorization decisions nct reached within the
timeframes specified in this Section, this constitutes a denial and
is thus an adverse action on the date that the timeframes expire.

Ly = 2 Repealed.

F. For expedited service authorization decisicns where a
provider indicates, or the MCO determines, that following the
standard timeframe could seriously jeopardize the member's life,
health, or ability to attain, maintain, or regain maximum function,
the MCO must make an expedited authorization decision.

1 A notice must be furnished as expeditiocusly as the
member's health condition requires, but no later than 72 hours or as
expediticusly as the member’s health requires, after receipt of the
request for service.

2 The MCC may extend the 72 hour time period by up to 14
calendar days if the member or provider acting on behalf of the
member reguests an extension, or if the MCC justifies (to the
department upon request) that there is a need for additional

information and that the extension is in the member's interest.
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G. The department shall conduct random reviews to ensure that
members are receiving such notices in a timely manner.

AUTHORITY NOTE: Promulgated in accordance with R.S. 36:254
and Title XIX of the Social Security Act.

HISTCRICAL NOTE: Promulgated by the Department of Health and
Hospitals, Bureau of Health Services Financing, LR 37:15%1 (June

2011), amended LR 41:

§3711. Resolution and Notification
A. The MCC must dispose of a grievance, resclve each appeal,
and provide notice as expeditiously as the member’s health condition

requires, within the timeframes established in this Section.

s s Repealed.
B. Specific Timeframes
1. For standard disposition of a grievance and notice to

the affected parties, the timeframe is established as 20 days from
the day the MCO receives the grievance.

Zq For standard resolution of an appeal and notice tc the
affected parties, the timeframe is established as 3C calendar days
from the day the MCO receives the appeal.

3. For expedited resolution cf an appeal and notice to
affected parties, the timeframe is established as 72 hours or as
expeditiously as the member’s health requires after the MCO receives

the appeal.
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0 Extension of Timeframes
T The MCC may extend the timeframes by up to 14 calendar
days under the fcllowing circumstances:
a. the member requests the extension; or
b. the MCC shows tc the satisfaction of the
department, upon its request, that there is need for additicnal
infermation and that the delay is in the member's interest.

D. I1f the MCO extends the timeframes for any extension not
requested by the member, it must give the member written notice of
the reason for the delay.

E. Fermat of Neotice

15 The MCO shall follow the method specified in the
department issued guide tec notify a member of the disposition of a
grievance.

25 For all appeals, the MCO must provide written notice
of disposition.

3 For notice of an expedited rescluticn, the MCC must
alsc make reasonable efforts to provide oral notice.

F. Content of Notice of Appeal Resolution. The written notice
of the resoclution must include, at a minimum, the following
information:

1. the results of the resolution process and the date it

was completed;
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2. for appeals not resolved wholly in favor of the

members:

a. the right to request a state fair hearing and the
procedure to make the request;

b, the right toc request to receive previously
authorized services during the hearing process and the procedure to
make such a request; and

C. that the member may be held liable for the cost
of those services if the hearing decision upholds the MCC’s action.

G. Requirements for State Fair Hearings

L The department shall comply with the federal
regulations governing fair hearings. The MCO shall comply with all of
the requirements as outlined in the contract and department issued
guldes.

2. I1f the member has exhausted the MCO level appeal
procedures, the member may request a state fair hearing within 3C
days from the date of the MCO’s notice of appeal resclution.

Fhe The parties to the state fair hearing include the MCO
as well as the member and his/her representative or the
representative of a deceased member's estate.

AUTHCRITY NOTE: Promulgated in accordance with R.S. 36:254

and Title XIX of the Social Security Act.
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HISTORICAL NOTE: Promulgated by the Department of Health and
Hospitals, Bureau of Health Services Financing, LR 37:1591 (June

2011), amended LR 41:

§3713. Expedited Resolution of Appeals
A. The MCO must establish and maintain an expedited review
process for appeals when the MCO determines (either from a member’s
request or indication from the provider making the request on the
member's behalf or in support of the member's request) that taking
the time for a standard resolution could seriously jeopardize the
member's life cr health or akbility teo attain, maintain, or regain
maximum function.
i Repealed.
B. 1f the MCO denies a request for expedited resolution of an
appeal, it must:
1. transfer the appeal to the timeframe for standard
resolution in accordance with the provisions of this Subchapter; and
2 make reasonable efforts to give the member prompt oral
notice of the denial, and fellow up within two calendar days with a
written notice,
C. This decision (i.e., the denial of a request for expedited
resolution of an appeal) does not constitute an action or require a
notice of action. The member may file a grievance in response to

this decision.
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B Failure to Make a Timely Decision. Appeals shall be
resclved no later than the established timeframes and all parties
shall be informed of the MCO’s decision. If a determination is not
made by the established timeframes, the member’s regquest will be
deemed to have been approved as of the date upon which a final
determination should have been made.

B The MCO is required to follew all standard appeal
requirements for expedited requests except where differences are
specifically noted in the requirements for expedited resolution.

1 The member or provider may file an expedited appeal
either orally or in writing. No additional follow-up may be required.
2. The MCC shall inform the member of the limited time
available for the member toc present evidence and allegations of fact
or law, in person and in writing, in the case of expedited
resolution.

AUTHCRITY NOTE: Promulgated in accordance with R.S. 36:254
and Title XIX of the Sccial Security Act.

HISTORICAL NOTE: Promulgated by the Department of Health and
Hospitals, Bureau of Health Services Financing, LR 37:1592 (June
2011), amended LR 41:

§3715. Continuation of Services during the Pending MCO Appeal or
State Fair Hearing
A. Timely Filing-filing on cor before the later of the

fecllowing, but noc greater than 30 days:
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1158 within 10 calendar days of the MCO’s mailing of the
notice of acticn; or

2. the intended effective date of the MCO’s proposed
action.

B. Continuation of Benefits. The MCO must continue the

member's benefits if the:

1 member or the provider, with the member’s written
consent, files the appeal timely;

2 appeal invoclves the termination, suspensiocon, or
reduction of a previously authorized course of treatment;

3 services were ordered by an authorized prcvider;

4, criginal period covered by the original authorization

has not expired; and

5. member requests continuation cf benefits.
. Duration of Continued or Reinstated Benefits
1. 1f, at the member's request, the MCO continues or

reinstates the member's benefits while the appeal is pending, the
benefits must be continued until one of following occurs:

a. the member withdraws the appeal;

b. 10 calendar days pass after the MCO mails the
notice providing the resoluticn of the appeal against the member,
unless the member has requested a state fair hearing with
continuation of benefits, within the 10-day timeframe, until a state

fair hearing decisicn is reached;
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C. a state fair hearing entity issues a hearing
decisicn adverse to the member; or

d. the time period or service limits of a previously
authorized service has been met.

D. Member Liability for Services. If the final resoclution of
the appeal is adverse to the member, the MCO may recover from the
member the cost of the services furnished to the member while the
appeal 1s pending, toc the extent that they were furnished sclely
because of the requirements of this Section, and in accordance with
federal requlations.

AUTHCRITY NOTE: Promulgated in accordance with R.S. 36:254
and Title XIX of the Social Security Act.

HISTORICAL NOTE: Promulgated by the Department of Health and
Hospitals, Bureau of Health Services Financing, LR 41:

§3717. Effectuation of Reversed Appeal Resclutions
A. Provision of Services during the Appeal Process
9 I1f the MCO or the state fair hearing entity reverses a
decision to deny, limit, or delay services that were not furnished
while the appeal was pending, the MCC must authorize or provide the
disputed services promptly and as expeditiously as the member's
health condition requires.
B. If the MCC or the state fair hearing entity reverses a

decision to deny authorization of services, and the member received
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the disputed services while the appeal was pending, the MCO must pay
for those services in accordance with the contract,

s At the discretion of the secretary, the department may
cverrule a decision made by the Division of Administraticn, Division
of Administrative Law (the state fair hearing entity).

AUTHORITY NOTE: Promulgated in accordance with R.S. 36:254
and Title XIX of the Social Security Act.

HISTORICAL NOTE: Promulgated by the Department of Health and

Hospitals, Bureau of Health Services Financing, LR 41:
Subchapter B. Provider Grievance and Appeal Process

§3721. General Provisions

A. If the provider is filing a grievance or appeal on behalf
of the member, the provider shall adhere to the provisicns outlined
in Subchapter A of this Chapter.

B. The MCC must have a grievance and appeals process for
claims, medical necessity, and contract disputes for providers in
accordance with the contract and department issued guides.

1 The MCO shall establish and maintain a procedure for
the receipt and prompt internal resolution of all provider initiated
grievances and appeals as specified in the contract and all

department issued guides.
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2. The MCC'’s grievance and appeals procedures, and any
changes thereto, must be approved in writing by the department prior
to their implementation.

3 Notwithstanding any MCC or department grievance and
appeal preccess, nothing contained in any document, including, but not
limited to Rule or contract, shall preclude an MCO provider’s right
to pursue relief through a court of appropriate jurisdiction.

4. The MCO shall repcrt on a monthly basis all grievance
and appeals filed and resclutions in accordance with the terms of the
contract and department issued guide.

e Repealed.

AUTHORITY NOTE: Promulgated in accordance with R.S. 36:254 and
Title XIX of the Sccial Security Act.

HISTORICAL NOTE: Promulgated by the Department of Health and
Hospitals, Bureau of Health Services Financing, LR 37:1592 (June

2011), amended LR 41:

§3723. Definitions

Repealed.

AUTHORITY NOTE: Promulgated in accordance with R.S. 36:254
and Title XIX of the Social Security Act.

HISTORICAL NOTE: Promulgated by the Department of Health and
Hospitals, Bureau of Health Services Financing, LR 37:1592 (June

2011), repealed LR 41:
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§3725. General Provisions

Repealed.

AUTHORITY NOTE: Promulgated in accordance with R.S. 36:254
and Title XIX of the Social Security Act.

HISTORICAL NOTE: Promulgated by the Department of Health and
Hospitals, Bureau of Health Services Financing, LR 37:1592 (June

2011), repealed LR 41:

§3727. Handling of Enrollee Grievances and Appeals
Repealed.
AUTHORITY NOCTE: Promulgated in accordance with R.S. 36:254

and Title XIX of the Social Security Act.
HISTORICAL NOTE: Promulgated by the Department of Health and
Hospitals, Bureau of Health Services Financing, LR 37:1593 (June

2011), repealed LR 41:

§3729. Notice of Action
Repealed. AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and Title XIX of the Social Security Act.

HISTORICAL NOTE: Promulgated by the Department of Health and
Hospitals, Bureau of Health Services Financing, LR 37:1593 (June

2011), repealed LR 41:

§3731. Resolution and Notification

Repealed.
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AUTHORITY NOTE: Promulgated in accordance with R.S. 36:254
and Title XIX of the Social Security Act.

HISTORICAL NCTE: Promulgated by the Department of Health and
Hospitals, Bureau of Health Services Financing, LR 37:1594 (June

2011), repealed LR 41:

§3733. Expedited Resolution of Appeals
Repealed.
AUTHORITY NOTE: Promulgated in accordance with R.S. 36:254

and Title XIX of the Social Security Act.
HISTCRICAL NOTE: Promulgated by the Department cf Health and
Hospitals, Bureau of Health Services Financing, LR 37:1595 (June

2011), repealed LR 41:

§3735. Continuation of Services during the Pending CCN-P Appeal or
State Fair Hearing

Repealed.

AUTHORITY NOTE: Promulgated in accordance with R.S. 36:254
and Title XIX of the Social Security Act.

HISTORICAL NOTE: Promulgated by the Department of Health and
Hospitals, Bureau of Health Services Financing, LR 37:1595 (June

2011), repealed LR 41:

§3737. Effectuation of Reversed Appeal Resolutions

Repealed.
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AUTHORITY NOTE: Promulgated in accordance with R.S. 36:254
and Title XIX of the Sccial Security Act.

HISTORICAL NOTE: Promulgated by the Department of Health and
Hospitals, Bureau of Health Services Financing, LR 37:1595 (June

2011), repealed LR 41:

Subchapter C. Grievance and Appeals Procedures for Providers

§3743. General Provisions

Repealed.

AUTHORITY NOTE: Promulgated in accordance with R.S. 36:254 and
Title XIX of the Social Security Act.

HISTORICAL NOTE: Promulgated by the Department of Health and
Hospitals, Bureau of Health Services Financing, LR 37:1595 (June

2011), repealed LR 41:

Chapter 39. Sanctions and Measures to Obtain Compliance
§3901. General Provisions
A. The MCO agrees to be subject to intermediate sanctions and

other measures tc obtain compliance with the terms and conditions of

the contract.

1 The specific grounds for intermediate sanctions and
other measures to obtain compliance shall be set forth within the
contract.

a. - b Repealed.
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2. The determination of noncompliance is at the sole
discreticn cf the department.
3: It shall be at the department’s scle discretion as to
the proper recourse to obtain compliance.
B. Intermediate Sanctions
1. The department may impcse intermediate sanctions on

the MCC if the department finds that the MCO acts or fails to act as
specified in 42 CFR 8§438.700 et seq., or if the department finds any

other actions/occurrences of misconduct subject to intermediate
sanctions as specified in the contract.

2. The types cof intermediate sancticns that the
department may impose shall be in accordance with §1932 of the Sccial
Security Act (42 U.S.C. §13%6u-2) and 42 CFR $438.700 et seq.

3 The department will provide the MCO with due process
in accordance with 42 CFR 438.700 et seqg, including timely written
notice of sanction and pre-terminatiocn hearing.

4. The department will give the CMS Regiocnal Office
written nctice whenever it imposes or lifts a sanction for one of the
violations listed in 42 CFR §438.700 et seq, specifying the affected
MCO, the kind of sanction, and the reascn for the department’s
decision to lift a sanction.

Cs Other Measures. In addition to intermediate sanctions, the
department may impose cther measures toc cbtain MCO compliance with
the terms and conditicns of the contract, including but not limited
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to administrative actions, corrective action plans, and/or monetary
penalties as specified in the contract.

i Administrative actions exclude monetary penalties,
corrective acticn plans, intermediate sanctions, and termination, and
include but are not limited to a warning through written notice or
consultation and education regarding program policies and procedures.

2. The MCC may be required to submit a corrective acticn
plan (CAP) to the department within the timeframe specified by the
department. The CAP, which is subject to approval or disapproval by
the department, shall include:

a. steps to be taken by the MCC to obtain cecmpliance
with the terms of the contract;

b. a timeframe for anticipated compliance; and

Cx a date for the correction of the occurrence

identified by the department.

3. The department, as specified in the contract, has the
right to enforce monetary penalties against the MCO for certain
conduct, including but not limited tc failure to meet the terms of a
CAP.

4. Monetary penalties will continue until satisfactory
correction of an occurrence of noncompliance has been made as
determined by the department.

D. Any and all monies collected as a result of monetary

penalties or intermediate sanctions against a MCO or any of its
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subcontractors, or any recoupment(s)/repayment (s) received from the
MCO or any of its subcontractors, shall be placed into the Louisiana

Medical Assistance Trust Fund established by R.S. 46:2623.

E. Termination for Cause
1. Issuance of Notice Termination
a. The department may terminate the contract with an

MCO when it determines the MCO has failed to perform, or vioclates,
substantive terms of the contract or fails to meet applicable
reguirements in §§1%03(m), 1905(t) or 1932 of the Social Security Act
in accordance with the provisions cof the contract.

b. The department will provide the MCO with a timely
written Notice of Intent to Terminate notice. In accordance with
federal regulaticns, the notice will state:

i the nature and basis of the sancticn;

ii. pre-termination hearing and dispute
resclution conference rights, if applicable; and

iii. the time and place of the hearing.

o The termination will be effective no less than 30
calendar days from the date of the notice.

d. The MCO may, at the discretion of the department,
be allowed to correct the deficiencies within 30 calendar days of the
date that the notice was issued, unless other provisions in this
Secticn demand otherwise, prior tc the issue of a notice of

termination.
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F. Termination due to Serious Threat tc Health of Members
1 The department may terminate the contract immediately
if it is determined that actions by the MCC or its subcontractor(s)
pose a serious threat to the health of members enrolled in the MCO.
2. The MCO members will be enrclled in another MCO.

G. Termination for Insclvency, Bankruptcy, Instability of
Funds. The MCO’s insolvency or the filing of a bankruptcy petition by
cor against the MCO shall cconstitute grounds for terminaticn for
cause.

1. Repealed.
H. Termination for Ownership Viclations
Is The MCC is subject to termination unless the MCOC can
demonstrate changes of ownership or contrcl when a person with a
direct or indirect ownership interest in the MCO (as defined in the
contract and PE-50} has:
a. been convicted of a criminal offense as cited in
§1128(a), (b) (1) or (b)(3) of the Social Security Act, in accordance
with federal regulations;
b. had civil monetary penalties or assessment
imposed under §112€ (A) of the Social Security Act; or
(a8 been excluded from participaticn in Medicare or
any state health care program.
Ix MCO Requirements Prior to Termination for Cause. The MCO

shall comply with all cf the terms and conditions stipulated in the
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contract and department issued guides during the period prior tec the

effective date of termination. The MCO is required tc meet the

requirements as specified in the contract if terminated for cause.
1. - 2.t. Repezaled.

J. Termination for Failure to Accept Revised Monthly
Capitation Rate. Should the MCC refuse tc accept a revised monthly
capitation rate as provided in the contract, the MCO may provide
written notice to the department requesting that the centract be
terminated effective at least 60 calendar days from the date the
department receives the written request. The department shall have
sole discretion to approve or deny the regquest for termination, and
tc impcse such conditicns on the granting of an approval as it may

deem appropriate, but it shall not unreasonably withheld its

approval.
L. Repealed.
Ks - Qi Repealed.
AUTHCRITY NOTE: Promulgated in accordance with R.S. 36:254

and Title XIX of the Social Security Act.
HISTORICAL NOTE: Promulgated by the Department cf Health and
Hospitals, Bureau of Health Services Financing, LR 37:1596 (June

2011), amended LR 41:
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Chapter 40. Audit Requirements
§4001. General Provisions
AL The MCC and its subcontractcrs shall comply with all audit
requirements specified in the contract and department issued guides.
B. The MCO and its subcontractors shall maintain supporting
financial information and documents that are adequate to ensure that
payment is made in accocrdance with applicable federal and state
requirements, and are sufficient to ensure the accuracy and validity
of claims.

1. Such deocuments, including all original claim forms,
shall be maintained and retained by the MCO and or its subcontractors
for a period of six years after the contract expiraticn date or until
the resolution of all litigaticen, claim, financial management review,
or audit pertaining to the contract, whichever is longer.

2 The MCC or its subcontracteors shall provide any
assistance that such auditors and inspectors reascnably may require
to complete with such audits or inspections.

o7

D. Upon reasonable notice, the MCC and its subcontractors
shall previde the officials and entities identified in the contract
and department issued guides with prompt, reascnable, and adequate
access to any records, books, doccuments, and papers that are related

tc the performance of the contract.
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AUTHORITY NOTE: Promulgated in accordance with R.S. 36:254
and Title XIX of the Social Security Act.

HISTORICAL NOTE: Promulgated by the Department of Health and
Hospitals, Bureau of Health Services Financing, LR 37:1597 (June
2011), amended LR 41:

Implementation of the provisions of this Rule may be contingent
upon the approval of the U.S. Department of Health and Human
Services, Centers for Medicare and Medicaid Services (CMS), if it is
determined that submission to CMS for review and approval is
reguired.

In compliance with Act 1183 of the 1999 Reqular Session of the
Louisiana Legislature, the impact of this proposed Rule on the family
has been considered. 1t is anticipated that this proposed Rule may
have a positive impact on family functioning, stability or autonomy
as described in R.S. 49:972 by providing families with better
coordination of their health care services and increasing the quality
and continuity of care for the individual and the entire family.

In compliance with Act 854 of the 2012 Regular Session of the
Louisiana Legislature, the poverty impact of this proposed Rule has
been considered. It is anticipated that this proposed Rule may have a
positive impact on child, individual, or family poverty in relation
to individual or community asset development as described in R.S.
49:973 by reducing the financial burden on families through better

coordinated health care services and increased continuity of care.
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In compliance with House Concurrent Resolution (HCR) 170 of the
2014 Regular Session cf the Louisiana Legislature, the provider
impact of this proposed Rule has been considered. It is anticipated
that this proposed Rule will have no impact on the staffing level
reguirements or qualifications required tc provide the same level of
service, no direct or indirect cost to the provider tc provide the
same level of service, and will have no impact on the provider’s
ability to provide the same level of service as described in HCR 170.

Interested persons may submit written comments to J. Ruth
Kennedy, Bureau of Health Services Financing, P.C. Box 21030, Baton
Rouge, LA 70B21-9030 or by email to MedicaidPolicyRla.gov. Ms.
Kennedy is responsible for responding to inquiries regarding this
prcposed Rule. A public hearing on this proposed Rule is scheduled
for Wednesday, November 26, 2014 at 9:30 a.m. in Room 118, Bienville
Building, 628 North Fourth Street, Baton Rouge, LA. At that time all
interested persons will be afforded an opportunity to submit data,
views or arguments either orally or in writing. The deadline for
receipt of all written comments is 4:30 p.m. on the next business day
following the public hearing.

Kathy H. Kliebert

Secretary
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Bobby Jindal Kathy T1. Khichert

Depariment of Health and HHospitals

Borcaw of Flealth Semvices T utoenys

PUBLIC HEARING CERTIFICATION
November 20, 2014
9:30 a.m,

REz NManaged Care tor Physical and
Basic Behavioral Health
Docket # 1126014-03
Department ol Health and Hospitals
State of Louistana

CERTIFICATION

In accordance with 1A RS, 49:930 ¢t seq.. the attached public hearing agenda. together
with one digital recording of the public hearing conducted November 26, 2004 in Baton
Rouge. Louisiana constitute the ofticial record of the above-referenced public hearing.

_‘/ 7 ’_/' e
i7 . ,;E /
Cednie Clark

Medicaid Poliey and
Compliance Seetion

1126 2014

Date
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urac

URAC

1220 L Street NW, Suite 400
Washington, D.C., 20005
(202) 216-9010
www.urac.org

Corporate Member
Organizations

Academy of Managed Care
Pharmacy

American Association of
Preferred Provider
Organizations

American College of
Physicians

American Health Quality
Association

American Hospital
Association

American Insurance
Association

American Medical
Association

American Nurses
Association

American Psychiatric
Association

America's Health Insurance
Plans

Blue Cross Blue Shield
Association

Case Management Society
of America

National Association of
Insurance Commissioners

National Business Coalition
on Health

Pharmaceutical Care
Management Association

Kathryn Creech
Board Chairperson

Kylanne Green
President and CEO

November 12, 2014

J. Ruth Kennedy

Bureau of Health Services Financing
P.O. Box 91030

Baton Rouge, LA 70821

Dear Director Kennedy,

| am writing on behalf of URAC, a nationally recognized accrediting entity
designated by CMS as an accreditor of Qualified Health Plans issuers
participating on Health Insurance Marketplaces and as a deemed accreditor
of issuers within Medicare Advantage. CMS has also accepled URAC as an
accreditor for External Quality Review requirements under applicable state
Medicaid programs. More than 40 different health insurers, including Blue
Cross Blue Shield of Louisiana, hold URAC Health Plan Accreditation.

These comments are in response to the Department's proposed rules
governing managed care for physical and basic behavioral health services
specifically Chapter 35 Section 3501 governing the criteria for MCO
participation.

We are concemned with the proposed requirement that a MCO must “meet
NCQA health plan accreditation or agree to submit an application for
accreditation at the earliest possible date as allowed by NCQA...." URAC
supports the use of certification requirements from nationally recognized
accreditors as a method of ensuring that managed care organizations
contracted to deliver care in your state are meeting the highest industry
standards relating to access, quality and utilization management. However,
whenever possible, URAC believes regulators should give organizations a
choice of accreditor.

Over the past several years, URAC has invested in efforts to expand issuer
choice and ease existing burdens constraining issuers. Through a recently
announced partnership, URAC accredited health plans can now leverage
Inovalon's data analytics and quality measure reporting platforms to meet all
federal and state requirements.

URAC is concerned that the Bureau of Health Financing's proposal to limit
MCO's choice of accreditor unnecessarily restricts a managed care plan’s
options to meet regulatory goals.

Thank you for your consideration of our request.

Sincer‘z {t 04) /{ﬁl[ k)

Kylahne Green
President & CEO



Bobby Jindal

CAN RN

Kathy H. Klicbert

R ARY

State of Louigiana

Department of Health and Hospitals
Burcau of Health Services Financing,

December 18, 2014

Kvylanne Green

President & CLEO

URAC

1220 1. Street NW, Suite 400
Washington. D.C. 20005

Dear Ms. Green:
RE:  Managed Care for Physical and Basic Behavioral Health Notice of Intent

I'his letter is in response to your correspondence regarding the Managed Care for
Physical and Basic Behavioral Health Notice of Intent which was published in the
October 20. 2014 edition of the Louisiana Regisier.

The Notice of Intent amends the provisions governing the Coordinated Care Network in
order to change the name in this Subpart to Managed Care for Physical and Basice
Behavioral Health. and incorporates other necessary programmatic changes.  This Notice
ol Intent also incorporates provisions to permit Medicaid eligible children identified in
the Melanie Chisholm. et al vs. Kathy Kliebert class action litigation (herealier referred to
as Chisholm class members) to have the option of voluntarily enrolling into a
participating health plan under the Bavou Health program.

The Department’s previous Request for Proposal implementing managed care in
lLouisiana provided Health Plans the option of seeking either NCQA or URAC
accreditation: however. only one of the Health Plans elected URAC accreditation. As the
Heath Plan accreditation process assists in meeting many of the federal and contractual
managed care compliance requirements. the Department determined that it is
administratively more efficient to have all of the managed care organizations complete
the same acereditation program and process. For this reason. NCQA was selected as the
contractually required program.

Bienville Building * 628 North 4™ Steeet = P.O. Box 91030 * Baton Rouge, Lowsiana 70821-9030
Phone #: S88/342-6207 « Fax #: 225/342.9508 « WWW. DHILIA. GOV
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Kylanne Green Response
December 18, 2014
Page 2

I would like to thank vou lor taking the time to provide comments and hope that you will
continue to work with us as we strive to improve health care outcomes for Louisiana
citizens.

Should you have any questions or comments regarding Medicaid administrative
rulemaking activity. you may contact Veronica Dent. Rulemaking Unit Manager. at 225-
342-3238 or by email to Veronica.Denta la.gov.

Sincerely.

1. Ruth Kennedy
Medicaid Director

JIRK/DAB/VYD

o Mary 1'C Johnson
Jen Steele



LSMS MedicineLouisiana

November 20, 2014

J. Ruth Kennedy

Medicaid Director. Burcau of Health Services Financing
Lowsiana Department ol Health and Hospitals

P.O. Box 91030

Baton Rouge. LA 70821-9030

Re: Notice of Imtent- Managed Care for Physical and Behavioral Health
Dear Ms. Kennedy,

Thank you for the opportunity to provide comments concerning the recently published Notice of°
Intent for Managed Care for Physical and Behavioral Health, On behalf of the over six thousand
physician. resident. and student members of the Louisiana State Medical Society and the
independent physicians of MedicineLowsiana, we respectfully submit the following comments.

section 3105 E. 5

Considering the admnistrative and financial burden providers have experienced due to the
department’s difTiculties in implementing accurate enrollment information for Medicaid
beneticiaries. we think that it is important to clarify the terminology contained in the rule.
Section 3105 k. 5. b Recipients may request to transter out of the MCO for cause and the
cifective date of enrollment shall be no later than the first day of the second month following the
calendar month that the request for disenrollment is filed."

The rule does not address the effective date of enrollment for those members translerring to
another MCO during the allocated period tor selection without cause. The language in 3107 C. 4
reads “the effective date of disenrollment...” Both terms should be the same. preferable
cenrollment or disenrollmentenroilment.

viction 35 9
The language delincating which provisions of Title 22 are applicable to an MCO participating in
the Loutsiana Medicaid Program should be removed. Louisiana Revised Statutes are clear as to
which provisions apply to this program and adding this language in rule would necessitate a
change in the Admimistrative Procedures Act, ereating unnecessary and potentially confusing
administrative issues cach time statutes are revised.

Section 3503

We are disappointed to read that DHH is eliminating the requirement that the MCOs participate
in the Admmistrative Simplification committee. This committee is one of the few remaining
avenues for communication of significant problems and concerns by the providers.



Section 3503 O.Lb,

This Tanguage substantially changes the notice requirements for providers when MCOs alter the
terms ol their contracts through handbook changes. "After approval has been received from the
department. the MCO CON-P must provide a minimum of 30 days’ notice 10 the members and/or
providers of any proposed material changes to the plan through updates to the member
handbooks and/or provider handbooks.” The language effectively removes any notice 1o
providers i1 the notice requirement is to be provided in the update itself. 11 the MCO is making a
material change to their plan. we believe that providers should have adequate notice.

Section 3503 R.2

The MCO provider dircctory 1s a eritical component of patient aceess and can cause a
tremendous administrative burden when not properly maintained. We have communicated
numerous crrors and omissions from provider directorics over the past 24 months. with little
movement on the part of the health plans to correct the errors. We suggest that the department
implement as part of their sanctions options, provisions to address MCOs that are delinquent in
correcting their manuals.

Scetion 3507 E.2

Thesce provisions direet the relinquishing MCO to be responsible for inpatient hospital charges
through the date of discharge in the event a member is transitioning from one MCO to another.
Hospital based physicians struggle with the administrative burden of obtaining prior
authorizations from hospitals that they did not request and which were granted by the
relinquishing MCO and submit copics of ¢laims and letters of request simply to file claims lor
services to the transferring MCO. To reduce this burden and facilitate the claims payment
process. we recommend that the same provisions applying to hospitals for inpatient services
should apply to professional services through the date of discharge.

Seetion 3511 B. 2
The rule change stating “The provider must submit all claims for payment no later than 180 days
from the date of serviee” 1s not an aceeptable practice for providers. Considering the numerous.
ceregious and continuing errors replete in the implementation of the Bayou Health program. it is
unrcasonable 1o consider that the health plan systems will be functioning at a level to accomplish
this claims pavment process without ultimately penalizing providers. We advocate that the
practice currently utilized remain in place and establish the timely filing requirements at 3635

days from the date ol service.

section 3705
The language was aliered to include an MCO level appeal and therefore should read “or a
representative or provider™.

3705C, L.; ;
The language in Section 3705C. 1. and 1.a. should include “and appeals™

[



(o otinn 3
The section Specified Timeframes does not include any time frames.

Scction 3721, There is not clear distinetion between a member grievancee and appeal and a
provider grievance and appeal. The Provider Grievance and Appeals provisions arce in a new
Subchapter. 1t is not elear whether the definitions in Subchapter A apply 1o Subchapter B, Under
Subchapter A.. the detinition of Action 3. “denial in whole or in part. of payment for a service for
any reason other than admmistrative denial™ would be applicable to a provider.

The term “admmistrative denial™ 18 not detined. Considering the variation in detinitions of
gricvances, appeals and the ditterent process applicable 1o cach and variation among plans, we
suggest that these terms be clearly defined by the department and applied consistently.

As an additional comment, we arc disappointed to see that the administration has terminated the
"shared savings" portion of the Medicaid managed care program. which was clearly the preferred
maodel for both beneticiaries, as well as providers. At a minimum. we would encourage DHH 10
mcorporate into the regulatory framework. rules that require the fully capitated plans to develop
meanngtul gam sharing programs for contracted providers. In addition. we urge DHIT to address
the loss of revenue and investment benefits for providers with the climination of the fee for
service payment structure. Millions of dollars in supplemental payments and deferred
compensation opportunitics will be lost unless the department provides a solution for provider
compensation,

We thank vou for the opportunity to provide input into the rule making process and remain ready
to participate m meaningtul dialogue on these important issues.

Sincerely,

Dr. Roberto B, Quintal Dr. Steven B, Spedale
Louisiana State Medical Society. President MedicineLouisiana, Chair

LY



Bobby Jindal
GOVERNOR

Kathy H. Kliebert
SECRETARY

State of Louisiana
Department of Health and Hospitals

Bureau of Health Services Financing

December 18. 2014

Berkley Durbin, JD
Executive Director
Medicinelouisiana, Inc.
Baton Rouge, LA

Dear Ms. Durbin:
RE: Managed Care for Physical and Basic Behavioral Health Notice of Intent

This letter is in response to your correspondence submitted on behalf of Dr. Quintal of
Louisiana State Medical Society and Dr. Spedale of MedicineLouisiana regarding the
Managed Care for Physical and Basic Behavioral Health Notice of Intent which was
published in the October 20, 2014 edition of the Louisiana Register.

The Notice of Intent amends the provisions governing the Coordinated Care Network in
order to change the name in this Subpart to Managed Care for Physical and Basic
Behavioral Health, and incorporates other necessary programmatic changes. This Notice
of Intent also incorporates provisions to permit Medicaid eligible children identified in
the Melanie Chisholm, et al vs. Kathy Kliebert class action litigation (hereafter referred to
as Chisholm class members) to have the option of voluntarily enrolling into a
participating health plan under the Bayou Health program.

Your comments have been reviewed. We have prepared responses below to address each
of your concerns.

Sections 3105 E.5.b. and 3501 B.9
Relative to these sections, the Department agrees with your concern and has amended the

language.

Bicnville Building * 628 North 4* Street * P.O. Box 91030 * Baton Rouge, Louisiana 70821-9030
Phone #: 888/342-6207 = Fax #: 225/342-9508 « WWW.DHH.ILA.GOV
“An Equal Opportunity Employer”



Berkley Durbin Response
December 18, 2014
Page 2

Section 3503

In the October 20, 2014 Notice of Intent, the Department proposed to repeal the
provisions currently in Section 3503.0. under the assumption that the Administrative
Simplification Committee was being assumed as a sub-committee under the Medicaid
Quality committee; and therefore, would be covered under N. of Section 3503.

As the Department has reconsidered this option and is maintaining the Administrative
Simplification Committee as a standalone committee, Section 3503. O will be reinstated
in the Rule.

Section 3503.0.1.b

The intent of Section 3503 O.1.b. is that managed care organizations (MCO’s) must
notify members/providers at least 30 days in advance of the effective date of the material
change. The Department has amended this provision for clarification accordingly.

Section 3503 R.2.

Your letter expressed concerns regarding this section. However, our MCO contracts
already have in place provisions (RFP Section 20.1) to impose administrative actions.
including monetary penalties to address MCO non-compliance, including MCOs that are
delinquent in correcting their provider directories/registries.

Section 3507 E.2.
As suggested in your correspondence, the Department is willing to align the provision for
professional inpatient services through the date of discharge.

Section 3511 B.2.

Your concerns regarding this section are noted. The Department stands behind the
decision to implement a 180 day (or less) timely filing deadline. This policy is consistent
with national standards and practices. The department has chosen to follow this standard
to improve provider and MCO responsiveness to claims payment issues and reduce the
time postdate of service for final adjudication.

Section 3705 B.1. . ‘
As a result of your concern regarding this section, the Department has revised this

section.

Section 3705.C.1. - 1.a.
The language in this Section 3705.C.1. - 1.a. has been revised according to your
suggestion.

Section 3711.B.
The specific timeframes are included Section 3711.B.



Section 3721 Subchapter B.
You noted concerns regarding appeals. Please see subchapter A, which applies only to
member appeals: including member appeals filed by providers on behalf of the member.

Relative to your suggestion to change the language in Section 3705.B.1, the Department
agrees that a definition of “administrative denial” for provider claims could be
standardized across MCO's and Medicaid. This issue will be referred to the
Administrative Simplification Committee to develop recommended language.

Elimination of “Shared Savings” Program
Your comments regarding “shared savings™ are noted.

I would like to thank you for taking the time to provide comments and hope that you will
continue to work with us as we strive to improve health care outcomes for Louisiana
citizens.

Should vou have any questions or comments regarding Medicaid administrative
rulemaking activity, you may contact Veronica Dent, Rulemaking Unit Manager, at 225-
342-3238 or by email to Veronica.Dent@la.gov.

Sincerely,

J. Ruth Kennedy
Medicaid Director

JRK/DAB/LLW

[ Lesli Boudreaux
LLaVon Raymond Johnson
Mary TC Johnson
Lou Ann Owen
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&
ADVOCACY CENTER

Via email only
November 28, 2014

Ruth Kennedy

Burcau of Health Services Financing
P.O. Box 91030

Baton Rouge. LA 70821-9030

RE: Notice of Intent: Managed Care for Physical and Basic Behavioral Health, Louisiana
Register V. 40, No. 10, pp. 2105-2122. October 20, 2014.

Dear Ms. Kennedy:

The Advocacy Center offers the following comments regarding the above-
referenced Notice of Intent:

The proposed rule provides that members of the class in Chisholm v. Klicherr may
voluntanly participate in an MCO. In a letter dated June 6. 2014, the Department assured
class counsel in the Chisholm case that any new rule regarding class members opting in
1o Bayou Health would make it ¢lear that class members will be allowed to opt out of
Bavou Health and go back to legacy Medicaid at any time. However, the proposed rule
doces not make this elear. In fact. the rule Keeps in place a provision that requires the
cnrollment broker to inform all recipients of their right to disenroll in Bayou Health for
canse at any time. La, Admin, Code Tit. 50, Part 1. § 3103(C). A requirement that a
Chixholm class member show cause in order to disenroll would prevent them from opting
oul “at any time.” as represented by the Department in its June 6, 2014 letter,

Further. neither the proposed rule nor the RFP for the Bayou Health plans
released on July 38, 2014 makes specific provisions for the MCOs to comply with the
requirements of the various orders and stipulations in Chisholm v. Klieberr. including. but
not limited to. the provisions of the Third Stipulation and Order relating to the prior
authorization process: the provisions of the order of June 27, 2007: or the provisions of’
the order of June 26, 2012,

We have repeatedly requested information as to what the Department has
communicated to managed care organizations about the requirements of the

Voice 337-237-7380 « TDD 855-861-3577+ Fax 337-237-0486+ Toll Free 1-800-960-7705 *
www.advocacyla.org
600 JefTerson Street * Suite 812 ¢ Lafayette, Louisiana 70501
Dive Potes i et Nidiovinc s Sastem o Lot



Ruth Kennedy
November 28. 2014
Page 2 of 2

Chisholn supulations and orders (including reporting provisions) and how 1t
intends to require the plans to comply for Chisholm class members who have
opted in 1o Bayou Health. Since we have received no concrete assurance that the
Department will monitor and insure the plans’ compliance with Chisholm, we
oppose including Chisholm class members as participants in Bayou Health.

Sicerely.

/ 7L - /;
/{//4//( va

Nell Hahn



Kathy H. Kliebert

Bobby Jindal A
: SECRITEARY

GOVERNOR

State of Louigiana

Department of Health and Hospitals
Bureau of Health Services Financing

December 18. 2014

Nell Hahn

Advocacy Center

600 Jefferson Street, Suite 812
Lafayette. LA 70501

Dear Ms. Hahn:
RE: Managed Care for Physical and Basic Behavioral Health Notice of Intent

This letter is in response to your correspondence regarding the Managed Care for
Physical and Basic Behavioral Health Notice of Intent which was published in the
October 20, 2014 edition of the Lowisiana Register-.

The Notice of Intent amends the provisions governing the Coordinated Care Network in
order to change the name in this Subpart to Managed Care for Physical and Basic
Behavioral Health, and incorporates other necessary programmatic changes. This Notice
of Intent also incorporates provisions to permit Medicaid eligible children identified in
the Melanie Chisholm, et al vs. Kathy Kliebert class action litigation (hereafter referred to
as Chisholm class members) to have the option of voluntarily enrolling into a
participating health plan under the Bayou Health program. Your comments have been
reviewed and the following information is in response to your concerns.

Your letter states that the proposed rule did not make it clear that Chisholm class
members will be allowed to opt out of Bayou Health and go back to legacy Medicaid at
any time but that the rule does keep in place a provision that requires the enrollment
broker to inform all recipients of their right to disenroll in Bayou Health for cause.
However, your concern is that the “for cause™ precludes Chisholm class members the
ability to truly disenroll “at any time”. As a result of your concerns, the department has
decided to revise the proposed rule in order to clarify these provisions.

Additionally. your letter expressed concern that neither the proposed rule nor the Request
for Proposal for Bayou Health plans make specific provisions for the managed care

Bienville Building * 628 North 4™ Street » P.O. Box 91030 = Baton Rouge, Louisiana 70821-9030
Phone #: 888/342-6207 » Fax #: 225/342-9508 « WWW.DHH . LA.GOV
“An Equal Opportunity Employer”



Nell Hahn Response
December 18. 2014
Page 2

organizations to comply with the requirements of the various orders and stipulations in
Chisholm v. Kliebert. The Department agrees that the proposed rule does not address that
MCOs comply with the Chisholm v. Kliebert orders and stipulations as the rule remains
silent on this issue because we typically do not include the requirements of settlements in
the rule. Such requirements should be addressed outside of the rulemaking.

I would like to thank you for taking the time to provide comments and hope that you will
continue to work with us as we strive to improve health care outcomes for Louisiana
citizens.

Should you have any questions or comments regarding Medicaid administrative
rulemaking activity. you may contact Veronica Dent. Rulemaking Unit Manager. at 225-
342-3238 or by email to Veronica.Dent/@la.gov.

Sincerely,

lu O b

J. Ruth Kennedy
Medicaid Director

JRK/DAB/VYD

o Mary TC Johnson
Jen Steele



POTPOURRI

Department of Health and Hospitals
Bureau of Health Services Financing

Substantive Changes and Public Hearing Notification
Managed Care for Physical and Basic Behavioral Health
(LAC 50:I.Chapters 31-40)

In accordance with the provisions of the Administrative
Procedures Act, R.S. 49:950 et seq., the Department of Health and
Hospitals, Bureau of Health Services Financing published a Notice of
Intent in the October 20, 2014 edition of the Louisiana Register (LR
40:2105-2122) to amend LAC 50:I.Chapters 31-40. This Notice of Intent
proposed to amend the provisions governing the coordinated care
network in order to change the name in this Subpart to Managed Care
for Physical and Basic Behavioral Health and to incorporate other
necessary programmatic changes. This Notice of Intent also
incorporated provisions to permit Medicaid eligible children
identified in the Melanie Chisholm, et al vs. Kathy Kliebert class
action litigation (hereafter referred to as Chisholm class members)
to have the option of voluntarily enrolling into a participating
health plan under the Bayou Health program.

The department conducted a public hearing on this Notice of
Intent on November 26, 2014 to solicit comments and testimony on the
proposed Rule. As a result of the comments received, the department
proposes to amend the provisions in the following Sections of the

proposed Rule: 1) §3103. Recipient Participation, Paragraph C, which



had no changes will now clarify that participants will be notified at
enrollment of their rights to disenroll from a health plan; 2) §3105.
Enrollment Process, Subparagraph E.5.b shall be amended to provide
further clarification of the provisions for transferring out of a
managed care organization (MCO) for cause; 3) §3501. Participation
Requirements, Subparagraph B.9 shall be amended to remove the last
sentence in the Subparagraph relative to the HIPPA and Fraud
Assessments; 4) §3503. Managed Care Organization Responsibilities,
Paragraph O shall be amended to add MCO committee participation
requirements; Paragraph P (formerly Paragraph 0) and Subparagraphs 1
- 1l.a shall be amended only to ensure proper formatting; Subparagraph
1.b shall be amended to clarify the recipient notice provisions;
Paragraphs and Subparagraphs Q. - T.1 shall be amended only to ensure
proper formatting; and the provisions, “2. - T.1l. Repealed” is being
removed for proper formatting; 5) §3507. Benefits and Services,
Subparagraph E.2 shall be amended to clarify the provisions for
transferring between MCOs; and 6) §3705. General Provisions,
Subparagraph B.1l shall be amended to clarify the filing requirements
for member grievances; and Subparagraphs C.l.-la shall be amended to
clarify the grievance notice and appeal procedures.

Taken together, all of these proposed revisions will closely
align the proposed Rule with the Department’s original intent and the

concerns brought forth during the comment period for the Notice of



Intent as originally published. No fiscal or economic impact will

result from the amendments proposed in this notice.

Title 50
PUBLIC HEALTH-MEDICAL ASSISTANCE
Paxrt I. Administration
Subpart 3. Managed Care for Physical and Basic Behavioral Health

Chapter 31. General Provisions

§3103. Recipient Participation
A. - B.2.
& The enrollment brcker will ensure that all participants are

notified at the time of enrollment that they may request
disenrollment from the CCN at any time for cause. All voluntary opt-
in populations can disenroll from the CCN and return to legacy
Medicaid at any time without cause.

B = E.

AUTHORITY NOTE: Promulgated in accordance with R.S. 36:254
and Title XIX of the Social Security Act.

HISTORICAL NOTE: Promulgated by the Department of Health and
Hospitals, Bureau of Health Services Financing, LR 37:1573 (June
2011), amended LR 40:310 (February 2014), LR 40:1096 (June 2014), LR

41

§3105. Enrollment Process

A. — E.ba.



b Recipients may request to transfer out of the MCO
for cause and the effective date of enrollment into the new plan
shall be no later than the first day of the second month following
the calendar month that the request for disenrollment is filed.

Be = I35

AUTHORITY NOTE: Promulgated in accordance with R.S. 36:254
and Title XIX of the Social Security Act.

HISTORICAL NOTE: Promulgated by the Department of Health and
Hospitals, Bureau of Health Services Financing, LR 37:1574 (June

2011), amended LR 40:310 (February 2014), LR 40:1097 (June 2014), LR

41:
Chapter 35. Managed Care Organization Participation Criteria
§3501. Participation Requirements
A. = B.8.
2 Except for licensure and financial solvency

requirements, no other provisions of Title 22 of the Revised Statutes

shall apply to an MCO participating in the Louisiana Medicaid

Program;
i = Faudds
AUTHORITY NOTE: Promulgated in accordance with R. S. 36:254

and Title XIX of the Social Security Act.
HISTORICAL NOTE: Promulgated by the Department of Health and
Hospitals, Bureau of Health Services Financing, LR 37:1583 (June

2011), amended LR 41:



§3503. Managed Care Organization Responsibilities

A. = N

0. A MCO shall participate on the department’s established
committees for administrative simplification and quality improvement,
which will include physicians, hospitals, pharmacists, other
healthcare providers as appropriate, and at least one member of the
Senate and House Health and Welfare Committees or their designees.

P The MCO shall provide both member and provider services in
accordance with the terms of the contract and department issued
guides.

i The MCO shall submit member handbooks, provider
handbooks, and templates for the provider directory to the department
for approval prior to distribution and subsequent to any material
revisions.

a. The MCO must submit all proposed changes to the
member handbooks and/or provider manuals to the department for review
and approval in accordance with the terms of the contract and the
department issued guides.

b. After approval has been received from the
department, the MCO must provide notice to the members and/or
providers at least 30 days prior to the effective date of any
proposed material changes to the plan through updates to the member
handbooks and/or provider handbooks.

Q. The member handbook shall include, but not be limited to:



1. a takle of contents;
d. = ki Repealed.
2. a general description regarding:
a. how the MCO operates;
b. member rights and responsibilities;
Es appropriate utilization of services including

emergency room visits for non-emergent conditions;

d. the PCP selection process; and
& the PCP's role as coordinator of services;
3 member rights and protections as specified in 42 CFR

§438.100 and the MCO’s contract with the department including, but

not limited to:

a. a member’s right to disenroll from the MCO;

b. a member’s right to change providers within the
MCO;

52" any restrictions on the member’s freedom of

choice among MCO providers; and
¢l a member’s right to refuse to undergo any medical
service, diagnoses, or treatment, or to accept any health service
provided by the MCO if the member objects (or in the case of a child,
if the parent or guardian objects)on religious grounds;
4. member responsibilities, appropriate and inappropriate
behavior, and any other information deemad essential by the MCO or

the department, including but not limited to:

6



a. immediately notifying the MCO if he or she has a
Worker’s Compensation claim, a pending personal injury or medical
malpractice law suit, or has been inveolved in an auto accident;

b. reporting to the department if the member has or
obtains another health insurance policy, including employer sponsored
insurance; and

& a statement that the member is responsible for
protecting his/her identification card and that misuse of the card,
including loaning, selling or giving it to others could result in
loss of the member’s Medicaid eligibility and/or legal action;

B the amount, duration, and scope of benefits available
under the MCO’s contract with the department in sufficient detail to
ensure that members have information needed to aid in understanding
the benefits to which they are entitled including, but not limited
Loz

a. information about health education and promotion
programs, including chronic care management;

b. the procedures for obtaining benefits, including
prior authorization requirements and benefit limits;

. how members may obtain benefits, including family
planning services and specialized behavioral health services, from

out-of-network providers:



d. how and where to access any benefits that are
available under the Louisiana Medicaid State Plan, but are not
covered under the MCO’s contract with the department;

e. information about Early and Periodic Screening,
Diagnosis and Treatment (EPSDT) services:;

. how transportation is provided, including how to
obtain emergency and non-emergency medical transportation;

g. the post-stabilization care services rules set
forth in 42 CFR 422.113(c);

h. the policy on referrals for specialty care,
including behavioral health services and other benefits not furnished
by the member’s primary care provider;

105 for counseling or referral services that the MCO
does not cover because of moral or religious objections, the MCO is
required to furnish information on how or where to obtain the
service;

14 how to make, change, and cancel medical
appointments and the importance of canceling and/or rescheduling
rather than being a “no show”;

K. the extent to which and how after-hour services
are provided; and

1. information about the MCO’s formulary and/or
preferred drug list (PDL), including where the member can access the

most current information regarding pharmacy benefits:



6. instructions to the member to call the Medicaid
Customer Service Unit toll free telephone number or access the
Medicaid member website to report changes in parish of residence,
mailing address or family size changes;

T a description of the MCO’s member services and the
toll-free telephone number, fax number, e-mail address and mailing
address to contact the MCO’s Member Services Unit;

8. instructions on how to request multi-lingual
interpretation and translation services when needed at no cost to the
member. This information shall be included in all versions of the
handbook in English and Spanish; and

9 . grievance, appeal, and state fair hearing procedures
and time frames as described in 42 CFR §438.400 through §438.424 and
the MCO’s contract with the department.

R. The provider manual shall include, but not be limited to:

i billing guidelines;

. medical management/utilization review guidelines;
a. — e. Repealed.

3. case management guidelines;
a. = d. Repealed.

4, claims processing guidelines and edits;
s = B Repealed.

. grievance and appeals procedures and process; and
v = la Repealed.



6. other policies, procedures, guidelines, or manuals
containing pertinent information related to operations and pre-
processing claims,

T = B Repealed.

8. The provider directory for members shall be developed in
three formats:

T a hard copy directory to be made available to members
and potential members upon request;

2 an accurate electronic file refreshed weekly of the
directory in a format to be specified by the department and used to
populate a web-based online directory for members and the public; and

3 an accurate electronic file refreshed weekly of the
directory for use by the enrollment broker.

4. - 6. Repealed.

i 7 The department shall require all MCOs tc utilize the
standard form designated by the department for the prior
authorization of prescription drugs, in addition to any other
currently accepted facsimile and electronic prior authorization
forms.

8 An MCO may submit the prior authorization form
electronically if it has the capabilities to submit the form in this
manner.

AUTHORITY NOTE: Promulgated in accordance with R.S. 36:254

and Title XIX of the Social Security Act.

10



HISTORICAL NOTE: Promulgated by the Department of Health and
Hospitals, Bureau of Health Services Financing, LR 37:1583 (June

2011), amended LR 39:92 (January 2013), LR 40:66 (January 2014), LR

41:
§3507. Benefits and Services
As = Bals
s In the event a member is transitioning from one MCO to

another and is hospitalized at 12:01 a.m. on the effective date of
the transfer, the relinguishing MCO shall be responsible for both the
inpatient hospital charges and the charges for professional services
provided through the date of discharge. Services other than inpatient
hospital will be the financial responsibility of the receiving MCO.

o = Haba

AUTHORITY NOTE: Promulgated in accordance with R.S5. 36:254
and Title XIX of the Sccial Security Act.

HISTORICAL NOTE: Promulgated by the Department of Health and
Hospitals, Bureau of Health Services Financing, LR 37:185 (June
2011), amended LR 39:92 (January 2€13), LR 39:318 (February 2013), LR
41:

Chapter 37. Grievance and Appeal Process

Subchapter A. Member Grievances and Appeals

§3705. General Provisions

A.



B. Filing Requirements
1 Authority to file. A member, or a representative of
his/her choice, including a network provider acting on behalf of the
member and with the member’s consent, may file a grievance and an MCO
level appeal. Once the MCO’s appeals process has been exhausted, a

member or his/her representative may request a state fair hearing.

B.l.a. — 3.b.
. Grievance Notice and Appeal Procedures
Tia The MCO shall ensure that all members are informed of

the state fair hearing process and of the MCO's grievance and appeal
procedures.

a. The MCO shall provide a member handbook to each
member that shall include descriptions of the MCO's grievance and
appeal procedures.

Csluiby ~ Ty

AUTHORITY NOTE: Promulgated in accordance with R.S. 36:254
and Title XIX of the Social Security Act.

HISTORICAL NOTE: Promulgated by the Department of Health and
Hospitals, Bureau of Health Services Financing, LR 37:1590 (June
2011), amended LR 41:

Implementation of these amendments to the proposed Rule may be
contingent upon the approval of the U.S. Department of Health and

Human Services, Centers for Medicare and Medicaid Services (CMS), if

12



it is determined that submission to CMS for review and approval is
required.

Interested persons may submit written comments to J. Ruth
Kennedy, Bureau of Health Services Financing, P.O. Box 91030, Baton
Rouge, LA 70821-9030 or by email to MedicaidPolicy@la.gov. Ms.
Kennedy is responsible for responding to inquiries regarding these
substantive amendments to the proposed Rule. A public hearing on
these substantive changes to the proposed Rule is scheduled for
Tuesday, March 31, 2015 at 9:30 a.m. in Room 118, Bienville Building,
628 North Fourth Street, Baton Rouge, LA. At that time all
interested persons will be afforded an opportunity to submit data,
views or arguments either orally or in writing. The deadline for
receipt of all written comments is 4:30 p.m. on the next business day
following the public hearing.

Kathy H. Kliebert

Secretary

i3



Bobby Jindal

a0 RN

Kathy H. Kliebert

SFCORET ARY

State of quisiana

Department of Health and Hospitals
Burcau of FHealth Services Financing

PUBLIC HEARING CERTIFICATION
March 31, 2015
9:30 a.m.

RE:  Managed Care for Physical and Basic Behavioral Health
Docket # 03312015-7
Department of Health and Hospitals
State of Loutsiana

CERTIFICATION
In accordance with LA R.S. 49:950 et seq.. the attached public hearing agenda. together

with one digital recording of the public heaning conducted on March 31, 2015 in Baton
Rouge. Louisiana constitute the official record of the above-referenced public hearing.

-1
Robert K. Andrepont
Medicaid Policy and
Compliance Scection

03-31-15
Date

Bicoville Building * 628 North 4* Street = P.O. Box 21030 * Baton Rouge, Lowsiana 70821-9030
Phone #: 225/342-3891 or #225/342-1072 « Fax #: 225/342-9508 « WWW. DHH.IA.GOV
“An Equal Opportumins Empliner™



DHH/BHSF PUBLIC HEARING

Topie - Managed Care for Physical and Basic Behavioral Health

Date - March 31, 2015

PERSONS IN ATTENDANCE

Name Address Telephone Number AGENCY or GROUP you represent

Cornette Seott | 628 Nﬁt’fgg‘:ﬁf@ 205-342- 383 DAtH-

2.




Bobby Jindal Kathy H. Kliebert

GOVERNOR SECRIETARY
State uf Inuiﬁiana
Department of Health and Hospitals
Office of the Secretary
April 6, 2015
MEMORANDUM
TO: The Honorable John A. Alario, President, Louisiana Senate

The Honorable Chuck Kleckley, Speaker of the House

The Honorable David Heitmeir, Chair, Senate Committee on Health and Welfare
The Honorable Scott Simon, Chair, House Committee on Health and Welfare

The Honorable Jack Donahue, Chair, Senate Finance Committee

The Honorable James R. “Jim” Fannin, Chairman, House Appropriations Committee

FROM:  Kathy H, K}w)ﬁt LA
Secretary/ @-ﬁm J;‘o,

RE: Oversight Report on Bureau of Health Services Financing Proposed Rulemaking

In accordance with the Administrative Procedure Act (R.S. 49:950 et seq.) as amended, we are
submitting the attached documents for the proposed Rule for Medicaid Eligibility — Children
Supplemental Security Income (SSI).

The Department published a Notice of Intent on this proposed Rule in the February 20, 2015 issue of
the Louisiana Register (Volume 41, Number 2). A public hearing was held on March 31, 2015 at
which only the Department of Health and Hospitals staff were present. No oral testimony was given,
nor written correspondence received, regarding this proposed Rule.

The Department anticipates adopting the Notice of Intent as a final Rule in the May 20, 2015 issue
of the Louisiana Register.

The following documents are attached:
1. acopy of the Notice of Intent;
2. the public hearing certification; and
3. the public hearing attendance roster.

KHK/WIJR/KAH

Attachments (3)

Bienville Building * 628 North 4* Street * P.O. Box 629 * Baton Rouge, Louisiana 70821-0629
Phone #: 225/342-9509 = Fax #: 225/342-5568 « WWW.DHH.LA.GOV
“An Equal Opportunity Employer”



NOTICE OF INTENT

Department of Health and Hospitals
Bureau of Health Services Financing
Medicaid Eligibility
Children Supplemental Security Income (SSI)

The Department of Health and Hospitals, Bureau of Health
Services Financing proposes to repeal the October 20, 1998 Rule
governing the Medicaid eligibility of children receiving
Supplemental Security Income (SSI) in the Medical Assistance
Program as authorized by R.S. 46:153 and pursuant to Title XIX
of the Social Security Act. This proposed Rule is in accordance
with the provisions of the Administrative Procedure Act, R.S.
49:950 et seq.

The Department of Health and Hospitals, Office of the
Secretary, Bureau of Health Services Financing promulgated a
Rule to adopt the provisions of Section 4913 of the Balanced
Budget Act of 1997 to establish a new mandatory eligibility
group for eligible children whom on August 22, 1996 were
receiving Supplemental Security Income (SSI) but who effective
July 1,1997, or later, lost SSI payment because of a disability
determination under the rules enacted by the Personal
Responsibility and Work opportunity Reconciliation Act of 1996
(P.L. 104-193). Medicaid benefits for children whose

eligibility was reinstated under this provision applied to



medical assistance furnished on or after July 1, 1997.
(Louisiana Register, Volume 24, Number 10).

The Department of Health and Hospitals, Bureau of Health
Services Financing now proposes to repeal the October 20, 1998
Rule governing the provisions for Medicaid eligibility of
children receiving Supplemental Security Income (SSI) since
children born August 22, 1996 or prior would have reached age 18
by August 22, 2014 and are no longer eligible under this
provision. Due to the provisions governing coverage of the
Section 4913 children, there cannct be any new children to
qualify for this coverage group as these children have aged out.

In compliance with Act 1183 of the 1999 Regular Session of
the Louisiana Legislature, the impact of this proposed Rule on
the family has been considered. It is anticipated that this
proposed Rule will have no impact on family functioning,
stability and autonomy as described in R.S. 49:972.

In compliance with Act 854 of the 2012 Regular Session of
the Louisiana Legislature, the poverty impact of this proposed
Rule has been considered. It is anticipated that this proposed
Rule will have no impact on child, individual, or family poverty
in relation to individual or community asset development as
described in R.S. 49:973.

In compliance with House Concurrent Resolution (HCR) 170 of

the 2014 Regular Session of the Louisiana Legislature, the



provider impact of this proposed Rule has been considered. It is
anticipated that this proposed Rule will have noc impact on the
staffing level requirements or qualifications required to
provide the same level of service, no direct or indirect cost to
the provider to provide the same level of service, and will have
no impact on the provider’s ability to provide the same level of
service as described in HCR 170.

Interested persons may submit written comments to J. Ruth
Kennedy, Bureau of Health Services Financing, P.O. Box 91030,
Baton Rouge, LA 70821-9030 or by email to MedicaidPolicy@la.gov.
Ms. Kennedy is responsible for responding to inquiries regarding
this proposed Rule. A public hearing on this proposed Rule is
scheduled for Tuesday, March 31, 2015 at 9:30 a.m. in Room 118,
Bienville Building, 628 North Fourth Street, Baton Rouge, LA.

At that time all interested persons will be afforded an

opportunity to submit data, views or arguments either orally or

in writing. The deadline for receipt of all written comments is

4:30 p.m. on the next business day following the public hearing.
Kathy H. Kliebert

Secretary



Bobby Jindal
GOVERNOR

Kathy H. Kliebert
SECRETTARY

Department of Flealth and Hospitals
Burcau of Health Services Financing

PUBLIC HEARING CERTIFICATION
March 31, 2015
9:30 a.m.

RE:  Medicaid Eligibility
Children Supplemental Security Income (SSI)
Docket # 03312015-4
Department of Health and Hospitals
State of Louisiana

CERTIFICATION

In accordance with LA R.S. 49:950 et seq., the attached public hearing agenda, together
with one digital recording of the public hearing conducted on March 31, 2015 in Baton
Rouge, Louisiana constitute the official record of the above-referenced public hearing.

L

“Robert K. Andrepont
Medicaid Policy and
Compliance Section

03-31-15
Date

Bienville Building * 628 North 4* Strect = P.O. Box 91030 « Baton Rouge, Louisiana 70821-9030
Phone #: 225/342-3801 or #225/342-4072 « Fax #: 225/342-9508 = WWW.DHH.IA.GOV
*An Equal Opportunity Employere”



Bobby Jindal ; Kathy H. Kliebert
GOVERNOR W, 'Qh _ SECRIET ARY

State uisiana

Department of Hlealth and Hospitals
Burcau of Health Services Financing

PUBLIC HEARING CERTIFICATION
March 31, 2015
9:30 a.m.

RE:  Medicaid Eligibility
Children Supplemental Security Income (SSI)
Docket # 03312015-4
Department of Health and Hospitals
State of Louisiana

CERTIFICATION

In accordance with LA R.S. 49:950 et seq., the attached public hearing agenda, together
with one digital recording of the public hearing conducted on March 31, 2015 in Baton
Rouge, Louisiana constitute the official record of the above-referenced public hearing.

Ll

“Robert K. Andrepont
Medicaid Policy and
Compliance Section

03-31-15
Date

Bicnville Building » 628 North 4% Strect = P.O. Box 91030 * Baton Rouge, Louisiana 70821-9030
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“An Equal Opportunity Emplover”



DHH/BHSF PUBLIC HEARING

Tepic - Medicaid Eligibility Children Supplemental Security Income (55I)

Date — March 31, 2015

PERSONS IN ATTENDANCE

Name

Address

Telephone Number

AGENCY or GROUP you represent

1.
Cornette Seott

2% N.Ath Street

Paten FZouje,}LA 10802
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Bobby Jindal
GOVERNOR

Department of Health and Hospirals
Office of the Secretary

April 6, 2015

MEMORANDUM

TO:

FROM:

RE:

The Honorable John A. Alario. President, Louisiana Senate

The Honorable Chuck Kleckley, Speaker of the House

The Honorable David Heitmeier, Chair, Senate Committee on Health and Welfare
The Honorable Scott Simon, Chair, House Committee on Health and Welfare

The Honorable Jack Donahue, Chair, Senate Finance Committee

The Honorable James R. “Jim™ Fannin, Chairman, House Appropriations Committee

Vs = )~
Kathy I/] ighert
Secretary, /. m

Oversight Report on Bureau of Health Services Financing Proposed Rulemaking

Kathy H. Kliebert

SECRITTARY

In accordance with the Administrative Procedure Act (R.S. 49:950 ¢t seq.) as amended, we are submitting the
attached documents for the proposed Rule for Medicaid Eligibility - Modified Adjusted Gross Income.

The Department published a Notice of Intent on this proposed Rule in the February 20, 2015 issue of the
Louisiana Register (Volume 41, Number 2). A public hearing was held on March 31, 2015 at which only
Department of Health and Hospitals staff were present. No oral testimony or written comments were received
regarding this proposed Rule.

The Department anticipates adopting the Notice of Intent as a final Rule in the May 20, 2015 issue of the
Louisiana Register.

The following documents are attached:

1.

a copy of the Notice of Intent;

2. the public hearing certification; and
3. the public hearing attendance roster.
KHK/WIR/RKA

Attachments (3)

Bicnville Building « 628 North 4 Street = P.O. Box 629 = Baton Rouge, Louisiana 70821-0629
Phone #: 225/342-9509 » Fax #: 225/342-5568 * WWW.DHH.LA.GOV
“An Equal Opportunity Emplover”



NOTICE OF INTENT

Department of Health and Hospitals
Bureau of Health Services Financing

Medicaid Eligibility
Modified Adjusted Gross Income
(LAC 50:III.2327,2529,10307, and 10705)

The Department of Health and Hospitals, Bureau of Health
Services Financing proposes to amend LAC 50:III.10705 and adopt
§2327, §2529 and §10307 in the Medical Assistance Program as
authorized by R.S. 36:254 and pursuant to Title XIX of the
Social Security Act. This proposed Rule is promulgated in
accordance with the provisions of the Administrative Procedure
Act, R.S. 49:950 et seq.

Section 1004 (a) (2) of the Patient Protection and Affordable
Care Act (ACA) of 2010 and Section 36B(d) (2) (B) of the Internal
Revenue Code mandate that Medicaid eligibility use the Modified
Adjusted Gross Income (MAGI) methodology for eligibility
determinations for certain eligibility groups. In compliance
with the ACA and Internal Revenue Code, the Department of Health
and Hospitals, Bureau of Health Services Financing promulgated
an Emergency Rule to amend the provisions governing Medicaid
eligibility to adopt the MAGI eligibility methodology (Louisiana
Register, Volume 40, Number 1). The department also adopted
provisions which allow qualified hospitals to make
determinations of presumptive eligibility for individuals who

are not currently enrolled in Medicaid.



The department promulgated an Emergency Rule which amended
the provisions of the December 31, 2013 Emergency Rule in order
to make technical revisions to ensure that these provisions are
appropriately promulgated in a clear and concise manner
(Louisiana Register, Volume 40, Number 4). The provisions
governing the MAGI eligibility changes for the State Children’s
Health Insurance Program were removed from this Emergency Rule
and repromulgated independently. This proposed Rule is being
promulgated in order to continue the provisions of the April 20,
2014 Emergency Rule.

Title 50
PUBLIC HEALTH-MEDICAL ASSISTANCE

Part III. Eligibility

Subpart 3. Eligibility Groups and Factors

Chapter 23. Eligibility Groups and Medicaid Programs
§2327. Modified Adjusted Gross Income (MAGI) Groups
A. For eligibility determinations effective December 31,

2013 eligibility shall be determined by Modified Adjusted Gross
Income (MAGI) methodology in accordance with Section 1004 (a) (2)
of the Patient Protection and Affordable Care Act (ACA) of 2010
and Section 36B(d) (2) (B) of the Internal Revenue Code, for the
following groups:

1. parents and caretaker relatives group which
includes adult individuals formerly considered for Low Income
Families with Children as parents or caretaker relatives;

2 pregnant women;



3. child related groups:; and

4. other adult related groups including breast and
cervical cancer, tuberculosis (TB) and family planning.

B. A MAGI determination will be necessary for each

individual in the home for whom coverage is being requested.
The MAGI household resembles the tax household.

1 MAGI Household. The individual’s relationship to
the tax filer and every other household member must be
established for budgeting purposes. The MAGI household is

constructed based on whether an individual is a:

a. tax filer;
b. tax dependent; or
=2 non-filer (neither tax filer or tax
dependent.
2 For the tax filer the MAGI household includes the

tax filer and all claimed tax dependents.

a. Whether claimed or not, the tax filer’s
spouse, who lives in the home, must be included.

b If a child files taxes and is counted as a
tax dependent on his/her parent’s tax return, the child is
classified as a tax dependent not a tax filer.

3 When taxes are filed for the tax dependent the
MAGI household consists of the tax filer and all other tax

dependents unless one of the following exceptions is met:



a. being claimed as a tax dependent by a tax
filer other than a parent or spouse (for example, a grandchild,
niece, or tax filer’s parent);

D. children living with two parents who do not
expect to file a joint tax return (including step-parents); or

s children claimed as a tax dependent by a
non-custodial parent.

4. For individuals who do not file taxes nor expect
to be claimed as a tax dependent (non-filer), the MAGI household

consists of the following when they all live together:

- for an adult:
1 the individual’s spouse; and
1. the individual’s natural, adopted, and

step-children under age 19; and
b, for a minor:
i the individual’s natural, adoptive, or
step-parents; and
o 15, 19 the individual’s natural, adopted, and
step-siblings under age 19.
(04 Parents and Caretaker Relatives Group
14 A caretaker relative is a relative of a dependent
child by blood, adoption, or marriage with whom the child is
living, and who assumes primary responsibility for the child’s
care. A caretaker relative must be one of the following:

a. parent;



b. grandparent;

C. sibling;
d. brother-in-law;
&. sister-in-law;
£. step-parent;
g. step-sibling;
h. aunt;
1 uncle;
s first cousin:
k. niece; or
L. nephew.

2. The spouse of such parents or caretaker relatives

may be considered a caretaker relative even after the marriage
is terminated by death or divorce.

3ia The assistance/benefit unit consists of the
parent and/or caretaker relative and the spouse of the parent
and/or caretaker relative, if living together, of child(ren)
under age 18, or age 18 and a full-time student in high school
or vocational/technical training. Children are considered
deprived if income eligibility is met for the Parents and
Caretaker Relatives Group. Children shall be certified in the
appropriate children’s category.

D. Pregnant Women Group
1 Eligibility for the pregnant women group may

begin:



a. at any time during a pregnancy; and

b. as early as three months prior to the month
of application.

2. Eligibility cannot begin before the first month
of pregnancy. The pregnant women group certification may extend
through the calendar month in which the 60-day postpartum period
ends.

3 An applicant/enrollee whose pregnancy terminated
in the month of application or in one of the three months prior
without a surviving child shall be considered a pregnant woman
for the purpose of determining eligibility in the pregnant women
group.

4. Certification shall be from the earliest possible
month of eligibility (up to three months prior to application)
through the month in which the 60-day postpartum period ends.

5 Retroactive eligibility shall be explored
regardless of current eligibility status.

a. If the applicant/enrollee is eligible for
any of the three prior months, she remains eligible throughout
the pregnancy and 60-day postpartum period. When determining
retroactive eligibility actual income received in the month of
determination shall be used.

b. If application is made after the month the
postpartum period ends, the period of eligibility will be

retroactive but shall not start more than three months prior to
6



the month of application. The start date of retroactive
eligibility is determined by counting back three months prior to
the date of application. The start date will be the first day
of that month.

6. Eligibility may not extend past the month in
which the postpartum period ends.

7 The applicant/enrollee must be income eligible
during the initial month of eligibility only. Changes in income
after the initial month will not affect eligibility.

E. Child Related Groups
1. Children Under Age 19-CHAMP. CHAMP children are
under age 19 and meet income and non-financial eligibility
criteria. ACA expands mandatory coverage to all children under
age 19 with household income at or below 133 percent Federal
Poverty Level (FPL). Such children are considered CHAMP
Children.

25 Children Under Age 19-LaCHIP. A child covered
under the Louisiana State Children's Health Insurance Program
(LaCHIP) shall:

a. be under age 19;
b. not be eligible for Medicaid under any other
optional or mandatory eligibility group or eligible as medically

needy (without spend-down liability):



(o not be eligible for Medicaid under the
policies in the state's Medicaid plan in effect on April 15,
1997;

d. not have health insurance; and

e. have MAGI-based income at or below 212
percent (217 percent FPL with 5 percent disregard) of the
federal poverty level.

3 Children Under Age 19-LaCHIP Affordable Plan. A

child covered under the Louisiana State Children's Health

Insurance Program (LaCHIP) Affordable Plan shall:

s be under age 19;
b. not be income eligible for regular LaCHIP;
G have MAGI-based income that dces not exceed

250 percent FPL;

d. not have other insurance or access to the
state employees health plan;

e. have been determined eligible for child
health assistance under the State Child Health Insurance Plan;
and

E. be a child whose custodial parent has not
voluntarily dropped the child(ren) from employer sponsored
insurance within the last three months without good cause. Good
cause exceptions to the three month period for dropping employer

sponsored insurance are:



Eox lost insurance due to divorce or

death of parent;

1 lifetime maximum reached;
Tid. COBRA coverage ends (up to 18
months) ;
iv. insurance ended due to lay-off or
business closure;
V. changed jobs and new employer does

not offer dependent coverage;
vi. employer no longer provides
dependent coverage;
vii. monthly family premium exceeds 9.5
percent of household income; or
viii. monthly premium for coverage of
the child exceeds 5 percent of household income.
4. Children Under Age 19-Phase IV LaCHIP (SCHIP).
The State Child Health Insurance Program (SCHIP) provides
prenatal care services, from conception to birth, for low income
uninsured mothers who are not otherwise eligible for other
Medicaid programs, including CHAMP pregnant women benefits.
This program, Phase IV LaCHIP, also covers non-citizen women who
are not qualified for other Medicaid programs due to citizenship

status only.



F. Regular and Spend Down Medically Needy MAGI. Regular
and spend down medically needy shall use the MAGI determination
methodology.

G. Former Foster Care Children. Former foster care
children are applicants/enrollees under 26 years of age, who
were in foster care under the responsibility of the state at the
time of their eighteenth birthday, and are not eligible or
enrolled in another mandatory coverage category.

div Former foster care children may also be
applicants/enrollees who:

a. have lost eligibility due to moving out of
state, but re-established Louisiana residency prior to reaching
age 26; or

b. currently reside in Louisiana, but were in

foster care in another state’s custody upon reaching age 18.

2 Former foster care children must:
a. be at least age 18, but under age 26;
b currently live in Louisiana;
C. have been a child in foster care in any

state’s custody upon reaching age 18; and
s not be eligible for coverage in anocther
mandatory group.
AUTHORITY NOTE: Promulgated in accordance with R.S.

36:254 and Title XIX of the Social Security Act.

10



HISTORICAL NOTE: Promulgated by the Department of Health

and Hospitals, Bureau of Health Services Financing, LR 41:

Chapter 25. Eligibility Factors
§2529. Hospital Presumptive Eligibility
A. Effective December 31, 2013 any hospital designated by

Louisiana Medicaid as a Hospital Presumptive Eligibility
Qualified Provider (HPEQP) may obtain information and determine
Hospital Presumptive Eligibility (HPE) for individuals who are
not currently enrolled in Medicaid and who are in need of
medical services covered under the State Plan.

il Coverage groups eligible to be considered for

Hospital Presumptive Eligibility include:

a. parents and caretaker relatives;

b. pregnant women;

B children under age 19;

d. former foster care children;

€. family planning; and

£f. certain individuals needing treatment for

breast or cervical cancer.

B. Qualified Hospitals. Qualified hospitals shall be
designated by the department as entities qualified to make
presumptive Medicaid eligibility determinations based on
preliminary, self-attested information obtained from individuals
seeking medical assistance.

3 A qualified hospital shall:
1l



a. be enrolled as a Louisiana Medicaid provider
under the Medicaid state plan or a Medicaid 1115 Demonstration:;

b not be suspended or excluded from
participating in the Medicaid Program;

G have submitted a statement of interest in
making presumptive eligibility determinations to the department;
and

d. agree to make presumptive eligibility
determinations consistent with the state policies and
procedures.

C. The qualified hospital shall educate the individuals
on the need to complete an application for full Medicaid and
shall assist individuals with:

1a completing and submitting the full Medicaid
application; and

2 understanding any document requirements as part
of the full Medicaid application process.

D. Eligibility Determinations

L Household composition and countable income for
HPE coverage groups are based on Modified Adjusted Gross Income
(MAGI) Methodology.

25 The presumptive eligibility period shall begin on
the date the presumptive eligibility determination is made by

the qualified provider.

12



3. The end of the presumptive eligibility period is
the earlier of:

a. the date the eligibility determination for
regular Medicaid is made, if an application for reqular Medicaid
is filed by the last day of the month following the month in
which the determination for presumptive eligibility is made; or

b the last day of the month following the
month in which the determination of presumptive eligibility is
made, 1if no application for regular Medicaid is filed by that
date.

4. Those determined eligible for presumptive
eligibility shall be limited to no more than one period of
eligibility in a 12-month period, starting with the effective
date of the initial presumptive eligibility period.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and Title XIX of the Social Security Act.

HISTORICAL NOTE: Promulgated by the Department of Health
and Hospitals, Bureau of Health Services Financing, LR 41:

Subpart 5. Financial Eligibility

Chapter 103. Income
§10307. Modified Adjusted Gross Income - (MAGI) Groups

A. MAGI Related Types of Income

1 Alimony shall be counted as unearned income
payments made directly to the household from non-household

members.
13



2 Alien sponsor’s income shall be counted against
the flat grant needs of the alien's household. If the income of
the sponsor is equal to or greater than the flat grant amount
for the number of people in the alien parent's family, the alien
parent (s) is not eligible for inclusion in his children's
Medicaid certification.

3 Business income or loss shall be countable net
profit or loss from partnerships, corporations, etc,

4. Capital gain or loss shall be countable income.

B, A child’s earned income is counted, except for
the tax filer’s budget when earnings are below the tax filing
threshold.

6. Annual income received under an implied, verbal,
or written contract in less than 12 months shall be averaged
over the 12 month period it is intended to cover unless the
income is received on an hourly or piecework basis.

T Disability insurance benefits shall count as
unearned income. If federal and/or state taxes are deducted,
disability insurance benefits shall count as earned income.

8. Dividends shall count as unearned income.
Dividends shall be averaged for the period they are intended to
cover.

9. Interest, including tax-exempt interest, shall
count as unearned income. Interest shall be averaged for the

period it is intended to cover.
14



10. Irregular and unpredictable income shall count as
income in the month of receipt. Annual income received under an
implied, verbal, or written contract in less than 12 months
shall be averaged over the 12 month period it is intended to
cover unless the income is received on an hourly or piecework
basis.

11. Income received from employment through the Job
Training Partnership Act of 1882 (JTPA) program shall be counted
as earned income. JTPA income received for training through
JTPA program shall be counted as unearned income.

12. A non-recurring cash payment (lump sum) shall
count as income only in the calendar month of receipt. This
includes insurance settlements, back pay, state tax refunds,
inheritance, IRA or other retirement distributions, and
retroactive benefit payments.

13. Regular recurring income from oil and land leases
shall be counted over the period it is intended to cover and
counted as unearned income. Payments received in the first year
of an oil lease, which are above the regular recurring rental
and payments received when an oil lease is written for only one
year, are treated as non-recurring lump sum payments.

14. Pensions and annuities shall count as unearned
income.

15. Income is potentially available when the

applicant/enrollee has a legal interest in a liquidated sum and
15



has the legal ability to make this sum available for the support
and maintenance of the assistance unit. Potential income shall
be counted when it is actually available as well as when it is
potentially available but the applicant/enrollee chooses not to
receive the income. If the agency representative is unable to
determine the amount of benefits available, the application
shall be rejected for failure to establish need.

16. Railroad retirement shall count as unearned
income the amount of the entitlement including the amount
deducted from the check for the Medicare premiums, less any
amount that is being recouped for a prior overpayment.

17. Ownership of rental property is considered a
self-employment enterprise. Income received from rental
property may be earned or unearned. To be counted as earned
income, the applicant/enrollee must perform some work related
activity. If the applicant/enrollee does not perform work
related activity, the money received shall be counted as
unearned income. Only allowable expenses associated with
producing the income may be deducted. If the income is earned,
any other earned income deductions are allowed.

18. The gross amount of retirement benefits,
including military retirement benefits, counts as unearned

income.

16



19. Royalties shall count as unearned income.
Royalties shall be prorated for the period they are intended to
cover.

20. Scholarships, awards, or fellowship grants shall
count as unearned income if used for living expenses such as
room and board.

21. Seasonal earnings shall count as earned income in
the month received. If contractual, such as a bus driver or
teacher, the income shall be prorated over the period it is
intended to cover. If earnings are self-employment seasonal
income, they shall be treated as self-employment income as below
in Paragraph 22.

22. Self-employment income is counted as earned
income. Self-employment income is income received from an
applicant/enrollee’s own business, trade, or profession if no
federal or state withholding tax or Social Security tax is
deducted from his job payment. This may include earnings as a
result of participation in Delta Service Corps and farm income.

a. Allowable expenses are those allowed when
filing taxes on a Schedule C or farm income Schedule F.

23. Social Security Retirement, Survivors and
Disability Insurance Benefits (RSDI) shall count as unearned
income. The amount counted shall be that of the entitlement

including the amount deducted from the check for the Medicare

17



premium, less any amount that is being recouped for a prior
overpayment.

24. Income from taxable refunds, credits, or offsets
of state and local income taxes if claimed on Form 1040 shall
count as unearned income.

25. Income from income trust withdrawals, dividends,
or interest which are or could be received by the
applicant/enrollee shall count as unearned income.

26. Tutorship funds are any money released by the
court to the applicant/enrollee and shall be counted as unearned
income.

27. Unemployment compensation benefits (UCB) shall be
counted as unearned income in the month of receipt.

28. Taxable gross wages, salaries, tips, and
commissions, including paid sick and vacation leave, shall count
as earned income. Included as earned income are:

a. vendor payments made by the employer instead
of all or part of the salary:;

b. the cash value of an in-kind item received
from an employer instead of all or part of the salary; and

B foreign earnings.

29. The following types of income shall not be
counted for MAGI budgeting:

a. adoption assistance;

b. Agent Orange Settlement payments;
18



B American Indian and Native American Claims

and Lands and income distributed from such ownership;

d. Census Bureau earnings;

e. child support payments received for anyone
in the home;

.. contributions from tax-exempt organizations;

g. disaster payments;

h. Domestic Volunteer Service Act;

> (8 earned income credits;

B educational loans;

i energy assistance;

L. foster care payments;

m. Housing and Urban Development (HUD) block

grant funds, payments, or subsides;

n. in-kind support and maintenance;

0. loans;

p- income from nutritional programs;

q. income from radiation exposure;

r. relocation assistance;

s. scholarships, awards or fellowship grants

used for education purposes and not for living expenses;

o Supplemental Security Income (SSI):;
u. vendor payments;
V. veterans’ benefits;

19



w. Women, Infants and Children Program (WIC)

benefits;
X work-study program income;
Y. worker’s compensation benefits; and
2 cash contributions. Money which is

contributed by the absent parent of a child in the assistance
unit is considered child support and not counted. Small, non-
recurring monetary gifts (e.g., Christmas, birthday, or
graduation gifts) are not counted. Cash contributions include
any money other than loans received by or for a member of the
income unit if:
i. the use is left to the discretion of

the member of the income unit; or

ii. the contribution is provided for the
specific purpose of meeting the maintenance needs of a member of
the assistance unit.

B. Financial eligibility for the MAGI groups shall be
made using income received in the calendar month prior to the
month of application or renewal as an indicator of anticipated
income. The taxable gross income of each member of the MAGI
household shall be used. Income eligibility of the household
shall be based on anticipated income and circumstances unless it
is discovered that there are factors that will affect income

currently or in future months.
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) 3 Income eligibility is determined by prospective
income budgeting or actual income budgeting.

a. Prospective income budgeting involves
looking at past income to determine anticipated future income.
Income earned in the calendar month prior to the month of
application or renewal which the applicant/enrollee earned shall
be used to determine expected income in the current and future
months.

b. Actual income budgeting involves looking at
income actually received within a specific month to determine
income eligibility for that month. Actual income shall be used
for all retroactive coverage. Actual income or the best
estimate of anticipated actual income shall be used if:

i. the income terminates during the month;
ii. the income begins during the month; or
iii. the income is interrupted during the
month.
2. Income of a Tax Dependent. The earned income of
a tax dependent including a child shall be counted when
calculating the financial eligibility of a tax filer when the
earned income meets the tax filing threshold. The unearned
income of a tax dependent, including a child, shall be used when
calculating MAGI based financial eligibility regardless of tax

filing status (e.g., RSDI).
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a. Cash contributions to a dependent shall be
counted towards the dependent.

3. Allowable Tax Deductions for MAGI. The following
deductions from an individual’s income shall be used to
determine the individual’s adjusted gross income:

a. educator expenses;
b. certain business expenses of reservists,

performing artists and fee basis government offices;

Co health savings account deductions;
e moving expenses;
e. the deductible part of self-employment tax;

£ self-employed SEP, SIMPLE and qualified

plans;
g. self-employed health insurance deduction;
3 B8 the penalty on early withdrawal of savings;
X alimony paid outside the home;

e IRA deductions;

k. student loan interest deduction;

F tuition and fees; and

m. domestic production activities deductions.
4. A 5 percent disregard shall be allowed on MAGI

budgets when it is the difference between eligibility or

ineligibility for the individual in a child related program.
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55 The net countable income for the individual’s
household shall be compared to the applicable income standard
for the household size to determine eligibility.

a. If the countable income is below the income
standard for the applicable MAGI group, the individual is income
eligible.

b. If the countable income is above the income
standard for the applicable MAGI group, the individual is income
ineligible.

S Federal Poverty Income Guidelines (FPIG). Eligibility
shall be based upon the following guidelines using the Federal
Poverty Income Guidelines and adjusted to account for the 5
percent disregard:

1. parents/caretakers, income is less or equal to 24
percent FPIG;

2 pregnant women, income is less or equal to 138
percent PFPIG;

3. CHAMP (Children 0-18), income is less or equal to
147 percent FPIG;

4, LaCHIP, income is less or equal to 217 percent
FPIG;

5. LaCHIP IV (Unborn Option), income is less or
equal to 214 percent FPIG; and

6. LaCHIP Affordable Plan, income does not exceed

255 percent FPIG.
23



AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and Title XIX of the Social Security Act.
HISTORICAL NOTE: Promulgated by the Department of Health

and Hospitals, Bureau of Health Services Financing, LR 41:

Chapter 107. Resources
§10705. Resource Disregards
A = B2

D. Modified Adjusted Gross Income (MAGI) Groups.
Resources will be disregarded for those groups using the MAGI
determinations methodology.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and Title XIX of the Social Security Act.

HISTORICAL NOTE: Promulgated by the Department of Health
and Hospitals, Bureau of Health Services Financing and the
Office of Aging and Adult Services, LR 35:1899 (September 2009),
amended by the Department of Health and Hospitals, Bureau of
Health Services Finance, LR 36:2867 (December 2010), LR 41:

In compliance with Act 1183 of the 1999 Regular Session of
the Louisiana Legislature, the impact of this proposed Rule on
the family has been considered. It is anticipated that this
proposed Rule may have a positive impact on family functioning,
stability or autonomy as described in R.S. 49:972 by reducing
the financial burden for health care costs for certain families

who will now meet the new income standards.
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In compliance with Act 854 of the 2012 Regular Session of
the Louisiana Legislature, the poverty impact of this proposed
Rule has been considered. It is anticipated that this proposed
Rule may have a positive impact on child, individual, or family
poverty in relation to individual or community asset development
as described in R.S. 49:973 by reducing the financial burden for
health care costs for certain families who will now meet the new
income standards.

In compliance with House Concurrent Resolution (HCR) 170 of
the 2014 Regular Session of the Louisiana Legislature, the
provider impact of this proposed Rule has been considered. It is
anticipated that this proposed Rule will have no impact on the
staffing level requirements or qualifications required to
provide the same level of service, no direct or indirect cost to
the provider to provide the same level of service, and will have
no impact on the provider’s ability to provide the same level of
service as described in HCR 170.

Interested persons may submit written comments to J. Ruth
Kennedy, Bureau of Health Services Financing, P.0O. Box 91030,
Baton Rouge, LA 70821-9030 or by email to MedicaidPolicy@la.gov.
Ms. Kennedy 1s responsible for responding to inquiries regarding
this proposed Rule. A public hearing on this proposed Rule is
scheduled for Tuesday, March 31, 2015 at 9:30 a.m. in Room 118,
Bienville Building, 628 North Fourth Street, Baton Rouge, LA.

At that time all interested persons will be afforded an
25



opportunity to submit data, views or arguments either orally or

in writing. The deadline for receipt of all written comments is

4:30 p.m. on the next business day following the public hearing.
Kathy H. Kliebert

Secretary
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Bobby Jindal

GOVERNOR

Kathy H. Klicbert
SECRITEARY

State of Louisiana

Department of Health and Hospitals
Bureau of Health Services l*'inancing

PUBLIC HEARING CERTIFICATION
March 31, 2015
9:30 a.m.

RE: Medicaid Eligibility
Modified Adjusted Gross Income
Docket # 03312015-5
Department of Health and Hospitals
State of Louisiana

CERTIFICATION
In accordance with LA R.S. 49:950 et seq., the attached public hearing agenda, together

with one digital recording of the public hearing conducted on March 31, 2015 in Baton
Rouge, Louisiana constitute the official record of the above-referenced public hearing.

obert’K.’Andrepont
Medicaid Policy and
Compliance Section

03-31-15
Date

Bienville Building * 628 North 4 Street » P.O. Box 91030 * Baton Rouge, Louisiana 70821-9030
Phone #: 225/342-3801 or #225/342-4072 « Fax #: 225/342-9508 « WWW.DHH.LA.GOV
“An Equal Opportunity Employer”



DHH/BHSF PUBLIC HEARING

roplc -Medicaid Eligibility Modified Adjusted Gross Income

Date - March 31, 2015
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Bobby Jindal A\ RN / 5 Kathy H. Kliebert
GOVERNOR R, \Caders/ S SECRETARY

State of Louigiana
Department of Health and Hospitals

Office of the Secretary
April 6, 2015
MEMORANDUM
TO: The Honorable John A. Alario, President, Louisiana Senate

The Honorable Chuck Kleckley, Speaker of the House

The Honorable David Heitmeir, Chair, Senate Committee on Health and Welfare
The Honorable Scott Simon, Chair, House Committee on Health and Welfare

The Honorable Jack Donahue, Chair, Senate Finance Committee

The Honorable James R. “Jim” Fannin, Chairman, House Appropriations Committee

-
FROM: Kathy H, Klighe

Secrctarﬁr/’ = Q\Q‘ Gf
RE: Oversight Report on Bureau of Health Services Financing Proposed Rulemaking

In accordance with the Administrative Procedure Act (R.S. 49:950 et seq.) as amended, we are

submitting the attached documents for the proposed Rule for Nursing Facilities — Per Diem Rate
Reduction.

The Department published a Notice of Intent on this proposed Rule in the February 20, 2015 issue of
the Louisiana Register (Volume 41, Number 2). A public hearing was held on March 31, 2015 at
which only the Department of Health and Hospitals staff were present. No oral testimony was given,
nor written correspondence received, regarding this proposed Rule.

The Department anticipates adopting the Notice of Intent as a final Rule in the May 20, 2015 issue
of the Louisiana Register.

The following documents are attached:
1. a copy of the Notice of Intent;
2. the public hearing certification; and
3. the public hearing attendance roster.

KHK/WIJR/KAH

Attachments (3)

Bienville Building * 628 North 4% Street * P.O. Box 629 * Baton Rouge, Louisiana 70821-0629
Phone #: 225/342-9509 » Fax #: 225/342-5568 « WWW.DHH.LA.GOV
“An Equal Opportunity Employer”



NOTICE OF INTENT

Department of Health and Hospitals
Bureau of Health Services Financing

Nursing_Facilities
Per Diem Rate Reduction
(LAC 50:1II.20005)

The Department of Health and Hospitals, Bureau of Health
Services Financing proposes to amend LAC 50:I1I1.20005 in the
Medical Assistance Program as authorized by R.S. 36:254 and
pursuant to Title XIX of the Social Security Act. This proposed
Rule is promulgated in accordance with the provisions of the
Administrative Procedure Act, R.S. 49:950 et seq.

For state fiscal year 2014-15, state general funds are
required to continue nursing facility rates at the rebased
level. Because of the fiscal constraints on the state’s budget,
the state general funds will not be available to sustain the
increased rate. Consequently, the Department of Health and
Hospitals, Bureau of Health Services Financing promulgated an
Emergency Rule which amended the provisions governing the
reimbursement methodology for nursing facilities in order to
reduce the per diem rates paid to non-state nursing facilities
(Louisiana Register, Volume 40, Number 5). This propcsed Rule is
being promulgated to continue the provisions of the July 1, 2014

Emergency Rule.



Title 50

PUBLIC HEALTH-MEDICAL ASSISTANCE
Part II. Nursing Facilities
Subpart 5. Reimbursement

Chapter 200. Reimbursement Methodology
§20005. Rate Determination [Formerly LAC 50:VII.1305]

B = B

Q. Effective for dates of service on or after July 1,
2014, the per diem rate paid to non-state nursing facilities,
shall be reduced by $90.26 of the rate in effect on June 30,
2014 until such time that the rate is rebased.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and Title XIX of the Social Security Act.

HISTORICAL NOTE: Promulgated by the Department of Health
and Hospitals, Office of the Secretary, Bureau of Health
Services Financing, LR 28:1791 (August 2002), amended LR 31:15896
(July 2005), LR 32:2263 (December 2006), LR 33:2203 (October
2007), amended by the Department of Health and Hospitals, Bureau
of Health Services Financing, LR 36:325 (February 2010),
repromulgated LR 36:520 (March 2010), amended LR 36:1556 (July
2010), LR 36:1782 (August 2010), LR 36:2566 (November 2010), LR
37:092 (March 2011), LR 37:1174 (April 2011), LR 37:2631
(September 2011), LR 38:1241 (May 2012), LR 39:1286 (May 2013),

LR 39:3097 (November 2013), LR 41:



In compliance with Act 1183 of the 1999 Reqular Session of
the Louisiana Legislature, the impact of this proposed Rule on
the family has been considered. It is anticipated that this
proposed Rule will have no impact on family functioning,
stability and autonomy as described in R.S. 49:972.

In compliance with Act 854 of the 2012 Regular Session of
the Louisiana Legislature, the poverty impact of this proposed
Rule has been considered. It is anticipated that this proposed
Rule will have no impact on child, individual, or family poverty
in relation to individual or community asset development as
described in R.5. 49:973.

In compliance with House Concurrent Resolution 170 of the
2014 Regular Session of the Louisiana Legislature, the provider
impact of this proposed Rule has been considered. It is
anticipated that this proposed Rule will have no impact on the
staffing level requirements or qualifications required to
provide the same level of service, but may increase the total
direct and indirect cost of the provider to provide the same
level of service due to the decrease in payments. The proposed
Rule may also have a negative impact on the provider’s ability
to provide the same level of service as described in HCR 170 if
the reduction in payments adversely impacts the provider’s
financial standing.

Interested persons may submit written comments to J. Ruth



Kennedy, Bureau of Health Services Financing, P.0O. Box 91030,
Baton Rouge, LA 70821—-9030 or by email to MedicaidPolicy@la.gov.
Ms. Kennedy is responsible for responding to inquiries regarding
this proposed Rule. A public hearing on this proposed Rule is
scheduled for Tuesday, March 31, 2015 at 9:30 a.m. in Room 118,
Bienville Building, 628 North Fourth Street, Baton Rouge, LA.
At that time all interested persons will be afforded an
opportunity to submit data, views or arguments either orally or
in writing. The deadline for receipt of all written comments is
4:30 p.m. on the next business day following the public hearing.
Kathy H. Kliebert

Secretary
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State n uigiana

Department of Health and Hospitals
Burcau of Health Services Financing

PUBLIC HEARING CERTIFICATION
March 31, 2015
9:30 a.m.

RE:  Nursing Facilities
Per Diem Rate Reduction
Docket # 03312015-6
Department of Health and Hospitals
State of Louisiana

CERTIFICATION

In accordance with LA R.S. 49:950 et seq.. the attached public hearing agenda, together
with one digital recording of the public hearing conducted on March 31, 2015 in Baton
Rouge. Louisiana constitute the official record of the above-referenced public hearing.
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